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Summary

Abuse in nursing homes is a complex issue. Abuse can be individual acts by staff, ranging 

from calling someone names to serious criminal acts. Equally, abuse can be the way care 

is provided by an institution, by, for example, not providing person-centred care. An 

emerging theme in the literature is the connection between abuse and the right of older 

people to be treated with dignity. Research has explored staff perceptions of abuse, why it 

happens, which residents are the most vulnerable and whether staff report what they 

witness. While one study suggests that staff are strongly disposed to reporting their 

concerns, another study has suggested that only one out of five incidents is likely to be 

reported to a manager (Goergen, 2004, Malmedal et al., 2009). However, what influences 

whether staff report their concerns has received little attention in research. This study 

aimed to: firstly, explore the perceptions of abuse among a sample of both managers and 

staff in public and private nursing homes in Ireland; and secondly, explore whether or not 

staff who witness abuse report their concerns to the managers of the nursing home. The 

managers’ responses were explored in order to identify the barriers and enablers to staff 

raising their concerns.

Given the sensitivity, complexity and exploratory nature of the research subject, a

qualitative approach was taken, with in-depth interviews with staff from both the private

and public nursing home sector. Information sheets were distributed to all staff within

eight facilities seeking volunteers to be interviewed. Sixteen staff members responded and

were interviewed. This included the managers of each of the facilities. The interviews

were analysed by applying an environmental model of decision making in nursing homes,

as proposed by Kayser-Jones, which consists of four dimensions: the physical

environment, the organisational environment, the cultural-social-psychological
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environment and the personal-supra-personal environment. In addition, five dignity 

domains were identified from the literature and used to explore staff perceptions of abuse: 

interpersonal communication, provision of personal care, maintenance of identity and 

autonomy, appropriate medical care, and upholding human rights.

All five dignity domains arose as areas of concern for staff, although they were not always 

certain about the connection with abuse. Participants appeared more comfortable with the 

term dignity than abuse. With regard to the perception of abuse, this study has concluded 

that the broader concept of dignity provides for a richer concept, in which abuse can be 

located along a continuum of behaviours. In the context of the Kayser-Jones model, 

dignity informs the attitudes, values and beliefs of staff (cultural-social-psychological 

environment), which, in turn, will determine the interactions between staff and residents 

(personal-supra-personal environment).

With regard to their experiences of staff reporting their concerns this study found that there 

were six distinct themes within the organisational environment, which were either a barrier 

or an enabler to staff raising concerns about dignity, depending on the approach to 

leadership: (1) the organisations commitment to actively upholding an ethos of dignity, (2) 

managerial leadership which includes and values staff (including a team approach to care), 

(3) appropriate organisational approaches to supervising staff (including night staff), (4) 

opportunities for staff to meet and discuss care delivery, (5) organisational commitment to 

training, (6) supportive (or unsupportive) complaints and disciplinary process.

In this organisational environment, staff are more likely to disclose concerns about 

breaches of dignity, including abuse. For those organisations that do not have such 

structures or approaches in place, staff may not report their concerns. In those situations, 

some staff will feel strongly enough to consider reporting to others outside the 

organisation.
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Chapter 1

The Context of Nursing Homes in Ireland

There has been enormous economic and social change in Ireland since the foundation of 

the state in 1922. While change has impacted on all groups in society, it has resulted in 

profound changes in the health and social care of older people. Improved life expectancy 

has resulted in considerable changes to the demographic structure, not just in Ireland, but 

also throughout the developed world. While increased life expectancy has been regarded 

as an indicator of the success of effective health and social policies, it has also brought 

with it additional challenges, not just in terms of increased populations, but more 

particularly in the increased numbers of people living into old age. While populations are 

living longer and generally staying healthier, the increasing number of people living 

beyond 65 years is placing additional demands on health and social care. Parallel to these 

developments is the changing nature of family life, particularly the role of women. There is 

less of an expectation that extended families will provide care for their older relatives, 

placing a greater reliance on care provision by the state. As the number of people who will 

require this support is expected to increase dramatically over the coming decades, the 

potential economic cost of meeting this need has become a major preoccupation for 

national governments across Europe and the US. As a consequence, ageing has become a 

major preoccupation for policy makers and researchers across many disciplines, who 

explore ageing from many different perspectives. Much of that policy and research 

activity has been concerned with the need for long-term care. This chapter will explore the 

context of older people in Ireland and the resulting social and political debate about 

meeting their needs, with a particular focus on the emerging issues around long-term care. 

The Irish context will also be placed within the context of the experience in the UK
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(though more specifically, England), with reference to other European countries and the 

US.

Demographic Changes in Ireland
During the last 10 years the population growth in Ireland has been dramatic with an 

increase of 17.7%, resulting in a total population of over 4.4 million. (Central Statistics 

Office, 2009) While this is a significant increase, it is also worth noting that this is still 

only just over half of what the population was in 1841, prior to the Famine of 1845 

(Huttman, 1972, Central Statistics Office, 2009). The population continued to fall in the 

years following the famine and continued after the foundation of the state in 1922. It was 

not until 1995 that the number of people immigrating exceeded those emigrating. This, 

combined with a high birth rate, has contributed to the continued growth of the population 

even though the trend to emigration returned in 2009 (Central Statistics Office, 2009).

As the population has increased, so has the number of people over the age of 65 years;

11% of the population was over the age of 65 years in 2006, and this has been steadily 

increasing since 1926 when it was 9.1%. This is significantly below the 16.8% average for 

Europe. In fact Ireland has the lowest proportion of its population over the age of 65 years 

in Europe. However, future population predictions suggest that the dependency ratio will 

change significantly by 2026, resulting in older people accounting for 25.1% of the 

population, though this will continue to be significantly less than the European average 

(Central Statistics Office, 2007).

Over the last 10 years life expectancy in Ireland has increased more rapidly than in any

other EU country, moving fi'om one year below to one year above the average across the

EU; the average life expectancy for women is 81.6 years, while for men it is 76.8 years

(Department of Health, 2009a). While these are the average ages, there have been

increasing numbers of people living over 80 years; of those over the age of 65 years, the
14



percentage of those Hving beyond 80 has increased from 17% in 1981 to 24.1% in 2006. 

Those over the age of 85 are more likely to report having a disability (58.6%), and 

therefore it is perhaps not surprising that 24.6% of those in that age group live in a 

communal setting. 5.6% of people over the age of 65 years reside in hospital and long-stay 

care settings; though slightly less (4.3%) reside in long-stay residential care settings. 

(Central Statistics Office, 2007, Department of Health and Children, 2006b). Of those in 

institutional care in 2005, just under half of those over 85 years were in private nursing 

homes, a third in public long-stay units and the remaining residing in voluntary units. As 

people get older they are also more likely to need hospital care, hence just under half of all 

hospital bed occupancy is taken up by older people, with an average length of stay of just 

over 11 days (Central Statistics Office, 2007). The success of health and social care 

polices in Ireland means that there are currently 495,000 people over 65 years in Ireland, 

and it is estimated that this will increase to 1,396,000 by 2041; in the same period those 

over the age of 85 will increase from 55,400 to 255,100.

Given this demographic picture it is not surprising that since the 1960s there has been a 

growing focus on social and health pohcies specifically for older people, a trend that has 

been mirrored throughout Europe and the US. However, before looking at modem policy 

regarding older people and specifically policy regarding institutional care, it seems relevant 

to briefly reflect on the historical backdrop to institutional care in Ireland.

Workhouse to County Home
Historically, there has been a sfrong tradition of caring for the sick and the poor stretching

back to the Christianisation of Ireland; however, this was swept away by the Reformation

during the 1500s leaving little provision for the poor and destitute until the 18* century.

Though Poor Laws were enacted during the latter half of the 1700s these related

specifically to the building of workhouses and were limited to Dublin and Cork; it was not
15



until the passing of legislation in 1838 that wide scale Poor Relief commenced with the 

building of 130 workhouses which were completed by 1847 (O'Connor, 1996). However, 

as the consequences of the famine unfolded, they failed to provide effective relief as the 

Boards that were responsible for running them were not provided with adequate financial 

resources. The 130 workhouses reached maximum capacity of 115,000 shortly following 

completion; though by 1851 they were struggling with severe overcrowding as they had 

over 200,000 inmates. The principle on which Poor Relief was provided was on the basis 

that those entering the workhouse had to earn their keep by working, and the conditions 

inside were deliberately impoverished so as to ensure that it was not seen as an easy 

option. O’Connor, in recounting the fate of Ireland’s poor during the famine period, 

describes the poor sanitary conditions, poor diet and hard work regime within the 

workhouses which resulted in high mortality rates. Local landlords were required to fund 

the workhouses and as this became a significant financial burden during the famine, it 

became more cost effective to assist those in need of Poor Relief to emigrate (O'Connor, 

1996).

In the years following the famine, additional workhouses were built, and by 1857 there 

were a total of 163 workhouses, which accommodated approximately 50,000 people. With 

the more manageable numbers, a more humane approach to meeting the needs of inmates 

emerged, as did some limited Outdoor Relief. The original concept of the workhouses 

excluded anyone from a formal religious body fi'om being involved in the workhouse, 

either on the Board or in employment within the workhouse, though by the 1880s this had 

changed with the engagement of the Sisters of Mercy as nurses. This change came about 

as the fiinction of the workhouses changed and they became an institution for the old and 

the sick (O'Connor, 1996).
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During the foundation of the state and the subsequent civil war, many of the workhouses 

were occupied or burnt by the military, while others became dilapidated. Of those that 

remained, 33 became County Homes, while others became County Hospitals (O'Connor, 

1996). Shortly after the foundation of the state a Commission on Poor Relief was 

established and reported in 1927. It recommended that the County Homes should be 

refurbished and reserved for the care of the aged with other forms of specialised care 

developed for other groups that needed care. Some years later the Hospitals Commission 

of 1933 recommended the development of different types of facilities to meet the different 

needs of older people. This resulted in the development of Welfare Homes and District 

Hospitals, the latter catering for the more dependent elderly. County Homes were intended 

to cater for the more physically able older person, were built closer to their community, 

and appeared in most major towns in Ireland.

O’Connor notes that the workhouse became a hated institution during the 19 '̂’ century, and 

remained in the psyche of subsequent generations; indeed the researcher recalls his mother 

(bom in Co Mayo in the 1920s) admonishing her children’s demands for money with the 

retort that such demands would have her in the workhouse. While only a few workhouses 

became County Homes, many facilities catering for the older population continued to be 

provided in old buildings. It is easy to speculate that for the generations needing care 

during the early to mid 20‘*’ century, the connection with the workhouse was something 

that might have been in the psyche. What is also worth considering is that this history may 

in some way reflect how nursing homes were considered in the following decades. This 

link with the workhouses was noted in two major studies in the UK. Townsend’s 1950s 

study included nursing homes that were former workhouses, while a later study done in the 

1980s suggested that the Poor Law history continued its influence through continued

institutional practices which resisted reform (Willcocks et al., 1987, Townsend, 1962).
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County Home to Nursing Home
The next phase in the development of institutional care for older people was initiated 

following the publication of the White Paper, Reconstruction and Improvement of County 

Homes (1951). The paper recommended the continuation of the County Home and the 

building of additional facilities; the subsequent building programme prompted by the 

White Paper resulted in adding over 2,00 0 beds to the system by 1966 (Working Party on 

Services for the Elderly, 1988). Financial provision for those needing institutional care 

was provided for by the 1953 Health Act, which placed a statutory obligation on local 

authorities to provide institutional assistance for those who required it. While this 

increased the demand for state facilities, it also resulted in the expansion of the voluntary 

sector and the emergence of a private sector. Though there appears to be no specific policy 

leading to the development of the private sector, it has been suggested that as local 

authorities provided fianding to private nursing home placements to comply with their 

obligations under the 1953 Health Act, it lead directly to a considerable expansion of this 

sector (National Council for the Aged, 1985).

In 1981 the National Council for the Aged was established by the Minister for Health with 

the function of advising on all aspects of the welfare of older people. In its first report on 

the institutional care of older people, it noted that a range of care facilities had emerged 

from early policies and strategies. The report identified the range of facilities as: geriatric 

long-term care units (associated with specific general hospital departments), geriatric 

hospitals (often former County Homes), long-stay district hospitals, welfare homes, 

voluntary and private nursing homes and psychiatric hospitals (National Council for the 

Aged, 1985). By the 1980s approximately 40% of older people in long-term institutional 

settings were placed within either the voluntary sector (22%) or the private sector (17%), 

with the remaining 60% placed in state facilities (O'Connor and Thomson, 1986). During
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the 1980s and 1990s state subvention to meet the cost of private nursing home care 

continued, leading to further growth in that sector. By 2008 the private nursing home 

sector had increased significantly, overtaking the state and voluntary sector. The private 

sector now accommodates 61.9% of those who are in institutional care, while the state 

sector provides care to 29.2%; the voluntary sector has reduced significantly and now 

provides care to only 8.9% (Department of Health and Children, 2008b).

Though there was no specific public policy to encourage this change in provision from 

state to private care, it has been attributed to the Health Boards providing subvention 

(funding to those in need of a nursing home placement). While the 1953 Health Act 

provided local authorities with the obligation and framework to provide subvention to 

those needing long-term care, the Health Act of 1970 made it an entitlement. For those not 

eligible government tax policy provided rebates. During the last decade, government 

policy provided tax incentives to encourage the building of private nursing homes, further 

contributing to the considerable expansion of this sector. In 1997, there were just over

6.000 beds in the private sector, which increased to just short of 15,000 beds in 2008 

(Department of Health and Children, 1997, Department of Health and Children, 2008b). 

The current capacity within the state sector is 6,000 beds, and the voluntary sector now 

provides just fewer than 2,000 beds, giving a total capacity of somewhere in the region of

23.000 beds (Department of Health and Children, 2008b).

Alternatives to Institutionalisation
One of the reasons for the variety of different care facilities was the different needs and

reasons that older people needed care. In the late 1960s an interdepartmental group was

established to advise the government on the needs of older people. The group reported in

1968 (“Care of the Aged” report) and acknowledged that older people ended up needing

care in institutional settings because of the lack of supports to keep them at home or in
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their communities. A number of recommendations were made with regard to how older 

people could be supported in their communities; these included improved housing and 

financial assistance and the development of health and welfare services accessible in local 

communities. Over the following twenty years these recommendations governed public 

policy and significantly transformed services for older people; increases in income 

maintenance, improved housing provision, introduction of special schemes to improve 

existing housing, improved access to medical and health care (for example, the 

introduction of the General Medical Scheme and the development of Public Health 

Nursing)(Working Party on Services for the Elderly, 1988).

The “Care of the Aged” report represented a major shift from previous policy. The 1951

White Paper had focused on upgrading and improving institutional care (which had its

roots in the 19̂ '’ century Poor Laws), while this policy sought to put in place measures to

prevent older people needing institutional care by providing improved supports at home or

in their communities. The philosophy underpinning the “Care of the Aged” report was

progressed further 20 years later by the recommendations of another working group, which

reported in 1988. “The Years Ahead” report acknowledged that there was an accepted

principle that older people should be able to live at home as long as possible, and that

previous policy had made significant advances in that direction. However, the committee

was of the view that this often failed due to the lack of appropriate resources and poor

coordination of services. Hence, many of the recommendations were concerned with

improved coordination and the development of additional supports to assist older people to

live at home (Working Party on Services for the Elderly, 1988).

In the mid 1990s the National Council on Ageing and Older People commissioned a

review of the implementation of “The Years Ahead” report, the conclusions of which were

highly critical of government and local service managers in the lack of priority given to the
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implementation of the recommendations of the report. While the economic position in 

Ireland had improved during the 1990s, government and health services saw additional 

demands being placed on them for services. The period was marked by the introduction of 

the Child Care Act 1991 and the prioritisation of childcare services. The review suggested 

that this resulted in funding being diverted from older people’s services resulting in 

significant gaps in services. The review acknowledged that there had been some 

improvement in domiciliary supports; however, these improvements were not standardised 

or comprehensive across the country, with varied commitment to older people’s services 

from local managers (National Council on Ageing and Older People, 1997).

Home Help to Home Care Packages
Providing formalised support to older people at home began in the years following the

foundation of the state and was provided primarily by the voluntary sector (often religious

orders). It was not until the passing of the 1970 Health Act that this changed, with the

newly formed Health Boards emerging as major providers of home help services (Timonen

and Doyle, 2008). A review of home help services commissioned by the National Council

on Ageing and Older People found that home help provision varied across the country as

did the eligibility criteria required to access the service (Lundstrom and McKeown, 1994).

During the 1990s there was a growing recognition that if older people were to be supported

at home and their need for institutionalisation prevented, then help at home would have to

include more intimate personal care, rather than just the light house work duties previously

provided by the home helps (Haslett et al., 1998). During the last two decades services

aimed at keeping older people at home have resulted in a range of services being

developed which have moved beyond the traditional model of home help service. This

period has seen the development of Health Care Assistants (trained to provide more

complex care in the home). Community General Nurses (working alongside Public Health
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Nurses), and community rehabilitation teams (including occupational therapists and 

physiotherapists). The policy background to these developments has been landmark health 

policies {Quality and Fairness and the Primary Care Strategy), aimed at improving local 

health and social care supports to all populations (Department of Health and Children, 

2001a, Department of Health and Children, 2001b).

Another dimension adding to the push to improving care supports at home came from the

increasing pressures on hospital Accident and Emergency Departments (attributed to

delays in discharging older people from hospital) resulting in the Department of Health and

Children establishing a working group to look at the long-term care needs of older people.

The working group acknowledged the growing complexity of supporting people at home

(as an alternative to hospital or nursing home care) and recommended that this could be

best met by the introduction of Home Support Packages (subsequently called Home Care

Packages) (Department of Health and Children, 2006b). These packages were piloted and

subsequently evaluated in 2009 and found to be an effective means of assisting people with

significant levels of dependency to remain living at home, and that without this support

they were likely to need institutional care (PA Consulting, 2009a). In 2010, home help

services continue to provide support to those with low level support needs while Home

Care Packages targeted at those needing to be discharged from hospital or sustained in

their own home (as an alternative to needing a nursing home placement) are targeted for

fiirther development. The HSE Service Plan for 2010 expects to provide (through a mix of

public and private services) home help services to over 50,000 people, and Home Care

Packages to nearly 9,000 people (Health Services Executive, 2010).

While there can be no doubt that these supports are contributing to keeping people at home

longer, it is difficult to find evidence in the statistical information available as to whether

home supports are reaching the people that need them. For example, the last available
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figures for activity within the nursing home sector suggests that approximately 30% of 

residents have low-to-medium levels of dependency. It might be imagined that this is the 

very group for whom Home Care Packages are intended (Department of Health and 

Children, 2008b). Indeed, the evaluation of Home Care Packages highlighted that there 

were considerable variations within Health Board local areas in the number of home care 

packages provided and that this was further complicated by the lack of a standard approach 

to assessment and funding (PA Consulting, 2009a).

The Funding of Long-term Care
How long-term care is funded has preoccupied policy-makers since the building of the 

workhouses in the 19* century and is a concern that continued following the foundation of 

the state. As the population of older people needing long-term care increased over the last 

30 years, there has been a growing concern about the cost associated with providing that 

care, leading to practices aimed at limiting access to nursing home care or introducing 

charges for nursing home care. During the 1990s the administrative processes and 

practices introduced by the health service on the issue of charges and payment for nursing 

home care (and public care) resulted in over 150 complaints being made to the 

Ombudsman (Office of the Ombudsman, 2001 ). A number of anomalies arose out of the 

administration of charges or subvention, which were highlighted in a number of key 

reports.

Under the 1970 Health Act two systems emerged for the funding of long-term care needs

of older people. Firstly, for those admitted to a public nursing home (where the cost was

met from the public funds provided to the health service), there was a top-up contribution

required from the resident, which usually consisted of an amount equivalent to their state

pension. While resident in state care, the person was provided with “pocket money” to

meet additional “comforts” that the person might require. Secondly, for those in private
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nursing homes, the individual (or their families) met the cost themselves but could seek 

subvention from the Health Boards to assist them to meet the cost (subject to means 

testing) (O'Shea et al., 1991). As Health Boards tried to curtail the growing cost of 

meeting long-term care needs, a number of anomalies arose which became the subject of 

reports and subsequent changes in legislation. These anomalies became the subject of a 

growing number of complaints reported to, and investigated by, the Ombudsman. These 

complaints were commented upon in a report and raised questions about the legality of the 

subvention scheme as operated by the Health Boards (Office of the Ombudsman, 2001 ).

In 2003 the Human Rights Commission published a report on long-stay care and also 

concluded:

“The law on entitlement to Health Board long-stay care is not clear. There is an absence of 

clarity in the admission procedures and the rules about the resident’s liability to contribute 

to his/her care are also unclear. This lack of clarity means that there is an unacceptable risk 

of arbitrariness in decision making” (Mangan, 2003).

Illegal Charging for Care
During the 1990s there was a growing concern within the Health Boards about the legality

of nursing home charges, particularly the charges applied to those in public care. These

concerns had arisen following individual legal cases taken against the Health Boards.

However, the Department of Health and Children officials failed to take the appropriate

measures to correct the legal position, and Health Boards continued with practices they

suspected were illegal (Travers, 2005). In 2004 on the advice of the Attorney General the

practice of applying charges to those entitled to free public care was stopped, it was

acknowledged that the charges were illegal. In light of the illegality of the charges the

government acknowledged that a redress scheme had to be put into place and sought

amendments to the Health Act 2007 to allow for redress (Health (Nursing Homes)
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(Amendment) Act 2007). When announcing the legislation the Minister for Health and 

Children stated that the cost of redress to the residents (or the estates of those who were 

deceased) would cost the state over €1 billion (Department of Health and Children, 2006a). 

In 2010 the cost of this redress scheme continues to rise, with current estimates suggesting 

that an additional €100 million will be required. There are also a number of people who 

are in the process of seeking legal redress outside the scheme, suggesting that there may be 

significant additional costs in the years to come (O'Brien, 2010 ).

A Fair Deal
The principle that those in need of long-term care should contribute to the cost of their

care, if they can afford to do so, was clearly stated in the health strategy, Quality and

Fairness, in 2001. However, as demonstrated, the legal basis had not been put in place to

support this principle. A funding crisis had been created by the illegality of nursing home

charges, prompting the government to set up a working group to explore how best to meet

the cost of long-term care. The recommendations of the group have formed the basis of

current policy and legislation governing not just institutional long-term care, but also the

principle of supporting people at home (for example Home Care Packages). The working

group recommended that fiature policy should be based on the following principles;

integrated services based on a standardised assessment of needs; community based care

should be maximised; family carers should be recognised and supported; where residential

care is needed it should be decided on an equitable basis; appropriate co-payment by care

recipients based on assessment of financial resources; and finally, funding needs to be

sustainable over the long term (Department of Health and Children, 2006b).

In 2006 the Minister for Health and Children announced proposals for a new scheme for

funding long-term care (nursing home care), called the “Fair Deal”. The principle of the

scheme was to make nursing home care accessible, affordable and anxiety-free to those
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that needed it. A bill was published in 2008 and became law with the passing of the 

Nursing Homes Support Scheme Act 2009. The Act provides a legal basis for the health 

service to both support and charge people for their care. Everyone receiving nursing home 

care will be required to pay 80% of their accessible income, plus 5% of the value of any 

assets per year. The 5% payment can be deferred and collected from the resident’s estate 

after their death and is capped at three years (that is, at 15%). To avail of this payment 

deferral, the resident is required to apply to the Health Service Executive (HSE) for a loan, 

which will allow a charge to be placed against the property. Perhaps the most significant 

implication of this legislation is that charges will be applied equally whether the person is 

in public or private care. The scheme became operational at the end of 2009 and its 

implementation by the HSE is a priority in the 2010 Service Plan. However, it will 

presumably take some years before it becomes evident as to whether the legislation 

achieves its objectives.

Regulating Care
Early legislation governing nursing homes was primarily concerned with providing for the 

building or financing of the facilities. As private nursing homes began to emerge during 

the 1950s policy-makers became concerned with laws to regulate this sector. This was 

initially achieved with the passing of the Health Act 1964 (Homes for Incapacitated 

Persons) and the subsequent regulations issued under the Act. However, the Act did not 

provide for a formal registration system and did not extend to the voluntary sector, nor did 

it apply to the facilities provided by the state.

By the 1970s a parallel system of “approval status” of private nursing homes emerged as a

result of section 54 of the 1970 Health Act, which provided the legal basis for Health

Boards to pay private nursing homes subvention; to gain this status and avail of residents

eligible for subvention the nursing home had to apply to the Health Board to become an
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“approved status” facility. Towards the end of the 1970s, substantial numbers of private 

nursing homes had applied for the “approved status”, the consequence of which was to 

place greater financial demands on the Health Boards. Approval or non-approval of 

nursing homes was less about the standard and quality of the nursing home than it was 

about the financial position of the local Health Board to fund the care. In 1980, in light of 

the growing financial pressures, the Minister of Health halted the approval of any flirther 

nursing homes (O'Connor and Thomson, 1986). By the mid 1980s concern was being 

expressed about the quality of care, particularly within the voluntary sector, but also within 

the private sector. A study of the sector suggested that better legal regulation was required 

and that the voluntary sector needed to be brought within a regulatory framework 

(O'Connor and Walsh, 1986).

In light of the growing concerns about the legal provisions for the regulation and 

subvention of nursing homes additional measures were put in place by the Health Act 

(Nursing Homes) 1990. The major provisions of the Act were to introduce compulsory 

registration, stricter enforcement of standards of design and care provision, stiffer penalties 

for breaches of the standards, additional powers to the Health Boards to enforce the 

standards, and a statutory requirement for the Health Boards to investigate complaints. 

While the Act now brought the voluntary sector within its provisions, it did not apply to 

the statutory sector; while it was suggested that this was because of the differing role 

played by state institutional care, the failure to bring these facilities within the provisions 

of the legislation attracted some criticism at the time (O'Shea et al., 1991).

Failure in Regulation
During the 1990s the National Council on Ageing and Older People continued to be

concerned about the standard and quality of nursing home care, resulting in the Department

of Health and Children publishing a voluntary Code of Practice for nursing homes in an
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attempt to improve the quahty. However, towards the end of the decade it appeared that 

the code had Httle impact and that concerns about the standard and quality of nursing 

homes continued. The National Council on Ageing and Older People commissioned a 

study into the development of a quality framework for nursing homes, which concluded 

that national quality standards and guidance should be developed, that they should apply to 

the private, voluntary and public sector and that an independent national inspectorate 

should be established to enforce these standards (National Council on Ageing and Older 

People, 2000).

The idea of an independent inspectorate responsible for enforcing standards had already 

been established for children’s residential centres. The Social Services Inspectorate had 

been established in 1999 and was tasked with applying nationally agreed standards for 

children’s residential centres, either operated by the state or privately. For the first time in 

the history of the state, these centres independently (of the Health Boards) inspected, and 

the inspection reports were publicly available and accessible on the Internet. There is no 

doubt that the Inspectorate was critical in improving childcare services and its function and 

powers were extended in 2009 to include nursing homes. However, the extension of its 

powers had come about directly as a result of a nursing home scandal brought to public 

attention by a TV documentary screened on the 30* May 2005.

Leas Cross Nursing Home
Though complaints about nursing homes had received coverage in newspapers prior to

2005, it was the visual images provided by the secret filming of care practices in the Leas

Cross Nursing Home that really captured public opinion. An undercover reporter who had

secured a position as a care assistant did the filming, and it raised issues about poor

physical care and poor interactions between some of the staff and residents. A number of

relatives of residents also participated in the programme raising concerns about poor care.
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Though there was nothing new in the issues the programme raised, what was perhaps new 

about the presentation of the programme was the questions raised about the failure of the 

health service to appropriately respond to concerns that had been formally reported. 

Following the screening of the programme, the HSE took over the running of the nursing 

home on an interim basis before formally notifying the owners (in July 2005) that it 

intended to remove the facility from the nursing home register. The HSE transferred 

residents to other facilities and the nursing home officially closed on August 1̂ ' 2005. 

Following the screening of the programme the HSE undertook an internal investigation and 

subsequently commissioned Professor Desmond O ’Neill, a consultant geriatrician, to 

undertake an investigation into the deaths of residents in the nursing home.

Professor O’Neill’s report was published in November 2006 and concluded:

“The principal finding was that the care at Leas Cross was deficient at many levels, and 

could best be summed up as arising from inadequate numbers of inadequately trained staff, 

in conjunction with inadequate and under-informed clinical leadership. At a basic level 

there was a failure to recognise the appropriate scope of practice among senior nursing 

staff and the overall findings are consistent with a finding of institutional abuse: 

‘institutional abuse can occur which may comprise of poor care standards, lack of positive 

response to complex needs, rigid routines, inadequate staffing, and an insufficient 

knowledge base within the service’. The regulatory process of the Health Board at all 

levels was deficient in its response to the clear deficits uncovered and misguided in its 

assessment that senior clinical management at Leas Cross had the insight or capability to 

effect meaningfiil change. Senior management in the H.S.E. (N.A.) did not appear to give 

due weight to written concerns by senior clinicians about standards of care.” (O'Neill, 

2006).
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The publication and recommendations of this report were not without controversy from a 

number of sources, not least from the HSE staff criticised within the report, and from the 

family members who felt excluded on the day the report was launched. In 2007 the HSE 

established a task force to consider the findings of Professor O’Neill’s report. The findings 

were accepted and in subsequent actions by the task force, the report was forwarded to the 

Nursing Board, Medical Council and An Garda Siochana for their consideration as to 

whether there had been breaches of professional conduct or criminal actions. In June of 

that year the government established a Commission of Investigation into the Leas Cross 

Nursing Home (established under the Commission of Investigations Act 2004), which 

concluded its work in 2009.

Commission of Investigation
The Commission was established to examine the establishment and running of the Leas 

Cross Nursing Home, the complaints made about the care of residents and the 

circumstances surrounding the transfer of patients to the nursing home from other 

facilities. The Commission found that there was sufficient evidence to warrant the HSE’s 

response to close the nursing home based on the following concerns: poor pressure wound 

prevention and management; poor management of continence; poor staff records; poor 

leadership and supervision of staff; care assistants not clear when nursing care was 

required; poor assessment of residents’ care needs; and unacceptable gaps in key service 

provision. The Commission was also critical of the HSE in responding in a timely and 

coordinated manner to complaints and to emerging concerns about the poor care in the 

nursing home (Diarmuid P. O’Donovan, 2009).

By the time the Commission published its findings the government had already put in place

a new regulatory framework, including new nationally agreed standards for nursing home

care. Perhaps the most significant aspect of this new regulatory framework is that it now
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brings within its scope state long-stay care facilities for older people as well as voluntary 

and private facilities. Public long-stay care would now be subject to ami’s length 

(independent) inspection for the first time in the history of the state.

A New Era of Inspection and Regulation
The concept of ann’s length inspection and regulation of public or private enterprise is not

new, either in Ireland or in many other countries across the world. In a healthcare context

private and voluntary nursing homes were the first attempt to inspect and regulate a part of

the health sector in Ireland, closely followed by children’s residential centres. The idea of

inspecting and regulating all parts of the healthcare system did not appear in legislation

until the 2007 Health Act, which saw the establishment of the Health, Information and

Quality Authority. This arose out of a growing concern about the performance of

healthcare (mostly hospital) provision. A number of scandals regarding individual services

had resulted in a number of inquiries, including the infection of people with haemophilia

with HIV and hepatitis B (Lindsay, 2002), the unnecessary peripartum hysterectomies by

Dr Michael Neary at Our Lady of Lourdes Hospital (Clark, 2006), and the inquiry into the

Leas Cross Nursing Home. These inquiries highlighted not just past failures in the

healthcare system but also raised concerns about more recent practices. The backdrop to

these increasing concerns was increasing expenditure on health; between 1990 and 2000

expenditure had increased 78% in real terms. However, there appeared to be increasing

evidence that the health service was poorly managed, under-staffed, with high levels of

bureaucracy and an inefficient administration system (Collins and Joyce, 2007).

In response to these concerns a major transformation of the health service was commenced

with the enactment of the 2004 Health Act, which established the Health Service Executive

(HSE) with the purpose of creating a unified health service with devolved powers and

empowered decision making. The health service had previously been managed by 10
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Health Boards, based on geographic regions across the country. The establishment of the 

HSE effectively abolished these Boards and replaced them with a single management 

structure with one CEO. The HSE is now responsible for the day-to-day management of 

the health service (including the health budget). This has the effect of distancing the 

Minister for Health and Children from the delivery of healthcare, but still with the 

responsibility for overall health strategy. Because a key aim of the current strategy is the 

delivery of a quahty health service, the 2004 Health Act also saw the establishment of the 

Health Information and Quality Authority (HIQA) on an interim basis. Its function was to 

develop health information, promote and implement quality assurance programmes and 

oversee health technology assessment (Collins and Joyce, 2007). The subsequent 2007 

Health Act had the effect of placing HIQA on a full statutory basis, and transferred the 

Social Services Inspectorate to within the authority. The establishment of HIQA has 

effectively brought about an independent (arm’s length) registration, inspection and 

monitoring of Irish healthcare, both public and private. One of the first tasks completed by 

HIQ A was the development of national standards for nursing homes, which are to apply to 

the private, voluntary and public residential care facilities for older people. After an 

extensive consultation process the National Quality Standards for Residential Care Settings 

for Older People in Ireland were published in March 2009 and in July of that year HIQA 

began inspecting residential centres against these standards (Health Information and 

Quality Authority, 2009).

National Standards for Residential Care
There are 32 standards which are grouped into seven sections: the rights of older people;

protection; health and social care needs; quality of life; staffing; the care environment; and

management and governance. The section on rights covers the right to information about

the nursing home, ensures that consent to treatment and care is obtained, underpins the
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right to be treated with privacy and dignity, requires that any complaint is acted upon 

effectively, that residents are facilitated to exercise civil, political and religious activities 

and that they have a written contract of care. The section on protection requires the facility 

to have a policy on the prevention, detection and response to abuse and that there are 

appropriate procedures for the safeguarding of the residents’ finances. The section on 

health and social care needs emphasises the requirement for an appropriate assessment of 

needs, that residents have a written care plan, that their health is promoted, their health 

needs are reviewed, that there is appropriate end-of-life care, and that medications are 

managed appropriately. The quality of life section underpins the residents’ right to choice 

and control in their life (autonomy), that their dietary requirements are met and that there 

are routines which are consistent with their previous experiences including social contact. 

This section also includes a standard requiring the facility to have procedures for dealing 

with residents who have behaviour that is challenging, including where it might pose a risk 

to themselves or others. Facilities are also required to have a policy on the use of physical 

restraint of residents. The section on staffing requires facilities to have appropriate vetting 

of staff, ensure that they are appropriately skilled and qualified, and that they are trained 

and supervised. The section on the care environment provides details on the appropriate 

physical environment (for example the size of rooms) and health and safety issues. Finally 

the governance and management section requires facilities to ensure that there is a suitably 

qualified and experienced manager, that there is a clear purpose and function to the service, 

and that the facility is managed appropriately.

Inspections are either announced or unannounced and take between two and three days and

the findings fi'om the inspection are published on the HIQA website. While the ultimate

sanction available to the inspectors is withdrawal of registration (effectively closing the

facility), the process is intended to encourage and support providers to improve the care
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provided. Facilities failing to comply will be given a timescale within which to put 

corrective measures in place, with more generous timescales for changes that require major 

adjustments (for example to the structure of the building).

A cursory examination of the inspection reports available on the HIQA website found that 

a broad range of issues can be highlighted by the inspection process and will be explored to 

some extent in the context of the findings of this study. Presumably at some point in the 

near fiature, HIQA will report on the overall experience of the new inspection regime so as 

to give some idea of the overall state of the nation’s residential care for older people.

Nursing Home Staffing - a Multicultural Workforce
Since the mid 1990s there have been dramatic changes in the nursing home workforce in

Ireland, particularly with regard to the employment of migrant workers as nurses and care

assistants. This is in the context of increasing employment of migrant workers in many

other sectors. From the mid 1990s Ireland saw a considerable increase of migrant workers,

at a higher rate than the US and many other European countries, up to 2006 and 2007.

Until this period Ireland had little experience of migrant workers; indeed the Irish

experience had been more about emigration rather than immigration. The CSO figures

show that in 2007 there were over 60,000 migrants from the EU states and nearly 18,000

migrants from the rest of the world (the CSO refers to these as persons outside EU, UK and

the US) (Central Statistics Office, 2009). Taking into account the requirement for those

outside the EU to obtain a work permit, it has been suggested that in 2002 the number of

migrants from the rest of the world was more likely to be in the region of 41,000, and that

the total numbers of migrants who arrived in Ireland between 1996 and 2002 was over

200,000 and equivalent to 5% of the total population (Immigrant Council of Ireland, 2003).

By 2007 this had increased to 355,000 migrants, with migrants accounting for almost 16%

of the total labour force. The changing economic position in Ireland has resulted in a
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substantial reduction in immigration. However, it continues to be a feature of modem Irish 

life.

There is limited publicly available data on the numbers of migrant workers in nursing 

homes, though one study attempted to collect data in this area. In a survey of organisations 

(both public and private) providing services (both residential care and domiciliary), it was 

estimated that a third of all health and social care staff were recent migrants to Ireland, 

with 87% of all organisations reporting employing some migrants (Walsh and O'Shea, 

2009). In terms of how this impacts on nursing home recruitment, it would appear to vary 

depending on the location of the nursing homes.

The migration of workers to Ireland is part of a global trend, with much of Europe and 

other developed economies in the west receiving significant numbers of migrants, many of 

whom work in nursing homes (Browne and Braun, 2008). The demand for migrant 

workers in the nursing home sector stems from the difficulty in attracting indigenous 

workers into the sector. One Irish study, which looked at the employment of migrants in 

the care industry in general, has concluded that the need for migrant workers is because of 

the difficulties in attracting Irish workers (particularly registered nurses), who are reluctant 

to work in this sector because they perceive the work as having low value, poor career path 

and because they are reluctant to work shifts. The same study also found that the 

predominant nationalities of the staff working in this sector were from India, Philippines, 

Poland and Nigeria. Finally, the study also found that these workers experienced racism 

and discrimination from a number of sources; their employers (for example shift patterns, 

live-in conditions, pay), from colleagues, and from the older people they are caring for 

(Walsh and O'Shea, 2009).

Discrimination against migrants in Ireland has grown as a concern over the last decade,

leading to the government developing an action plan and putting measures in place to
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improve the circumstances of migrants (Department of Justice Equahty & Law Reform, 

2005 - 2008). However, at the same time the bureaucracy encountered by migrants (from 

outside the EU) with regard to work permits contributed to decreased employment 

opportunities and left them potentially vulnerable to exploitation (Walsh and O'Shea, 

2009). The key role that migrant workers play in the delivery of health services has been 

acknowledged in recent health policy. However, it lacks a specific strategy to respond to 

the challenges experienced by workers in the delivery of services to older people (Health 

Services Executive, 2008a). The critical importance of the personal relationship in care 

work requires specific attention, as Walsh and O’Shea concluded: “The personal nature of 

health and social care provision makes it essential that respect for racial and cultural 

differences are understood to encompass both the providers and recipients of care. Older 

residents and their families need to be made aware of cultural changes taking place within 

care organisations, particularly with respect to the ethnic and cultural mix of staff, and 

must be assisted in making the necessary transition that allows for harmonious and 

mutually beneficial relationships to evolve.” (Walsh and O'Shea, 2009).

Training and Education for Care
It is not surprising that essentially two of the seven sections of the new standards

framework deal with staff and management, because a key dimension to the standard and

quality of nursing home care is the critical importance of the role played by the staff

required to run the facilities. An appropriately trained and skilled workforce is essential to

the delivery of a quality nursing home service. The need for a nursing input was initially

acknowledged towards the end of the 18* century with the employment of the Sisters of

Mercy in the workhouses and emerged to be a legal requirement as nursing homes

developed and became regulated. Nursing remains a key professional component in

nursing homes in Ireland, not just in a managerial role, but also as a core component of
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direct care delivery on a daily basis. The need for specialist input was acknowledged by 

the Commission on Nursing in 1998 which resulted in the development of specialist 

nursing roles in a wide variety of settings, including working with older people 

(Commission on Nursing, 1998). The Nursing Board has recognised that nursing older 

people requires specific skills and has also provided professional guidance to support 

nurses in this work (2009). In addition to the development of specialist roles, specialist 

training and education programmes have also been developed including post-graduate 

training programmes in gerontological nursing.

While nursing is a core component of nursing home care, care assistants undertake much 

of the day-to-day, hands-on work. Over the last decade there has been a growing 

recognition of the training needs of this group with the development of specific training 

programmes, which are provided under the Further Education and Training Awards 

Council (FETAC). It is proposed that the level 5 programme for care assistants becomes 

the recognised standard qualification. This has received much support within the HSE and 

many private nursing homes are also making this a requirement (Walsh and O'Shea, 2009). 

However, there are few published data on the level of qualifications and training of staff 

working in nursing homes, either in the public or private sector. Therefore it is difficult to 

establish how effective these developments have been.

Dementia Care
Any discussion about nursing home care has to acknowledge the challenges faced by

caring for those with dementia. While there are no national data on the number of

residents in nursing homes with dementia or cognitive impairment, a recent small-scale

study undertaken in Dublin suggests that significant numbers of residents of nursing homes

have some level of dementia. 42% were severely impaired while 27% had a moderate

degree of cognitive impairment (Cahill et al., 2010). The National Council on Ageing and
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Older People published an Action Plan for Dementia in 1999, which estimated that there 

were 30,000 older people living with dementia and that the cost to the state in meeting 

their needs was estimated to be €450 million across both community and acute supports 

(O’Shea and O’Reilly, 1999). While the vast majority of people with dementia live at 

home, there are substantial numbers who need nursing home care. There have been some 

improvements in services, with the development of specialist psychiatry for older people 

and specialist residential services for dementia care. However, in light of the significant 

demand there is likely to be in future years, these developments are significantly below 

what is required (O'Shea, 2007). However, the new national standards for nursing homes 

acknowledge the additional requirements for caring for those with dementia, especially 

specialist provision, and provide supplementary criteria for those specific services (Health 

Information and Quality Authority, 2009).

During the last decade dementia care has received some fianding for research and education

resulting in the establishment of the Dementia Services Information and Development

Centre in St James’s Hospital (Dementia Services Information and Development Centre)

and more recently the development of the Living With Dementia programme located with

Trinity College Dublin (Living With Dementia). Within the HSE there has been

recognition that dementia care has significant training implications for health staff and a

national training strategy is being developed (Health Services Executive, 2010 ).

In England over the last decade there have been growing concerns about the standard and

quality of services for dementia care. The BBC screened two programmes, in 2005 and

2009, which highlighted concerns about dementia care in care homes and the poor care

patients with dementia received in a hospital in Brighton (The British Broadcasting

Corporation, 2009). In response to the growing concerns about dementia care the

Department of Health in England developed a dementia strategy and action plan and has
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appointed a national director (Professor Alistair Bums) to assist with its implementation 

(Department of Health, 2009b). Within an Irish context the National Council on Ageing 

and Older People produced an action plan for dementia, though it did not translate into 

government policy. Indeed the Alzheimer Society of Ireland commenced a campaign in 

2007 to persuade the government to have a strategy which makes dementia care a public 

health priority (The Alzheimer Society of Ireland, 2007). However, the government has 

now acknowledged the need for a specific dementia strategy, and is contained within the 

current programme for government.

Mental Capacity - A Legal Vacuum
Perhaps one of the most significant deficiencies in meeting the needs of those with 

dementia is the absence of any legal framework for making decisions on behalf of those 

with dementia or cognitive impairment. The Wards of Court system, originally provided 

for by the Lunacy Regulations Act (Ireland) 1871, is the only framework for decision 

making on behalf of those who lack the mental capacity to make their own decisions about 

financial and welfare matters. However, this tends only to be used when the person has 

assets that need to be managed to assist them in their care. The only other legal fi-amework 

is the Enduring Power of Attorney, which was introduced in 2006; this allows a person to 

nominate someone to make decisions related to financial matters on their behalf in the 

event that they are incapacitated. The lack of any other framework was considered by the 

Law Reform Commission in three pubHcations between 2003 and 2006, resulting in 

recommendations for the introduction of Guardianship (Law Reform Commission, 2003, 

Law Reform Commission, 2005, Law Reform Commission, 2006). As a result of these 

recommendations, a Mental Capacity Bill was published in 2008 but has yet to progress 

into law.

39



The lack of legal provisions has potentially significant implications for the care of people 

with dementia on many fronts, including consent to treatment, accessing bank accounts, 

and making decisions about care needs (including the decision to move someone from 

home to a nursing home). The absence of a legal framework resulted in additional 

provisions being inserted into the Nursing Home Support Scheme to assist the application 

for a loan to pay nursing home fees (when the person making the application lacks mental 

capacity). The law underpinning the scheme provided for the appointment of a Care 

Representative by the Circuit Court; this person can be a relative or any person with an 

appropriate interest in the person needing care. Presumably, had the Mental Capacity Bill 

been enacted it would have provided for substitute decision making, perhaps negating the 

need for the Care Representative.

The issue of consent is a major area of concern. There is a presumption that relatives can 

consent on behalf of their relatives, but there is no legal basis for this in law (Law Reform 

Commission, 2003). In light of this, professional guidance to healthcare staff has been 

updated to incorporate the principles of the Mental Capacity Bill. The healthcare 

professional giving treatment must obtain informed consent, but if the person receiving 

treatment is unable to give that consent then the professional may provide the treatment 

because they believe that it is in the patient’s best interest. In most situations, what 

medical staff and families want for the person with dementia is likely to be the same, and is 

likely to be in the best interest of the person. However, in more complex situations where 

there is disagreement between families and/or professionals, the absence of a legal 

framework is a significant gap in ensuring that the human rights of the person with 

dementia are upheld.

England (and Wales), Scotland and Northern Ireland have appropriate legal frameworks in 

place, as do many other countries. The importance of substitute decision making and the



connection to human rights has been recognised by the United Nations (UN). Article 12 of 

the International Convention on the Rights of Persons with Disabilities recognises that 

persons with disabilities have legal capacity on an equal basis with others; in other words 

there has to be a presumption of capacity (United Nations, 2010). The failure to have 

appropriate legal provisions and safeguards in place in this regard can result in states being 

brought before the European Court of Human Rights. The UK government appeared 

before the European Human Rights Courts in 2004 for failing to have a legal framework in 

place for detaining people who had diminished legal capacity, resulting in the government 

having to amend legislation in this area (Department of Health, 2006c). It is not 

impossible that Ireland could find itself in the Human Rights Courts in the future if 

appropriate legal provisions are not implemented.

International Context of Nursing Home Care
The challenges presented by aging populations are not unique to Ireland. As economies 

develop and healthcare systems improve, life expectancy increases. Within the EU, most 

member states are facing increasing costs associated with meeting the needs of older 

people, including meeting long-term care needs. Member states are encouraged to develop 

improved supports to enable people to reside at home for as long as possible. However, if 

long-term care is required it should be financially sustainable, there should be equal access 

to it and it should be of a high quality with systems in place to ensure the quality 

(Commission of The European Communities, 2007, European Union, 2003). However, 

comparative analysis of long-term care across countries can be difficult because of 

different funding methods, different definitions of what constitutes long-term care and 

different systems for ensuring quality (i.e. regulation).

At EU level the principle that people should be cared for at home for as long as possible is

recognised as something that should be a key objective of member states. However,
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keeping people at home while needing care requires services to work together in a 

coordinated manner and this can be achieved through the delivery of integrated care. A 

project under the EU Fifth Framework aimed at examining the challenges facing states on 

delivery of integrated care found that most member states considered it a priority but were 

facing difficulties with regard to implementation. Those difficulties were associated with 

differing professional and service cultures which often had different priorities (for example 

between health and social care), a lack of knowledge among relevant managers and 

increased marketisation adding to the complexity (Leichsenring, 2004).

While most counties have sought to reduce the need for long-term care by improving the 

supports to keep people at home for longer, the need for residential care continues to be a 

major requirement. While the development of residential care has different histories in 

different countries, over recent years there has been increasing concern about the standard 

and quality of the care provided, resulting in measures to improve the care.

Nursing Home Regulation - the International Context
In an international context the US has perhaps the longest history of regulating nursing

homes. The Nursing Home Reform Act was introduced as part of the 1987 Omnibus

Budget Reconciliation Act (OBRA 1987), and was the last major attempt to regulate the

industry; a decade following its implementation there continued to be far-reaching

concerns about the standard and quality of the care and abuse of residents (Walshe, 2001).

During the first decade (the 1990s) of the new regulatory framework approximately 10%

of nursing homes were removed from the system through either voluntary or involuntary

termination, suggesting that the system was improving the quality of care. However,

problems continued to exist necessitating a number of different strategies to improve

nursing home care. The approaches included further strengthening of regulation, improved

information systems for monitoring, strengthening the care workforce, strengthening the
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consumer through either giving them more information or providing advocacy, increasing 

funding (through increased reimbursements), implementing practice guidelines and 

changing the culture of nursing homes. While the evidence suggests that these initiatives 

can work in individual facilities there continues to be concerns about the overall quality of 

care (Wiener, 2003).

Similar concerns about the quality of residential care for older people existed in England. 

The last 10 years have seen significant changes to the regulatory framework with the key 

development being the implementation of national standards in 2003 (Department of 

Health, 2003a). In addition to the national standards, a new system of enforcement was 

introduced with the establishment of the National Care Standards Commission, which had 

the task of registering and inspecting the sector. In the period prior to the implementation 

of the standards a significant number of residential care facilities had closed, with further 

closures in the early years following implementation. Towards the end of the 1990s, 

approximately 4% of facilities closed (predominately the smaller ones). In 2002 to 2003 

this increased to 6% of residential care facilities closing. While the standards were partially 

responsible for closures, increasing financial pressures on the sector was identified as the 

main reason for closure (Netten et al., 2005).

Within the debate and discussion about residential care is an emerging concern about the

abuse of residents. In Ireland the scandal surrounding the Leas Cross nursing home

brought the discussion about abuse of nursing home residents into the public domain. The

UK has seen a similar media interest in the care of vulnerable populations (both older

people and people with learning disabilities) leading to inquiries into the failings of the

services and the abuse of residents. Similarly during the last 20 years there has been a

growing interest by both researchers and policy makers about abuse of residents, with

many countries developing policies to tackle the concern. The research and policy
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Chapter 2

The Emergence of Elder Abuse as a Social Problem

While concern about poor practices and abuse in care facilities has prompted improved 

regulation, there has also been a parallel emerging concern about older people living at 

home who are being abused by family members, neighbours and others they trust. In light 

of this concern, many countries have developed policies and initiatives to tackle the 

problem. It has also received attention at international level with global organisations like 

the World Health Organization (WHO). Equally, there has been a growing interest in the 

issue by researchers and practitioners who have forged international links through 

organisations like the International Network for the Prevention of Elder Abuse 

(http://www.inpea.net/). This chapter will explore how wide scale the problem is, how it is 

defined, and how it has been responded to by national governments. While the focus will 

be on the Irish context, it will be considered within the experience from other countries, 

specifically the UK and to a more limited extent the US and other European countries. 

While abuse within community settings will be considered, the primary focus will be on 

abuse within institutional care.

From Concern to Policy in Ireland
Professionals began to raise concern about elder abuse during the 1990s with case studies 

in academic journals and by the mid 1990s the National Council on Ageing and Older 

People commissioned the first exploratory study (O'Loughlin and Duggan, 1998, O'Dwyer 

and O'Neill, 2008). The study established that elder abuse was a concern for professionals 

in health and social care, so in 1999, the Department of Health and Children responded by 

establishing a working group to develop policy and guidance on how the issue should be
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tackled. In 2002, the working group published a report called “Protecting Our Future”, 

following which the Elder Abuse National Implementation Group (EANIG) was 

established to oversee the implementation of its recommendations (Working Group on 

Elder Abuse, 2002).

The report provided a framework for EANIG, which over the following years resulted in 

significant developments particularly within the health service. The effectiveness of the 

policy was reviewed in 2009 and it was found that a dedicated staffing structure for 

identifying and responding to elder abuse had been put into place, awareness campaigns 

(including TV, radio and newspaper) had taken place, extensive training of staff had been 

undertaken, a data collection system had been put in place, and a National Centre for the 

Protecfion of Older People had been established(National Council for Ageing and Older 

People, 2010).

Policy into Practice
As the Health Service Executive put the staffing structure into place, a system for reporting 

the activity of the workers was also established which for the first time provided a national 

picture of the abuse issues facing older people in Ireland. In 2009 the HSE received just 

over 1,500 allegations concerning the abuse of older people. While one-third of those cases 

were not substantiated, one-fifl:h were substantiated with the primary concern being 

emotional abuse, followed by physical and financial abuse. The primary person causing 

the harm was either a son, daughter or spouse (Health Services Executive, 2009b). There 

are a couple of key messages in these statistics. Firstly, nearly half of all referrals were 

inconclusive in their outcome. This suggests that either there was not enough evidence to 

prove or disprove the allegation, or it reflects the complexity of investigating these 

concerns in a way that reaches a conclusion. Secondly, 83% of all referrals concerned
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someone living in their own home; the remaining referrals concerned older people residing 

in institutional settings for example, nursing homes (both public and private) and hospitals. 

As the majority of older people live at home, it is not surprising that the majority of 

referrals concern people living at home. However, this does not give a true indication of 

the prevalence of elder abuse, but is only an indication of what is formally reported. 

Secondly, the low numbers of reported allegations concerning institutional care might 

suggest that abuse in such settings is not a significant issue in that sector. However, given 

that there are currently over 20,000 older people residing in nursing homes with higher 

numbers in hospitals, it seems difficult to imagine that only 200 experienced some form of 

harm. One of the striking differences between the reporting statistics in the UK and 

Ireland is the different percentage of the total number that concern abuse within 

institutional settings. For example, for many UK local authorities, approximately one-third 

of all referrals concern someone residing in a residential institution (Action On Elder 

Abuse, 2006). This might suggest in the Irish context that either abuse in institutional 

settings is not being reported, or it is being reported into other frameworks (for example 

complaints).

Prevalence of Elder Abuse
If these figures do not present a true picture of the number of older people that experience

abuse, then other sources of information need to. There have been a number of studies in

different countries that have looked at the prevalence of abuse in general communities and

have suggested that the rate can vary from 3.2% to 27.7%. A systematic review of these

studies concluded that 6% of the older general population experienced abuse (Cooper et

al., 2008). One of the more recent studies that attempted to look at prevalence in the UK

suggested lower rates, concluding that 2.6% experienced abuse by a family member, close

friend or care worker within their own homes. When neighbours and acquaintances were
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factored in, the rate increased to 4%, equivalent to 342,400 older people (O’Keeffe et al., 

2007). What is particularly notable from the findings of this study is that older people 

reported neglect as being the abuse they were most likely to experience. This is 

significantly different to local authority reported cases where physical abuse is the most 

reported concern. A prevalence study is currently underway in Ireland, and initial findings 

are anticipated sometime during the latter half of 2010. However, “Protecting Our Future” 

suggested that the rate was likely to be between 3% and 5%, and therefore equivalent to 

between 12,000 and 20,000 older people in Ireland (Working Group on Elder Abuse, 

2002). The UK study suggested that only a small number (3%) of people who experience 

abuse actually come to the attention of the statutory authorities. In Ireland, only a small 

number of reported cases are confirmed, so it seems reasonable to presume that, as in the 

UK, most people who are experiencing abuse do not come to the attention of the HSE. 

There are some fundamental differences in the way elder abuse has emerged as a concern 

and the way it has been framed in policy, which can be seen when comparing the Irish and 

UK policy and practice experience. It is worth exploring these differences, as there are 

some significant messages that can be drawn from the UK experience to assist the 

conceptual understanding of abuse within nursing homes.

From Concern to Policy - the English Response
The need for policy was prompted by interest from the Social Service Inspectorate (SSI) in

the early 1990s, which had responded to concerns from practitioners about elder abuse and

other forms of adult abuse. Research was commissioned and consultation undertaken

resulting in the first advisory document, “No Longer Afraid” ,being published in 1993

(McCreadie, 2001). Further research and consultation took place over the following years

resulting in the publication of new guidance in 2000 (Department of Health, 2000). The

policy response in England had not been to produce specific elder abuse policy but to
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develop a framework that related to abuse of all adults, not just those over the age of 65 

years. The government policy, “No Secrets”, defines a vulnerable adult as a person: “wlio 

is or may be in need of community care services by reason of mental or other disability, 

age, or illness; and who is or may be unable to take care of him or herself, or unable to 

protect him or herself against significant harm or exploitation” (Department of Health, 

200 0). The term “vulnerable adults” reflected a growing concern among professionals 

(largely those in Social Services) about the need for a framework for responding to the 

abuse of adults who came to the attention of practitioners (McCreadie, 1996).

It's Not Like Child Protection
What distinguishes adult protection from child protection is the core principle that adults 

have the right to make choices and decisions, whereas children do not attain that right until 

they reach adulthood. This key difference was first considered in a report commissioned by 

the Department of Health which sought to explore the learning from the child protection 

services (Stevenson, 1996). Interestingly for many professional staff concerned about adult 

abuse, the preoccupation with the parallels with child protection continues into the present. 

In 2008 the Department of Health undertook a review of the operation of the “No Secrets” 

policy. A strong message from professionals consulted as part of the review stressed the 

similarity to child protection but without the prioritisation and legislation attributed to that 

area of work. However, the review also considered the views of “vulnerable” adults, who 

were clear that adult abuse was not like child protection because as adults they had the 

right to make choices, hence the review concluded that adult protection is not like child 

protection (Department of Health, 2009d).

The UK policy, which brings all adult groups within its framework, was debated and

discussed during the development of the elder abuse policy in Ireland and in the US. It has

been argued that elder abuse should be seen as a specific policy issue rather than within the
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context of all vulnerable adults (Pillemer and Finkelhor, 1988, O'Loughlin and Duggan, 

1998). This argument is based on the likelihood of increased frailty (and therefore 

vulnerability) as people get older and that it is potentially more difficult for professionals 

to recognise abuse due to ageism on the part of professionals. Hence, it is argued, 

practitioners would be better informed by a specific policy on elder abuse. Indeed, the 

need for specific elder abuse policies has been recognised by the World Health 

Organization (WHO) with a declaration to the 2"^ World Congress on Aging in 2002 that it 

should be a policy issue for all nations (World Health Organization, 2002). The potential 

problem with an approach that develops a specific elder abuse policy is that there are other 

adult groups that are equally vulnerable to being abused, for example those with a learning 

disability, who do not come within the policy provisions. Hence in Ireland there is 

currently no national policy to protect or safeguard the vulnerable groups that are under the 

age of 65 years.

Defining Abuse in Policy
Perhaps the most frequently cited definition of elder abuse is the one provided by the UK

elder abuse charity. Action on Elder Abuse, as follows: “Elder Abuse is a single, or

repeated act, or lack of appropriate action, occurring within any relationship where there is

an expectation of trust which causes harm or distress to an older person” (Action on Elder

Abuse., 1995). The Irish policy, “Protecting Our Future”, adopted the same definition but

added the following: “or violates their human and civil rights” (Working Group on Elder

Abuse, 2002). Although this definition has not been specifically adopted by the UK policy,

there are similarities in that it places abuse within a framework of human and civil rights.

This is a very broad concept, and a number of categories are provided in order to

contextualise the definition: physical abuse, emotional abuse, neglect or acts of omission,

sexual abuse, material or financial abuse, and abuse by discrimination. Perhaps the most
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distinguishing aspect of this conceptual definition is that by placing abuse within a 

framework of discrimination and human rights it broadens the idea of abuse. While it 

includes abuse by a son or daughter or a care worker, it also recognises that abuse can be 

societal and that structural factors can impinge on an older person’s well-being.

This reflects the growing trend within both the UK and Ireland to be concerned with older 

people’s rights. For example, the Ombudsman and the Human Rights Commission in 

Ireland have expressed concern about the breach of older people’s rights with regard to 

accessing nursing home care (Office of the Ombudsman, 2001 , Mangan, 2003). The 

Human Rights Commission also highlighted a number of other issues of concern, including 

the inadequacy of mechanisms for the protection of older people, the incidence of inhuman 

or degrading treatment in care and the lack of respect for human dignity. It also 

highlighted the lack of an effective remedy that is, a process for making complaints) and 

the degree to which an older person can participate in decision making (Mangan, 2003). 

This broad approach has been adopted and expanded by the World Health Organization, 

which commissioned an eight-nation project to explore the concept of elder abuse across 

different countries and cultures (World Health Organization, 2002). The project aimed to 

establish directly from healthcare workers and older people their understanding of elder 

abuse. The following key categories of abuse were identified: structural and societal 

abuse, neglect and abandonment, disrespect and ageist attitudes, psychological, emotional 

and verbal abuse, physical abuse and legal and financial abuse (World Health 

Organization, 2002). The United Nations placed elder abuse as an issue for all nations in 

its submission to the 2nd World Assembly on Ageing in 2002. Nations are not only 

encouraged to develop policy but to undertake research in order to inform detection and 

support, particularly at primary care level (World Health Organization, 2008).
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Collaborative research has also been supported by the EU with a current comparative 

research project underway in 2010 (Bavel et al., 2010 ).

A different approach is taken in the US, with guidance emerging from individual states and 

from protection teams, which often involves the police. The federal agency established to 

monitor elder abuse, the National Center on Elder Abuse (NCEA), under took a study in 

1998 and found that there was no standardised definition across the states. To address the 

problem it was suggested that abuse should be categorised as: physical abuse, sexual 

abuse, emotional or psychological abuse, financial or material exploitation, abandonment, 

neglect and self-neglect (National Center on Elder Abuse, 1998). The report goes on to 

provide examples of behaviours in each of the categories. For example, under physical 

abuse it details behaviours such as pushing, shoving, shaking, and slapping. This is a 

narrower definition and understanding of abuse, as it does not make reference to 

discrimination or human rights, its sole purpose being to guide social care agencies and 

police authorities to identify and record abuse allegations.

There are two themes running through these approaches to defining and understanding 

what we mean by abuse. One is based on looking at abuse as an offence or something that 

requires the intervention of state agencies to investigate. The other is based on a human 

rights approach which places abuse in a much wider context. The response to the latter 

will require a more multifaceted approach, a fact recognised in the Irish policy document 

with its key recommendation that the response to elder abuse should be placed in the wider 

context of health and social services for older people, acknowledging that gaps or lack of 

services, lack of standards for services, as well as abuse in the domestic setting, need to be 

tackled (Working Group on Elder Abuse, 2002).
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Institutional Abuse
Clearly, within these policy frameworks (and definitions) there is an understanding that 

abuse can happen within institutional settings. Indeed the Irish policy provides a specific 

definition for abuse in such settings, as follows: . .may comprise of (sic.) poor care

standards, lack of positive responses to complex needs, rigid routines, inadequate staffing, 

and an insufficient knowledge base within the service” (Working Group on Elder Abuse, 

2002). While there has been research that has explored institutional abuse, the conceptual 

definition of abuse used within these studies is not always self-evident. This makes it 

difficult to compare studies. What can fiarther compound the difficulties are cultural and 

organisational differences (including definitions) of institutional care in different countries. 

The limited number of studies on abuse within Irish nursing homes makes it difficult to 

know whether the messages fi-om research in other countries would apply here. However, 

there would appear to be some useful research to consider particularly with the UK and the 

US.

Researching Abuse in Nursing Homes
In England, perhaps one of the earliest and most influential attempts to research residential

care provision for older people was undertaken by Townsend in the 1950s. Although not

specifically about abuse, his account of the poor conditions of the buildings and the

regimented care he found led him to conclude that the residents were neglected

(Townsend, 1962). While over subsequent decades attempts were made to transform

residential care for older people, concern continued to be expressed about the quality of

care provided. In the 1980s a further substantial study into the sector echoed the concerns

raised by Townsend and concluded: “However, what we have witnessed and recorded,

through a catalogue of residential misdemeanours and inappropriate treatments, a deep

rooted persistence of what is, at its worst, large-scale dehumanisation of clients, and at best
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a redefinition and narrowing of human potential” (p. 161) (Willcocks et al., 1987). In light 

of these continuing concerns, the regulation system was improved during the 1990s, and 

undoubtedly led to further improvements. A study in 2005 sought to revisit the homes 

covered by Townsend’s study (though only a small number remained) and found that there 

had been significant changes, with the quality of the buildings and care routines much 

improved. However, it concluded that the current culture was one of risk minimisation, 

which in itself could be oppressive for the residents (Johnson et al., 2010 ).

This suggests that inappropriate buildings and a regimented approach to care can be a 

matter for concern, and can be eliminated by regulation. It also suggests that a care culture 

that is preoccupied with risk minimisation (for example, preventing residents from walking 

because they might fall) can be oppressive. While this describes institutions and the 

cultures that prevail within them there is other research that has explored abuse more 

specifically, describing behaviours and identifying the residents most likely to be at risk.

Abusive Behaviours
Research exploring and describing the behaviours that constitute abuse have taken three 

main approaches: asking staff; directly observing behaviours; and asking residents. What 

seems particularly interesting (and somewhat disturbing) is that when staff are asked about 

abuse, they have not only described things that they have seen, they have also admitted that 

they too have abused people in their care.

Observational type studies (which tend to conceptualise abuse based on observations)

suggested that abuse consisted of: ignoring spatial rights; ignoring residents; failing to

respect privacy; not involving residents in their own care; ignoring buzzers; making jokes

at the residents’ expense; yelling and swearing at residents; taunting residents; cold stares

and ignoring residents; ignoring calls for help; avoiding eye contact; talking to each other

while providing care to someone; residents being dressed in whatever clothing came to
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hand; baths and showers given at times to suit the institution; and the inappropriate use of 

restraint (Lee-Treweek, 1994, Foner, 1994, Meddaugh, 1993). It is suggested that the 

practices observed are accepted by managers and staff and that the behaviours became part 

of the culture within the facility. Not surprisingly, these types of studies did not observe 

staff deliberately assaulting residents. In fact, Meddaugh concluded that abuse in nursing 

homes was less about overt acts of abuse and more about the everyday care practices and 

hence was covert in nature (Meddaugh, 1993).

Other studies that sought the views and experiences of staff found the following: bullying,

rough handling, invading personal space without consent, a rough approach to feeding

someone and inappropriate use of restraint (Newbem, 1987, Mercer et al., 1993, Britt-

Inger et al., 1999). Continuing the theme of asking staff about their experiences, some

studies have attempted to establish how common these behaviours were. A study in

Sweden found that 11% of staff knew of at least one elder abuse incident that had occurred

during the past year, and 2% of staff admitted themselves that they had abused (Britt-Inger

et al., 1999). An earlier study in the US involved interviews with 577 nurses and nursing

assistants, in which 10% of respondents admitted that they themselves had committed at

least one act of physical abuse in the previous year and 40% admitted psychological abuse.

36% of staff interviewed indicated that they had witnessed a colleague physically abusing

residents, while 81% had observed psychological abuse (Pillemer and Moore, 1990).

A more recent study in German nursing homes found that 70% of nurses reported at least

one incident where they themselves had acted abusively. Most interviewees reported low

to moderate levels of abuse and were mostly concerned with psychological abuse.

However, just over 19% of nurses admitted physically abusing a resident, while 21 %

reported observing a colleague physically abusing a resident. The abuse usually happened

while carrying out direct care and was sometimes a reaction to aggressive behaviour from
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the resident (Goergen, 2004). Goergen’s study also suggested that staff were often unhkely 

to report their concerns, concluding that only one in five incidents was brought to the 

attention of the manager.

The themes emerging from these studies suggest that: abuse in nursing homes covers a 

broad range of abusive behaviours; is most likely to happen during the course of providing 

intimate personal care; and that the residents most likely to be abused are those with 

cognitive impairment. While some of this research appears to suggest that staff can 

identify abuse, a recent Irish study suggests that staff may not share the same perception or 

may be uncertain of what abuse is (Daly and Coffey, 2010).

Older People's Perceptions of Abuse in Nursing Homes
Internationally, there has been some attempt to explore the views of older people as to

what constitutes abuse in nursing homes. One such study found that from the residents’ 

perspective it took many forms, including verbal abuse such as shouting, infantilising and 

making degrading remarks which were more harmful than physical abuse (Nandlal and 

Wood, 1997). Another study concluded that older people were not aware of what abuse 

was, or, and more worryingly, that few knew what to do if it happened to them (Wood and 

Stephens, 2003).

A Canadian study suggested that older people perceive abuse in nursing homes as a loss of 

control over their time schedule, eating habits, activities, social interaction and material 

belongings. Other behaviours noted concerned the de-individualisation that takes place in 

institutional living. Regarding the quality of care in relation to interactions with staff, 

behaviours noted as negative included infantilisation, lack of attention and understanding, 

suggesting that what victimises people are not crimes but the manner in which the residents 

lose control of their own lives and the way care providers interact with them (Beaulieu, 

1992).
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This suggests that abuse may be about specific incidents but also about the overall way 

care is delivered. Therefore, it is not difficult to imagine that a resident in a nursing home 

might find it difficult to recognise abuse, let alone report it. The difficulties involved in 

reporting concerns have resulted in some countries developing advocacy systems to give 

residents a voice, particularly those who may have dementia and who many not be able to 

communicate their concerns. In the US, advocacy is provided through a Long-term Care 

Ombudsman Programme. This was established in 1978 by legislation and tasked with 

receiving and investigating complaints by nursing home residents. It is perhaps not 

surprising that in the context of complaints made to the Ombudsman, abuse of residents 

might be a factor. An analysis of an ombudsman programme in one US state found that 

just under half of all complaints concerned allegations of abuse, with the remainder being 

about poor care (Allen et al., 2003).

Ultimately, some of the abuse that can be perpetrated by staff can be a criminal offence; 

little data is available on this though analysis of reporting figures in the US indicates that 

63% of criminal investigations concern male employees and that physical abuse was the 

most common abuse reported (84%) (Payne and Cikovic, 1995). A more recent study 

which examined confirmed cases reported to the US regulatory body (Medicad), suggested 

that most abuse was perpetrated by female staff rather than males. The study found that 

about two thirds were female and were mostly care assistants and that most acts were 

physical and psychological abuse (Payne and Gainey, 2006). Some of the reported and 

substantiated cases in nursing homes involve sexual abuse; while most of it is perpetrated 

by other male residents one study has found that 5% of sexual abuse is perpetrated by staff 

(mostly male) (Teaster and Roberto, 2004).
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Dignity and Abuse
One of the emerging themes from the research, from both residents and staff, is the 

everyday interactions between staff and residents and the degree to which those 

interactions respect or breach the dignity of the residents. This is a concept that has been 

addressed through both research and policy, though it is not always clearly defined.

Dignity is identified as a core component of the Charter of Fundamental Rights of the 

European Union, in which Article 1 states: “Human dignity is inviolable. It must be 

respected and protected.” Furthermore, Article 25 states: “The Union recognises and 

respects the rights of the elderly to lead a life of dignity and independence” (European 

Union, 2000). Within EU policy dignity has been identified as core to the quality of life of 

older people as part of the EU Commission 5* Framework. Within Irish policy, treating 

people with dignity in the delivery of health care was identified in the health strategy in 

2001, though there was no definition or guidance regarding what it meant (Department of 

Health and Children, 2001b). The national standards that govern nursing home care in 

Ireland identify maintaining dignity as a key standard and provide some indication of what 

the term means. It states that staff must demonstrate respect for dignity through their 

general demeanour, manner of communication, their appearance and dress, avoiding ageist, 

racist, sexist or other inappropriate comments or jokes, and through discretion when 

discussing medical conditions (Health Information and Quahty Authority, 2009).

Given that the right to be treated with dignity is so fiindamental and the word itself is 

familiar to us, one would imagine that there must be clear agreement about the behaviour 

that either supports or breaches someone’s dignity. However, the evidence in the literature 

suggests that this is far from the case. A cursory glance at reports available on the Internet 

from the bodies responsible for regulating the nursing profession in both Ireland and the 

UK, shows that nurses are referred to disciplinary committees for failing to treat patients
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with dignity. In the UK during the last decade the regulators of health and social care 

(Commission for Social Care Inspection and Healthcare Commission) undertook a number 

of investigations into service failures across hospitals, disability services, and other care 

settings. While there were many findings in those investigations there was a recurring 

theme of staff failing to respect the dignity of service users (Health Care Commission & 

Commission for Social Care Inspection, 2006, Healthcare Commission, 2007, Healthcare 

Commission, 2009). These inquiries were also critical of managers within the 

organisations for allowing a culture to develop that failed to respect residents’ or patients’ 

dignity. Therefore, it is not only individuals who fail to respect the dignity of service 

users. It can be also be caused by organisational and managerial failures, which might 

further suggest that having a common understanding of what “dignity” means may be more 

complex that it at first appears.

What is Dignity?
The meaning of dignity has been explored in philosophy since ancient times. During the 

Age of Enlightenment (the 17* and IS*** century) the philosopher Kant developed the 

concept ftirther. He suggested that human beings have a moral right never to be treated 

only as a means, and that he possesses a dignity which is an absolute inner worth from 

which he extracts respect for himself (Schroeder, 2010, Pfordten, 2008). The philosopher 

John Rawls saw the right of humans to being treated with dignity as the foundation of fair 

and equal societies; therefore, where individuals are treated unequally on the basis of 

irrelevant characteristics, their fundamental human dignity is violated (Rawls, 1971) Much 

of the literature considered earlier (and later) within this chapter would suggest that older 

people are treated unequally within the healthcare system, therefore it seems possible to 

conclude that their human dignity is being violated.
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The meaning of dignity for older people has been explored in research as part of the EU 5*

Framework a number of studies were undertaken in order to scope out what dignity meant

for older people and involved research contributions from across six EU countries - the

UK, Spain, Slovakia, Sweden, France and Ireland. The Irish study, which sought the views

of older people, was undertaken in 2002/03 and concluded that three themes were key to

older people in the context of dignity - equality, choice, and belonging (Stratton, 2003).

Findings from the UK study suggested that older people saw dignity as a multi-faceted

concept consisting of dignity of identity, human rights and autonomy (Woodhead et al.,

2004). A paper amalgamating all six research projects suggested that styles of

communication were core to either respecting or failing to respect dignity. These included:

appropriate forms of address, listening, choice, including them, and politeness. However,

professionals participating in the study suggested that time constraints, lack of resources

and sometimes a lack of awareness, were often a barrier to respecting dignity (Woodhead

et al., 2006). This study also reported in more detail the kinds of poor communication

disliked by older people. This included people being labelled as tasks (for example, “I have

got three bed baths left to do”), being given pet names (for example, “dear”, “love”), and

staff being over-familiar with older people by using first names. Other treatments

described included being told when to go to the toilet, being handled roughly, being

ignored when tasks were being performed, being scolded when expressing views

professionals did not agree with, having a right to say “no” to a shower or the right to

decide on the gender of the person giving you intimate care (Woodhead et al., 2006).

In a review of the literature and research into the concept of dignity, it is suggested that it

has four main themes: environment of care (appropriateness of the building to respecting

dignity); staff attitudes and behaviour; a culture of care; and specific care activities (for

example feeding, bathing and toileting) (Gallahger et al., 2008). In the UK the national
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charity, Help the Aged, commissioned a review of the literature and undertook research 

into the concept of dignity and concluded that there were nine domains to dignity: personal 

hygiene, eating and nutrition, privacy, communication, pain, autonomy, personal care, end- 

of-life care and social inclusion (Levenson, 2007). However, Gallagher et al. suggest that 

underpirming this thematic framework for considering dignity, there needs to be a 

conceptual understanding of the terai. Based on their review they state: “dignity is 

fundamentally concerned with claims of worth or value, with behaviour that justifies such 

claims and with treatment by others that shows appropriate respect” (Gallahger et al., 

2008).

Much of this debate about dignity is found in the nursing literature, so it is not surprising 

that one of the nursing representative bodies has produced perhaps one of the most 

comprehensive definitions of dignity:

“Dignity is concerned with how people feel, think and behave in relation to the worth or 

value of themselves and others. To treat someone with dignity is to treat them as being of 

worth, in a way that is respectful of them as valued individuals. In care situations, dignity 

may be promoted or diminished by: the physical environment; organisational culture; the 

attitudes and behaviour of the nursing team and others; and the way in which care activities 

are carried out. When dignity is present people feel in control, valued, confident, 

comfortable and able to make decisions for themselves. When dignity is absent people feel 

devalued, lacking control and comfort. They may lack confidence and be unable to make 

decisions for themselves. They may feel humiliated, embarrassed or ashamed. Dignity 

applies equally to those who have capacity and to those who lack it. Everyone has equal 

worth as human beings and must be treated as if they are able to feel, think and behave in 

relation to their own worth or value. The nursing team should, therefore, treat all people in
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all settings and of any health status with dignity, and dignified care should continue after 

death.” (Royal College of Nursing Insititute, 2008).

This definition places the concept within a subjective context, as it is to do with feelings of 

worth or value and the way people are treated. It is perhaps this subjective nature of the 

concept that makes it difficult for staff to be clear and to share an understanding of what it 

means. However, what is clear from the research outlined above is that older people are 

clear about the kinds of behaviours that breach their dignity. In drawing out the themes 

from the literature on dignity, there are four distinct domains to the concept: interpersonal 

communication, provision of personal care, maintenance of person’s identity and 

autonomy, and upholding human rights. Underpinning these themes is the appropriate 

physical environment and organisational culture to deliver care that supports these 

domains. However, what makes the concept difficult to understand in practice is the 

subjective nature of the concept -  it is subjective from the perspective of the person 

receiving care and fi'om the perspective of those giving the care.

Dignity and Quality of Life
The literature on dignity has a close relationship to another significant body of literature

which is concerned with the quality of life for older people within nursing homes. Within

an Irish context this was first studied in research commissioned by the National Council for

the Aged (now the NCAOP) in the 1980’s. The study concluded that the quality of life for

residents required an appropriate physical environment and care practices that maintained

independence through the “compensation for, loss of diminishing function is central to

establishing the quality of life as the main theme of care” (O'Connor and Walsh, 1986).

More recent research in Ireland, which sought the views of older people with disabilities

and how it impacted on their perception of quality of life, confirmed that there is a close

link to perception of health status (Murphy et al., 2008a). The study also found that
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perception of “healthy” changes as health declines and that this influences perception of 

quality of life; it concluded that healthcare workers have a significant role in facilitating 

older people to cope and adapt and thereby improve perceptions of quality of life. Perhaps 

the most important contribution to the debate in Ireland is the 2006 study commissioned by 

the NCAOP, as the findings subsequently influenced the development of the current HIQA 

standards. The study illustrated the close connection between quality of life and the extent 

to which residential care maintained independence, autonomy, identity, social 

connectedness and provided meaningful activities (Murphy et al., 2006). The study also 

drew a strong link between quality of life and dignity and concluded that residents 

“deserve to live the remainder of their days with dignity and respect in an environment that 

is empowering and enabling” (page 229 (Murphy et al., 2006)). Hence dignity is a core 

component of the quality of life for older people in residential care and is now underpinned 

by regulations, not just in Ireland but also in the UK.

Dignity in Policy - Putting it into Practice
In light of the continuing concerns about care providers failing to respect services users’ 

dignity, the Department of Health in the UK launched the Dignity in Care Campaign in 

2006, which required local care providers to sign up to become “Dignity Champions” 

within their facility (Department of Health, 2006a). In addition there have been significant 

online resources made available to care providers to enable them to train their staff and 

benchmark their service in the context of dignity. These resources include behaviours and 

practices related to respect, communication, social inclusion, autonomy, privacy, hygiene 

and nutritional care (Social Care Institute for Excellence, 2006b). Dignity was also 

identified as one of three key themes in the continued implementation of the National 

Service Framework for Older People and in subsequent policy aimed at transforming
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health and social care (Department of Health, 2006b, UK Government, 2007, Philip, 

2006).

Within an Irish policy context, dignity is also linked to abuse. “Trust in Care” is a policy 

which provides a framework for investigating allegations of abuse. Dignity is clearly 

identified within the subtitle of the document, “Policy for the Health Service Employers on 

upholding the dignity and welfare of Patients/Clients and the Procedure for Managing 

Allegations of Abuse Against Staff Members”. The document states: “...abuse is 

considered to be any form of behaviour that violates the dignity of patients/clients” (p. 7) 

(Health Services Executive, 2005). However, the document provides little guidance on the 

kinds of behaviours that support or breach dignity, though it does place a duty on 

employers to provide appropriate induction, training and support for staff to provide care 

that supports treating people with dignity.

Monitoring Dignity - Can It Improve?
In England there has been some attempt to monitor and report on the extent to which care

providers respect the dignity of the people who use their services. The Care Quality

Commission (CQC), the body responsible for carrying out inspections in England, have

stated that there have been significant improvements on the dignity standard since 2003,

with over 90% of care homes compliant with this standard in 2008/09 (Care Quality

Commission, 2009). However, in terms of the overall ratings used by CQC (poor,

adequate, good, and excellent) the same report notes that 23% of care homes are rated poor

or adequate, with the bulk of facilities (61%) rated as good and 16% being rated as

excellent (Care Quality Commission, 2009). CQC have developed a new regulatory

system, which came into operation in April 2010. It will focus more on outcomes and

strengthen the voice of the people using the service. The guidance states: “The new

registration system for health and adult social care will make sure that people can expect
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services to meet essential standards of quality and safety that respect their dignity and 

protect their rights. The new system is focused on outcomes rather than systems and 

processes, and places the views and experiences of people who use services at its centre”

(p.6) (Care Quality Commission, 2010a, Care Quality Commission, 2010b). However, it 

remains to be seen whether this will result in a more systematic reporting of approaches to 

dignity by service providers.

There are clearly on-going concerns about care providers and the degree to which they 

treat people with dignity. A desktop review of the implementation of the Dignity in Care 

Campaign concluded that there is some evidence that initiatives within the hospital sector 

have resulted in some improvement. However, the campaign had been slow to take on 

within social care (including care homes). (Department of Health, 2009c). The Dignity 

Campaign requires people to become actively involved as a “Dignity Champion” and to 

date there are over 10,000 people signed up. While this is a significant number it is small 

in the context of the 1.5 million people working in adult health and social care (Department 

of Health, 2009e). The researcher is involved in providing training to the adult social care 

workforce in a number of locations throughout England and has found the awareness of the 

Dignity Campaign is quite low. The concern about breaches of dignity continues to 

concern professionals working in health and social care. A recent edition of a nursing 

journal carried a series of articles concerned with dignity. In one of the articles Meyer 

reflects on the tension in the NHS between treating people with dignity, and an 

organisational focus on targets, and suggests that there should be more focus on the 

relational aspects of care (Meyer, 2009).

Within an Irish context, dignity has not received the same level of attention and it remains

unclear to what extent the inspection process will pick up on breaches of dignity. There is

no doubt that it has already begun to raise concerns about the appropriateness of the
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physical environment in some of the public facilities. However, picking up on the 

inappropriateness of interpersonal communications may prove a little more difficult as 

staff may alter their behaviour while being observed during an inspection.

Emerging Concerns about Medical Care in Nursing Homes

Over the last decade there has been a growing body of research that has raised concerns

about a number of aspects of medical care for nursing home residents. Within an Irish 

context the potential for sub-optimal medical care was highlighted by O’Neill, following 

his investigation into the Leas Cross nursing home (O'Neill, 2006). Internationally, 

research and govenmient-commissioned reports have highlighted concerns about medical 

care for nursing home residents, including inappropriate prescribing of medication, the 

management of medications, pressure wounds, malnutrition, continence care, and artificial 

feeding. With regard to medications, the most concerning issue appears to be the negative 

health effects of the use of anti-psychotic medication in the treatment of agitated behaviour 

in older people with dementia. Studies have demonstrated that its usage can result in an 

increase in the occurrence of stroke and falls, reduced quality of life and increased 

mortality (Obome et al., 2002, Schneeweiss et al., 2007, Kales et al., 2007, Wang et al., 

2005). While research has demonstrated the negative effects of these drugs when used for 

people with dementia, other research has suggested that there are some patients who 

benefit fi-om them. In 2004, in light of the growing concern about the negative side effects 

of using some of the anti-psychotic medication, the UK Committee for the Safety of 

Medicines issued warnings stating that these drugs should not be used on patients with 

dementia, and the European Drug Agency issued similar warnings (Ballard and Cream, 

2005). However, there was much controversy in the debate among medical specialists

66



about whether these drugs should or should not be used in people with dementia (Ballard 

and Cream, 2005, Shah and Suh, 2005).

A report commissioned by the Department of Health in England in 2009 raised concerns 

about the level of prescribing of anti-psychotic medications which concluded: “...negative 

effects that are directly attributable to the use of anti-psychotic medication, use at this level 

equates to an additional 1,620 cerebrovascular adverse events, around half o f which may 

be severe, and to an additional 1,800 deaths per year on top o f those that would be 

expected in this frail population” (Baneijee, 2009). The report, which was a review of the 

evidence about the usage of these types of medication, found that, in addition to causing 

the deaths of residents, it was also associated with other significant side effects. For 

example: “...over-sedation, hypotension, irreversible late onset tardive dyskinesia 

(involuntary repetitive movements). Parkinsonian s3Tnptoms (rigidity, tremor and problems 

with walking) and the rare occurrence of cardiotoxicity (damage to the heart), high fever 

and vascular collapse...” (Baneijee, 2009). The rate of usage in care homes and nursing 

homes varied across the country with rates o f between 30.7% and 48%, and usage for all 

persons with dementia (including those residing in the community) was 50%. The author 

acknowledged that while anti-psychotic medication benefited a minority o f patients, for the 

majority it was associated with negative outcomes (Banerjee, 2009).

The extent to which this medication is used in nursing homes varies between countries and 

even within countries. One study that used OECD data to compare the usage of anti

psychotic medication found that Finland had the highest usage (38%), followed by the US 

(27%) and Canada (26%), with Hong Kong the lowest (11%) (Feng et al., 2009). The UK 

government acknowledged that anti-psychotic medication was over-prescribed for people
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with dementia residing in care homes and made a number of recommendations to tackle 

the issue (2008).

In Ireland, the use of anti-psychotic medication among older people and residents in 

nursing homes was highlighted through research in 2003 and more recently in 2008; the 

latter study attempted to establish the prevalence of prescribing of this medication within 

nursing homes, both public and private and found that 23% of residents were prescribed 

anti-psychotic medication (with little difference between private and public facilities) and 

concluded that the majority were being prescribed these drugs inappropriately (51%) 

(Murphy and O'Keeffe, 2008, Clarke and McCormack, 2003). However, the issue may not 

be just related to the use of anti-psychotic medication; research has highlighted concerns 

about other medications inappropriately prescribed to older people (particularly in nursing 

homes) and the failure of medical practitioners to appropriately assess the impact of 

different drugs they prescribe to this group. Many residents in nursing homes take 

multiple drugs and the impact that one drug has on another should be appropriately 

assessed and regularly reviewed. The failure to appropriately assess and review 

medications, referred to as polypharmacy, can have a negative impact on health outcomes 

(Frazier, 2005).

Studies in Ireland have found that just over 30% of older people admitted to hospital have 

been prescribed inappropriate medication, suggesting that this is a higher rate than in other 

countries (Barry et al., 2006, Gallagher et al., 2008b). More worryingly, the study by Barry 

et al. suggested that 16% of all hospital admissions of older people were linked to them 

being on an inappropriate medication which had resulted in negative outcomes, including 

fractures (following a fall), pulmonary disease, impaired psycho-motor function and 

cognitive deterioration (Gallagher et al., 2008b). These studies have called for better
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screening tools, clearer standards, better regulation of the use of these drugs and better 

training for medical practitioners and care staff.

Given the complex and potentially significant impact that drugs have on older people in 

nursing homes, it is crucial that staff monitor medication, and the impact it is having on the 

person, and that the medication is reviewed regularly. In the UK the Commission for 

Social Care Inspection (now the Care Quality Commission), the body responsible for 

inspecting care homes in the UK, carried out a review in 2005 which indicated that less 

than half of care homes were meeting the required standard in relation to the management 

of medications (Commission for Social Care Inspection, 2006b). It remains to be seen 

whether the management of medications will be an issue for HIQA in the context of its 

inspection process.

Malnutrition and Nursing Home Residents

Another emerging concern regarding nursing home residents is malnutrition and its 

management by both care staff and medical staff. There is little published data on the 

weight status of nursing home residents in Ireland. However, the prevalence of 

malnutrition in older people resident in nursing homes has been shown to be between 30% 

and 50%(Burger et al., 2000, Russell and Elia, 2007). This has been a matter of concern 

for the UK government which published a report that acknowledged that malnutrition is 

estimated to cost the health service £7.3 billion per year (Department of Health, 2007).

The Department of Health in the UK has issued evidence- based guidance and standards 

for nursing homes to support nutritional care (Social Care Institute for Excellence, 2006a, 

Department of Health, 2003b). However, the Care Quality Commission, highlighted 

concerns that 2,000 (16%) of all care homes failed to meet the minimum standards on
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nutritional care and produced updated guidance to support improvements (Commission for 

Social Care Inspection, 2006c).

In Ireland, there are indicators that malnutrition is an issue in nursing homes. One study 

has looked at the weight status of older people living at home and found that a third of 

participants were suffering from malnutrition or were at risk of malnutrition (O'Dwyer et 

al., 2009). Another study looked at health service expenditure on nutrition supplements 

and noted that this had increased by 42% over a four year period to 2007 (Kennelly et al., 

2009). A recent article in the Irish Independent newspaper gave details of a complaint that 

had been investigated by the HSE into the weight loss of an older person in a nursing 

home; the facility was criticised for failing to monitor the resident’s weight and failing to 

put in place an appropriate care plan (Phelan, 2009b). In light of concerns about 

malnutrition. University College Dublin hosted a seminar in 2009 on the issue of 

malnutrition, where concern was expressed about the lack of data or coherent health policy 

on this issue even though it is estimated to cost the state €1.5 billion per year (McDonagh, 

2009).

A number of reasons for weight loss in older people in nursing homes have been 

suggested, including depression (Smoliner, 2009), lack of attention to individual food 

preferences, feeding in a hurried fashion, causing dysphagia (Kayser-Jones, 2002), and the 

use of commercial food supplements impacting negatively on appetite for regular food 

(DiBartolo, 2006). Dementia is associated with feeding problems, including difficulties in 

swallowing and choking and resistance to hand feeding (Ganzini, 2006). It has also been 

suggested that feeding difficulties arise because, “patients did not recognise food as being 

food”, “they did not want to live any longer”, or the patient feared “choking” (Pasman et 

al., 2003). While care practices may impact on nutritional intake for residents, what is also
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emerging as an area of concern is the medical response, including the application of 

artificial methods of feeding.

PEG and Tube Feeding

There is a significant body of evidence (including the findings of a Cochrane Review) that 

PEG feeding has little impact on either prolonging life or improving the quality of life, and 

may even increase mortality (Finucane et al., 1999, Kuo et al., 2009, Sanders et al., 2000, 

Sampson et al., 2009). Though it is often carried out to improve the comfort of the patient, 

research has suggested that not providing nutrition artificially does not impact negatively 

on patient discomfort (Pasman et al., 2005). A recent study of doctor’s knowledge on 

artificial feeding found that there were discrepancies between their knowledge and practice 

and the current evidence (Vitale et al., 2006). In recognition of the difficulties associated 

with tube feeding, studies have looked at strategies to reduce the decisions made to tube 

feed by educating staff and communicating effectively with relatives (Monteleoni and 

Clark, 2009). It is suggested that effective decision making should be done through 

interdisciplinary and participative processes so that agreed shared treatment goals can be 

achieved (Brotherton and Abbot, 2009).

Pressure Wounds

It is generally accepted that the development of pressure wounds is preventable with good 

nursing and medical care (National Health Service, 2003). However, international 

literature suggests that practices in nursing homes can fall substantially short of the 

required practice standards. A recent study from the US describes the painful death of a 

nursing home resident who had developed a pressure ulcer, and demonstrates how 

inadequate staffing levels, staff education and supervision can contribute to the pressure 

wound developing (Kayser-Jones et al., 2009). The prevalence of pressure wounds in US

71



nursing homes has been estimated at 11%, while in Germany it has been estimated at 7.3%, 

and in the Netherlands it is thought to be as high as 30.8% (Park-Lee E, 2009, Hoppe C, 

2009, Tannen A, 2009). Though published data on prevalence in the UK are not readily 

available, the Care Commission, the body responsible for regulating the care home sector 

in Scotland, identified pressure wounds as an area of concern. It undertook a review of 

inspections and complaints and found practices inadequate in most facilities in all aspects, 

from prevention to treatment (Scottish Commission for the Regulation of Care, 2007).

It is not uncommon for residents of nursing homes to be admitted to hospital and they may 

present with pressure wounds that may have developed in the nursing home. A study in 

the US demonstrated that older people admitted to hospital from a nursing home were 

more likely to present with pressure wounds than similar patients admitted from home 

(Keelaghan E, 2008). There is no readily available data on the prevalence of pressure 

wounds in Irish nursing homes. However, studies of pressure wounds in Irish hospitals 

have shown a prevalence rate of between 12.5% and 21%, with older people being the 

most at risk (More, 2004, Gallagher et al., 2008a). A survey in one Irish hospital undertook 

an analysis of the cost of treating grade IV pressure wounds, and, based on a prevalence 

rate of 2.5%, suggested that the cost to the health service would be in the region of 

€205,000,000 per year (Gethin et al., 2005). Neither of these studies gives any indication 

of the prevalence rate in nursing homes, nor is there any readily available data from the 

HSE or government sources.

If good nursing care can prevent the development of pressure wounds, then if they do 

develop, does this mean that it is an indicator of neglect and abuse? Both the Irish and UK 

national guidance on abuse identify pressure wounds as an indicator of abuse through the 

neglect of care (Department of Health, 2000, Working Group on Elder Abuse, 2002). A
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review of the practice experience of this poHcy in England has highlighted that the 

development of pressure wounds is being identified as abuse, with many local authorities 

developing additional protocols on assessing neglect in such cases (Department of Health, 

2009a). In England, both the regulators and the government continue to focus on the issue 

of pressure sores. The Commission for Social Care Inspection has developed a clinical 

trigger protocol for inspectors to advise them when enforcement measures need to be taken 

when pressure wounds develop (Commission for Social Care Inspection, 2006a).

Similarly guidance has been issued to hospitals to consider notification to the local 

regulator if an older person is admitted from a care home to hospital with pressure sores 

(Department of Health, 2009a).

The review of the Irish protection policy did not specifically identify pressure sores 

emerging from its operation in Ireland, making it difficult to know the extent of the 

problem. It was identified as a significant problem in the report into the Leas Cross 

nursing home with shortcomings identified with regard to both the prevention and 

treatment of the wounds (O'Neill, 2006). Furthermore, pressure sores have also been the 

subject of formal complaints made to the HSE, with findings against facilities for poor 

practices in this area (Phelan, 2009a). The monitoring of practices in this area is crucial 

given the painful impact on residents, and the significant cost in treatment once they have 

developed. HIQA do not provide any specific standards with regard to pressure wounds, 

other than requiring a facility to monitor and take appropriate action to treat and prevent 

further reoccurrence (Health Information and Quality Authority, 2009).

Continence Care

In England the Health Care Commission undertook an audit of continence practices and 

found that the standards required in the National Service Framework for Older People had
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not been met; it also found that basic assessment and care was often lacking (Wagg et al., 

2005). In a paper commenting on the audit the authors stated: “There is urgent need to re

establish the fundamentals of continence care into the daily practice of medical and nursing 

staff and actions need to be taken with regard to the establishment of truly integrated, 

quality services in this neglected area of practice” (Potter J, 2007). While there is a need 

for integrated services, research also shows that effective education and staff practices in 

the area of incontinence improves outcomes for residents and reduces the need for 

laxatives or other aggressive treatment methods (Schnelle JF, Grainger M, 2007, Morgan 

C, 2008). A recent study in the US has suggested a link between the culture in the nursing 

home and the appropriateness of continence practices. The factors that influenced whether 

good care was provided were: staff relationships, parochial identity, and staff turnover 

(Lyons, 2010).

This raises the question of how incontinence is being managed in care facilities in Ireland. 

There has been no published national audit of continence practices in either private or 

public facilities. However, a cursory examination of published inspection reports into 

individual nursing homes shows some facilities have been found to have poor practices in 

this area. The development of continence services was identified as an area for the 

development of health services in 2001, and subsequently developed throughout the 

country (Department of Health and Children, 2001b). What impact that has had on 

improving continence care is difficult to establish, but evidence fi"om other countries 

suggest it is an area where practices can be sub-optimal.

Earlier in this chapter it was suggested that abuse and poor care practices could be linked 

to four distinct dignity domains, these were interpersonal communication, provision of 

personal care, maintenance of identity and autonomy, and upholding human rights. The
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multiplicity of potential shortcomings in medical care suggest that nursing home residents’ 

right to appropriate and safe medical care has the potential to be breached by care staff and 

medical practitioners. Hence it seems relevant that appropriate medical care should be a 

fifth domain in the concept of dignity.

Continuum of Abuse in Institutional Care
What the body of evidence seems to suggest is that abuse in nursing homes covers a broad 

range of issues and behaviours. For example, it can be about the building not being 

appropriate to the task, an overly routine approach to care, sub-optimal medical care, or an 

individual act of serious abuse by a staff member, which may be a crime punishable 

through criminal law. Between those dimensions there are a range of behaviours that 

breach a person’s right to be treated with dignity across five distinct domains. While some 

breaches might be low-level (for example, talking to someone in a childlike manner), 

others may be at a more serious level (for example, hitting a resident). The more serious 

incidents may be potentially harmful and distressing to the resident and subsequent actions 

by managers may result in the potential loss of employment for the staff member. Equally, 

if the act also constitutes a crime, a staff member may find that they are subject to a police 

investigation and ultimately appear before the courts.
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Figure 1 below illustrates the idea of abuse being on this continuum, with acts of overt 

abuse at one end and less serious breaches of dignity at the other. The diagram also 

illustrates the different regulatory forces that may intervene at each end of the continuum.

Figure 1. Continuum of Abuse in Institutional Care

Reguteting Services
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The most serious acts of abuse, on the right side of the continuum, for example assaulting 

or sexually abusing a resident, will be dealt with as a crime. They may also result in the 

manager responding through disciplinary procedures, while any relevant workforce 

regulatory authority may also wish to take action through its regulatory framework.

Moving towards the left of the continuum staff actions might be more about breaches of 

dignity but could also be more serious; for example, a staff member who shouts and swears 

at a resident. They are likely to be disciplined by their manager, and may be struck off a 

professional register, although it may not be regarded as a criminal offence. Moving 

further along the continuum are the kinds of behaviours that might be regarded as less 

serious, but may still breach a resident’s right to be treated with dignity; for example, a 

staff member who communicates with residents as if they were children, or forgets to
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maintain privacy while providing intimate care. A manager may correct the staff member 

by talking to them but is unlikely to initiate formal disciplinary procedures. However, if a 

supervisor fails to correct these low-level breaches of dignity and poor interactions with 

residents it is possible that these poor practices might be seen as acceptable and prevail in 

their facility. These practices may become evident during an inspection and the nursing 

home may be required to take corrective action. The idea that a poor culture of care can 

prevail in an institution leads to another area that needs to be explored in order to 

understand the nursing home world: the concepts of institutionalisation and organisational 

culture.

Institutionalisation and Culture
When a resident enters a nursing home it is not impossible that all activities associated

with daily living will take place within the walls of the facility. Hence it seems difficult not

to consider the work of Goffman and his concept of “total institution”. Proposed by

Goffrnan in the early 1960s, the concept was based on a presumption that for most people

in society there was a separation between where people worked, played and slept, whereas

in the “total institution” all of these activities took place under the same authority, which

exercised control over its “inmates” by creating an all-encompassing total world. Within

this world there is a distinct split between the supervisors and the supervised and

information and communication are monitored and controlled (Goffman, 1968a). Goffrnan

suggested that “total institutions” have five features: segregation fi'om the outside world;

high degree of regimentation; elaborate privilege system; caste-like relations between staff

and inmates; techniques for mortifying the inmate and stripping away the civilian identity.

Goffman’s concern was initially with mental institutions of which he painted a very bleak

and negative picture, particularly the impact they had on patients’ sense of self. His

concept had an enormous impact on social policy over the following decades with a move
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towards de-institutionalising the way care was provided, particularly for mental health care 

(Weinstein, 1994).

The relevance of the “total institution” concept to the nursing home world has been 

considered within the literature, and while it appears to have some relevance, it has been 

suggested that it has limited applicability. “Total institutions” are not as homogenous as 

Goffman has stated, and there are other external influencers that determine how care is 

provided (Davis, 1989, Richard, 1986, Mali, 2008).

In contrast there is substantial research that has looked at nursing home care from the 

perspective of the culture that prevails within the facility and the way it might impact on 

the quality of care. Studies have explored the impact of nursing home culture on, for 

example, staff interactions, prescribing and medication practices, continence care and tube 

feeding (Hughes et al., 2007, Lopez et al., 2010, Lyons, 2010, Tellis-Nayak and Tellis- 

Nayak, 1989). This approach to looking at organisational culture in nursing homes reflects 

a wider trend to looking at organisational culture that emerged during the 1980s. Based on 

the research in this area, Glaser et al. proposed a model for measuring culture within 

organisations, based on the following domains: teamwork-conflict, climate-morale, 

information flow, involvement, and supervision (Glaser et al., 1987). Much of the research 

connected with nursing homes has in fact covered many of these domains, though it may 

not completely reflect the range and complexity of issues that are evident in these 

organisations.

It has been suggested that there is perhaps something unique about the organisational

culture of nursing homes. In a commentary on a number of ethnographic research projects

into nursing homes, Stafford concluded: “...although the nursing home has evolved as a

medical institution, it strives to maintain a home-like character. Can home and hospital

coexist in the same space? This is perhaps, the chief problematic of the nursing home -  its
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inherent cultural ambiguity” (Stafford, 2003). It is suggested that the concept of institution 

contrasts sharply with another concept -  that of home. Therefore, in order to understand 

the factors that influence care practices, a more complex approach is required that takes 

this dimension into account.

An Environmental Model for Understanding Nursing Homes
Given the complexity of factors that influence how life is lived, Kayser-Jones (2003)

proposed a model for making sense of that complexity which borrows heavily from 

theorists in environmental and ageing research. Her model has four dimensions: firstly, the 

physical environment, which includes the design of the building, colour, lighting and 

space; secondly, the organisational environment, which includes policy, staffing, financing, 

nursing and medical leadership, supervision and philosophy of care. The third dimension, 

the personal and supra-personal environments, includes the significant one-to-one 

relationships of a resident (family, friends and staff), but also includes the modal 

characteristics of all the people living in close proximity (other residents, and their 

ethnicity, age, and mental status). Finally, the cultural-social-psychological environment, 

which refers to the norms, values, social activities, attitudes and beliefs of the care-givers 

and the interactions with all involved in the institution (Kayser-Jones, 2003). There are 

external influencers to this model, which include, for example, ageism, social policy and 

financing care. Each domain of this model is reflected in the research discussed within this 

chapter. While this conceptual model was originally proposed with a view to looking at 

decision making about medical care in nursing homes it also appears to provide a useful 

model for exploring abuse and poor care practices.
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Study Rationale
Within the framework in Figure 1, there is evidence from the research that staff do observe 

behaviours that breach the dignity of residents, although they may be uncertain whether it 

constitutes abuse. However, little is known about whether they report their concerns or 

what might help or hinder them in the process of reporting. Goergen’s study suggests that 

most staff do not report their concerns, and therefore managers will only know of one out 

of five incidents in their own facility (Goergen, 2004). A recent study in Norway explored 

staff attitudes to reporting and found that the majority of staff were positively disposed to 

reporting, particularly the more serious abuses (Malmedal et al., 2009). These two studies 

suggest that although staff are positively disposed to reporting, most are unlikely to do so 

unless what they have witnessed is serious. One study into staff blowing the whistle on 

abuse within learning disability settings suggests that the reason they may still not report 

serious incidents is because they fear intimidation or being ostracised from the team 

(Calcraft, 2005).

Malmedal et al.’s study (2009) provided staff with hypothetical statements on reporting 

inadequacies of care and therefore did not explore actual situations that staff had observed, 

and identified a need for fiiture research to link real situations of reporting abuse and poor 

care. This is the gap in knowledge that this study sought to address. To meet this 

objective, staffs perception of abuse based on what they have witnessed was explored so it 

could be related to their actual experience of reporting. The focus of their reporting 

experience was the organisational barriers and enablers, as perceived by study participants. 

The study also sought to explore whether the five domains of dignity identified from the 

literature were applicable to what staff observed within Irish nursing homes. The five 

dignity domains used in the analysis were: (1) interpersonal communication; (2) provision 

of personal care; (3) maintenance of a person’s identity and autonomy; (4) appropriate
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medical care; and (5) upholding human rights. Consideration was also given to their 

reporting experience for minor as well as serious concerns. As this study was seeking to 

explore the organisational barriers and enablers to staff raising their concerns, the 

environmental model proposed by Kayser-Jones was used to inform subsequent analysis. 

This included the four dimensions - the physical environment, the organisational 

environment, the personal and supra-personal environments, and the cultural-social- 

psychological environment.

The key objectives of this study are:

1. To explore the perceptions of abuse among a sample of both managers and staff in 

public and private nursing homes in Ireland

2. To explore whether or not staff who witness abuse report their concerns to the 

managers of the nursing homes

3. To explore the responses of managers to incidents of reported abuse

4. To identify the organisational barriers and enablers to staff raising their concerns 

about abuse and poor care practices and to analyse their experience within the 

framework of the four-dimensional environmental model proposed by Kayser- 

Jones, the four dimensions of which are:

a. The physical environment (appropriate physical environment, for example 

building and space for the task)

b. The organisational environment (the philosophy of care, policies supporting 

care, leadership and supervision)
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c. The personal and supra-personal environment (the characteristics of all the 

people in close proximity, for example ethnicity, age, experience, training 

and status)

d. The cultural-social-psychological environment (the norms, values, attitudes 

and beliefs of caregivers).
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Chapter 3 

Methodology

Study Design
To achieve these objectives, it was necessary to locate a sample of nursing home staff who 

had witnessed abuse. The staffing in nursing homes consists of nurses, care assistants 

(who do most of the hands-on caring), household staff (who are responsible for cleaning, 

cooking and caretaking), ancillary staff (for example physiotherapists, occupational 

therapists, social workers), and managers. These were the groups of staff identified for 

inclusion in this study. However, it was also essential that the staff who participated would 

have witnessed abuse and/or poor care practices, and, of course, be prepared to talk about 

it. Therefore they needed to be self-selecting (known as purposive sampling). To facilitate 

this, access was needed to nursing home facilities to gain access to the study sample. 

Furthermore, as there is both a private and a public nursing home structure in Ireland, it 

was regarded as imperative that both sectors were involved in the research to ensure that 

any findings would have applicability to both sectors.

As this was an exploratory study seeking perceptions of abuse and poor care practices, it 

was not intended to link the experiences of participants to particular nursing homes. The 

researcher was of the view that constraining participants to talk only about their 

experiences within their current facility may limit what they were prepared to talk about, 

and exclude potentially relevant past experiences. Therefore, identifying specific nursing 

homes to participate was simply a means of gaining access to staff working within the 

nursing home sector.

It was anticipated that this could cause some challenges. Managers of nursing homes may 

have been somewhat reluctant to engage with such a study as this, as there may be some
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fear regarding what such a study might uncover within their own facihty. It is worth 

keeping in mind that at the time the study was commencing (2006), there was still 

considerable fallout from a public scandal into a private nursing home (Leas Cross). In 

light of this background, the researcher adopted a structured process to negotiate access, 

which is described below. Not surprisingly, some nursing homes were reluctant to 

participate. However, for those managers that agreed, the scandal of nursing home abuse 

was a motivating factor to engage with the research.

Access Negotiation and Recruitment
In order to facilitate approaching the nursing homes, an Advisory Group was established to 

negotiate access from relevant care facilities. Support for the study was sought from a 

senior manager within the HSE and from the CEO of a national representative group of the 

private nursing home sector. As the public sector has significant union membership, union 

involvement was also sought as well as representation from the HSE HR section. The 

group consisted of a Director of Nursing from a HSE nursing home, a regional manager 

from a private nursing home group, representation from two unions and a HSE manager 

responsible for Human Resources.

This group met on two occasions. The purpose of the first meeting was to give an outline 

of the study and proposed method, and to seek assistance with regard to facilities 

participating. At the second meeting, Advisory Group members provided the names and 

contact details of the facilities willing to participate. The group had no part in the design 

of the study but did give their approval to the study and to the approach being taken. 

Members of the group also made contact with nursing home managers to seek their 

permission to be contacted by the researcher.
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Sample Population
Through this group, ten nursing home facilities were identified - five private and five 

public and covered a geographical area consisting of Dublin North East and Mid-Leinster. 

Working group members made the initial contact with the managers of the facilities to get 

their agreement to participate, but it was up to the researcher to visit each of the managers 

and provide the necessary details as to what was involved in participating. Following 

contact and negotiation by the researcher, the managers of four public and four private 

facilities finally agreed that their facilities would participate. Each of the managers also 

agreed to be interviewed. Their participation was primarily a means of accessing staff in 

order to recruit them to participate in the study. Managers facilitated this by distributing an 

information sheet with payslips to all staff within their nursing home.

The information sheet (see Appendix 1) provided details of the study. It explained that the 

study was about abuse and poor care practices and their experiences of reporting their 

concerns. Those concerns could be something related to their current or previous 

employment. Potential participants were advised that they would be required to be 

interviewed, and that this could be done at a time and place to suit them. The managers 

had agreed that the interviews could take place during the staff members’ working time 

and they would provide a private location within their nursing home. However, staff were 

also given the opportunity for the interview to be conducted outside the facility at a time 

and location to suit them. Contact details for the researcher were also provided.

Ethical Considerations and Ethical Approval
Prior to the study commencing, ethical approval for the study was obtained from the HSE

Ethics Advisory Group in the Dublin North East area. Apart from the usual ethical issues

associated with any research proposal, additional issues had to be considered given the

sensitive nature of this study. For example, specific consideration had to be given to the
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possibility that a staff member may disclose information that indicated that a resident in 

their facility was currently being abused. Arrangements had to be put in place to deal with 

this possibility, which were as follows;

• Prior to obtaining participants’ consent to be interviewed, they would be advised 

that should they give the researcher any information that led him to suspect that a 

nursing home resident was currently being abused, the researcher would report the 

matter to the appropriate authorities. The researcher would also support the staff 

member to make a formal report.

• In light of a concern arising during an interview, the General Manager in the Local 

Health Office where the nursing home is located would be informed. If any 

disclosure concerned the possibility of a crime being committed. An Garda 

Sfochana would also be informed.

• In light of any concern arising in the context of the study, consideration was given 

to informing the manager of the facility. However, this would depend on the nature 

of the concern being raised. For example, if the manager was implicated in any 

allegation being made, the matter may have to be reported to the authorities without 

informing the manager.

• Finally, the HSE Ethics Advisory Group insisted that the information sheet 

circulated to staff clearly indicated that one of the issues being researched was 

“abuse”, as well as “poor care practices”. This was accordingly devised (see 

Appendix 1).

Sampling
The initial design of the study identified the following groups of staff: nurses, care 

assistants, ancillary professional staff (for example occupational therapists,
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physiotherapists, social workers), household staff (for example cleaners/kitchen staff), and 

the managers of the facilities. The managers were approached directly by the researcher, 

and all other staff self-selected by contacting the researcher directly, after receiving the 

information sheet. The information sheet gave a mobile phone number and email address 

for direct contact with the researcher. To be eligible for inclusion, participants were 

required to have witnessed some aspect of abuse or poor care practices while working in a 

nursing home. Managers were interviewed both from the perspective of their own 

experiences of witnessing abuse or poor care practices, and reporting such concerns, as 

well as from the perspective of their managerial role of responding to concerns raised by 

staff It was difficult to predict how many staff would respond to the study. However, a 

maximum of 10 participants per staff group was envisaged, potentially giving a total of 50 

participants (including the managers).

Interviews
Participants who responded directly to the researcher were given a choice regarding where 

the interview would take place. The options were: a neutral venue, their place of work or, 

if they wished, at their home address. Three interviews took place within the participants’ 

homes, two in neutral venues (a hired hotel room and a borrowed office), and the 

remaining interviews took place within the workplace. Before the interviews began, 

signed consent was obtained from all participants.

A semi-structured approach was taken to the interview process. The researcher found that

because participants were clear what the interview was about before it began, they needed

little prompting or directing regarding the phenomenon being examined. Any questioning

or direction provided by the researcher was to clarify the details related to things they had

witnessed, and their experiences of reporting their concerns. Any direct questioning

regarding poor practices was focused on the provision of intimate personal care for nursing
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home residents, as the literature suggests that this is the context in which most poor care or 

abuse happens. On occasion, some participants became upset and distressed at recalling 

events or experiences connected with the research topic. This required the researcher to 

gently guide people through their distress, and time was taken at the end of the interview to 

establish whether the participant needed any additional support. The duration of the 

interviews was anything between an hour to two hours, and all participants were agreeable 

to being recorded. They were reassured that the recordings would be stored securely and 

they could withdraw at any time from the study if they contacted me after the interview. 

None of the participants chose to withdraw.

The researcher transcribed all interviews, because this was essential to getting the best 

understanding of the interview. It has been suggested that the researcher doing this helps to 

avoid misunderstandings (Easton et al., 2000).

Sensitive subjects and ethical research
However, while the researcher in this study has close involvement and knowledge of the

nursing home world, it is from a very different perspective. The researcher has never

worked in the environment, and has no personal working knowledge of any of the facilities

participating in the study. The researcher is a qualified social worker with over 20 years’

experience of working with people where there are sensitive issues to be discussed,

including, for example, children in care, and children and families where there are child

protection concerns. The researcher has also been involved in investigating allegations of

abuse within nursing homes, both in the private and public sector, and has delivered

training on elder abuse to large numbers of nursing home staff

The researcher is of the view that having significant experience of interviewing people

about sensitive issues, including abuse, was a distinct advantage throughout all stages of

the interview process. It was essential that participants were at ease with the process
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before the interview began, and that any unease or distress during the interview was 

managed appropriately. Similarly, spending some time with participants at the end of the 

interview was also critical in ensuring whether there was a need to direct them to further 

support. Having a good understanding of nursing home working practices, including poor 

practices, was particularly useful during the analysis phase of the study, in order to 

categorise them within the five dignity domains identified from the literature. Having 

experience of investigating abuse within nursing homes provided some insight and the 

ability to give “weight” to the poor care practices and abuse described by staff, along the 

continuum of abuse as identified from the literature. Finally, that experience also enabled 

the researcher to identify any situation described by participants that might have suggested 

that a resident was at immediate risk of abuse. Fortunately, this latter issue did not arise. 

While most of the time the researcher’s knowledge and experience was largely helpful, 

there were times when it hindered, particularly during the analysis stage. There was a 

tendency at times to see themes or issues which the data did not support, although the 

frequent re-writing helped to address this difficulty. Finally, although the researcher’s 

knowledge and experience assisted in categorising the themes emerging around poor care 

or abuse, it is acknowledged that this is the researcher’s view, and therefore, a personal 

view. Measuring what staff described against the literature, helped to provide a degree of 

objectivity to the analysis.

Sample Description
Following negotiations, four public and four private nursing homes agreed to participate. 

That agreement came via the managers in charge of the homes, who had also agreed to be 

interviewed as part of the study sample.
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Public Nursing Homes
The four pubHc nursing homes which agreed to participate were generally larger and older 

than the private facilities. Three of the facilities were built in the 18* or 19* century and 

had previous histories as some form of general hospital. The fourth facility was built in the 

1970s in the grounds of a famine graveyard. Three were located in rural towns and one 

within the city of Dublin. All the facilities had over 100 residents, while one had over 200 

beds. Care was generally provided in ward-type settings, with up to 30 residents. The 

wards were subdivided into bays of approximately six beds. Toileting and washing 

facilities were generally shared between all the residents in the ward. Additional facilities 

included day rooms, and a dining room. None of these facilities had a private room facility 

for residents. Additional information on these facilities is provided within the findings of 

this study.

Private Facilities
Three of the private facilities were built within the previous eight years, with two of the 

facilities having opened within two years prior to the study commencing. The remaining 

facility was a large, old family home in a desirable suburb of Dublin, built in the 19* 

century, and had been refiirbished. All of the private facilities had mostly private rooms 

with own toilet and shower, although there were a number of shared (two person) rooms. 

Additional facilities included day rooms and dining facilities. Additional information on 

these facilities is provided within the study findings in Chapter 4.

Staff Response to the Study
The eight facilities that agreed to participate in the study distributed the information sheet

to all their staff, seeking volunteers to participate. Approximately 1,000 staff received the

information sheet with their payslip. The information sheet clearly indicated to staff that

their manager was supporting the study, and that they were assured anonymity. They were

90



given a mobile phone number and email address to contact the researcher directly (see 

Appendix 1).

In the six weeks following the commencement of the study and the distribution of the

information sheet, five staff contacted the researcher directly and agreed to participate if

interviewed away from their work location. At the request of the participants, three of

these interviews took place within their own home, and two in a neutral location. Of these

five participants, three were from the same facility (Unit IP), while the other two were

fi’om facilities not directly participating in the study. O f the three participants from the

same facility (Unit IP), two of them had discussed responding to the study and had

supported each other in doing so. The third member of staff was on sick leave from work

and had received the study information sheet at home, with her pay slip.

O f the two participants (2C and 5C) who had responded to the study and who did not work

directly in the participating facilities, one had received the information sheet from her

husband who worked in Unit IP, and the other had received the information sheet from a

friend who worked in one of the private facilities participating in the study. Both

participants made it clear that their employer did not know that they were responding to the

study. One was interviewed at home and the other interviewed in an office away from the

workplace. Of these two participants, one (2C) had been motivated to respond as she was

in the process of resigning on foot of concerns she had about care practices within the

facility in which she had been working. She had contacted the researcher because she

thought it might provide an alternative way of addressing her concerns. Following the

interview, the researcher directed the participant to the appropriate authority with which to

raise her concerns. The other participant (5C) had received the information sheet from a

fiiend who was working in one of the private facilities that was participating in the study.

He had been motivated to respond, as he was interested in the work and interested in the
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idea of participating in the research. He raised no concerns that warranted being forwarded 

to the regulating authorities.

Careful consideration has been given to the inclusion of these two participants given that 

they did not work within the facilities participating in this study. However, the purpose of 

identifying specific facilities was simply a means to gaining access to staff working in 

nursing homes. Therefore, as they were currently working in that sector, they were 

included in the sample. Both had specific and general concerns about poor care practices 

that warranted their inclusion.

The low response rate to the information sheet is perhaps indicative of how difficult staff 

found it to respond to the sensitive issues raised by this study. Even though the 

information sheet stated that their manager supported the study, staff may have feared 

being identified, and that their participation may be frowned upon. Two of the initial 

respondents required additional reassurances about confidentiality before agreeing to 

participate, and wanted to be interviewed away from their nursing home. Another 

potential factor in the low response rate is the high percentage of staff fi'om other countries 

working in the centres that participated in the study. English was not their first language 

and they may have had difficulty understanding the purpose of the study from the 

information sheet. They may also have been concerned about their job security if their 

involvement became known to their manager. A further contributing factor to the low 

response rate may have been that the information sheet identified abuse as being the topic 

of discussion, as well as poor care practices. Staff may have been more willing to be 

interviewed if the information sheet had been more general about what was being 

discussed. However, this would have been misleading them in order to gain their 

participation, and therefore not ethical.
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In view of the low response rate in the initial phase of the study, the researcher approached 

the managers of each facility in order to meet with staff and confirm circulation of the 

information sheet. As a result of these meetings and discussions, a further two 

participants, both care assistants, were prompted to participate, and both interviews took 

place within their work location.

The Managers
All the managers of the eight nursing homes agreed to be interviewed. While part of their 

interview focused on their role as managers and how they responded to concerns being 

raised, all had considerable experience in their profession as nurses, and had been in 

positions where they had to raise concerns themselves. As this was a group with 

considerable experience (over 20 years), and most had worked in a variety of settings, they 

provided valuable data regarding all aspects of the issues pertaining to the study.

Overview of the Study Respondents
A total of 16 staff participated in the study: eight managers with overall responsibility for 

the nursing home; five care assistants; one nurse; one household staff member; and one 

manager of a professional ancillary support service. Although the required numbers of 

staff anticipated at the start of the study did not materialise, most categories of staff were 

represented. An overview is provided below.

Care Assistants
Four members of staff currently working as care assistants responded to the study. A fifth 

respondent, who was currently employed as an office administrator, had recent previous 

experience as a care assistant in another facility. Four were female (Irish) and one male 

(the only male to respond to the study and who had recently arrived in Ireland fi'om 

Poland). They had varying degrees of experience, as follows:
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1. 1 (P) had worked as a care assistant for 26 years (the last 18 years in her current 

faciHty. She responded to the information sheet and was interviewed in a neutral 

venue.

2. 4(N) had 16 years’ experience, all in her current facility (the last eight years have 

been in a senior role). She was prompted by her manager, and the interview took 

place within the workplace.

3. 5(C) Polish male, with one year’s experience as a care assistant (but qualified in 

Poland as a paramedic). He responded to the information sheet (obtained via a 

fiiend) and was interviewed in a neutral venue.

4. 6(P) had 18 years’ experience, all in her current facility (now part time and had 

returned to education). She responded to the information sheet, and was 

interviewed at her home.

5. 12(N) is currently a receptionist, and had one year’s recent experience as a care 

assistant in another facility. She was prompted by her manager, and the interview 

took place within her workplace.

Domestic Staff
6. Only one respondent was employed as household staff 2(C), and she had worked in 

her facility for six and a half years. She was assigned as a cleaner to one unit 

within the facility and had significant interaction with the residents. She responded 

to the information sheet and was interviewed at her home.

Ancillary Professional Staff
7. One participant 3(P) was a manager of occupational therapy services within her

facility and although she had 28 years’ experience in her role, she had been 

working in her current facility for eight years. She managed nine other staff
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working within the same facility. She responded to the information sheet and was 

interviewed at her home address.

Nurses
8. Only one nurse (HP) responded to the study (other than the nurse managers of the 

facilities). She had 20 years’ experience, with six years in her current role as a 

clinical nurse manager. She responded to the information sheet and was 

interviewed at her workplace.

Managers
All of the managers were female and Irish, and all had extensive experience in nursing and

in the nursing home world. All interviews were conducted within their workplace.

9. 7(N) is a manager in one of the private facilities. She is in her current position one 

and a half years but had been a manager of private facilities for six years. She 

trained in the UK and had attained a managerial role before returning to Ireland and 

had over 30 years’ experience in nursing.

10. 8(N) is a manager of a private facility, with only nine months’ experience in this 

role, but had been in managerial positions in the public nursing home system before 

taking up this position in the private sector. She had over 20 years’ experience 

since qualifying.

11. 9(N) is a manager of a private facility. She trained in Ireland 20 years ago and was 

in a managerial position in the public health system (hospitals) before taking up her 

present position four years previously.

12. 10(N) is a manager of a private facility and had been in post for five years. She 

trained in the UK over 20 years ago and had worked in the public nursing home 

system for nine years before taking some time out of nursing and commencing in 

her present post.
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13. 13(P) is a manager of a public facility. She qualified 35 years previously in Ireland, 

and worked in hospitals including as a manager and responsible for nurse 

education. She had worked in the public nursing home system for 10 years in a 

mid-tier management role before obtaining her present manager position just over 

two years previously.

14. 14(P) is a manager of a public facility and qualified 34 years previously. She 

trained in Ireland but had worked abroad. She had been in her present position 

seven years.

15. 15(P) is a manager of a public facility and qualified over 30 years previously. She 

worked in a facility for older people in the mid 1980s, and left this to work 

overseas before returning to Ireland as a manager in hospitals. She is in her current 

position for seven years.

16. 16(F) is a manager of a public facility for the last seven years. She qualified in 

Ireland and has over 40 years’ experience. She had worked overseas but returned 

in the mid-1980s and worked as a manager in hospital settings before taking up her 

present position.

Consideration of response to study
Though the number of participants originally intended for this study did not come forward

(50), it became clear as the interviews were being conducted and analysed that no real new

issues were emerging. The majority of participants had considerable years of experience

and were able to reflect on many experiences throughout their careers. The 16 participants

that did come forward not only had rich stories but were also prepared to talk about them.

Undoubtedly, new stories and perhaps new descriptions of incidents of abuse would have

emerged but is unlikely to have substantially added to the overall thematic findings of this

study. Issues concerned with each of the 5 dignity domains were identified and
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participants had a broad range of experiences with regard to having their concerns 

addressed or not addressed. It must also be acknowledged that this study was exploratory 

in nature and given the sensitive subject matter of this under researched issue in Ireland it 

is significant that 16 participants were identified.

Prior to this study commencing, consideration was given to placing an advertisement in a 

newspaper in order to seek access to participants; however, such an approach may have 

had significant unintended consequences. It is possible that members of the public who 

had concerns about a relative in a nursing home may have responded to the advertisement 

as a way of trying to get concerns addressed. It is also possible that a nursing home staff 

member may respond to the advertisement as a way of reporting an employer, especially if 

they had been disciplined. Or a respondent may have come forward with significant and 

appropriate concerns, but the researcher would have been hindered at addressing that if the 

staff member did not identify where they worked. The approach finally adopted within 

this study design allowed for safeguards to be in place to ensure that if such issues did 

emerge there was an escalation process agreed. For example, reporting to the manager or 

to the HSE managers responsible for responding to complaints about nursing homes.

Interview Approach
Given the sensitive nature of the topic, approximately 10 to 15 minutes were taken prior to 

the start of the interview to clarify that respondents were clear about the purpose of the 

interview and the arrangements for their consent and confidentiality. They were 

specifically advised that if information came to light that suggested to the researcher that a 

resident was currently at risk of, or being, abused, the matter would have to be reported to 

the authorities.

As this was an exploratory study, a semi-structured approach was taken to the interviews,

beginning with general questions about how they came to work in the nursing home sector.
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As participants were clear about the subject under discussion prior to the interview, their 

concerns about poor care practices and abuse were raised by them without prompting by 

the researcher. The main focus of any additional questions was to clarify incidents they 

had witnessed and their experiences of reporting. As interviews were completed, the 

researcher spent some time with the interviewee to debrief them. This was critically 

important for two interviewees because they became distressed during the interview. Both 

had been given the option to stop the interview but both were agreeable to continuing.

Study Methodology
The approach taken for this research was based on qualitative interviews with staff, which 

were subsequently analysed for themes using the principles of interpretive phenomenology 

enquiry. The rationale underpinning this approach was twofold. Firstly, the literature 

suggests that there may be some confusion among staff about what constitutes abuse or 

poor care practices. In-depth interviews allowed this conftision to be explored during the 

interview process. Secondly, the approach provided an opportunity for staff to raise 

specific incidents of abuse and poor care practices. The interviewer was then able to 

explore their experiences of reporting or not reporting what they had witnessed. Two 

recent studies, carried out subsequent to the fieldwork of this study, illustrate the potential 

for this approach to add to the body of knowledge. Daly and Coffey’s study on Irish 

nursing home staffs perceptions of abuse approached the subject using a standard 

questionnaire, which provided descriptions of abuse based on a number of single 

statements. The study concluded that staff were uncertain about what constituted abuse 

(Daly and Coffey, 2010). In discussing their findings, they suggest that a qualitative 

enquiry into staff attitudes on elder abuse may assist understanding of why staff are 

uncertain about what abuse is. A study in Norway, which sought to explore whether staff
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were likely to report concerns of abuse and poor care practices, also used questionnaires. 

The study acknowledged that this approach did not allow the investigation of specific 

situations of reporting abuse concerns (Malmedal et al., 2009).

Qualitative research methods are well suited to researching sensitive subjects. They also 

have the potential to empower the voice of vulnerable groups (such as nursing home 

residents) to ensure that they get the care and treatment they require (Liamputtong, 2007). 

The literature in this area demonstrates that there is no doubt that the residents of nursing 

homes are potentially vulnerable. However, the target group for this study were the staff 

and not the residents. Nevertheless, in designing the study it was acknowledged that staff 

might be vulnerable when talking about their experiences. The researcher was aware from 

experience that staff working in nursing homes can find it particularly distressing to raise 

concerns about colleagues. Clearly, abuse has the potential to be upsetting and distressing 

for both residents and the staff who may witness it, indicating that an emphasis should be 

placed on both preventing and managing allegations when they arise.

Hence, one of the aims of this study was to explore the organisational and managerial 

approaches to facilitating staff raising concerns, as ultimately this should improve the 

experience of the nursing home residents. It is suggested that qualitative research has a 

better likelihood of informing evidenced-based practice in that it “offers the best chance of 

producing truly transformative knowledge and fully activating the knowledge 

transformational cycle foundational to the evidenced-based practice paradigm” 

(Sandelowski, 2004). For managers of nursing homes, there is evidence that providing 

training on abuse awareness is one approach that helps to prevent it from happening 

(Pillemer and Hudson, 1993). However, there is little evidence to inform managers on 

other managerial activities, either to prevent, or to facilitate staff raising concerns about, 

abuse and poor care practices.
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Any qualitative approach must make clear its philosophical underpinnings, as 

implementing an approach without a clear framework can result in research that is 

“ambiguous in its purpose, structure, and findings” (Lopez and Willis, 2004). This study 

has been undertaken using a qualitative framework known as interpretive phenomenology - 

an approach which has a philosophical tradition at its roots.

Phenomenology
Phenomenology has become popular as a research approach in health sciences over the 

past three decades, particularly in disciplines such as nursing, psychology and social work. 

If the term “phenomenology” is entered into a search engine such as PubMed, it will 

generate significant numbers of research papers which state that they have used a 

phenomenological methodology, particularly regarding sensitive subject matters or life 

experiences. A cursory glance at research papers undertaken purporting to use this method 

shows that there are a variety of approaches to the use of phenomenology in research 

practice. To understand the diversity of approaches and to understand the challenges it 

presents, it is useful to have an overview of the fundamental principles of phenomenology 

and its application to research methods.

The first step towards understanding phenomenology is to recognise that it is more than a

research method. It is also a philosophy, a way of making sense of the human experience

of the world. While some writers suggest that phenomenology has its roots in the work of

Immanuel Kant (1724 -  1804) (Cohen, 1987), it did not become a philosophical

“movement” until towards the end of the 19* century with the emergence of the work of

Edmund Husserl (1859-1938) and Martin Heidegger (1889-1976) (Spiegelberg, 1960).

Husserl’s phenomenology emerged out of a critique of positivism as applied to the

understanding of human concerns, and he argued that more than “sense data” was

admissible evidence in trying to make sense of the human experience of the world (Cohen,
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1987). Husserl’s concern was an epistemological one. He was preoccupied with a 

philosophical justification for the “life-world” based on how individuals experience it. It 

was their lived experience of the world in relation to the phenomenon being studied that 

was his focus (Dowling, 2007). This life-world refers to experiential happenings or 

occurrences that we need to live before we can know and it cannot be described from an 

external perspective as it includes understandings, feelings, and relationships - in other 

words, the everyday phenomena of common experience. “Husserl thus invited us to intuit a 

self-evident “life-world” full of intricacy, texture, substance, and intercormection” (Todres 

and Wheeler, 2001).

A further component to the phenomenological approach is the assumption that any lived 

experience has features that are common to all persons who have that experience, and these 

are referred to as “essences”. “For the description of the lived experience to be considered 

a science, commonalities in the experience of the participants must be identified, so that 

generalised description is possible” (Lopez and Willis, 2004).

In achieving a valid description of the essences it is essential that there is a rigorous 

analytical process. Hence, a key component to this epistemological approach is the concept 

of phenomenological reduction which argues that this “life-world” is understood as 

individuals experience it without any interpretations, as free as possible from cultural 

context, and must be described before it is reflected upon (Dowling, 2007). The reductive 

process requires suspension of beliefs and assumptions or any bias - the only way to 

perceive the world is to remain as free as possible from preconceived ideas (Speziale and 

Carpenter, 2007). The rigid approach to bracketing described in early phenomenological 

reductionist approaches was deemed unsuitable for social science research, and over 

subsequent decades a number of typologies have developed, including ideal, descriptive,

existential, analytic, reflexive, and pragmatic (Gearing, 2004, Ahem, 1999).
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For some researchers, this objectivity posed a problem and led to the modification of the 

approach. “In removing the notion of a searching critique of objective examination of 

subjective experience, the various American approaches to phenomenology have 

undergone modifications that have taken them away from the common objectivising tasks 

of European phenomenology and into the realm of the exploration of the experience itself 

In other words, they seek to explore the reality of phenomena in human experience, to 

allow the person’s experience to speak so that it may be understood” (Caelli, 2000). This 

represents a shift from merely describing the phenomenon to explaining it. This approach 

is sometimes referred to as interpretive or hermeneutic phenomenology. While some have 

attributed this development to a uniquely American approach (Caelli, 2000, Crotty, 1996), 

others have suggested that its roots are much broader, crossing many continents (Giorgi, 

2000, Annells, 1995).

Interpretive Phenomenology
The shift in emphasis embedded in the approach to interpretive phenomenology has its

roots in the work of the German philosopher, Wilhelm Dilthey. Dilthey’s focus was on

what it means to “understand”, which he saw as a dialogue “in which interpretation always

occurs with reference to a personal, shared and historical position” (Todres and Wheeler,

2001). Heidegger built on this work and the work of Husserl by moving beyond the “mere

description of core concepts and essences to look for meanings embedded in common life

practices” (Lopez and Willis, 2004). This represents a shift from an epistemological

position of understanding the world to an ontological position, that is, what it is to be

human and how we make sense of the world. When this is applied as a research method in

trying to understand how humans make sense of the world, it is an interpretive process

(Racher and Robinson, 2003). This position emphasises the essential significance of the

relationship of the person to the world - language, culture, history, shared skills and
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practices (known as historicality) (Leonard, 1994, Racher and Robinson, 2003). While 

researchers are interpreting the lived experience, they must become aware of the cultural 

and historical constraints on their interpretation. The approach centred on the concept of 

“being-in-the-world”, which “necessitated a view that the person and the world are 

coconstituted, an indissoluble unity as a person makes sense of the world from within 

existence and not while detached from it” (Racher and Robinson, 2003). These ideas were 

further developed by French philosophers Gabriel Marcel, Jean-Paul Sartre and Maurice 

Merleau-Ponty. There was also a parallel application of these ideas by therapists such as 

psychiatrists, psychologists and nurses, as they grappled with understanding patients’ 

experiences (Cohen, 1987).

A number of important concepts have emerged within interpretive phenomenology that are 

core to this philosophical approach to understanding the world as humans experience it, 

with perhaps the most essential being the hermeneutic circle. Heidegger proposed that 

understanding the way human beings exist, or are involved in the world, can only be 

achieved by the reciprocal activity of the hermeneutic circle. He argues that it is this 

reciprocal activity, in which one moves between pre-understanding and understanding, 

which emphasises the significance of interpretation rather than just describing the 

phenomenon (Dowling, 2007). Within the concept of understanding and interpretation of 

the lived experiences, it is recognised that the expert knowledge of the researcher is a 

valuable guide to inquiry and is, in fact, seen as essential to meaningful inquiry (Lopez and 

Willis, 2004). It is suggested that researchers’ subjective experience and expert knowledge 

are essential to inquiry. The bracketing as described in descriptive phenomenology is 

inconsistent with this approach. However, it is still part of the hermeneutic tradition to 

make any preconceptions explicit, including explaining how they have been applied to the 

interpretation (Lopez and Willis, 2004).
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In the context of applying this approach to this study, the researcher’s experience and 

knowledge from a number of perspectives have been incorporated into the analysis stage of 

the study. That experience consists of 20 years of investigating abuse allegations within 

domestic and institutional settings, including nursing homes, and has included providing 

expert witness testimony on complex cases brought before the courts. In addition to the 

practical experience, the researcher has provided training to staff working in nursing 

homes, as well as to managers and other professionals tasked with responding to 

allegations of abuse within nursing homes. Finally, the researcher was also involved in 

developing the HSE policy and training materials for the recognition and management of 

elder abuse.

In acknowledging the importance of the researcher’s knowledge, “hermeneutics adds 

reflexivity to our research inquiries, turning us to meaningful questions and concerns that 

are culturally and historically relevant. Without this emphasis, our explorations may lack 

depth and significance in our current world” (Todres and Wheeler, 2001). Reflexivity, or 

thinking, is the process of examining the “data”. It is meditative, being lost in thought, 

where meanings or thematic understandings are arrived at, “the ‘ah-ha’ of our research is 

not the theme in and of itself, but the understanding that is evoked by thinking and re

thinking the experiences participants share, always keeping new understandings in play 

and offering them to readers to further explore” (Smythe et al., 2008). It is also suggested 

that it is not just in the act of reading and re-reading but also through the task of writing 

that insights emerge. “Knowledge in the form of texts that not only describe and analyse 

phenomena of the life-world, but also evoke understandings that otherwise lie beyond 

reach” (Manen, 2006). Within the interpretive phenomenological approach, this reflexivity 

is key and “would seem an appropriate development as it embraces a human science
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perspective of inter-subjectivity, methodologically as well as philosophically” (Dowling, 

2007).

Research conducted within this framework has been described as “methodologically within 

the constructivist paradigm of inquiry” (Annells, 1995). In other words, we gain 

knowledge and meaning about the world from our experiences. However, applying this 

philosophical approach to a social science research method has resulted in a variety of 

approaches.

Researchers within the field of psychology (for example Giorgi, Colazzi and van Kaam)

have developed a particular approach to phenomenology, which involves a number of

steps: the descriptions are divided into units; these units are then transformed into

meanings or phenomenological concepts; from these transformations, general descriptions

of experience are created (Dowling, 2007). Van Manen suggests six steps: turning to the

world; investigating the experience as we live it; reflecting on the essential themes;

describing the phenomenon through writing; maintaining an orientated pedagogical

relation to the phenomenon' and balancing the context by considering parts and whole

(Manen, 1990). One approach, commonly adopted by nurses, although not adopted in this

study, involves the researcher going back to the participants with their interpretation of

their lived experience, and asking them how accurately this reflects their experience. This

emphasises the acknowledgement that there could be more than one interpretation, that

there is no one true meaning and that the study is enhanced by the fiision of the

researchers’ and participants’ interpretation (Dowling, 2007, Lopez and WiUis, 2004).

Benner describes a narrative strategy for understanding socially embedded knowledge,

which begins with identifying paradigm cases, which are strong instances of the

phenomenon being investigated. This might involve a detailed description and analysis of

the lived experience of one participant that strongly highlights the phenomenon being
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studied. The next phase is a thematic analysis across other cases in order to clarify 

distinctions and similarities. Finally, exemplars may be extracted from the text of other 

participants to demonstrate similarity or contrast (Benner, 1994b).

Interpretive phenomenology appears to have been interpreted and implemented in 

undertaking research in many different ways. However, in essence, it is a way of 

understanding a phenomenon through the lived experience of people who are experiencing 

the phenomenon being described. It is more than describing the experience - it is also 

interpreting that experience within an understanding of its cultural and historical context.

It is suggested that this approach has particular value in contributing to improving 

professional practices (Caelli, 2000).

Validity Within Interpretive Phenomenology
In considering the validity debate within qualitative research, Angen suggested that there 

are broadly two opposing views: “There are those who advocate the adoption of positivist 

criteria and hold to (at least a subtle form of) the realist ontology and foundational 

epistemology on which positivist science is based, and there are those who are more 

steeped in the post-modern, interpretivist assumptions of a non-foundationalist 

epistemology and strive to find a way to claim legitimacy and trustworthiness without the 

necessity of laying claim to uncontested certainty” (Angen, 2000). The latter approach is 

more useful in evaluating validity within a phenomenological inquiry. The inquiry is not 

necessarily concerned with prediction, but with getting a better understanding of the issues 

and concerns, and therefore may allow us to anticipate that such findings may have 

applicability for others (Plager, 1994).

As a research methodology, phenomenology, in its many, varying forms, has become a

widely-used approach within health and social care, especially when it comes to trying to

understand the human experience of living with illnesses, and particularly with regard to
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some very sensitive subjects. Benner suggests that; “Interpretive phenomenology does 

have a major role to play in public policy by its power to make concerns, voice habits and 

practices of people visible, and in recommending public policy that is attentive to 

difference and cultural concerns” (Benner, 1994a).

Researcher's Role and Knowledge of the Area under Research
Within an interpretive phenomenological approach, the researcher, who has close

professional involvement or knowledge, can be seen as a strength, and this must be 

acknowledged within the methodology and study design. Sometimes referred to as close 

practice research, that is, researching an area in which the researcher may have a 

professional involvement, is not a problem within an interpretive phenomenological 

approach. While this must be approached with caution, it can provide valuable insights into 

the phenomenon under scrutiny. “In close practice research, the researcher gets very close 

to the research field and the participants in it. This closeness provides an excellent 

opportunity for obtaining insight into the problems the researcher is studying. It might, 

however, adversely affect the validity of the results and the ethical judgements of the 

researcher” (Manen, 2006).

As the focus of this study concerns staff working in nursing homes and their experiences of 

raising concerns, it seems essential that their everyday lived experience is explained and 

understood within the cultural context of the nursing home world in Ireland. The 

phenomenon under investigation is staffs perceptions of abuse and poor care practices 

based on what they observe in their working environment. Their experience of raising 

concerns about the abuse and poor care practices they see, is an additional phenomenon 

under investigation.
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Data Analysis
This was explored by means of one-to-one interviews where participants were encouraged 

to recount their own experiences of the phenomenon. The transcribed interviews were read 

and re-read to elicit themes, and were critically reflected on within the context of the 

personal and professional knowledge that the researcher has of the nursing home world. 

Reflexivity has a key role within the approach taken in this study. This is acknowledged to 

be appropriate within a human science perspective which embraces inter-subjectivity 

within the methodological approach, in which thoughtful and reflective interpretations of 

participants’ lived experience are used for a richer description of the phenomenon. 

Interpretive phenomenology seeks to look for commonality of experiences that are 

culturally grounded, which acknowledges that participants’ lived experience cannot be 

fully understood outside of the cultural context. In this study, reflexivity was applied 

throughout the interview process and through the subsequent analysis of the interviews.

For example, as interviews were completed, they were transcribed directly by the 

researcher, and specific issues were noted and thematic analysis undertaken. Themes from 

each interview were compared and contrasted through the writing and re-writing process. 

As the themes were brought together, the researcher returned to each interview to explore 

similarities and differences between the experiences of the participants. The experience of 

the researcher was used to explore and make sense of the individual and collective 

experience of the participants.

As interviews were completed, they were transcribed by the researcher and analysed for

themes emerging. Though the study did not get the required numbers of staff participating,

during data analysis it became evident after approximately 12 interviews that no new

themes were emerging. Data analysis was done in two phases. Firstly, themes related to

abuse and poor care practices were extracted, by the researcher making a judgement or
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interpreting what participants were describing within the five dignity domains identified 

from the hterature. These are: interpersonal communication; provision of personal care; 

appropriate medical care; maintenance of identity and autonomy; and upholding human 

rights. In addition to the five dignity domains, consideration was given to the idea that 

breaches of dignity and abuse could be seen to be on a continuum, with minor 

infringements at one end, and more serious breaches at the other. The researcher’s 

experience, including investigating and advising on approaches to allegations of abuse 

made against staff, assisted the weighting of what was being described along the 

continuum. This included making judgements about whether the behaviours being 

described may require a formal disciplinary action by managers. This was done by 

listening to the voices of the participants as they reflected on their experience, and giving 

consideration to the experiences of other participants, looking for similarities and 

differences as well as contrasting experiences so that key themes could be identified. The 

meaning attached to those experiences is essential to the approach, because it aims to 

understand the content and complexity of those meanings, rather than measure frequency. 

The second phase of data analysis explored participants’ experience of raising concerns 

about abuse and poor care practices they had observed. This included making some 

connections between what had they seen, whether they had raised their concern with 

anyone and whether it had resulted in any action by managers. Some of these experiences 

were directly related to the manager who also participated in this study. However, for the 

majority of what was described, it was not always possible to make this connection. 

Participants often reflected on experience from previous employment, which concerned 

managers who did not participate in this study. This was taken into account in the analysis 

through comparing and contrasting those different experiences.
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Analysis of those experiences was done using the four dimensional model proposed by 

Kayser-Jones. The model consists of four dimensions: firstly, the physical environment, 

which is the physical building and its appropriateness to the task; secondly, the 

organisational environment, which is the policy, financing, nursing and medical leadership, 

supervision, and philosophy; the third dimension is the personal and supra-personal 

environment, which is the one-to-one relationships; and fourthly, the cultural-social- 

psychological environment, which includes the norms, values, attitudes and beliefs of the 

caregivers and their interactions.

The findings are spread across four results chapters. Chapter 4 explores participants’ 

perceptions of the medium-to-low levels of breaches of dignity within the domains of 

interpersonal communication and provision of personal care. The second part of Chapter 4 

explores participants’ experiences of raising concerns about these breaches of dignity. 

These experiences are analysed within the context of the envirormiental domains of the 

organisational and cultural-social-psychological environment.

Chapter 5 explores the concerns raised about the dignity domain of the medical care of the 

residents, and participants’ experiences of raising their concerns about these practices. The 

second part of Chapter 5 explores how staff raised their concerns, and this is analysed 

within the context of the environmental domains of the organisational and cultural-social- 

psychological environment. Chapter 6 explores the concerns raised by staff related to the 

dignity domain of autonomy, upholding human rights and intimate personal care. Their 

experiences of raising concerns about these domains are explored within the context of the 

cultural-social-psychological environment.

Chapter 7 explores the high-level allegations of abuse or breaches of dignity that resulted 

in formal action (for example disciplinary measures) by the managers. This is analysed
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Chapter 4 

The Physical Environment and the Meaning of Dignity

The participants in this study raised a number of concerns about a wide range of issues, 

which ranged from factors related to the building and its appropriateness, to the 

organisation and delivery of care, to the everyday interactions between staff and residents. 

In trying to get their concerns addressed, they described a range of responses, from feeling 

unable to do anything about it, to resigning from their job. This chapter seeks to describe 

those concerns and explore them within the context of the environmental model proposed 

by Kayser-Jones. Firstly, the physical environment is explored, as to some extent this sets 

the context to the activities that take place within the building. Secondly, the behaviours 

that concerned the participants in this study are described in the context of the cultural- 

social-psychological environment of the nursing homes (that is, the attitudes, values and 

beliefs of staff). These behaviours are explored in the context of the link between abuse 

and dignity. Finally, the participants’ experience of reporting their concerns is considered 

within the context of the organisational environment (that is, the philosophy, policy, 

leadership and supervision within the nursing home).

The Physical Environment
There is no doubt that the quality of the building is important to residents, particularly if it

impacted on privacy and personal space, with at least one Irish study confirming this

(Murphy et al., 2007). In 2007 the Irish National Council for Ageing and Older People

(NCAOP) held a national conference on improving the quality of long-term care, at which

the issue of the inadequacies of the buildings in public care were raised as a barrier to

quality improvement. At the conference, a senior HSE manager stated: “...by and large,
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public residential units are very old. There are very few new units. Most of the units have 

the old style Nightingale wards with, in some places, 25 or 30, or more clients 

accommodated in the same ward. This is not conducive to promoting dignity, privacy, self

esteem or choice. In addition, in many units there are a limited number of toilets. In many, 

there are no day room facilities” (National Council for Ageing and Older People, 2007). 

This appears to be a stark acknowledgement from the HSE that the inadequacies of the 

buildings do have an impact on the ability of the public sector to provide quality care. The 

same degree of concern does not appear to exist about the standard of the physical 

environment in the private sector, and this perhaps reflects the fact that the private sector 

has had to comply with regulations and standards in a way in which the public sector has 

not had to. However, since 2009, both sectors are required to comply with the same 

regulations and standards which are quite prescriptive in terms of what is required of the 

physical building, with an emphasis on meeting needs in a comfortable and homely way. 

Specific dimensions are provided with regard to the size and accessibility of rooms, 

including bedrooms and bathrooms. The standards also state that facilities that do not meet 

the standards will, in certain circumstances, be given up to six years to put changes in 

place. The National Development Plan identified the need for additional funding for 

public nursing homes, and this has been prioritised by the HSE in its Service Plan for 2010. 

However, given the slow nature of such developments within the HSE, it remains to be 

seen how this will progress (Health Services Executive, 2010, Government of Ireland, 

2007).

Providing care in out-dated and unsuitable buildings is not particular to the care of older

people. The Mental Health Commission, the body responsible for inspecting public and

private mental health facilities, has raised concerns about this issue and concluded in its

annual report for 2008: “...as a result, people with serious mental illnesses requiring
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hospitalisation are in many cases still accommodated in 19'*’ century buildings unfit for 

purpose”. The report went on to state: “...these buildings are inadequate for the purpose of 

providing treatment to vulnerable individuals with serious mental illness according to 

human rights standards” (p.56&60) (Mental Health Commission, 2008). This was the 

focus of much media attention in the early part of 2010, and the HSE has announced an 

expenditure programme to close these services and provide alternative accommodation. 

The Mental Health Commission was established in 2002 to inspect and regulate mental 

health facilities, and has been raising concerns about the standard and quality of buildings 

since 2004. While some progress appears to have been made, there are still facilities that 

are not fit for purpose. It remains to be seen whether HIQA will be more successful than 

the Mental Health Commission in ensuring that the health service complies with regulatory 

requirements. Given this context, it is perhaps not surprising that participants in this study, 

particularly from the public sector, had specific concerns about the physical environment 

and the impact that it had on residents. However, before describing those concerns, it is 

worth noting the cultural context of the physical environment, as this may go some way to 

explaining the different approach to the design of the buildings in both sectors.

The Cultural Context of Home or Hospital
In order to understand what participants perceived as abuse and poor care practices, it

seems relevant to explore the cultural context of the facilities in relation to the ambiguity

of whether the building is a home or a hospital. The tensions between these two distinct

cultural spaces were explored in Chapter 2, with reference to ethnographic research into

nursing homes in the US (Stafford, 2003). Stafford suggested that there were inherent

tensions between these two concepts and, while this was raised as a concern in studies

about nursing homes in the US, it would also appear to have significant relevance to

nursing homes in Ireland, perhaps more so for the public sector than the private sector. In
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that context, one of the most striking differences between the public and private sector is 

the language used in the naming of the facilities. In the private sector, the facility may 

have a name which, for example, has a religious connection (the name of a saint) or a 

geographic connection, but it is usually followed by the description “nursing home”. 

Similarly, the public sector facilities have religious or geographic names, but are usually 

followed by the word “hospital” or “community unit”.

Three of the public facilities participating in this study were in large buildings that were 

more than 100 years old, and had previously operated as small general hospitals or 

maternity units. A visitor arriving at any of these facilities would have a strong impression 

of arriving at a hospital, with large car parks and signage similar to any general hospital. 

Another of the public facilities was purpose built in the 1970s, but still had the word 

“hospital” in its title, and was built on the site of a fonner poorhouse which had its origins 

in the famine period. This historic context, and the naming of the facilities as 'hospitals’, 

appears to have implications for some of the findings in this study: firstly, with regard to 

the organisation and delivery of care, and secondly, and perhaps more crucially, with 

regard to the physical structure of the building (both externally and internally). For 

example, during interviews, the managers of the public facilities referred to their facility as 

a “hospital”. Furthennore, they referred to the internal accommodation as “wards”, and 

often the residents were referred to as “patients”.

In contrast, the private facilities were significantly different. They were generally newer 

and purpose built (although one of the facilities was over 100 years old and was a former 

large family home, which had undergone significant upgrading). On entering these 

facilities, the impression given is more of hotel, rather than hospital or home. During 

interviews, staff were less likely to use the words “patients” or “ward”; and were more
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likely to use the words “home”, “residents”, and “bedrooms”. Indeed, one manager in the 

private sector emphasised the term “home”:

"... this is the residents’ home... we are here for them and the residents are the 

most important people in the home, it is not a hospital... ” (9N)

Although this participant was a nurse and in charge of this private facility, she gave her job 

title as a Home Manager and constantly emphasised this. However, both within the public 

and private sectors there is a regulatory requirement for the person in charge to be a nurse, 

and a regulatory requirement for nursing input into the daily care of the residents. While 

nursing home residents are likely to have medical care needs (which need to be catered 

for), it is still their home. The creation of buildings and the language of “nursing”, 

“hospitals” and “patients” reflect an institutional response to the medicalisation of care. 

Indeed, some concerns were raised by participants about the appropriate medical care for 

residents, which will be explored in Chapter 5. However, the majority of concerns that 

participants raised were more about their colleagues’ approaches to the everyday 

interactions and delivery of care to residents. Some of the participants were also 

concerned about the appropriateness of the physical environment for the delivery of care.

The Physical Environment and Dignity

Given the historic differences between how public and private nursing homes developed 

(as described in Chapter 1), it is not surprising that concerns about the physical 

environment arose from the participants working in the public sector. More specifically, 

the concerns came mainly from participants working in the same facility: a care assistant, a 

manager of an ancillary discipline, and the manager of the facility. The following account 

by one of the staff members from this public facility describes her concern about the 

building:
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“...the buildings are archaic and old...(the residents) have such little room 

between their beds...our units would have one toilet, group of toilets, on a far side 

of a corridor to the beds. You could have your unit of 28 beds and then you 

would have three toilets. So to get there you would lift them onto the commode, 

and then you would have to push that commode. You would have to bring the 

person to the toilet, but then we can 7 use the hoists in the toilet because they are 

not accessible for hoist use at moment Most have their commode brought to the 

bedside and a curtain pulled in a room of six to eight people... ” (3P)

Aside from the issue concerning the toilets, this participant also reflected on the communal 

sleeping areas. She described “wards” consisting of 28 beds, which are subdivided into 

bays in which six to eight people live and sleep together with little space between their 

beds. This description is consistent with the name used to describe the facility - '‘hospital”. 

While communal rooms might be accepted practice within hospitals where it is anticipated 

that people stay on a short-term basis, questions have to be asked about the appropriateness 

of this physical environment for people who may be “living” here for periods ranging from 

a number of months to several years. If consideration is given to the experience of the 

residents receiving care in this environment, one can speculate on the impact it might have 

on emotional well-being. This might include living and sleeping in close proximity to 

people whom the residents did not choose, having to suffer the disturbances of other 

residents during both the day and night, and having to cope with the smells associated with 

someone using a commode in the same room.

The lack of personal space also means that residents are not able to bring with them many

personal belongings in order to create a more homely space. There may be insufficient

storage space for clothing, requiring these to be stored elsewhere within the facility,
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potentially resulting in clothing going missing. In view of the lack of space for personal 

clothes one participant commented:

“...frequently (residents) don’t have their own clothes; the policy is against them 

having their own clothes really... if you bring in some lovely clothes for your 

mother...and they go missing, you are told you must be responsible for them. 

Clothes are kept in the linen cupboard, so they go missing and you replace them, 

and they go missing again and then you just give up. And, you cannot expect 

people to bring in clothes for their elderly relative unless there is a policy that 

cares. But, in fact, there is a big sign on the door as you come in, saying that we 

appreciate that people would like their own clothes, but we cannot be responsible 

for them. ” (6P)

While this participant was concerned about inadequacies of the environment and the 

impact on the residents’ sense of well-being, another expressed concern that it impacted on 

staff and their attitudes to their work. In the context of the Kayser-Jones model this is the 

cultural-social-psychological environment. The following participant believed that the poor 

environment had an impact on staff and their attitudes towards the people they cared for, 

and she suggested that it contributed to staff failing to maintain dignity for residents:

“/  would have seen some loss of dignity in that area for our clients that would 

really upset me. And staff, because they are under stress I think, and because 

they do not have the facilities in order to maintain a person’s dignity, and kind of 

losing it with the clients... (resulting in) bad habits... not fully pulling curtains... 

always chatting over the bed while a client is being looked over, with rarely any 

reference to the client at all and just chatting among themselves... ” (3P)
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This participant was suggesting that the inappropriate design of the building (for example 

communal wards) required extra effort on the part of staff to maintain dignity. For 

example, because residents are in communal wards, staff are required to pull a curtain 

around a bed while providing intimate care in order to maintain dignity. This might not be 

required if the residents were in individual rooms. She goes on to suggest that as staff let 

this slip, other “bad habits” develop, including chatting over someone or ignoring the 

resident. It is easy to understand how inadequate and poor facilities within a building 

could impact on staff and the way they undertake their work. For instance, if residents 

need assistance to use the toilet because they have poor mobility, and if the toilets are not 

accessible or are difficult to access with wheelchairs, then it may be easier to assist people 

to use commodes within the 'living’ space. If staff perceive they are “busy”, they may 

“forget” to pull a curtain around the person who is using the commode.

Perhaps, if the staff feel that the building is not valued, then maybe the residents are not 

valued either. Staff may also feel that they are not valued because they are not provided 

with an appropriate building to deliver care. In such circumstances, it is easy to understand 

why practices might slip, resulting in staff failing to pull curtains and failing to maintain 

privacy and dignity. This may suggest that an inadequate physical environment may 

impact on the attitudes and values of staff (the cultural-social-psychological of 

environment). While this might be the case, it is worth exploring the context of the 

physical environment as it presented within the private sector.

Physical Environment - Private Care
The staff participating in this study from the private sector had much less concern about 

the physical aspects of the environment, and this may have been because these facilities 

were built or refiarbished within the last decade. None of the participants from the private
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sector was concerned about the physical environment impacting on staff maintaining the 

dignity of residents, although (as will be explored later), staff practices could fail to 

maintain dignity (for example while providing intimate care). This sector has been subject 

to regulation and inspection for longer than the public sector, and has included an emphasis 

on single rooms or shared rooms rather than ward-type environments. However, one 

manager did recall working as a manager in another private facility where she believed that 

the building had been neglected:

“.../ was very frustrated in that job because it was a one man, a proprietor, just 

one person who owned it, and really was only interested in beds being full, and 

what the money position was. He could not understand that I wanted to upgrade 

the nursing home and put new furniture, just revamp it, which it needed doing, 

so he was not too impressed when I went ahead anyway, and did the sitting rooms 

and that, and completely did all that for the residents... ” (7N)

It is worth noting that this participant was recalling past experience (during the 1990s), and 

although the nursing home was subject to inspections, she recalled her surprise that they 

did not address the physical environment. She also recalled how her more recent 

experience of inspections was now markedly different, as there is now a much closer focus 

on the physical environment by the inspectors. The new HIQA standards and the current 

approach to inspection (as evidenced by a cursory glance of inspection reports on the 

HIQA website) appear to place a significant emphasis on the physical environment. HIQA 

is likely to be a significant driver, within both the public and private sectors, in ensuring 

that there is an appropriate physical environment for the delivery of care. However, the 

public sector is likely to face a greater challenge in upgrading its facilities than the private 

sector over the coming years, as more significant changes will be required. Capital

120



development funding has been identified in current HSE service plans. However, as the 

health service faces significant financial challenges in the years ahead, it remains to be 

seen whether the upgrading of public nursing homes continues to be prioritised. It also 

remains to be seen what action HIQA will take if public nursing homes continue to fail to 

comply with standards beyond the six-year timeframe that the current regulations allow.

Raising Concerns about the Physical Environment

For one of the staff working in a public nursing home there was a sense that nothing could 

be done about the building, either about the structure or the cleanliness. She recalled 

trequently raising these concerns with her managers, and was frustrated that it did not lead 

to changes. In light of her fhistration at the lack of changes to the physical environment, 

she had contacted a newspaper;

“.../ approached one of the papers...to come into (this facility) and just do an 

article about iL.Jfyou saw where people are showered. I have said I have 

refused to go down to that shower room because I am afraid I would get 

legionnaires or something, it is just disgusting, can V we get the windows 

cleaned... ” (6P)

Despite her attempts to get the media interested in a story regarding her concerns, it did not 

proceed to print. This participant, a care assistant, believed that there needed to be a 

national public debate about the appropriateness of the building for the task it was required 

to do, and was prepared to 'whistle blow’ to newspapers to start that debate.

However, the managers within this facility had the same concern about the appropriateness

of the physical environment, but said they were unable to achieve the required changes.

For example, one participant who was a middle manager within the same facility, was of
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the view that the poor conditions of the building were known by senior managers outside 

the nursing home, and in the Department of Health and Children:

“We have a long way to go and we are aware of it, and the Department of Health 

is aware of it, that the standards are way below what people are entitled to in 

terms ofprivacy, but that is just it, it is a very old hospital and until we get new 

buildings that are purpose built, we are not going to get rid of that one. ” (3P)

Given how capital funding decisions are made within the health service (requiring layers of 

managers and applications to the Department of Health and Children), it is unlikely that the 

decision for reftirbishment would be made at this level.

The manager for the facility was also concerned about the state of the building, although 

she acknowledged that it took her a while to appreciate the extent of its inadequacies. It 

only became apparent to her when she had worked elsewhere:

“/  was not that shocked when I came here about the poor environmental 

facilities, because the acute hospital facilities were not particularly good 

environments either. When that really came home to me was when I moved to 

the new unit, and then came back again, that was when it really struck me. ”

(13P)

This manager arrived to work in her current facility as an assistant manager in 1994,

having worked in the public hospital system. Her expectations were low as she was

familiar with poor physical infrastructure within the acute hospital system. Therefore she

was not unduly perturbed by what she saw. However, she left the nursing home for a

number of years to open a newly constructed public nursing home, and it was only when

she retumed as manager that it hit her how poor the building was. In view of her
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concerns, she immediately set about trying to get something done about it. She recalled 

writing reports for higher managers (external to her facility), from whom she would have 

to get funding to make changes to the building:

“...immediately I wrote reports about the condition of the building, and took 

photographs, and did a comparison, the number of patients, and the number of 

bathrooms, the number ofpeople that could fit in the day rooms which we had 

done before. I did that report, it was listened to, but nothing happened. ” (13P)

She reflected on the reports and plans being discussed with managers, and said that 

discussions had been had with the Department of Health and Children with regard to 

funding. However, those plans came to nothing. Indeed, she reflected that limited 

improvements only began to happen when concerns were raised about the health and safety 

of staff due to deterioration of the building:

“...one of the wards that is out on the grounds, the floor was collapsing, there 

were golf-ball sized holes in the floor, so the nurses were pushing the trolleys and 

they were going into the holes. So I raised this issue and said that it was totally 

unacceptable, and I was really listened to... we got that ward done up... we had to 

from a health and safety (sic.), and then when that was done more money became 

available, and we were able to do increased improvements. ” (13P)

This participant is reflecting on some changes taking place because of the risk to the 

welfare of the staff (that is, health and safety concerns), rather than the welfare of the 

residents. She also described how she had to go through other external senior managers in 

order to achieve changes to the physical environment.

This does appear to contrast significantly with the experiences of staff working within the

private sector. For example, one of the participants, a manager of one of the private

facilities, had recently left the public service. She commented:
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“/  suppose yes, I still, when I drive into work, and when I come in, yes, the 

building itself does look very impressive, there is a high quality finish to the 

environment in terms of when you come in it has quite a good feel or appeal to 

it., yes there does seem to be resources available in the private sector on 

spending on the quality of the environment. ” (8N)

This manager reflected on the difference between the pubhc and private sector, and how 

decisions with regard to the building were easier to make in the private sector:

“...currently I would say immediately the layers of bureaucracy that you have to 

try and get through in the public sector is immediately not as apparent in the 

private sector. If I need to speak to somebody, or look for funding, or look for 

resources, there is not layers where there would be in the public sector. I have to 

speak to my CEO or the management team that I am here with, and it is agreed, 

approved, and we can make a change... ” (8N)

It would appear that the private sector has the potential to be more responsive to the 

physical environment, although it does require the “owners” to be committed to the 

provision of a good environment. Of course, what might be driving the owners’ 

commitment is the prospect of being inspected and required to make the changes to the 

environment in order to ensure they complied with the standards. Since 2009, public 

nursing homes are required to comply with the same standards, although they will be given 

a period of time to make the required changes to the buildings. However, the difficulties 

experienced by managers in this sector in obtaining the funding, and securing the necessary 

changes, may hinder their ability to comply with the new regulatory requirements.
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Exploration of the Meaning of Abuse
One of the participants above suggested that the poor physical environment contributed to 

staff failing to maintain the dignity of residents, including not pulling curtains around a bed 

while providing intimate care, and ignoring the residents while caring for them. While this 

might be the case, it is also worth noting that participants from the private sector (with 

significantly better physical environments) also noted the kind of behaviours that failed to 

respect dignity. In the context of the Kayser-Jones model, this is the cultural-social- 

psychological environment of the nursing home, that is, the norms, values, attitudes, and 

beliefs of the caregivers, and the way they interact with the residents.

The majority of concerns raised by staff were connected with the everydayness of how care 

was delivered. The descriptions provided by staff cover a broad range of behaviours, from 

things that might be considered minor, to more serious forms of abuse. Two of the 

participants wanted to emphasise that they had not witnessed abuse, but then went on to 

describe behaviours of their colleagues that caused them concern. One of those 

participants referred to the term “dignity”, and wanted to make a distinction between this 

term and abuse:

“Not abuse, but I would have seen some loss of dignity. ” (3P)

Although she made a distinction between abuse and dignity, the behaviours she described 

upset her;

“...always chatting over the bed while a client is being looked over, with rarely 

any reference to the client at all, and just chatting among themselves...forgetting 

that the person is there, and they are being treated more like an object than a 

person. The job is being done not explaining. ”  (3P)
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She appears to be describing residents being neglected by being ignored, with staff 

appearing to be focused on their own issues including chatting amongst themselves. Other 

participants were concerned that where interaction did take place with residents, it could be 

inappropriate:

“...yes, sniggering and laughing behind their back, and jeering at them 

(residents). ”  (4N)

“...there is a practice which I hear going on from time to time, and that I don 

like, it is “dear and “lo ve” and “pet” instead of their names. ” (8N)

“...like treating as an infant...the patient who makes demands is never very 

popular... ”  (6P)

Within these descriptions there are a range of behaviours, with some being more serious 

than others. For example, talking to someone in an over-familiar way (for example “pet”, 

“dear”) may not be serious. Indeed, the resident may appreciate such terms of endearment, 

although others may not appreciate it, and would prefer more formal forms of address. It 

would seem appropriate that staff should clarify with residents what form of address they 

prefer. On a more serious note, sniggering or jeering at residents would seem more 

serious, as it does not respect the person and is offensive. Indeed the latter, if serious 

enough, and “observed” by a manager, could result in disciplinary action.

One participant was concerned at the increasing numbers of staff in nursing homes who are 

from other countries, and who do not always talk in English, with the result that the 

residents do not know what is being said:
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“...FUipino...is spoken or Indian now are spoken mainly on the unit... well I don 7 

understand it, and certainly the elderly people don V understand it. ” (6P)

It is not difficult to imagine that it might be important for residents to be able to 

communicate with staff, not just about aspects of care or concerns about failing health, but 

also about everyday issues and concerns. This may be more of an issue in some nursing 

homes than others. For example, within Dublin, the majority of staff in most facilities are 

from countries where English is not their first language. Indeed, one of the managers 

participating in this study was concerned about this and ensured that her staff received 

extra tuition in English, and monitored their use of the language in their work. Another 

participant was also concerned about staff from other countries not speaking English, and 

that this may mean that there were no meaningful activities for the residents. She thought it 

was a form of abuse:

“And that is a form of abuse, not having any activities, speaking their own 

language over a patient, or to a patient, is a form of abuse, or just stand there 

yapping among themselves. ” (IP)

Though similar behaviours are being described, some staff labelled it as abuse, while 

others labelled it as not treating people with dignity. The next participant, a male care 

assistant, used the word dignity in the context of his concerns about care practices, for 

example:

“Like leaving people uncovered on the bed, like looking at the incontinence pads, 

checking the pads in public places... ” (5C)

Although this was a private facility with a more appropriate physical environment, this 

participant was concerned that staff were not respecting the dignity and privacy of the
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residents. This is a similar concern that emerged in the public facilities, where it was 

suggested that the poor physical environment contributed to staff failing to respect dignity. 

However, this participant’s experience would seem to suggest that the attitudes and values 

of staff may be more critical than the physical environment in maintaining dignity and 

privacy. Other practices that this participant had observed that concerned him included the 

thoughtless actions of some colleagues when returning residents to their rooms:

“...bringing people to their rooms and leaving them in front of the wall without 

bell or remote control to the TV, or anything... ” (SC)

For a resident who is dependent on the staff, these kinds of thoughtless actions could be 

potentially upsetting, particularly if they are left unable to call for help (for example the 

call bell referred to in the above quote). Presumably this could be potentially serious, 

because if the resident needed to summon help in an emergency they may not be able to do 

so. One participant reflected on her own actions and the potential consequences of not 

thinking through what she was doing. She recalled how she had facilitated residents 

having their hair washed in the sluice room;

“...the hairdresser comes on a Monday morning... and she would bring them 

into the sluice room because the sluice room sink is higher, rather than the 

regular bathroom sink, and it was easier for residents to wash their hair, either 

leaning forward, or tilting back on a chair. It never occurred to me to think that 

it was disgusting, that someone was being brought into the dirtiest room in the 

house...’’(ION)
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This participant was the manager, and the owner of the private nursing home had pointed 

out the inappropriateness of this practice to her. Presumably, the practice also posed a 

potential health hazard to the residents.

Some participants were concerned about practices that failed to maintain residents’ 

personal appearance:

“ /  have another problem with this activity, putting nail polish on a woman of 80 

years of age, that’s fine, put it on but come back the following week and take it 

off This chipped nail polish is horrible, and putting this mad, red lipstick on 

them, she may never have worn lipstick, and then the next thing they are sitting 

there, is horrible looking. ” (IP)

‘‘...frequently they don’t have their own clothes...or they go missing...it is much 

easier to put on something that is three sizes too big because they are difficult to 

dress, or whatever is in the linen cupboard. ” (6P)

These two participants are reflecting on practices that fail to appropriately respect the 

identity of the resident. Two aspects are being described. Firstly, the inappropriate use of 

makeup for the individual. While this appears to demonstrate that a staff member has 

spent some time doing this, they may not have taken account of the needs of the particular 

person. The second aspect being described concerns practices which suggest that staff are 

too busy, or the facilities are not there to ensure that residents are dressed appropriately.

Another participant was concerned about her manager, who was rough with the residents 

and who shouted at both residents and staff;
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recall feeding somebody with a drink in a beaker cup and I was not being 

quick enough, and she snapped the cup off me, and she almost poured into the 

person, this is how you feed somebody... but she used to lose her temper like you 

would not believe, and she would shout at people and shout at residents and 

shout at the staff. ”  (1 ON)

Roughly feeding residents and shouting at them appears to be behaviour that might be 

considered more serious than some of the other behaviours described so far. Furthermore, 

much of what participants described was taking place in full view of other staff. These 

practices appeared to be common, and accepted by other colleagues. However, some of 

what was described was more hidden. For example, one participant described something 

she had witnessed which took place at night, and in the privacy of a bedroom:

“...there was one night when a lady was dying, and there was another girl I was 

working on nights with...this particular girl would sit at the end of the this lady's 

bed, she died like, and she would be sitting there, and she would be taunting her, 

and saying things like “the angels are coming to get you”. Me and my (colleague) 

were absolutely horrified, like, get a life for God’s sake, she is an old woman 

dying in the bed, and you are passing the nights taunting the old woman who 

could not get out of bed, she was very sick she was just taunting her. ” (12N)

Though having a discussion about angels with someone who is dying might sound 

reassuring and supportive, this was not what this participant was describing. The use of 

the word “horrified” and that this was something that had concerned both herself and a 

colleague and the manner in which this was discussed during this interview, indicated 

something more serious. Indeed, later in her interview this participant recalled reporting
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the issue to her manager because she had been so upset at what she had witnessed. This 

participant used the word “taunting” and that it was done to upset someone while they are 

dying and seems particularly distressing. Because it happened at night, and in a bedroom, 

it may not have been witnessed by anyone other than the resident. This participant had 

observed her colleague doing this by chance, and had been “horrified” by what she had 

observed and did subsequently report it to her manager. This appears to be one of the more 

serious concerns which were raised by participants in this study, particularly given the 

vulnerability of a dying resident.

Dignity and Abuse
In the context of the cultural-social-psychological environment, these participants have 

described a range of care practices that indicate that their colleagues do not have the same 

attitudes and beliefs about those care practices. On some occasions it may be one 

colleague’s approach that concerns them, and on others it may be a number of colleagues. 

The participants in this study were clear that what they saw was wrong, although they did 

not always agree on the words to describe the behaviour. For example, five of the 

participants used the word “dignity” during their interview, while others did not. However, 

all were clear that the behaviours they were describing were not appropriate. One wanted 

to draw the distinction between abuse and dignity, that what she had observed was not 

abuse, but breaches of dignity. Another, when describing similar behaviour, was of the 

view that it was abuse. While all of the behaviours they are describing could be regarded 

as inappropriate, clearly some are more serious than others. This illustrates how these 

behaviours can be regarded as being on a continuum, from the minor to the more serious. 

The uncertainty with regard to the meaning of the term “abuse” was reflected on by one of 

the managers in her interview. She described her experience of trying to implement an 

abuse prevention policy:
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“They are aware of it (the policy), but their understanding of what abuse is - 

staff were not aware of it coming under so many headings. People only think 

about physical abuse, as a beating. ”(14P)

This manager was reflecting on her concern that although staff have a common 

understanding that hitting someone is abuse, they are not aware that failing to treat 

someone with dignity can also be regarded as abuse. Indeed, the behaviours being 

described in this chapter appear to fit within the dignity domains identified from the 

literature. For example, failing to maintain a resident’s clothing or physical appearance is 

within the domain of identity and autonomy, while not maintaining privacy, checking 

continence pads in public spaces or roughly feeding someone comes within the domain of 

providing personal care. Using inappropriate forms of address, sniggering behind a 

resident’s back or taunting someone fits within the domain of interpersonal 

communication. Therefore, the participants were aware that these practices were wrong, 

although they may not agree on the term used to describe them, whether, for example, it 

was “abuse” or “dignity”. Therefore, it seems reasonable to conclude that the idea of 

abuse being on a continuum, with the concept of dignity embedded within it, may be a 

more helpful way to communicate and influence the attitudes and values of staff (the 

cultural-social-psychological environment) in the way they approach the care of the 

residents. In the context of the environmental model, this has implications for the 

organisational environment, because the concept of dignity should be a core part of the 

organisational philosophy.

Raising Concerns about Dignity and Abuse
It seems clear that participants in this study were able to recognise breaches of dignity, and 

some were able to make the link to abuse. However, it seems crucial that staff are able to
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talk to their manager about the practices that concern them. Therefore, this study sought to 

explore their experiences of raising concerns about these practices, and in that context, 

they described a range of responses which ranged from feeling unable or reluctant to do 

anything, to resigning from their job because of the lack of response to their concern. One 

had contacted the researcher as she thought it might have been another way to raise her 

concern.

Barriers to Raising Concerns
When talking about the kinds of practices that were failing to treat residents with dignity, 

particularly at the lower end of the continuum, there was a recurring theme of there being 

no point in reporting their concerns because nothing would change. Or if they did report 

their concerns, it did not lead to any changes. There appeared to be different factors 

contributing to the failure of having their concerns addressed. For example, one 

participant was of the belief that there was no point in raising her concerns with anyone, 

because it appeared to her that managers and staff accepted the practices:

“...there was very little I could do as an RGN or staff nurse to actually change 

things...!just really felt that some of the practices I was seeing were things that I 

would like to see done differently, and that there was room for improvement.. I 

would have thought that they were accepted practices in the organisation I was 

working in at the time, and was certainly endorsed by anybody who worked there. 

They knew that things were happening and the routines and the kind of tasks and 

rituals around some of the care practices, they most certainly were aware of 

thenu” (8N)

This participant had told this story because it had been what had motivated her to move

into a managerial role. As a staff nurse, she had believed that she was not in a position to

change anything, and that if she wanted to be able to influence care delivery she had to be
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in a managerial position. This participant believed that the manager was critical to setting 

the organisational ethos (organisational environment) and in ensuring that the staff had the 

appropriate attitudes, values and beliefs (the cultural-social-psychological environment). 

Another participant believed that she was not listened to because managers were only 

interested in the tasks being done, rather than how they were being done:

“Nobody listens as long as you have a pair of legs and a pair of arms, you are a 

number on the ward, whether you are good, bad or indifferent or whatever care 

you give. ”  (IP)

This might suggest that the organisation that she worked in had an ethos that placed a 

higher value on the physical tasks of care rather than the social process of how care is 

delivered.

Another participant recalled trying to raise her concerns (mostly about the failure of

colleagues to treat residents with dignity) with the full chain of managers within her

facility, with no one appearing to take responsibility:

“A staff nurse and she would say that she does not get paid to take on board what

another staff member has done...I have also discovered that they have never

wrote it down, they are meant to write it down everything, incidents, that

happened every day...I went to see the Matron to tell her what was going on, and

she said have you had words with your unit head? I said to her that numerous

times I have brought things up to her, and nothing has happened, nothing has

gone further about it, nothing has been done about it. ” (2C)

This participant was frustrated that none of the managers in the organisation took

responsibility for the concerns she was raising. This may have been because they did not

have a shared understanding of the organisational ethos, including the concept of dignity,

or that they were unsure of the managerial and organisational responses required to address
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the concerns she was raising. This participant ended up being so angry at the failure of the 

managers to respond to her concerns that she subsequently made it a point of resignation. 

Indeed, she had contacted the researcher as she thought that it might be another way of 

raising her concerns about the facility.

Another participant, a care assistant, also recalled being frustrated with one of the nurse

managers on the ward, because the manager did not want to take responsibility for dealing

with the concern even though she agreed with her;

*‘...the nurse that was in charge, she said you deal with that...and I said how can

I deal with a care assistant when you are the nurse in charge. I went over to the

office, and she (another manager) said oh I know it’s terrible, that’s all you hear,

it awful, that’s all you hear. I just said to her (her colleague) you just don V open

your mouth here. ” (IP)

While some participants used the managerial hierarchy, others felt that it might not be

appropriate, particularly for the breaches of dignity lower down the scale. This male care

assistant had a concern about a nurse and her communication with residents. He thought

that it was inappropriate, and went to the Director of Nursing (DON) with his concern,

“...once I was very close but I didn ’t do it, because Ifirst talk to the person and

then to the nurse which is our path, the DO N is far, far away and going to her

would not a good thing, to go to the DO N to talk about a single person. So I was

very close to doing it because Ifind one person a bit rude to residents. ” (5C)

His concern appeared to be about the communication style of the nurse, and although it

concerned him enough to think about reporting it, he was reluctant to go to a higher level

of management about a concern that was at the lower end of the continuum. This

participant, a care assistant, is at the lower end of the hierarchy, and it is understandable

that he may be somewhat reluctant to approach a manager who is at the other end of the
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hierarchy. His migrant worker status also has the potential to add to his reluctance to 

report his colleagues. He suggested that because he was foreign, he had to be extra careful 

in raising concerns about his Irish colleagues:

“...it is not easy to criticise your colleague from work. I was saying let’s cover 

her and I was covering this person, or let’s do it another way. I was never 

pointing this person as a bad one that did wrong. Especially when it was an Irish 

person because I am foreign so I have to be more careful yes?” (5C)

In the context of the Kayser-Jones model, this illustrates the connection and interplay 

between three dimensions of the model. In the context of the personal-supra-personal 

environment, this participant, as a care assistant, had low status within the organisation, 

and this may be further compounded because he is a migrant worker. Although he may 

have the right attitudes, values and beliefs about dignity (cultural-social-psychological 

environment), his low status may further hinder him raising concerns about poor care.

This was the only migrant worker to participate in this study, even though the majority of 

the staff in some of the participating facilities were migrant workers. The observations of 

this participant may go some way to explaining why migrant workers appeared reluctant to 

participant in this study. In the context of the organisational environment, the managers 

may need to have a leadership approach that is proactive in seeking views about poor care 

from those with low status.

Another barrier to reporting is if the person causing the concern is the manager. One 

participant, now a manager herself, recalled her previous experience of a manager, who 

was rough and verbally abusive with residents and staff. She believed that the problem 

was known about, and that her managers at the time were waiting for her to retire rather 

than tackle her. In that context, she was of the view that reporting her concern would have 

made life difficult for her:
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“...no way I remember talking to other nurses about it, who had been there for 

years, no, that's her, she is working out her pension, unless she comes in drunk, 

there is nothing they can do about it Even though now it is very hard to be the 

whistle blower as a nurse. Ifeel sorry for any nurse that comes across any bad 

treatment of a patient, because I think it would be really difficult, your life would 

be made hell, I think. ” (1 ON)

It is not difficult to imagine that if an organisation knows about a manager who is failing to 

practice within an appropriate organisational ethos, and fails to take action to address the 

manager’s behaviour, it will pose a significant barrier to staff reporting other colleagues. 

While a manager who treats residents and staff poorly may create a barrier to reporting, so 

can a staff member at the lower end of the hierarchy. The next participant describes a care 

assistant who had a role within the local union, and used that authority to dominate his 

colleagues and managers. He did this by “inducting” new staff and being prescriptive about 

role demarcation to exercise control:

“...he also has every other care attendant who comes on his ward absolutely 

under his thumb, and he would say you can V do that, so when a young new care 

attendant comes into the unit and Joe Bloggs says will you bring this person, he 

will say, ah leave them there we will get him later. Or that is not our job, or you 

can V do that, and we take our rests now, and no we don’t do this or that, or that 

is the caterers’ job, or that is so and so’s job, and we are not doing that, so most 

of the time they would be sitting down. If he is on duty, they would be so 

frightened by him...the poor nursing managers have been hitting their head off 

walls trying to get this through in a procedural way. It is very difficult. ” (3P)

From an organisational environment perspective, particularly within the public sector, the 

unions have a significant role, and have a long history of advocating for the rights and pay



of low status workers. However, it seems crucial that union structures and management 

within nursing homes should share the same organisational ethos, particularly about the 

relationship between dignity and abuse. The failure to have a shared ethos has the 

potential to create a tension between organisational working practices and treating 

residents with dignity.

Not surprisingly, most participants recalled some level of feeling that raising their 

concerns, even about the dignity issues at the lower end of the continuum, resulted in them 

being regarded as unpopular. The next participant had strong attitudes and beliefs about 

the dignity of residents, but found herself working with colleagues (including those of 

higher status) who did not share those beliefs. Her strong beliefs (cultural-social- 

psychological environment) encouraged her to continue raising concerns by tackling 

colleagues directly (personal-supra-personal environment) about practices, even though it 

made her unpopular:

“Well you just go on a unit and there is one Irish nurse on the unit I am on now,

and she will always say when I am coming along, oh I had better say nothing

now (6P) is here. You know, don V say it in front o f (6P), and she would put

documents away when I am coming along, and she would stop talking or

whatever, because she would know that I would use the information or whatever.

Best that (6P) does not know too much about what is going on. ” (6P)

The lack of an organisational approach to ensuring there is a shared organisational ethos

allows this kind of conflict to flourish. For some participants, they believed that nothing

would happen if they reported their concerns, because they believed that they were not

valued by their organisation. For example, one participant, a cleaner (household staff),

recalled how she thought that her opinions about dignity were not valid because she was

there to clean, even though she often ended up doing care work:
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“...and a lot of the household staff are being treated like dirt they are doing care 

staff work as well...totally, I was the household. So no matter when they were 

talking in the room with the ladies I was the household...” (2C)

In light of her concerns, she went to see a more senior manager:

“I was told in the last meeting that everybody, this came from the matron herself, 

that everybody in their work has a work practice role, and if you are not 

qualified, well then what is going on around you does not actually concern you. ” 

(2C)

The organisational environment being created by the managers in this example seems to 

emphasise hierarchy and role demarcation, indicating that cleaning has nothing to do with 

the care of the residents. This participant believed very strongly that what she saw were 

breaches of dignity, and believed that her concerns were dismissed because she was in a 

role that was not valued. However, the strength of her feelings and the lack of action by 

the managers became a resigning issue for her. At the time of the interview, she was still 

concerned about the practices in the nursing home and contacted the researcher as she 

thought that it was another way of getting her concerns addressed.

Much of what has been explored so far, in terms of organisational barriers to raising 

concerns, illustrates the consequences of not having a shared understanding of dignity.

One participant recalled attempts by her organisation to improve practices through 

discussions in teams. She reflected that colleagues agreed what good practice was, but 

identified organisational barriers to implementing the new approaches:

“But we have tried to do days on discussions around it, and how to increase best

practice and all of that, and usually they are very good, but it usually ends up in,

well if we had more time, if we had more people, if we had better space, and they
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are right with all those issues, unfortunately we don ’/ have them. They have to 

adjust their practice because we don V have those and they have to give that extra 

bit from themselves and that can be quite difficult. ” (3P)

This participant is reflecting on the tension that can exist between best practice, and factors 

Uke staffing and the physical environment. However, what she is also illustrating is that 

these factors should not be an excuse for not having an appropriate organisational ethos 

(on, for example, dignity).

Another barrier to achieving change within the organisation was the high use of agency 

staff, or the inability to free staff for training:

“Our biggest problem is, I  suppose, that the majority of our care workers would 

be agency, and so we don V have consistency, and so training can be difficult even 

when we have training, and different groups say we will do a bit on this. They 

won V be released because staff shortages are always a big problem. So for any 

training, the percentage on board can be very little, and usually it is the people 

who are committed that come anyway. Those who might not be so committed 

don 7 come. ” (3P)

It is perhaps easy to understand that if an organisation uses a high number of agency staff it 

will make consistency of approach difficult, as they are less likely to be involved in any in- 

house training. Relying on large numbers of agency (and therefore, temporary) staff is 

likely to present additional challenges to an organisation that is trying to ensure that there 

is an organisational ethos of dignity.

In this section, the primary barrier to staff reporting their concerns about abuse or poor care

practices was the failure of organisations (the organisational environment) to ensure that
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there was a shared understanding of the concept of dehvering care with dignity. The lack 

of a shared understanding about dignity may mean that staff think that managers accept 

poor practice (the cultural-social-psychological environment), and therefore will not report 

it. Or if they do report their concern, the manager may take no action because they do not 

see the behaviour breaching the organisational ethos. An organisation that places an 

emphasis on role boundaries within the hierarchical structures of the nursing homes (the 

personal and supra-personal environment), may add to the difficulties for staff raising 

concerns.

Enablers to Staff Raising Concerns
Some participants, in some circumstances, did have a positive experience of reporting or 

raising concerns about abuse and poor care practices. Their experiences would appear to 

have significant implications for managers’ approach to leadership, and therefore, are 

within the organisational environment of the Kayser-Jones model. The experiences of the 

participants described and analysed here would appear to suggest that there are five 

organisational enablers that facilitate staff reporting concerns; supervision; a team 

approach to delivering care; opportunities for staff to meet; opportunities for staff to talk in 

confidence to the manager; and organisational commitment to training.

For example, a male care assistant (5C) in a private facility had been concerned about 

colleagues maintaining residents’ dignity while providing intimate personal care. He 

recalled the manager’s practice of meeting staff on a quarterly basis, and he used this to 

raise his concern:

“You know when I started to work there, every three months I had an interview

with the director of nursing and the recruiting manager, and then we talk about

everything and I pointed a couple of things, I criticised the way that caring staff

is not looking after the dignity of people, I said about a couple of other things
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because I have very fresh point of view, then I was a new worker, I was not 

involved, so there was about seven or eight points, and it was great because they 

asked me how I would change it, what would I like to do. ”  (5C)

He went on to reflect on how the manager listened to his concerns, and as a direct result, 

put some additional training into place:

“They asked me what my proposition was, what was my idea to change it. I said 

that education is the best way, so they could provide a course or a meeting with 

somebody who would explain these simple things. And they did it; great it was, 

they did it three weeks later. And this thing brought another good thing. I 

remember talking in the changing room with my Irish fellow you know it is like a 

domino when you do one good thing it provides another and another. He had 

another idea and people started to talk then, and it was good, and all the residents 

are more or less covered when they are (being washed). ”  (5C)

The training provided, covered the following:

“...it was dementia, holistic care and something else, and the other one was about 

dignity. ” (5C)

What is of particular interest here is how it impacted on the culture among colleagues 

creating a focus for a discussion about dignity and leading to improved practices.

Earlier in his interview, this participant had recalled feeling uncomfortable about reporting 

a specific colleague directly to the manager. However, within his facility there were other 

supervisors he could talk to, including a care assistant supervisor.
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“...there is a person who is care staff supervisor and if I want to talk about 

anybody to my supervisor I can go to her as welL So about nurses I am going to 

her. She is a carer so she understands. ” (5C)

Having a supervisor that is lower in the overall hierarchy appeared to provide this 

participant with an additional layer within which he could raise his concerns.

Another participant (3P), a manager of an ancillary profession (that is, not a nurse or care 

assistant), also talked about one-to-one meetings with staff. She suggested that this was an 

effective way to listen to concerns, and to provide staff with advice and guidance on what 

to do. She described a structured supervision model that she applied to the management of 

her staff, which consisted of:

‘''Wellformal supervision, which would be once a month, it would be a one-to-one 

sit down and formal contact, and then each supervisee takes their own style of 

supervision that that is contract, so some want a more formal and others want a 

different model that they want to use... ” (3P)

She went on to describe how staff would discuss in supervision their concerns about poor 

practices that they saw on the wards within the facility. She took the following strategy in 

trying to support them with raising their concerns:

“Well I suppose I have to ask them if they feel comfortable addressing it with the

staff they have seen doing it, and they have to share that with them and whether

they would at the time feel comfortable. Usually they have come back to me

because they have not felt comfortable. Then it is a question of saying do you

think you could discuss it with their line manager because it would be good if it is

kept within the unit and discussed in the unit before it goes outside...so it is really
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trying to get the staff member to work that out with the manager of the unit. 

Usually there is a clinical nurse manager there... usually people feel that if they 

can do it on the spot at the moment, that is the best But if they have let the 

moment pass it becomes more difficult So often we encourage the therapist to 

intervene and kind of say is there any way I can give you a hand here, I can see 

that you are under stress, would you like me to help. ” (3P)

While her advice and guidance to her staff was about encouraging them to raise their 

concerns directly, either with the staff member causing the concern, or that person’s 

manager, she was clear that her managerial role within the organisation would allow her 

the option of raising a concern directly with the nursing home manager.

Supervision
The care assistant (5C) and the manager (3P) have both described the practice of the 

manager meeting with staff on an individual basis. Both found this a useful forum in which 

to raise concerns about poor care practices. In the HIQA standards there is an expectation 

that staff receive appropriate supervision, though it is not specific as to what the activity 

entails (Health Information and Quality Authority, 2009). In the UK, the Care Home 

standards are a little more specific about what is expected in terms of supervision. It is 

described as being formal, and should be at least six times per year, and should cover all 

aspects of practice, philosophy of care in the home and career development needs of staff 

(Department of Health, 2003a).

The concept of supervision, particularly with regard to nursing, has received some 

attention both in research and in policy, and is often referred to as clinical supervision, 

although there is some confiasion as to exactly what the purpose and function of the 

activity is, what makes it work, and whether it improves outcomes for patients (Jones,
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2006). In a review of the hterature, it is suggested that the extent to which nurses engaged 

with supervision varied, and that organisational culture, availability of time and 

appropriate staff, were factors that impacted on the extent of implementing supervision 

(Butterworth et al., 2008). It has been suggested that the lack of engagement might be due 

to the confusion about what exactly the purpose of supervision is. If supervision is seen as 

an aspect of managerial monitoring rather than as a supportive activity, then there may be 

suspicion and reluctance to engage (Shanley, 2006). Butterworth et al., in their review of 

the literature, note that much of supervision appears to be concerned with the educational 

and supportive aspects. However, others have suggested that this cannot be separated from 

the management function of monitoring and managerial control (Kleiser and Cox, 2008, 

Butterworth et al., 2008). The Royal College of Nursing Institute offers a definition of 

supervision:

“Clinical supervision is regular, protected time for facilitated, in-depth reflection of clinical 

practice. It aims to enable the supervisee to achieve, sustain and creatively develop a high 

quality of practice through the means of focused support and development” (Royal College 

of Nursing Insititute, 1997). While this definition was suggested in the context of 

professional practice development, it is clear that there is a link to managerial function. If it 

is a manager’s responsibility to ensure that the service they manage delivers high quality 

services, presumably one of the ways they do this is by ensuring that staff are facilitated to 

develop the high quality skills needed to do the work. Within an Irish context, clinical 

supervision has been a development supported by the National Council for the Professional 

Development of Nursing and Midwifery, through the grant funding of projects which 

sought to implement models of supervision. The Council noted good levels of interest 

across a wide variety of settings, although the focus was predominately concerned with

145



continuous professional development (National Council for the Professional Developement 

of Nursing and Midwifery, 2008).

One study has demonstrated a link between resident satisfaction and well-being, and the 

extent to which staff are committed to staying in their job, with supervision and support 

being the key factor (Bishop et al., 2008). Another study, which looked at the impact of 

focused training on supervision and communications skills for managers, showed an 

increase in job commitment and improved job performance of staff (Morgan and Konrad, 

2008).

However, at present in Ireland there appears to be no clear model for the development and 

implementation of supervision for nurses or care assistants working in nursing homes. It 

remains to be seen to what extent HIQ A raises this as an issue during nursing home 

inspections. In the context of staff raising concerns about breaches of dignity, supervision 

would appear to be a significant organisational enabler.

Supervising by Watching

While formal meetings with staff are an aspect of supervising staff, so is watching how 

staff do their job. By watching staff, managers can pick up on practices that are not 

consistent with the organisational ethos, and at the same time they can demonstrate more 

appropriate approaches. Larger nursing homes may have to rely on layers of managers and 

supervisors to undertake this activity.

One participant, who was in a care assistant supervisor role, described how she was used 

by her manager to “watch” staff who might be performing poorly:

“But I think the management knows as well because if that certain person is 

being watched they are automatically being put with me. If they are working
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with me in the morning, they are being put with me for me to watch them. If they 

are on the same day as me it means that I am to watch them. ” (4N)

This supervisor was also very clear that her manager had set clear standards with regard to 

dignity. Her concern about a staff member who was sniggering at the residents has already 

been documented above. However, here as a supervisor she describes how she responded:

“There was one particular (staff member) and she kind of laughed in my face as 

well, and that got me worse, I was really mad.. .1 just pulled her to one side and I 

said, you know what the hell are you laughing at, like it’s ok to laugh at my face 

but not to these people (the residents), they deserve respect, this is their home so 

you have to respect them. She kind of pulled her horns in a bit. Then I said that 

if it happened again I would have to go to the boss about it. ”  (4N)

She was clear that her “boss” shared her understanding of dignity. Therefore, she was 

confident in tackling the staff member, although she also knew that if she had to report the 

colleague to the manager, action would be taken. Other managers talked about how they 

walked around their facilities and picked up on poor practices. One manager believed that 

this was an important part of her role:

“The kind of things that people know that does my head in, and I don’t see it 

happening, is curtains not being pulled around beds properly, I think it is just 

disgraceful and I have pulled them up over the years. Things around privacy and 

dignity I feel fairly strongly. I look to see ifpeople are dressed properly and that 

the clothes are put on properly and their feet properly positioned in wheelchairs.

I see all kinds of things. ”  (14P)

Another manager described it as:
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“7 think it is important that a home manager is out there doing that watching and 

monitoring, and actually just walking around and just talking to residents. I 

would be very present...! would visit the home in the middle of the night when I 

am not expected, unannounced obviously. I just slip in and I am just there, and 

initially they used to get an awful fright when they saw me. Now there is no issue 

about me arriving, they know when I arrive. ” (9N)

One manager was concerned about the size of her facihty (a private nursing home with 

over 100 beds), and the need for managers on the “floor” who shared her understanding of 

good care:

“...so I would be still wanting a few really decent supervisors...it's an old- 

fashioned term but to actually ensure that care on each floor is being done and 

delivered is up to a certain standard. ” (8N)

Another manager recognised the importance of the management chain in ensuring that a 

culture that supported dignity was promoted throughout the organisation:

“In relation to dignity, in relation to the patients, that whole aspect would be 

reinforced by all levels of staff, all clinical managers all well-tuned in. This is 

the culture that we are promoting, and we have good staff and they would come 

and alert us if there were any difficulties, they would come informally or quietly 

and tell us if there was something that they were worried about in relation to 

patient care and I would like to keep that going. ” (15P)

While a manager’s physical presence might demonstrate a commitment to ensuring that 

care is appropriate, it might also give a message to staff that they and the residents are 

valued. A leadership style that incorporates this approach may be undertaking a number of 

activities while they are “wandering about”.

148



Managing by Wandering About
In management literature, particularly the work of Peters and Austin (1985), and their 

description of Managing by Wandering About (MBWA), seems particularly relevant. In 

this activity, they suggest that there are three major activities going on: listening, teaching 

and facilitating (Austin and Peters, 1985). While it is difficult to find literature applying 

this particular activity to nursing home care, the experiences of staff and managers 

described above appear to suggest that it may be a key activity. In the context of the 

environmental model, this illustrates the critical role the organisational environment has in 

ensuring that all staff, regardless of status (personal-supra-personal environment), are 

providing care with the appropriate attitudes and values (cultural-social-psychological 

environment).

However, while a manager might take that approach during the daytime, it may also be 

crucial to consider how it might apply at night-time. While some facilities may employ 

specific night-time supervisors, it still may be a valid activity for the manager with overall 

responsibility to undertake spot checks at night. One of the managers participating in this 

study undertook a spot check at night, and found staff asleep on duty, illustrating the 

critical importance of supervising night staff This resulted in a disciplinary investigation, 

which is described in Chapter 7.

Supervising Night-Time Staff
Two managers had concerns about night staff, and both carried out spot checks, with one

manager discovering staff asleep on duty, and therefore leaving residents in a vulnerable

position. This raises the question about the supervision of night staff, something about

which there are no readily available data in Ireland. One study carried out in the UK, on

the experiences of night staff in nursing homes, concluded that there was a low level of

management involvement and supervision. This resulted in staff feeling isolated and
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unsupported, which led to inappropriate and harmflil care practices, particularly with 

residents with dementia (Kerr et al., 2008). Indeed, the taunting of the resident who was 

dying took place at night, fiarther emphasising the importance of spot checks at night. The 

presence of a manager on the “floor” would appear to be an organisational enabler for both 

managers and staff in ensuring that staff behaviours and practices appropriately maintain 

the dignity of residents. The lack of leadership on the “floor” may allow behaviours and 

practices (either by individuals or groups of staff) to develop that fail to maintain dignity.

Organisational Approaches to Including and Valuing Staff

In the context of the cultural-social-psychological environment of the nursing home, the 

manager, in supervising and watching staff, is communicating the organisational ethos. To 

facilitate this, some of the managers described approaches they had taken to communicate 

and include their staff. One manager described her commitment to establishing an 

organisational ethos:

“...my motivation is to ensure that patient care is of a very high standard and that 

is something I will always fight for, and I would not put my own registration in 

jeopardy for anyone, so I won’t concede any of my beliefs in what I think good 

nursing care is. That is something that I would want to pass on to the staff that 

work with me... ”  (7N )

In ensuring that staff delivered care to her standards, she described a range of approaches 

to managing her organisation:

“...keeping staff informed about changes, involving them if something was to

change in the nursing home, it is getting their view, what do they think, because

at the end of the day they are the ones working on the floor and what I might

think is a good system of work might not necessarily be, they might have a totally
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different perspective on it...so they are asked for their input, we would have 

regular staff meetings, and yes, I have my agenda but they are asked for items as 

well, or at the meetings they are asked to participate, tell me what you think about 

this, or this is how I see it but tell me if it is different. ”  (7N)

Here, she is describing staff meetings and actively seeking the views and opinions of all 

staff in approaches to working practices. In addition to meeting staff and seeking out their 

views, she was also clear about taking action, including disciplinary action, if there was a 

failure to provide “high standards”. Chapter 7 describes actions she has taken to discipline 

staff. Another manager, in the private sector, also used meetings to communicate with 

staff, but had also divided them into teams:

“...well 12 o ’clock is often a training time that we use for meeting, andfor going 

over (procedures), or if I have something new I want to talk to them about we do 

it at 12. There is a staff representative committee so they are the teams (One) and 

(Two), and they have representatives, and the kitchen staff have a representative, 

and the household staff have a representative who sit on the staff rep meeting, so 

they meet with me to talk about whatever issues they have. ” (9N)

What appears noteworthy here is the creation of a structure that gives both the care staff 

and household staff a voice through the representative committee. This manager recalled 

an issue arising during a meeting which concerned the low morale of staff, which had 

hindered the team approach to work. She described how she responded:

“...there was an issue about the team spirit, and we had team training, actually 

we had an external trainer come in, and we had two full days of team training, so 

everybody was team trained. It was good fun and he was very good, he facilitated
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it very well and we got a real feel for what It was to work for a team. He gave 

them tasks to do and they were competitive with other teams, and to see how well 

they would work together, and they talked a lot about what it was like. ”  (9N)

This participant was describing team building type training which took place over two days 

and appears to demonstrate a strong organisational commitment to the concept of team, 

and the important role that training has in supporting that concept.

Such training has the potential to address the barriers described earlier in this chapter. In 

the context of the hierarchical structures within nursing homes providing opportunities for 

staff to meet and discuss care, structuring staff into teams and actively seeking their views 

and opinions on care practices is likely to give staff a sense of being included and valued. 

Therefore, leadership and organisational structures, such as team meetings (the 

organisational environment) have the potential to contribute to staff having the appropriate 

attitudes and values (the cultural-social-psychological environment), and to feel included 

and valued (the personal-supra-personal environment). However, to work effectively it 

may require focused team building type training.

Some recent studies in the US would appear to support the importance of organisational 

structures like meetings. This has been linked to job satisfaction and improved outcomes 

for nursing home residents. For example, one study has demonstrated a direct link 

between resident satisfaction and staff job satisfaction. The factors associated with job 

satisfaction were teamwork and involvement in decision making (Sikorska-Simmons, 

2006). Taking the theme of involvement a stage fiirther is the empowerment of CNAs 

(Certified Nursing Assistants). Empowerment teams involve CNAs having formal weekly 

meetings in which residents and work-related issues are discussed (providing a forum for
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the staff to be included in the provision of care). This approach has been linked to 

improved work performance and improved commitment to the job (Cready et al., 2008).

Talking in Confidence
From the perspective of staff, it seems understandable that it might be helpful to be able to 

knock on the manager’s door and discuss concerns about colleagues’ behaviour, and to feel 

that this can be done in confidence. 4N found this helpfial because her manager would hear 

her concern, and then tackle the issue in a non-direct way:

“You can go down and talk to her about anything in confidence, if I have a 

problem...the way she deals with that is that when there is the changeover of staff 

in the morning and she is always at the meetings every morning...she will put that 

in a way she is talking to all the staff not just one person in particular, but you 

know exactly who she is talking about. ”  (4N )

In this context, talking to the manager in confidence means that names will not be used by 

the manager when addressing the concern with the staff members in question. This might 

be helpful to the manager as it allows them to be alerted to behaviours or practices that 

need to be addressed. However, it may only be useful when the concern is at the lower end 

of the continuum of poor practices. One manager reflects on how she responded to a 

recent confidential conversation with one of her staff:

“...in fact two days ago somebody popped their head in the door and asked if they 

could come in to tell me that one staff member was very selective on the care of 

patients that she would choose to look after. She likes to look after a certain 

group and not another group. I now have to investigate this and why it is going 

on. Because if you are sent to a unit, you are assigned to all the patients, you 

cannot just select who you want in this unit, there are 12 and I am getting
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concerned about this now, and I am planning to meet the staff member 

tomorrow. ” (16P)

However, if the concern is about something that is more specific and perhaps towards the 

higher end of the continuum of poor care practice (or abuse), and requires a formal 

investigation, confidential listening can pose problems:

“...yes, they want to talk to me in confidence, and they do not want their name 

mentioned, and that is putting everybody in a difficult situation, but you know 

concerns do have to be formalised sometimes, and we will ask people to put 

things in writing, and they say that they would rather that they did not have to. 

But for me to do any kind of investigation I need something in writing... ” (16P) 

The complexities of doing more formal investigations, particularly in the context of abuse 

allegations, will be explored in more detail in Chapter 7. However, it seems useful that as 

part of the culture within an organisation, managers can listen to their staff in confidence.

Organisational Commitment to Training

The positive impact that training can have on the approach to dignity was illustrated by the 

experience of 5C, described above. Focused training on dignity, particularly with regard to 

the needs of residents with dementia, appeared to change practices, although equally, staff 

may be resistant to changes in practice, and may use physical (for example lack of space) 

or organisational factors (for example insufficient numbers of staff) as ways of justifying 

why they could not adopt the good practices. The organisation itself may not value the 

training and may put barriers in the way of facilitating staff to attend. If an organisation 

has a high number of temporary or agency staff, this will add to the difficulty of making 

training work.
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Interestingly, if the training becomes integrated into the organisation (for example if it is 

linked to supervision and mentoring), then staff will be more likely to adopt the messages 

from the training. A study in the US (carried out in the context of improving staff 

retention), examined the impact of an integrated approach to retention, which included 

training staff on respect, and recognition of different roles, interpersonal skills, supervision 

and mentoring. The study concluded that it improved staff retention and staff satisfaction 

with work, as well as leading to improved outcomes for residents (Pillemer et al., 2008).

Conclusion

This chapter has described some of the behaviours that participants in this study had 

observed, and had caused them to be concerned about the residents in their nursing home. 

Although they appeared to share an understanding about the practices being wrong, they 

did not always agree on whether it was abuse, or a breach of dignity. The behaviours they 

described appeared to be on a continuum from minor (for example using “pet” names) to 

more serious acts (for example taunting a dying woman). Most staff used the term 

“dignity”, and in that context, the behaviours that were described appeared to cross three of 

the dignity domains: interpersonal communication, providing personal care, and identity 

and autonomy. With regard to the last domain, the concerns expressed were more about 

identity (for example appearance). More significant concerns were expressed about 

autonomy, which is explored later, in Chapter 6.

In trying to get their concerns addressed, the participants in this study identified a number 

of barriers and enablers within their organisation. The barriers were: managers and 

colleagues not sharing the organisational ethos; managers not taking responsibility to 

address concerns; organisational hierarchies (including role demarcation) and poor 

commitment to training. The enablers were: supervision; a team approach to delivering
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care; opportunities for staff to meet; opportunities for staff to talk in confidence to the 

manager; and organisational commitment to training. These barriers and enablers would 

appear to be closely connected to the leadership approach of the manager, and therefore, 

are located within the organisational environment of the Kayser-Jones model. However, 

before fully concluding, it should be noted that participants expressed additional significant 

concerns, particularly with regard to the dignity domains of appropriate medical care, and 

identity and autonomy. These are explored in the next two chapters.
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Chapter 5 

The Dignity Domain of Medical Care

Given the nature of nursing home care and the medical needs of the residents, it is not 

surprising that issues related to the dignity domain of medical care arose in this study. Not 

all participants expressed concerns in this area, although those that did, highlighted a broad 

range of issues, which included medications and the management of medications, nutrition 

and artificial methods of feeding, continence management, pressure sores and end of life 

care. This chapter will: explore some of the literature related to concerns about medical 

care; describe and analyse the concerns raised by participants in this study; describe 

participants’ experiences of reporting concerns (barriers and enablers) about medical care; 

and identify the enablers in the context of the environmental model.

Medical Care as a Standard

Since 2009, the HIQA standards require nursing homes to have a care plan for each 

resident, which includes an assessment of their health and social care needs. The nurses 

and managers have a key professional role and responsibility for the assessments on which 

the care plan is based. If a resident requires medication as part of that care plan, the nurse 

has specific responsibilities for the managing and administering of medications (An Bord 

Altranais, 2007). Standard 14 of the HIQA guidelines for residential care also places a 

specific responsibility on the nursing home: “Each resident is protected by the residential 

care setting’s policies and procedures for medication management and, where appropriate, 

is responsible for his/her own medication” (p.26) (Health Information and Quality 

Authority, 2009). The nursing home is required to have a policy which covers the safe
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administration of drugs, including the reporting of errors, and records must be kept relating 

to usage and storage. There is also an additional requirement for staff to actively promote 

residents’ understanding of their health needs relating to medications, and residents should 

be encouraged to self-medicate where that has been risk assessed. Standard 15 states: 

“Each resident benefits from his/her medication to increase the quality or duration of 

his/her life. He/she does not suffer unnecessarily from illness caused by the excessive, 

inappropriate or inadequate consumption of medicines” (p. 28) (Health Information and 

Quality Authority, 2009).

This standard requires the nursing home to have a working relationship with the 

pharmacist, and ensure that medication is monitored and reviewed at three-monthly 

intervals or more frequently where there is a significant change in the resident’s care or 

condition. It also includes a requirement for the nursing home to discuss suspected adverse 

reactions with the medical officer or general practitioner. Before initiating or prescribing 

medication, consideration should be given to the possibility of other medical reasons for 

changes in behaviour. The standard also requires the nurse, doctor and pharmacist to pay 

specific attention to certain drugs to treat certain conditions, including anti-psychotic 

medication, sedating medication, medication to manage constipation, and the different 

medications and their interactions. The nursing home must also have a policy on the 

management of medications including the management of medications that are 

administered as required by the nurse, for example, sleeping tablets (known as PRN). 

Nursing homes are also required to have guidelines on end-of-life care.

It is perhaps not surprising that the standards are this specific, as over the last decade 

concerns have emerged about the standard and appropriateness of medical care for older 

people in nursing homes, both in Ireland and internationally. These concerns have been
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raised through research, auditing of practices by regulatory bodies, and through 

government reviews.

Concerns about Appropriate Medications

In the context of medical care for nursing home residents, there has been an emerging 

concern about the use of anti-psychotic medication for the treatment of agitated behaviour 

in those with dementia. This was highlighted in the literature review in Chapter 2, and 

reflects the findings from research in many countries which suggest that the use of these 

drugs in this patient group can be potentially harmful. While most of the research about 

the use of anti-psychotic medication acknowledges that it is often prescribed because 

residents are agitated, one study has suggested that residents who have negative attitudes to 

others and are querulous with staff are most likely to be prescribed these drugs (Alanen et 

al., 2006). Another study made a similar link, and suggested that medication can be used 

inappropriately as a method of restraining agitated residents (Nurminen et al., 2009,

Ballard and Cream, 2005). Hence, it is not surprising that the HIQA standards require 

nursing homes and general practitioners (GPs) to pay particular attention to the use of these 

medications and require the manager to have a working relationship with the pharmacist. 

There seems to be good evidence that the involvement of pharmacists can lead to improved 

outcomes for residents. For example, studies in the UK have illustrated the crucial role 

that pharmacists have in reducing inappropriate prescribing, therefore leading to better 

health outcomes for nursing home residents (Zermansky et al., 2006, Patterson et al., 2010, 

Nishtala et al., 2009). There are few published data in Ireland on the management of 

medications within nursing homes, or whether GPs are complying with good practice with 

regard to reviewing medication. A recent survey of GPs in the Greater Dublin Area 

suggested that 62% regularly reviewed prescriptions, although only 60% believed that they
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had the appropriate geriatric medical training to look after this population (Corroon- 

Sweeney et al., 2009).

In light of the literature, it seems reasonable to presume that the concerns described later in 

this chapter with regard to medications have a very real possibility of being valid. The 

Irish Times newspaper, in reporting on investigations into complaints about nursing 

homes, has illustrated how concerns about mediations and the management of medications 

can come to light (Gartland, 2009). While the newly established inspection process under 

HIQA will monitor practices related to medication management, it is not certain to what 

extent it will highlight or detect inappropriate prescribing to residents in nursing homes. 

The experience from other countries suggests that additional measures will be required, 

including policies specifically tackling the issue, improved data collection on medication 

usage in this sector, better collaboration and educational feedback to prescribers and 

nursing homes (Hughes et al., 2008).

Concerns about Nutrition and Artificial Feeding
Participants in this study were concerned about nutrition, particularly artificial methods of 

feeding. In the context of nursing home life and the medicalisation of care, food is 

described as “diet”, “menu” and “nutrition”. Other aspects of nutrition and the meaning of 

food are explored fiirther in Chapter 6. However, in the context of the medical response to 

weight loss of residents, two participants raised concerns about the appropriateness of 

artificial feeding of residents, either by nasogastric tube or PEG (percutaneous endoscopic 

gastrostomy) feeding. While the former is a relatively simple procedure requiring the 

passing of a tube through the nose and into the stomach, the latter requires a minor surgical 

procedure in order to insert a tube directly into the stomach. Liquid feeds and/or drugs can 

then be administered via the tube. This procedure is used sometimes with older people in
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the latter stages of dementia because of difficulties with swallowing, resulting in 

significant weight loss. The HIQA standards require nursing homes to regularly monitor 

the weight of residents, and standard 30 requires that a corrective action plan be put in 

place if a resident has lost a significant weight over a three-month period.

Chapter 2 identified nutrition and artificial forms of feeding as emerging concerns. The 

evidence fi-om research suggests that such approaches do not necessarily benefit those with 

dementia, particularly those who are in the later stages of the illness, and yet it is not an 

uncommon practice. The literature suggests that there are a number of reasons why 

doctors resort to tube feeding. For example, it is understandable that there might be an 

emotional impact on staff if residents refuse to eat, with staff feeling that they have 

“failed” if they cannot get someone to eat (Pasman et al., 2003). These emotions are, 

naturally, also experienced by relatives who face the prospect of seeing their loved one 

dying of starvation, and feeling that they have “betrayed” their relative because they could 

no longer manage to feed them, or share the enjoyment of food (Brotherton and Carter, 

2007). Given the complications in feeding associated with dementia, and the emotional 

impact it has on relatives and staff, it is not surprising that doctors can come under intense 

pressure to do something, and sometimes feel that they have no alternative but to consider 

artificial methods of feeding (Callahan CM et al., 1999). Families are eager to accept such 

medical intervention, and tend to overestimate the outcome of these interventions (Gessert 

et al., 2008).

Within an Irish context, there appear to be few data on the prevalence of PEG or tube

feeding for nursing home residents. International experience suggests that it is not

uncommon, although the rates can vary widely between countries and even within

countries. Rates in the US have been shown to vary across the country, and can be

anything from 7.5% to 40.1% (Ahronheim et al., 2001, Mitchell et al., 2003). Other
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studies have suggested that the rate can vary between countries from 15% in Canada, to 

1.3% in Iceland (Mitchell et al., 2000). It has been suggested that one possible reason for 

the higher rate in the US is because of the financial incentives. Medicare pay a nursing 

home more for residents on PEG feeds, and it requires less staff time than hand feeding 

(Mitchell, 2003).

Concerns about Continence Care

A national audit of continence care in the UK suggested that there were significant 

shortfalls in the assessment and management of both faecal and urinary incontinence for 

older people (Adrian Wagg, 2005 #534)(Potter J, 2007 #526). There appear to be few data 

on the prevalence or treatment of incontinence among nursing home residents in Ireland, 

although one study, which involved two large rehabilitation centres for older people, found 

that 60% had urinary incontinence, and 37% had both urinary and faecal incontinence.

The study also highlighted that practice tended to be about containment of incontinence 

rather than on proactive management (Coffey A, 2007). Other studies have suggested that 

faecal incontinence occurs in approximately half of all residents in nursing homes, and has 

a significant impact on quality of life. It is associated with increased mortality, and yet 

responds to effective interventions (Potter J, 2007).

Concerns about Pressure Wounds

The literature with regard to pressure wounds was explored in Chapter 2. One participant 

was concerned about a resident who had developed a large pressure wound. The 

development of pressure wounds is largely preventable, although, as illustrated, practices 

in prevention are often sub-optimal. There appear to be few data in Ireland on the 

prevalence of pressure wounds in nursing home residents, although the experience in other 

countries suggests that it has the potential to be a significant concern.
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Death and Dying

In Ireland, 15% of older people die in private nursing homes while a further 25% die in 

public long-stay facilities (the latter figure is an estimate, as there are difficulties obtaining 

precise figures because of the way government records are collected). This is a broadly 

similar pattern to the UK (O'Shea et al., 2008). Survival, once admitted to a nursing home, 

is expected to be approximately 30 months, which is similar to survival rates in other 

countries (Cunningham et al., 2008). Therefore, it is not surprising that end-of-life issues 

are an area of concern for the participants in this study. Public concern about the end of 

life in nursing homes came to prominence in 2005, following a TV documentary about the 

Leas Cross nursing home in north Dublin. In light of emerging concerns about the care in 

the facility, and the extent that it might have contributed to the untimely deaths of 

residents, a report was commissioned by the Health Service Executive (HSE). The report 

concluded that there were concerns about the length of survival of some residents in the 

facility, and that there was evidence of poor management and poor clinical leadership. It 

also concluded that there was a lack of consistent monitoring of the death rate within Leas 

Cross, and nursing homes in general (O'Neill, 2006).

The public debate about end-of-life care in Ireland has been led by the Irish Hospice

Foundation, which has developed a framework for managing end-of-life care and

bereavement in hospitals - the Hospice Friendly Hospital Programme

(www.hospicefriendlvhospitals.net). 2009 saw the establishment of the End of Life Forum

(End Of Life Forum, 2009 ), which aims to get the public involved in the discussion and

debate on the issues surrounding the end of life. One of the issues which has received

attention, and is in some way connected with the end of life, is the issue of advanced

healthcare directives. In 2007, the Irish Council for Bioethics undertook a national

consultation on the issue, and in 2009 the Law Reform Commission published
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recommendations for law reform on advanced care directives (2007, Law Reform 

Commission, 2009a). If these recommendations become law, it would provide for a person 

to state in advance (in the event that they lose decision-making ability at a later stage), 

their wishes in relation to health and social care, including decisions such as to refuse 

resuscitation, PEG feeds, or other specific treatments. The Commission also recommended 

that a code of practice on advanced care directives should contain guidance on artificial 

nutrition and other life-sustaining treatments.

However, end-of-life care is often considered within the context of palliative care (for 

example hospice care), and while there have been some developments and models of good 

practice identified, the approach for older people has been weak, particularly in nursing 

homes, although it has been identified as a specific standard by HIQA (O'Shea et al., 2008, 

Health Information and Quality Authority, 2009). Research has identified the barriers to 

effective end-of-life care in Ireland: “There are resource constraints, capacity problems, 

infrastructural weaknesses, education deficiencies, and poor attitudes and expectations in 

relation to quality of life for older people at the end of life” (p.20) (O'Shea et al., 2008). 

This study, which was commissioned by the National Council on Aging and Older People, 

suggested that there needs to be a cultural shift in nursing homes, with a more open 

approach to end-of-life care, in which older people can express their needs and 

preferences. It also identified the need for an appropriate physical environment, and 

equipping staff with the knowledge and skills needed to support better end-of-life care.

Staff Concerns about Medical Care
The participants in this study who were concerned about aspects of medical care were 

mostly non-nursing staff (for example care assistants and an allied health worker). They 

described approaches to medical care by their nursing colleagues. The managers
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participating in this study also identified concerns about aspects of medical care, in the 

context of having to respond to poor practices by their staff. What was described appeared 

to demonstrate the potential for minor to more serious infiingements of the dignity domain 

of appropriate medical care.

The two participants below were concerned that some residents were getting too much 

medication, resulting in them sleeping too much:

“There is one little lady...she is 96 and she is being given tablets for 

depression...it is knocking her out for six, you know. They have another patient 

out there and every day at the ward report, and I say why is C asleep 24 hours a 

day, she is in bed at 6 in the evening she is up at 9 the next morning. ”  (IP)

This participant was concerned that medications were not being monitored adequately, 

which resulted in some of the residents being asleep for long periods. While it is 

understandable that this might make the residents less demanding to look after, it is 

unlikely to be good for the resident. The next participant was concerned that medication 

was used to keep residents asleep at night, especially if they were agitated and kept others 

awake:

“It would happen about medication, when somebody would say she was awake 

last night We want you to increase her medication. I said she was awake one 

night That is not good enough, lots of people are awake. Well she kept other 

patients awake. ” (6P)

This participant was working in a public facility described in the previous chapter, where

the physical environment meant that residents were in multiple-occupancy wards.

Therefore, it is understandable that that an agitated resident at night might impact on other
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residents, and that staff might want to take measures to minimise this disruption by 

providing medication.

While using medication to minimise disruption to other residents is one issue, the next 

participant was concerned that it was being used to minimise behaviour that staff may find 

challenging:

“...if any of them is on medication to calm them down you know, as soon as they 

wake up in the morning and they start shouting or blubbing like a child, and she 

(colleague) would say what time are they due their medication, because I am not 

listening to that rubbish all day. ”  (2C)

It is perhaps understandable that a noisy resident might cause staff to get frustrated, and to 

consider medication a means of achieving relief for themselves rather than the resident. 

While giving a resident medication that has been prescribed for them may not be 

inappropriate, administering medication that has not been prescribed for them is likely to 

be a breach of professional codes of practice:

“...oh...this lady (resident) has been very difficult today. Oh there is one (tablet) 

left over from the other patients, I will give her that. ” (6P)

Giving a resident medication that has not been prescribed for them may have potentially 

serious consequences for the resident. The staff member is also breaking professional 

practice standards, and if discovered, is likely to face disciplinary measures.

The next participant, a manager of an ancillary discipline within a public facility, talked of 

the dilemmas she faced in reporting a practice she saw fi-equently, of medications left lying 

around, and staff not keeping track of whether residents have taken their medication:

“I see a client’s tablets left down on a bed table and they are not in anybody’s

mouth, or they are on the floor... (the resident) still has not taken her tablets they

166



are still on the table and she should be given them or make sure that they are 

Iter’s because any of our clients can walk by and pick them and take them. ” (3P)

Nursing homes are required to ensure that they have policies and procedures in place to 

keep track of medication, and to ensure that residents have taken what has been prescribed 

for them. In the context of the organisational environment in the nursing home, this is the 

responsibility of the nursing staff This, perhaps, explains why none of the nurses 

participating in this study raised any concerns about medication, because this is within 

their control. In this context, it is acknowledged that the staff raising concerns here are 

household staff, a care assistant and a manager of an ancillary discipline. They are not 

medically trained and do not have specific responsibilities in this area. However, in the 

context of the literature about medications, their concerns are perhaps not surprising.

It was also the non-nursing and non-medical staff who raised concerns about artificial 

forms of feeding, and one participant believed that it was an ethical issue and could be 

regarded as “abusive”:

“...we can keep people alive forever now by pouring down or PEG feeding 

them...the ethics of medicine is huge area and that can be abusive.” (3P)

A second participant was also concerned about the ethical issues involved in artificial 

feeding methods, and she described an occasion when she raised her concerns with regard 

to a specific resident:

“For instance, there, recently they were going to put down a nasogastric tube on 

this lady because she was not eating, she was 93. That is a whole wider ethical 

issue in society, we don’t deal with it. (I was) absolutely horrified that she is for a 

tube. ” (6P)
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Neither participant was able to reflect on a forum (for example a care planning meeting) in 

which they were able to raise concerns about these issues, although one participant, (6P), 

did recall her responses to the situation she described above, which will be returned to later 

in this chapter. This participant also recalled a student nurse commenting: “You can’t let 

her starve”, as they discussed whether it should happen. Both were emotive about the 

prospect of this woman having the nasogastric tube, but from entirely different 

perspectives. This may reflect the fact that 6P was more comfortable with a resident 

reaching the end of life. Again, this participant reflected that there was no forum (care 

planning or staff meeting) within the workplace to discuss these issues.

Concerns about continence care arose from a number of different perspectives, although 

mostly about maintaining dignity while providing continence care. There is a medical 

dimension to this aspect of care, in which specific concerns arose. For example, one 

participant raised a concern about a colleague carrying out an enema when it was not 

necessary, and without the resident’s consent. She described the following incident that 

took place some years previously, but which remained very much in her mind,

“This man suffered a lot from constipation and this particular (staff member) 

believed in old-fashioned enema. I trained in that but is long gone except in very 

exceptional circumstances, and it has to be prescribed, but this man did not want 

one of these and he was mentally quite well, and able to express his wishes. His 

request was over-ruled by this (staff member) and he had one of these (enema) 

and I happened to have been on the ward the next day. I asked him how he was 

and he was not on good form and he was normally quite cheerful I said what 

was wrong and he told me what had happened. What horrified me was that he
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said that he felt violated and raped. I thought I could not let that go, and that 

was his perception and experience. ” (14P)

She was referring to the procedure of giving an enema to reheve constipation. She 

reflected that in the past this was not an uncommon procedure, although current practice 

had changed, resulting in less invasive ways of treating this condition. Furthermore, she 

was concerned that her colleague had not sought the required consent of the resident and 

had caused considerable upset.

As this participant concluded in her statement above, she could “not let that go”, and she 

described approaching the staff member directly with her concern. Once she saw that the 

staff member was suitably shocked and apologetic, she did not feel the need to take the 

matter any further. It would appear that the staff member who undertook the enema had 

become “lost” in the task of providing care, and had perhaps adopted an attitude of “I am 

the professional and I know best” (the researcher’s own words). This staff member had 

overlooked a major requirement when undertaking invasive procedures - that of informed 

consent. Without that, the staff member may potentially be committing a crime, and may 

also be in breach of his/her professional code of conduct. What is of particular interest 

here is that 14P, who was a manager of her colleague, was clear that this was wrong, and 

dealt with it by approaching the staff member directly herself. She had not taken a formal 

route because she believed she had dealt with the matter, and it would not happen again, as 

her colleague had expressed remorse.

In the context of the Kayser-Jones environmental model, this particular story illustrates the 

interplay between the organisational, cultural-social-psychological and the personal-supra- 

personal envirormient. If the ethos of appropriate medical care is not embedded in the 

organisational environment, along with effective clinical leadership, there is the potential
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for staff to have out-dated beUefs about medical care (cultural-social-psychological 

environment). This influences the interpersonal communication between the staff member 

and the resident, with the result that the latter is ignored and consent becomes irrelevant 

(personal-supra-personal environment). Participant 13B, a manager in a public facility, 

described an incident that had been formally reported to her, which involved an allegation 

that a staff member had caused an injury to a patient, and that the incident had occurred 

while the staff member was undertaking bowel care by administering laxatives:

‘‘One of the issues seemed to be around bowel management and what they did to 

the patient They would say he (the patient) was aggressive and that he was 

hitting out at them (the staff) and he (the patient) got a cut on his forearm. It 

would always seem to happen around bowel day, and what bowel day was if the 

patient did not have a motion for three days they were given something. They 

would end up defecating in the bed and no wonder the man would get angry, and 

I thought this was poor practice, and I am not saying it has gone, but people are 

much more aware. ” (13P)

This participant reflected on the poor practices described here, as well as the aggressive 

way that staff had persisted in carrying out their actions, even though the resident was 

objecting, resulting in him sustaining an injury. She described having to undertake a 

formal investigation, and having to change the culture and practices on the ward, which she 

achieved by moving staff to different locations. Continence care, and particularly faecal 

incontinence, appears to be an area in which staff responses can breach the dignity domain 

of medical care across the fiill continuum, from minor breaches (not maintaining privacy) 

to the more serious (not getting consent to carrying out invasive procedure).
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In this study, only one participant recalled concerns about pressure wounds. That 

participant, a care assistant, described a resident, who had developed a severe pressure 

wound:

“We had a lady here, and on the top of her back she had a pressure sore that you 

could put your fist in... ” (4N)

She reflected on this pressure wound developing because the manager had not prioritised 

the treatment of it, resulting in a deep wound. She also recalled that the manager left, and 

the new manager was distressed on seeing it, and sought specialised assistance, ensuring 

that it cleared up:

“...this matron she was not here at the time, but when she arrived she saw it, and she 

cried, and she got it down to a needle, and that is what makes her so special. ” (4N)

This participant was impressed with the manager’s emotive and professional response, and 

contrasted it with the previous manager, who neglected this important aspect of medical 

care.

It is perhaps not surprising that end of life care was an area that caused concern for some of 

the participants. Participant IP, a care assistant with many years’ experience placed 

significant value on being with people as they died, and was concerned if someone died 

with no one present with them:

‘7 used to be amazed by these people who were dying, and I just loved being with 

dying people, I know it sounds morbid. I used to hate to see or hear when you 

come in and they say in today’s shift such and such a person died last night, and 

we found her at 3.30, that used to really annoy me. ” (IP)
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She was concerned that her colleagues did not appear to respect the need to comfort 

someone at the end of life, suggesting a poor ethos with regard to the end of life. The 

absence of any forum in which to discuss this meant that she was unable to influence any 

changes to practice.

There is potential for residents’ views and wishes about the end of life to be ignored by 

staff. For example, where a resident expresses a wish about not being resuscitated, it might 

be ignored if the doctor believes that the person could be successfully treated. For 

example, one participant reflected on how she had to challenge a doctor who wanted to 

dismiss a patient’s wish not to be resuscitated:

this gentleman had decided that he did not want to be resuscitated should 

anything happen, now he had his full faculties, and he was elderly, and he was a 

very sick man, and this doctor said if he had a cardiac arrest we could quite 

successfully resuscitate, and I said but that is not his wish... The doctor said I am 

not putting it in his notes, and I said that we should be discussing this as a team 

with the family... anyway so I went down to the office to the consultant (the 

doctor’s manager), and told him about the case...the consultant said fair enough 

I agree with you and...I will speak to the registrar involved...now that registrar 

did not speak to me...there should have been quite a lot of communication going 

on, but he would not have anything to do with me and the next day the gentleman 

passed away. ” (7N)

This participant was clearly confident in challenging the doctor and speaking up for the 

patient, and had no difficulty in raising her concern with the doctor’s manager, the 

consultant, and indeed, was not unduly concerned by the doctor not talking to her 

subsequently. In fact, this participant did not stop there in her challenging of the same
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doctor because after the patient’s death she had to challenge him again with regard to 

treating the patient’s remains according to his religious beliefs:

“when somebody was dying (who was Jewish) then there were certain things that 

you had to carry out as a nurse... you could not touch them without wearing 

gloves because in their eyes we are unclean, we are gentiles, and as respect for 

that person then as nurses, and as healthcare givers... we were trained from the 

beginning, you put gloves on when laying somebody out or caring for them. ”

(7N)

She recalled a doctor coming to examine this particular man who had died, and that she 

had reason to believe (based on previous experiences with this particular doctor) that he 

would examine him without wearing gloves:

“And I said before you do so this gentleman was Jewish, and I said in order for 

us to show him respect I want you to wear a pair of gloves before you touch him, 

and he looked and said this is ridiculous, I  am the doctor, and I said yes, and I 

am the nurse, and I am that patient^s advocate whether he is dead or alive, so I 

said if you have no intention ofputting the gloves on just leave the bedside, and I 

will get a doctor who is willing to do it. ” (7N)

This nurse was determined that this patient would be treated with dignity, even in death, 

even though the doctor tried to exert his authority. However, he had to comply with her 

demands, because she had previously reported him to his consultant:

“And he said I suppose if I don 'tyou will report it to the consultant, and I said 

yes I will, because the patients that are on this ward are in my care, and this is 

my ward, I am the ward manager, and you should have some respect for that, so I 

said yes I will report it to the consultant, and I am telling you now to your face,



anything that I don 7 agree with, and I think is infringing on patients, then I will 

report it. ” (7N)

While this participant was in a managerial position, she was not the manager of the doctor, 

and she had to go to his manager, the consultant, to raise her concerns. There is no doubt 

that this nurse had a strong sense of right and wrong, and was confident and determined to 

tackle the doctor. While her training and managerial position put her in a better position to 

challenge, it is perhaps her strong inner beliefs of what is wrong and right that drove her to 

challenge the doctor. She had previously given a strong message to the doctor (she had 

reported him to his manager), and therefore he knew he could not ignore her request. What 

is striking in this participant’s account, is the territorial responses of both the doctor and 

the nurse. There appears to be an absence of any concept of teamwork. The absence of 

teamwork appears to create a fertile ground for professional conflict.

Whereas participant 7N had been concerned about the resident making a decision about not 

being resuscitated, and it not being respected by medical colleagues, another part:icipant 

was concerned at how those decisions were arrived at in the absence of residents being 

able to make that decision for themselves. She thought that it was a decision that should 

not rest on the shoulders of one person:

‘‘But even do not resuscitate can translate into no active treatment and what does 

that mean, you get a chest infection and you don’t get an antibiotic. But that is 

not something that should rest on the shoulders of any consultant, in fact that is 

the wrong place for it to be, that should be something that we should deal with as 

a society. ” (3P)
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Another participant raised a question about the ethics of using of modem technology to 

keep people alive, and the need for people to think about taking some responsibility for 

decision making (for example “living wills”):

“The other area of concern is the whole thing of modern technology...the ethics 

of medicine is a huge area, and that can be abusive and we have got to start 

talking to people about making living wills and understanding what old age is 

going to be about in the future. That is a big, big piece. This needs to be looked 

at.” (6P)

Both of these participants were reflecting on the lack of any forum at work to discuss and 

make these decisions, and both were reflecting on the wider ethical debate which, in their 

view, needed to take place about the end of life. Since the interviews took place, these 

ethical issues have been discussed, resulting in guidance being developed, as referred to 

earlier in this chapter. However, the experience of the participants described here suggests 

that if an organisation does not have an ethos which is embedded in the dignity domain of 

appropriate medical care, including end-of-life care, then there is the potential for harm to 

nursing home residents. What is also evident in the experiences of the staff, as described 

above, is the absence of team working, and a hierarchical staffing structure which appears 

to exclude care assistants. What is most striking about these participants is that regardless 

of their status or lack of team working, they were prepared to challenge colleagues. 

Sometimes this was successful in addressing their concern, and on other occasions it was 

not.

Raising Concerns about Abuse and Poor Care Practice
In raising their concerns about the appropriateness of medical care, staff described a range

of responses, from doing nothing, to using formal incident reporting mechanisms. Perhaps
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one of the most significant areas of concern, particularly with regard to end-of-life care, is 

the absence of any forum (for example care planning or staff meetings) for staff to discuss 

their concerns. This is, perhaps, not surprising given the findings of the NCAOP study 

which suggested that there needed to be a culture shift in nursing homes with regard to 

end-of-life care(0'Shea et al., 2008). However, within the broader context of raising their 

concerns about medical care, participants identified a number of other organisational and 

barriers and enablers.

Barriers and Enablers to Raising Concerns

In the organisational environment of the nursing home, nurses are required to be 

responsible for the medical care, which includes producing a care plan that supports any 

medical needs as well as other needs. Care assistants, on the other hand, are responsible 

for providing the day-to-day care needs of residents. In most nursing homes, the care 

assistants are likely to spend significantly more time with the residents than the nurses. If 

care assistants have concerns about the medical care of a resident, they should be able to 

discuss it with the nurse. It would seem self-evident that the nurse should consider what 

the care assistant is telling them, and then decide on what action, if any, is required. In that 

context, a care assistant described how she had tried reporting her concerns to the nurse 

managers, and was of the view that they did not want to take responsibility for responding 

to the concern:

“...they are a professional nurse I am not going to...and this is something that 

you would hear continually...that is a professional licence to nurse I am not 

going to monitor their care. ” (6P)

What she appears to be describing here is the reluctance of nurse managers to take 

responsibility for monitoring other nurses’ practice. Indeed, this participant has raised a
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number of concerns with the nurse managers, and perceived that nothing happened as a 

result. However, it did not stop her from making efforts to have her concerns heard:

“I have reported nurses and I have suffered because of that, but there is nothing 

that has happened to the nurse, and that is a regular thing. So I would not even 

be bothered doing it I would say it out loud enough to hear, and I would say it in 

front of the CNM, and in front of management if they were around, but they 

don 7 want to hear. ” (6P )

She is describing the negative reactions to her reporting concerns to the managers.

Because managers failed to take action on what she had reported, she was reluctant to 

formally report other things. Though informally she may still make comments within 

earshot of the managers, she believed that they chose to ignore her.

Another participant, a manager of an ancillary discipline, recalled trying to raise her 

concerns about medication practices, particularly if it was being used to keep a resident 

quiet:

“...well that’s just too bad, you just cannot increase her medication just 

because of one night, but I mean it could still happen, I cannot control 

that. That would not stop me saying it. ” (3P)

Her role as a manager of an ancillary discipline perhaps gives her the confidence to 

challenge the nurses. However, she acknowledges that she has no power to change 

practices.

For the participants who were concerned about aspects of medical care, there appeared to 

be an absence of a team approach to care within their facilities, the consequence of which 

was that they had to be confident to raise their concerns in other ways. For example, they
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may do this by tackling colleagues directly, regardless of status or professional role. 

However, such actions may incur conflict and may not change the behaviour. In the 

context of the environmental model, this is the interplay between the cultural-social- 

psychological environment (attitudes and beliefs of staff) and the personal and supra- 

personal environment (interaction between staff). If the organisational environment 

communicated a clear ethos (for example through guidelines and appropriate supervision 

of staff), then the potential for conflict might be reduced.

While some participants’ experience was of managers and professionals not taking 

responsibility, the opposite was also evident. Some staff reported how managers did take 

responsibility, and managers also described how they had exercised their authority. What 

was also noteworthy, was that staff at all levels reported exercising responsibility, by 

taking actions to correct things that had concerned them. Some of the actions by managers 

have already been described above. For example, participant 13P initiated a formal 

investigation into practices related to bowel management on one of the wards in her 

facility, and she also recalled moving staff around in order to change the culture. A care 

assistant, 4N, described her new manager taking responsibility for treating a pressure 

wound in a resident. Another manager, 7N, described how she was prepared to tackle a 

doctor regarding a patient’s right to make decisions about not being resuscitated, and was 

prepared to continue challenging the doctor about respecting the patient’s wishes after his 

death. These managers appear to be demonstrating a strong conviction about principles:

“...my motivation is to ensure that patient care is of a very high standard and 

that is something I will always fight for, and I would not put my own registration 

in jeopardy for anyone, so I won’t concede any of my beliefs in what I think good 

nursing care is. ” (7N)
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In addition to having those behefs and principles, a manager needs to have confidence to 

tackle other professionals, especially those professionals who might be perceived to have 

higher status. One manager described her experience in England, and the way that 

reinforced her approach:

“...having looked at the public sector (hospitals) and the hierarchical nature of it 

and that it was very different to England, and I did not think / would be part of 

that doctors/consultant-led patient care, and practices that went on in the 

hospital I had just come from a system that was totally different and I had also 

worked through in England helping to make nurses autonomous in their own 

right within the health service sector in England There, nurses would not be 

considered handmaidens of the consultants. Ifound over here they were still 

bowing down to the doctors and the medical staff and I could not go back to 

that.” (7N)

This participant is reflecting on the cultural differences, as she perceived them, between 

England and Ireland, and the way that this influenced her to work in nursing homes rather 

than in hospitals. Managing a nursing home allowed her to be more autonomous, and in 

control of the care provided to the residents.

Another manager described her response to the colleague who gave a male resident an 

enema, as described above. She recalled that he had been upset by the procedure, 

describing it as like being raped. Participant 14P, who was a senior manager in this 

facility, recalled knowing that she could not let this go, but that the colleague who had 

carried out the procedure was a “friend” and a junior manager:

“But in terms of whistle blowing on abuse or anything like that, there was only 

one incident that I recall very well (as recounted above)..I know well that the

(colleague) did not mean to be like that I asked him (the patient) if he wanted
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me to do something about it, and he said yes, but he did not want to get anyone 

into trouble. That is often the way with older people, so I did nothing for a few 

days and then I did approach this nun very gently and said about the man being 

upset having the enema...it had never entered her head. I told her what he had 

said. Well she was devastated, she was horrified but I don’t think that she had 

seen it that way, but when we talked about it, she did see it that way. I did not do 

anything in terms of reprimanding her any more than that, because I know that it 

would not happen again. But what we did do was, there was a colleague of mine 

working there as director of nursing, and she had a big thing for education, so 

we talked about it and put a guideline together around the whole managing of 

constipation and we went around it that way. ”

Though this participant was recalling how she could have initiated a formal investigation 

and disciplinary procedures, she chose not to because she believed that the colleague had 

shown remorse and she was confident that it would not happen again. It is understandable 

that being the manager and a “friend” to a colleague could potentially cause emotional 

difficulties if the “friend” has to be challenged. The manager used the incident to trigger 

the need for guidelines and for training to ensure that up-to-date practices were part of the 

culture of her organisation.

While managers taking responsibility is part of what is expected of a manager, what also 

emerged was staff with less perceived status also taking responsibility to correct things that 

concerned them. For example, a care assistant (6P), who had been concerned about a 

woman who was going to have a tube inserted to assist her nutrition intake, recalled 

responding to her nursing colleagues and the doctor who had arrived to insert the tube. As 

the person who was responsible for assisting her to feed (along with other care needs), she 

recalls saying to her nursing colleagues:
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“I said she is not dying of starvation because I did give her something to eat, very 

little but she did have something, and she is elderly and she has a lot of other 

problems. ” (6P)

As the doctor arrived to carry out the procedure she described challenging the doctor;

“I went over to the doctor and I said there was a discussion about whether this 

patient should have this, and furthermore the patient’s relatives have not been 

notified. Now there were no immediate relatives, they have not been notified they 

have not been spoken to, and I said that I don V think this should happen. ” (6P)

She reflected on how the doctor left without carrying out the procedure, and said that he 

would discuss it with the consultant. What is of particular interest, is that although having 

the least status on the ward at the time the doctor arrived to carry out the procedure, this 

participant felt strongly enough and confident enough to intervene and challenge the 

doctor. It might have been assumed that the other nursing staff would have seen it as their 

role to stop the doctor, but they appeared to be deferring to the doctor. For whatever 

reason, the nurses did not see the significance of the issue, and were therefore reluctant to 

engage with the doctor.

This participant had nearly 20 years’ experience working in the facility and had availed of 

additional training, and as a care assistant, she knew the patient well. She reflected on the 

patient taking some food and was aware of her general failing health. It would seem that 

she saw it as her role to advocate for this patient, and therefore felt it was appropriate to 

challenge the doctor. This participant reflected on not having any other process by which 

she could raise her concerns about this incident, or the general concern about medical 

interventions of this nature.
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Formal Reporting
With regard to the management of medication, one participant reflected on the formal 

reporting process that she was required to complete if she found medication practices were 

not being formally followed. All care facilities should have a formal incident reporting 

system, and the HIQA standards expect that such incidents be recorded within an open 

reporting culture. Her concerns were that medication was often left lying around, and that 

staff were not ensuring that residents had taken their medication:

“To be quite honest I won V write that down every time because I would be filling 

in forms all the time. I might be doing it if it was always in the same area, but I 

would be more likely to go to the nurse of the client and say...the reason I won’t 

write it down, Ijust would be able to work in that unit, it would be so difficult if I 

kept writing up the risk form, and yet that is what they are there for. So this is 

the whole problem of the whistle blowing thing, what do you work with, if Ifound 

a nurse consistently doing something, I saw them doing it a second or third time I 

would write it up, but on the first or second time I think I would go and talk to 

them, and say was it a mistake, did she offer them to her and she did not take 

them. I have done about three written forms in the last two years, but that is it 

You are trying to be friends with everybody, working together and that is not 

always possible. ” (6P)

This participant, a manager of an ancillary discipline in the facility, reflects the difficulties 

she experienced with the formal reporting process, particularly with regard to reporting a 

practice that she saw happening frequently. In view of this being a common experience, 

she is describing how she makes judgements about when she will use the reporting 

process. She is more likely to report once she has seen one person being careless a number 

of times. The problem with this approach, is that the managers who should be reviewing
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the incident reports will not have a full appreciation of the scale of the problem, because it 

is not being reported.

Duty of Care

One of the nurse managers commented on the dilemmas with regard to ensuring residents 

take their medication. She reflected on the documentary programme about the Leas Cross 

nursing home, and commented on one of the scenes where a staff member was being stem 

with a resident about taking medication. While she thought other things in the programme 

were unacceptable, she thought that staff had to ensure that a resident took their 

medication, even if they were reluctant. She recalled:

“...because you have got to administer medication where possible, otherwise you 

have another group of people to answer to. Like, why did you not give this 

medication? That might have serious consequences, so there were parts that I 

did not think were abuse at all, and parts that I very definitely had huge concerns 

about.” (9N)

This manager is reflecting on a duty of care to ensure that residents take their medication, 

and while that might be a desirable requirement, the question of the residents’ consent also 

arises. The resident has the right to refuse medication, although this might conflict with 

the manager’s sense of duty of care. The HIQA standards place an emphasis on the 

resident being involved in these decisions, which should assist managers to balance their 

duty of care with the wishes of the resident. However, there is a second critical issue here, 

which is ensuring that the resident is on the appropriate medication in the first place. The 

literature suggests that inappropriate prescribing is common, and therefore, it might be 

helpful if the nurse had a good level of knowledge to recognise this as a possibility, and to 

have strategies for dealing with it. This emphasises the critical nature of the relationship
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with the doctor and the pharmacist. Indeed participant 9N had reported elsewhere in her 

interview that her relationship with the GP was critical to ensuring that medical care was 

appropriate.

Seeing the Person and Not the Problem

As already stated, within nursing homes much of the hands-on, caring work is done by the 

care assistant. That role is often seen as assisting the resident with everyday tasks, such as 

getting up, washing, and assisting with mobility. However, one participant reflected on the 

intimate nature of this role, enabling her to see the resident in a different way than her 

medical colleagues. This participant describes her role as:

“...it’s a different kind of job and became I... know somebody has diabetes and it 

is very different from the doctor knowing you have diabetes. The nurse has 

different images of the patient with diabetes. I have quite different ones, as a 

carer I don’t get the pictures of all the problems of having diabetes, I get the 

pictures of this person I need to look after, feed. I need to watch their diet, and I 

need to make sure they are fed at certain times or whatever. That frees me up to 

treat them in a different way almost. ” (6P)

The researcher is aware fi'om experience that while care assistants may have the most 

direct contact with the residents, their involvement in the care planning and delivery 

process varies. While care assistants may have an opportunity to attend a daily “report” 

meeting, they may be excluded fi'om reading and contributing to care documentation. 

Therefore, there may be no forum in which their views are considered or listened to. If they 

are listened to, it may not be given weight, because they are not there in a “professional” 

role. One participant, a manager of an ancillary discipline, was aware of the exclusion of
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the care assistant from the care planning process and thought that it had a negative effect 

on the role:

“...but a big concern I would have...that care attendants are not brought into 

the...case conference...about a client...the professional people are brought in and 

the people who have really been working with them and know them very well are 

left out... it doesn’t recognise how a care attendant feels good about themselves if 

they can V speak for themselves, and I am sure they have more valid information 

than the rest of us put together...they need to scrap that and we need anybody 

who is involved in the client, who is the key worker who knows the person best 

needs to be at the meeting. ” (3P)

It would appear crucial that more consideration is given on how to include care assistants 

in the care planning process, including access to records and care plans. Indeed, one 

manager in the public sector described her attempt to establish a team-based approach to 

care, which gave the care assistants more involvement:

“We have the key worker approach or what we call care (teams) so we have a 

small team of nurse and care assistants looking after a cohort ofpatients. From 

morning until night so there is no difference from the level of staffing from the 

morning and night-time because we are trying to get away from the ritual of 

rushing patients, and trying to get all the work done within a certain time 

frame...there was huge work involved in it and it did change the rota. There 

were great advantages for staff, but at the same time we only took staff who 

volunteered to go. None of the nurses volunteered to go back to that ward when 

it reopened, but the care assistants were queuing up to go over because of the 

care (team) culture.”(13P)
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What seems noteworthy here is the care assistants’ willingness to engage, while there was 

reluctance from the professional nursing staff who had previously worked on that ward.

The manager recalled how she had to designate newly appointed nurses to that ward, and 

that it appeared to work well. She undertook subsequent staff satisfaction surveys and this 

gave her evidence that it had increased their job satisfaction. Hence, within the context of 

the organisational environment, this manager was exercising leadership by putting 

organisational structures (that is, teams) in place to improve the standards of care.

Organisational Enablers

Having established in the first part of this chapter that participants in this research had 

concerns about the appropriateness of medical care, the organisation has to create an 

environment in which staff can raise those concerns. Their experiences in trying to have 

their concerns heard, and what they found helpful or what hindered them, has been 

described. There are a number of themes threading through those experiences, which 

suggest that the enablers to staff raising concerns have significant implications for the 

organisational environment. These were: embedding the dignity domain of appropriate 

medical care into the organisational ethos; having staff equipped with the skills to deliver 

appropriate medical care; having an ethos that balances the organisation’s duty of care with 

residents’ autonomy; a team-based approach to delivering care; and an open culture of 

incident reporting.

1. Appropriate Medical Care and the Organisational Ethos

The concerns raised by participants in this study illustrate the critical importance of the

organisational environment of the nursing home having an ethos which supports 

appropriate medical care. For the organisation to be able to deliver this ethos, the 

following is required: the staff must have the technical knowledge and skills to deliver
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appropriate medical care; the staff must be clear that their duty of care to deliver that care 

must also respect the residents’ autonomy; that care must be delivered through a team- 

based approach that includes and values all staff, and ensures that staff who have concerns 

will be more likely to raise them.

2. Technical Knowledge - Training and Education
Studies have repeatedly suggested that there needs to be improved training and education,

for both medical and care staff, to improve practices in the medical care of older people. 

For example, there is strong evidence in Ireland that medication, and particularly anti

psychotic medication for the treatment of agitated behaviour in late-stage dementia, is 

being prescribed inappropriately (Clarke and McCormack, 2003, Murphy and O'Keeffe, 

2008). In addition, there appear to be problems with doctors being unclear about 

appropriate prescribing practices for older people (including polypharmacy), with the 

potential for serious consequences for their health (Barry et al., 2006, Gallagher et al., 

2008b). These studies have suggested that, while a range of measures are required, there 

needs to be better training and education for medical personnel to improve practices in this 

area. In most nursing homes, the medical care is overseen by doctors who are external to 

the facility and who are often local GPs.

The same message also runs through the other aspects of medical care, including methods

of artificial feeding, and particularly the use of tube and PEG feeding of residents with

late-stage dementia. The evidence suggests that for this patient group, PEG feeding, in

particular, has little impact on either prolonging life, or improving the quality of life, and

may even increase mortality (Finucane et al., 1999, Sanders et al., 2000, Kuo et al., 2009,

Sampson et al., 2009). It is suggested that doctors’ knowledge and practice in this area

does not take account of this evidence, therefore indicating that focused training in this

area is required. Equally, medical care and interventions at the end of life may also require
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further training, not just in the technical medical context, but the appropriate ethos to end- 

of-life care. While there appear to have been some significant improvements in end-of-life 

care in Ireland, it has also been suggested that there are gaps in knowledge, and that for 

medical care to improve, palliative and geriatric medicine training should become more 

integrated (O'Shea et al., 2008).

Specific training for nurses would also appear to be critical in order to improve medical 

care for nursing home residents. While nurses are not responsible for the prescribing of 

medications or tube feeding, in nursing homes they have a key role in accessing medical 

assistance on behalf of the resident. It might seem helpfial if the nurse has some level of 

knowledge about the potential for inappropriate prescribing by medical practitioners, as 

well as the limitations of the effectiveness of tube feeding. Indeed, much of the research 

already referred to in this context, has suggested that there are training implications for all 

staff within the nursing home. In the context of this study, it would seem imperative that 

they have this knowledge so that they can better challenge inappropriate interventions by 

medical colleagues. However, it seems relevant that training with regard to medical care 

should also be linked to other aspects of care. For example, a nurse may be the person 

contacting the doctor because a resident with dementia is presenting with challenging or 

agitated behaviour. In responding, the doctor may prescribe anti-psychotic medication, 

even though the evidence is that their effectiveness in treating the behaviour is weak. In 

contrast, significant evidence is emerging that there are other non-pharmacological 

interventions that may prove more effective (Cohen-Mansfield et al., 2007, Kolanowski et 

al., 2010). Therefore, training and education needs to enhance the skills required to deliver 

care, in a way that reduces the need for medical interventions.

These medical decisions can be very complex, requiring the nurse to exercise skill and

clinical judgement. One study illustrated the key role of the nurse in communicating this
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complexity between the doctor, the resident and their families (Lopez, 2008). While 

nurses may need to have their skills enhanced in this regard, so do the other staff that are 

perhaps in more direct contact with the resident, including the care assistants. They may 

be required to be aware of, and report, changes in the health status of the resident to the 

nurses, and may require some level of training to enhance their awareness of what to look 

out for.

3. Duty of Care that Respects Residents' Autonomy

One of the managers, in recalling the Leas Cross documentary programme, raised her

dilemma about the duty of care to ensure that residents take their medication. While there 

is undoubtedly a requirement for managers to have a duty of care, safeguards also need to 

be in place to ensure that residents’ rights are upheld. The literature highlights a number of 

complex factors that come into play in how decisions are made about medical care for 

nursing home residents, and in an Irish context these have tended to focus on the doctor’s 

role (O'Hanlon and Liston, 2009, Clarke and McCormack, 2003, Cahill et al., 2006). In a 

review of the literature, and in a subsequent study, Hughes considers the autonomy or 

resident involvement in making decisions about the use of medication. She suggests that 

residents “...may be at risk from enforced compliance or erratic compliance, with little 

involvement in decision making” (Hughes, 2008). Both doctors and nurses wanted to 

maintain control over prescribing and administering medication because they wanted to 

ensure safety and quality, and while the professionals acknowledged that residents’ 

autonomy and decision making was important, it was recognised that this could affect 

control within the nursing home (Hughes and Goldie, 2009). It has also been suggested that 

staff in nursing homes use regulation and professional practice as reasons to limit 

residents’ choice in medical decisions, though it also suggests that older people also adapt
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to these rules (Carder et al., 2009 ). While staff must exercise a duty of care to their 

residents with regard to medical treatment, it would seem imperative that this is balanced 

with respect for the residents’ right to decide on (and consent to) medical treatment.

A duty of care also involves staff acting responsibly, and being accountable for their 

practice. There are some strong descriptions provided by participants, where they took 

responsibility for trying to prevent something from going wrong. Those descriptions were 

provided by nurse managers, care assistants and household staff This sense of 

responsibility would seem to be an important value for staff to have, particularly within the 

context of them seeing abuse or care practices that need to be challenged and/or reported. 

To encourage and nurture this responsibility, it would seem critical that the organisational 

philosophy places a value on staff by including them and supporting them. Hence, training 

and involving staff in the care planning process might also be helpful in supporting a 

responsibility ethos among staff.

4. Care Planning and the Tearn Approach
The care assistants were the participants that raised most of the concerns about medical

care, and there was a strong sense in which they felt powerless to raise those concerns, 

either through discussion with nurses and nurse managers or in any other forum. Most care 

facilities have some kind of shift handover meeting, as described by one of the managers 

above, and this might be a forum in which care assistants could raise concerns about 

medical treatment. One of the managers reflected, above, on her experience of creating a 

more inclusive team approach, and found that this was particularly successful in terms of 

increased job satisfaction for the care assistants. Another manager also thought that the 

team approach (which also included household staff) encouraged all involved to work 

more effectively together, although it required specific training to keep motivation high.
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There are few data in Ireland with regard to how widespread team-based approaches are 

within nursing homes. However, the researcher is aware from experience that it is possibly 

not as widespread or as focused as what was described here. A more structured approach 

to care planning which includes the care assistants might result in better outcomes for the 

resident. Indeed, one study has suggested that a care-planning process that does not 

include the care assistants is likely to result in those plans failing to capture the views of 

the residents, and result in poor quality care planning (Kontos et al., 2010).

In view of the complexity of medical care, it seems crucial that there is an interdisciplinary 

input into care planning, and while the US and the UK have developed standardised care 

planning frameworks, this is still under development in Ireland. A review of the research 

into care planning suggests that there should be a clearer distinction between care planning 

documentation, and the process by which the care plans are put together, and that the 

interdisciplinary engagement in the process is critical to effective planning (Dellefield, 

2006). However, this interdisciplinary engagement will only work in the context of 

medical care, if there is knowledge, skills and willingness to engage on the part of the 

medical personnel. In the UK and Ireland, studies have demonstrated that this engagement 

is sub-optimal, leading to untreated illnesses, lack of monitoring of illnesses and known 

conditions, and prescribing errors, leading to poor outcomes for nursing home residents 

(Alldred et al., 2009, Fahey et al., 2003, Banerjee, 2009, Murphy and O'Keeffe, 2008, 

Clarke and McCormack, 2003).

While it might seem useful that a standardised approach is taken to care planning, it would

appear essential that attention is also paid to the process of how the planning happens, with

particular attention to the involvement of those that know the resident best. The concept of

the team also needs to consider the inclusion of those outside the facility, including the
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doctor and the pharmacist. Furthermore, care planning and decision making with regard to 

medical care for those who are unable to make those decisions themselves requires 

additional attention, and is explored further in the next chapter.

5. Formal Reporting - Incident Reporting
While organisations have formal reporting systems for drug errors, falls, and any other

safety issues, these systems only work effectively if there is an open culture of reporting. 

One of the managers participating in this study reflected on the dilemmas within her 

organisation with regard to incident reporting, and how this conflicted with her need to 

have a working relationship with the people she might have to report. However, without 

reporting being carried out, the organisation cannot ensure that it is identifying errors, and 

therefore take corrective measures. Organisations which take steps to create a safety 

culture are more likely to report errors (Hutchinson et al., 2009).

There are attempts to create a safety culture within the Irish healthcare system, with a 

Commission on Patient Safety and Quality Assurance established, which reported in 2008. 

The Commission proposed a fi-amework for developing a culture of safety within 

organisations, stating: “The values underpinning this framework include openness, patient 

centredness, learning, effectiveness and efficiency, good governance, leadership, evidence- 

based practice, accountability and patient/family involvemenf’ (p.3) (Department of Health 

and Children, 2008a). The recommendations within the report echo much of the findings 

within this study, which suggests that there is some commonality in the reporting of 

clinical incidents and abuse and poor care practices.

Conclusion
This chapter has highlighted that care assistants, household staff and other non-medical 

staff working in nursing homes can recognise inappropriate medical care. What they
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described in this chapter is also reflected in the literature, both within Ireland and 

internationally. In terms of the dignity domain of medical care, and the continuum of 

abuse and poor care practices, what was described here ranged from the less serious 

behaviours to actions that are a breach of professional codes of practice. For example, 

allowing a resident to die alone may not be a breach of professional practice, although it is 

likely to be unpleasant for the resident. At the more serious end of the continuum, there 

were examples of staff giving residents medication that was not theirs, to undertaking an 

invasive procedure without consent, both of which could have implications for the staff 

member’s professional registration. Although the dignity domain of medical care has been 

the primary focus in this chapter, it is inextricably linked to the other domains (for example 

interpersonal communication - medical care should be appropriately explained, and 

upholding human rights - consent should be obtained for procedures). Furthermore, failing 

health may have implications for the dignity domain of personal care (for example 

maintaining dignity while providing continence care).

An organisation that has the dignity domains embedded in its ethos, and provides 

leadership through a team-based approach, is more likely to provide an environment in 

which staff can raise concerns. This will still require staff to be responsible for their 

practice, which includes speaking up about their colleagues’ actions that breach the dignity 

of residents. One of the issues also emerging in this chapter is the autonomy of residents, 

and the potential for this to conflict with what the staff perceive as their duty of care. 

Chapter 6 explores this tension in more detail. This is the personal and supra-personal 

environment, the context of the one-to-one relationships between residents and nursing 

home staff, and is core to understanding how residents and staff make sense of daily life in 

a nursing home.
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Chapter 6 

Identity and Autonomy

Participants in this study were concerned about residents being able to make decisions 

about their care, particularly with regard to routines, food and personal hygiene. Hence, 

autonomy or breaches of autonomy regularly arose as a concern, and this is closely 

connected with identity and the dignity domain of upholding human rights. Participants 

reported difficulty in finding any forum to raise their concerns about the care practices 

within these domains, and consequently often tried to take individual responsibility and 

challenge the practice directly. In terms of the environmental model, their experiences are 

primarily located within the domains of the cultural-social-psychological and the personal 

and supra-personal environment. This is where the values and attitudes of staff impact on 

their interaction with those who they care for. However, to understand the interplay 

between those two domains, it seems critical to explore the nature and meaning of care 

work, both from the perspective of the caregiver, and those receiving the care.

This chapter will explore autonomy as a standard and quality indicator, and will describe 

the concerns raised by staff. The focus will be on choice with regard to food and intimate 

care. The meaning of food, and the meaning of intimate care are explored in the context of 

the factors influencing the values and attitudes of staff, and the way that this influences 

interactions and decisions.

Autonomy as a Standard
The HIQA standards link autonomy to independence and identify it within the context of 

“Quality of Life”. More specifically, the standards require that care should be person- 

centred, that the individuality and self-sufficiency of residents should be maintained, that
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they should be equal partners in care, and have the right to make choices. The standards 

also link autonomy to the routines within the nursing home, requiring them to be flexible 

and acknowledging residents’ preferences and capabilities, allowing them to live in a 

manner reflective of their own home, and allowing them to express religious and cultural 

beliefs (Health Information and Quality Authority, 2009). The principles of empowerment 

and person-centred care were first realised within Irish social policy in 1999 and 2001.

The Action Plan for Dementia identified autonomy and person centred care as being 

critical to the development of services to meet the needs of this vulnerable group (O’Shea 

and O’Reilly, 1999). While the publication of the health strategy, “Quality and Fairness”, 

recognised that health was more than physical well-being - it was also social and emotional 

well-being (Department of Health and Children, 2001b). Empowerment, that is, putting 

people in control of their health, was seen as central to developing social and emotional 

well-being.

Choice and Autonomy a Quality Indicator
Making choices and decisions about every day aspects of care is one way of exercising

autonomy, and has been highlighted as an important factor for nursing home residents.

The NCAOP commissioned a study to consider a framework for developing standards in

nursing home care. The study sought the views of nursing home residents, and identified

being able to make choices about their care as a core component of quality. The study

stated: “Choice promotes independence and gives patients the opportunity to exercise

control over their lives” (National Council on Ageing and Older People, 2000). In 2006,

the NCAOP commissioned a further study to explore the quality of life of people living in

nursing homes, which again confirmed choice as a key component for residents. The

degree to which residents were able to exercise choice varied between private and public

nursing homes, with private facilities generally providing more choice than public (O'Shea
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et al., 2008). Public facilities tend to be larger, and therefore perhaps need to have 

structures and routines that support their operation. Indeed, most of the concerns reported 

by staff in this context were from staff from the public sector.

In England, autonomy was also identified as a component of care standards, placing it

within the context of daily life within the care home, with an emphasis on food and

mealtimes, and routines that allow for individual preferences and choice (Department of

Health, 2003a). The standards support the notion that people should be able to make

decisions and have some control over the way they receive care. In other words, care

should be personalised. The concept of personalisation of services emerged from the 1996

Community Care (Direct Payments) Act, and was further enhanced by subsequent

government policy. The emergence of the personalisation agenda has become a major

plank of social policy in England (Department of Health, 1998, Department of Health,

2009e), While at one level it has been seen in the context of giving people their budgets so

that they can arrange their own support (self-directed support), it also represents a new

philosophical approach to care provision, which emphasises independence rather than

dependence. It is a complex concept, with a multitude of definitions and understandings,

which has presented challenges to the implementation of this new philosophy (Dickinson

and Glasby, 2010). However, in the context of care homes and nursing homes,

personalisation (having control over the budget) will allow older people to make a personal

choice regarding which facility they reside in. However, personalisation should also

continue once residing in the facility of choice, a principle underpinned by recent

Department of Health guidance, which draws a direct link between personalisation and

person-centred care (Department of Health, 2010). If personalisation is about choice, and

therefore making decisions about those choices, then there is a direct link to autonomy, and

a direct link to human rights. Therefore, it is not surprising that the new framework for
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inspection and regulation being implemented in 2010 continues to develop the concept of 

autonomy. For example, regulation 17 places autonomy within the context of human 

rights including the right to make choices, even where those choices might involve risk. 

Care should be personalised, and people should be involved in their own care (Care 

Quality Commission, 2010b). The Scottish care standards have similar messages, and 

although there is no specific use of the word autonomy, they do identify the ability to make 

choices, and the right to realise maximum potential, and to be involved in the planning of 

care (Scottish Government, 2007).

Within a regulatory context, a core component of autonomy involves the right to make 

decisions, including decisions that might involve risk. Those decisions might be concerned 

with the everydayness of living, including when to get up, when to go to bed, what food to 

eat, and when to wash. To exercise autonomy in these areas there may need to be a degree 

of choice.

Concerns about Autonomy - Lack of Choice
The lack of choice was something that concerned participants in this study. These concerns 

ranged from the lack of choice about food, to when to go to bed:

“The girl comes in and she dishes out 24 bowels of porridge, she assumes that 

everybody eats porridge. ” (IP)

“...then I ask why are the residents getting mince 36 5 days a year... ” (IP)

“...decide when they go to bed and when they will get up, and what they will eat 

or not eat, that is decided for them. ” (6P)

“For some patients they are put to bed too early, and when you go over to the

ward, some of the patients can be very distressed about this. ” (14P)
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What these participants are describing appear to be the consequences of an organisational 

ethos that places a greater emphasis on the needs of the organisation than on the needs of 

the residents. One participant believed that a facility she had worked in treated everyone as 

a group rather than as individuals:

“...treated as just one big group, so there was no time made for individual 

preferences. ” (8N)

She gave the following as examples:

“...a big teapot that had milk and sugar added to it before it was given to older 

people... one water jug for six people... gotten up and dressed at six in the 

morning... so people would be up and dressed in their clothes, and then just put 

back to lie on a bed underneath their quilt cover. ” (8N)

Apart from the lack of choice about having tea with or without milk and sugar, this 

participant was also concerned that the night staff were getting people up and dressed at 

6am, and then putting them back to bed. The participants reflected that they had no forum 

in which to talk about these issues, although it did not stop some of them from taking 

action to address their concerns. Indeed, participant 8P, in identifying the above care 

practices, described how the lack of any such forum resulted in her wanting to leave the 

facility, and get into management, because in that way she would be in control of the care 

practices.

In terms of trying to get anything done about the lack of choice for residents, some 

participants reflected that there was no point in talking to anyone about it as the managers 

appeared to accept these practices. Indeed 8P, in identifying the above care practices.
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described how she came to the conclusion that she would have to leave the facility and get 

into management, as in that way she would be in control of the practices.

Understanding the values, attitudes and beliefs of staff with regard to food choice and 

autonomy seems worthy of deeper exploration, particularly with regard to the meanings 

attached to food both by the residents and by the organisation. Chapter 5 explored the 

medical end of the meaning of food and weight loss. However, there are other areas of 

literature that suggest that there is a significant gap between the meanings attached to food 

by residents and staff

The Meaning of Food
The institutional interpretation of food reflects what is good and healthy to eat. In one of 

the participating facilities, this played out in the following way:

“...they have margarine (not) butter (it was) decided...there was actually a memo 

that went around from the nutrition committee...the big advantage of the 

margarine...it had vitamin D in it. ” (6P)

This participant was reflecting how a committee had decided that vitamin-reinforced 

margarine, rather than butter, was better for the residents, and therefore butter would no 

longer be available. There would be no choice for the residents because margarine was 

healthier. However, when a person lives independently, it is up to that individual to make 

those kinds of decisions and choices. Institutional living has the potential to take decision 

making away, thus impacting on autonomy.

It is understandable that choice about food would be something that would preoccupy

nursing home residents, as it is something that preoccupies most of us. Without food, life

would cease to exist. However, food and mealtimes also have a strong social and

emotional context, something that has been considered within nursing home research. For

example, an ethnographic study into food and mealtimes in a US nursing home captures
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the muhiplicity of factors that come together in this domain: “Nurturance, control, ethnic 

identity, sensory pleasure, anger, perception, and moral responsibility were also being 

served up. Some people felt that the residents’ health was “at risk”, and others argued that 

it was really their autonomy at stake. What was ultimately at issue was not just life and 

death, but meaning, with food occupying the place of both means and end, substance and 

symbol” (Savishinsky, 2003).

Other studies have demonstrated that food has strong associations with residents’ sense of 

identity (for example through strong associations with family, social occasions, life-long 

likes or dislikes of certain foods, or culturally appropriate foods), and that the failure to 

provide appropriate choices is likely to result in food losing meaning (Wu and Barker, 

2008, Evans et al., 2005, Crogan et al., 2004). It is not surprising then, that there might be a 

tension between the social and emotional attachment that residents have to food, and the 

“medical” attachment that institutions have to food, particularly as residents struggle to 

maintain autonomy. Savishinsky describes food as being a “contested domain”, and 

graphically describes how this is played out through recounting the story of a resident who 

became angry at the failure of the facility to provide him with a particular type of bread. In 

anger the resident threw the food at the member of staff: “Frank seized on food to displace 

his anger about his loss of autonomy”. He describes how “other residents took this one 

step further, turning food into a literal life-and-death issue. These were the people who 

refused to eat, whose final effort at control was to take charge of their own death” 

(Savishinsky, 2003). It seems striking to think that a rational nursing home resident might 

exercise autonomy by refusing food. However, refusing food in order to have control over 

the dying process is something that has been explored in research, suggesting that staff are 

aware that this is what is happening. However, care facilities rarely have any written

guidance on the issue (Sindram and Dekkers, 2004, Mattiasson and Andersson, 1994).
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Raising Concerns: “Do you mind, this person eats bread!"
While the lack of choice around food was something that preoccupied two of the

participants, they were also the staff with the least status and authority within their 

organisations. However, this did not stop them from applying a number of different 

strategies to address their concerns. For example, a care assistant was concerned both 

about choice and variety, but was also concerned about the appropriate presentation of 

food to those that had difficulties eating. She employed a number of different strategies. 

Here she describes tackling her colleagues directly:

“I go after the girls and say, do you mind this person eats bread, and then I am a 

trouble maker. ” (IP)

She felt confident and concerned enough that she regularly tackled her colleagues directly 

and immediately, so as to ensure that the resident got their bread, and although she was 

aware that this made her unpopular, it did not stop her. Perhaps the lack of any value being 

placed on the meaning of food by the organisation contributes to the conflict between staff. 

However, she was also concerned about residents being able to eat the food presented to 

them. She was particularly concerned about those vulnerable residents who had difficulty 

eating solid food:

“...why can V the food be liquidised? I could do it myself. I did it on one ward, if 

roast beef came up I would liquidise it for the patient that did not have great 

swallow, and the same with the potatoes and veg, much to the annoyance of the 

household staff. But I put the blender in the dishwasher, and then it went 

around the hospital that I was doing this, and that the ward sister loved it I said 

that I can V say who should get liquidised food, it has to be a speech therapist who 

decides. I know a lot and eventually it got accepted, and now it comes up that way 

for the patients that need it like that. ” (IP)
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This participant was experienced - she had worked in her current facility for over 18 years, 

and prior to that had worked in a facility in another country where she believed she had 

been exposed to good care practices. The care practices she saw in her current facility did 

not measure up to what she perceived was good practice based on what she had seen 

elsewhere. However, while her previous experience was undoubtedly helpful to her, there 

was something else that encouraged her to speak up and challenge, not just her colleagues, 

but managers as well. Throughout her interview this participant expressed very strong 

views about what was right and wrong about a broad range of things she had seen 

throughout her career, and for some years she had been an active member of the union in 

her current workplace. There was a strong sense that she saw things that were wrong, and 

she wanted to put them right — she wanted to exercise autonomy herself.

While food might be a contested domain for residents and staff, the importance of 

autonomy for both seems to be an emerging issue, and may be closely linked to how both 

draw meaning from the daily routines created around food. However, there is perhaps an 

area that is even more contested for residents and staff - the provision of personal intimate 

care. This is an area where autonomy and identity are inextricably linked, not just for the 

nursing home resident but also for the staff

Concerns about Provision of Intimate Care and Autonomy

Autonomy and the provision of personal care, particularly washing, is an area where there 

can be tensions between residents’ individual choice and the needs of the institution. 

Managers and staff have a strong sense that they have a duty of care to keep people clean. 

This is potentially the heavy physical end of the work, because as residents become more 

physically dependent, the more assistance they need from staff to maintain personal 

hygiene. The literature in Chapter 2 confirmed that this is the context in which abuse of
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residents by staff is most likely to happen, although it is also in this context that residents 

assault staff.

This was something that concerned a number of the participants in this study from a 

number of perspectives. However, the thoughts of one participant might give a good 

indication of where things might start to go wrong:

“/  used to always describe it as treating the patients like fax machines. There 

was this one girl (a colleague) and she was so annoyed that I did not get 

somebody ready (washed and dressed in the morning) in 20 minutes, now when 

somebody can V move their arms and their arms are bent, I am not going to get 

them ready in 20 minutes... ” (12N)

This participant was concerned about the organisational ethos in this facility (which was 

private) which placed a greater emphasis on the task being done rather than how it was 

done. The consequence of an appropriate ethos (the organisational environment) resulted 

in her colleagues having an attitude and belief (cultural-social-psychological environment) 

that residents should be washed quickly, even if it meant being rough with them (personal- 

supra-personal environment). She described the following incident:

“And that day this male carer was very rough, he just took her arms out of her 

jumper, he was just pulling the jumper over her head, we know she is blind and 

she is deaf and she doesn’t know what is going on in front of her face. ” (12N)

The task orientation of staff and organisational cultures that place an emphasis on the

delivery of care through routines, will hinder a person-centred approach to providing all

aspects of care, including personal care, and is something that has received research

attention (Suhonen et al., 2009). Although concerned by what she had seen, this participant
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was not able to discuss her concerns with anyone within the facihty, because the prevailing 

culture valued the task, and not the individual.

If the focus is on the task of providing intimate personal care, rather than on the needs of 

the individual, it might not be surprising that it may result in conflict, particularly if a 

resident wants to exercise autonomy, and decide not to have a shower. This was something 

that concerned two participants who provided graphic accounts of force being used to wash 

residents, who were resisting personal care:

“I saw a patient being taken out...for a bath and she was screaming and there 

were four of them trying to hold her...whether she wanted to or not, someone had 

decided that it was bath-time for her. ” ((6P)

“...we have one lady, she does not want a shower...but the nurses insist that she 

must have it..she would damage herself quite severely in the struggle and they 

would force her to have it (shower)...she has broken a limb in a struggle, nearly 

not to have a shower, and the scream about the place it is the most distressing 

thing to hear, I would be very concerned and that really upsets me. ” (3P)

This participant was also concerned about an incident where another resident who had 

dementia and who was “screaming” because she was being forced to have a shower. She 

recalled trying to tackle her colleagues, and describing what she saw as “abuse”,

“7 saw a patient being taken out there recently for a bath now she is a difficult 

patient, she has dementia, she is difficult she has good days and she has bad 

days. She was being taken out for a bath, and she was screaming and there were 

four of them trying to hold her, and I said girls stop, stop, and it was just no, it

was nothing to do with me. I was not working on that unit that day, so she was
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not one of the patients I was dealing with, and I said it is just not good enough to 

take her out like that, that’s abuse. Oh what is abuse, we are not doing anything, 

she is kicking us, yes, but leave her, but they do it for the bath. ” (3P)

While organisational routines and task-orientated approaches by staff have some part to 

play in what is being described here, there are potentially other, deeper-rooted factors 

playing out in this domain. One of those factors is the strong sense of duty of care and the 

need to keep people clean, as described by the same participant:

“There are many of them that go roaring and screaming to the shower. But 

there is a kind of a rule that they have to have it..this is where you feel a terrible 

guilt all the time, do you know...you are bringing it up constantly as a colleague 

or co-worker...you keep raising it and say that we need to do something about 

this, what can we do to make it easier, do they have to have this shower?” (3P)

This participant is reflecting on how she regularly raises her concerns about the enforcing 

of showering and the distress this causes to some of the residents, but she experiences a 

block in those discussions because there is a prevailing view that the residents must be kept 

clean.

Intimate Care, Autonomy and the Manager's View

There may be a tension between a resident’s right to exercise autonomy by deciding not to 

have a shower and the duty of care that staff perceive they have to keep their resident 

clean. This sense of duty may be motivated by a number of factors, including what the 

residents’ relatives might think, or considerations for other residents, and the impact that 

poor personal hygiene might have in a communal living context. Both managers and staff 

are concerned that they present the “acceptable patient for public view” (Lee-Treweek,
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1994). This might be important because external visitors, such as social workers, doctors, 

and nurses may think that the resident is neglected if they are not clean. The question is, 

how far can staff go to address this issue if a resident is resisting personal hygiene, and this 

was something that preoccupied this manager:

“...we have had occasions where somebody has said no, and it can go on for a 

few days. I have actually brought the family in and said look we are trying to 

shower or bath or wash and they are not doing it Perhaps as a close family 

member then you can introduce it and say....and that has actually worked for us. 

I have got this awful thing in my mind of giving care against people’s consent, it 

worries me a great deal, but what do you do. What would I do if somebody had 

not bathed or washed or whatever for several weeks, and you have other elderly 

people that have to be considered as well, but to be honest I don V know what the 

answer to that is, and how I would deal with it. ” (7N)

This manager was describing a number of strategies she might employ in this context, 

including motivating the resident, and using families as part of that motivation strategy. 

However, she was not clear how far she would go to address resident resistance to personal 

care (or was not prepared to say in the interview). The previous participants (from a 

different institution) were clearly describing significant levels of force being used, 

resulting in the disturbing incident in which a resident sustained an injury.

Another manager recalled a recent conversation with one of her residents, who was happy 

with her room, but resented staff insisting that she have a wash:

“...one of the residents I am thinking of in particular who changed rooms 

recently, and she is delighted with the room, but she said the only thing is that
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they are very bossy when they (the staff) come in here in the mornings. They tell 

me I am to have a shower or I am to have wash, and she said that she had been 

doing her own thing for 60 years, and that is the only thing I don’t like now is 

this business of being bossed into a bath or a shower. And she says that she is 

well capable of looking after her own personal hygiene. ” (8N)

Again, the manager found this situation difficult, because she also had to deal with the 

relatives who were complaining about the care. However, unlike the previous manager, she 

believed that her duty of care “supersedes” the resident’s wishes:

“I feel that we have a duty of care to people and that that they are in nursing 

home care for a reason, because they are no longer able to manage at home.

And the staff do need to do things like check that somebody’s underwear is 

clean...their toe nails are ok, and help and sup port the person while trying to 

balance the person’s need to be independent and the fact that we are trying to be 

the person’s home while they are here. But Ifeel that our duty of care, 

supersedes the person, we have that duty of care and we do need to make sure 

that if they have hygiene or personal care issues that they are attended to. ” (8N)

This manager seems to be suggesting that if someone is unable to cope at home and needs 

nursing home care, then it means that they need assistance with their personal care, and in 

that context, the duty of care of staff supersedes the right of the resident to decide.

Although the manager recalls trying to explain this to the resident, the resident was clearly 

expressing an alternative view, venting her anger at being “bossed” into having a shower.

Where a resident has the mental capacity to make an informed choice or decision, then the 

question is: to what extent do they have the right to refuse to be washed? Does the duty of
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care of the staff override the wishes of the resident? Keeping in mind the potential impact 

on other residents (for example smells), consideration also has to be given to the physical 

well-being of the resident. If a resident is incontinent, and they are not kept clean, then this 

is likely to result in damage to the skin, leading to the possibility of infection.

Manager 7N was preoccupied with the requirement to have consent before providing 

personal care. Indeed, one can presume that if care staff do not have consent, then they are 

potentially breaking the law. In Ireland and England, this is made clear in both the care 

standards and in specific guidance on consent (Care Quality Commission, 2010a, Health 

Information and Quality Authority, 2009, Department of Health, 2001). At a more critical 

level, being allowed to refuse lifesaving treatment is now a well-established principle. 

However, there appears to be some confusion for staff about the requirement for consent in 

the context of personal care. In England, the new care standards create an expectation that 

residents’ refusal should be taken account of, and facilities should have procedures and 

guidance for staff in the event that a resident refuses aspects of care. However, it provides 

little direction on what the content of that guidance should say. Irish guidance is less 

helpful, although presumably the intention is that it will be managed in the context of 

“challenging behaviour”, and therefore, the care planning process. Much of the literature 

concerning resistance to personal care, particularly in the nursing home world, is 

concerned with dementia and cognitive decline, or psychiatric disorders. At least in that 

context, in some countries there is some legislation or legal principles to guide what staff 

should do (for example mental health and mental capacity legislation). It seems crucial to 

have more specific guidance on how staff should respond to residents who resist personal 

care when the resident has no cognitive disorders.
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To get more insight into why anyone might want to resist intimate care, it seems essential 

to explore the meaning of receiving intimate personal care, particularly in old age. In 

terms of the values and attitudes of staff and managers, there needs to be greater 

understanding of the meaning attached to it by residents, but also the meaning attached to it 

by staff. In terms of the environmental model, this is concerned with the cultural-social- 

psychological environment.

Cultural-Social-Psychological Environment
What is emerging here is the interplay between the attitudes, values and beliefs of staff and 

residents (about food and intimate care) and the potential for conflict if the concept of 

autonomy is not clear in the organisational ethos. In that context is seems essential to have 

an understanding of the meaning of intimate care as perceived by both the caregiver and 

the person receiving the care.

The Meaning of Intimate Care and Autonomy - a Core Value

It is perhaps not too difficult to speculate that there may be many factors in the mind-set of 

residents who refuse, or resist, personal care. For example, prior to admission it was 

perhaps something that they managed themselves, and they made their own choices and 

decisions, about including how, when, and frequency. The loss of fiinctional skills, and 

therefore the ability to exercise autonomy in the area of personal intimate care, means that 

residents are dependent on others for this most intimate of activities. Having this intimate 

care “done”, requires the nursing home resident to expose the body to “public” gaze.

While the body, and the meaning of the body, has received much attention from 

sociologists and social gerontologists, the meaning of the ageing body, particularly in 

“deep old age” (the fourth age), has received little attention until recently (Whitaker, 2010, 

Twigg, 2004, Twigg, 2000, Ahluwalia et al., 2010). In her research on bathing and
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washing, Twigg identifies strong Foucauldian themes of power and control: residents 

naked, dependent and below, while workers are clothed, powerftil and above (Twigg, 

2000). The relationship between resident and care worker is fiirther complicated. It 

involves identity and personhood, how the residents see themselves, and how the care 

workers see them. The notion that an individual’s identity (as perceived by self and others) 

might be “spoiled” by disability is not new. Goffrnan explored this in work on stigma in 

the 1960s. He described how the physical attributes of the disability become part of a 

person’s identity, as perceived by themselves and others, and how the negative 

consequences of this play out in the relationship between the “normals” and the 

“stigmatized” (Goffinan, 1968b).

For the nursing home resident in “deep old age”, stigma is associated with the failing body. 

It becomes a major preoccupation for them, and therefore part of their identity. For others, 

particularly professionals, a resident’s identity becomes a preoccupation for social policy 

and professional practice, with its associated language. The person is seen as no longer 

contributing to society, but as a “drain” or “burden” on society. At the micro level, it 

becomes the language of “dependency levels”, needing assistance with “activities of daily 

living”, delivered through a “care plan”, which is regulated by “standards” and monitored 

by “inspectors”. Adding to the complexity of identity is the image of the body, which in 

western society is closely associated with youthfulness and attractiveness and sexual 

intimacy. For the older person receiving care, the failing body might be associated with 

loss of attractiveness, and perhaps something unpleasant for others to see and handle. The 

notion of unpleasantness may be further compounded as the failing body fails fiirther, 

through loss of internal control of bodily fiinctions, that is, incontinence. In western 

society, “to be incontinent is to have one’s fundamental social status questioned, one’s
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personhood as an individual denied” (Twigg, 2004). It has been suggested that this loss of 

control over bodily functions has a particular significance for older men, given the 

centrality of control to masculine identities. Furthermore, “becoming dirty entails feeling 

untouchable because of the fears bodily fluids evoke in others” (Isaksen, 2002). While 

incontinence becomes “medicalised” within the nursing home world, a context which was 

explored in Chapter 5, what is crucial to the discussion here is the impact this has on 

autonomy and identity. Whitaker describes the range of emotions expressed by residents at 

the decline of the body and subsequent loss of identity. While sadness and grief were 

expressed, so were aggravation and anger (Whitaker, 2010).

The range and complexity of these issues might go some way to explaining why nursing 

home residents might want to resist having personal care done to them. The loss of 

autonomy, the “spoiled” identity, aggravation and anger at the failings of the body, the 

sexual connotations of nakedness, touch and subsequent embarrassment, and disgust at 

being dirty, must surely be a potent mix. While Whitaker found that some residents 

accepted their changing circumstances, there was also a sense in which their bodies no 

longer belonged to themselves, but to the staff. She concluded that the “body is central in 

the spatial and temporal order of the nursing home, and as such, constitutes the existential 

midpoint of the lives of the old residents. It is through the body that they experience, 

suffer and ‘live’ their lives” (Whitaker, 2010). It is possible to speculate that acceptance of 

the declining body may not be the only response to emerging dependency. Perhaps some 

residents will contest the handing over of their body to the staff, and perhaps this is their 

attempt to exercise autonomy and control in a situation where autonomy and control are 

being eroded. It might be that the “difficult” resident with “challenging behaviour” is
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simply trying to keep a hold on their identity, by refusing food, or the wash, or any other 

intimate procedure that might be perceived to be good for them.

The Meaning of Gender, Sexuality and Intimate Care
It seems difficult to avoid discussions about sex and sexuality when talking about intimate

personal care, and the gender of the caregiver and the care receiver. Being naked and

touched by another person evokes thoughts of intimate personal relationships. Men’s

experiences of receiving intimate personal care have received surprisingly little attention in

research efforts. One recent review found only 32 relevant references, and only 20 were

reports of original research efforts. However, within that literature, there seemed to be

some consensus that men preferred female carers when it came to intimate care (Zang et

al., 2008). There is an acceptance in society that women will take on the caring role, not

just for caring for children, but also for adults. Hence, most of the caring professions such

as nurses and care assistants are predominately female. There is a presumption that both

caregiver and care receiver are comfortable with women in this role. However, it seems

inevitable that sex and sexuality may become invariably intertwined as these roles play out.

This was explored in a study in the early 1990s on the experiences of young trainee nurses,

which found that caring for the opposite sex clearly had sexual connotations, and this was

more acutely felt when the patient was in a similar age range to that of the nurse (Seed,

1994). Zang et al. found similar messages in the literature. Feelings of discomfort for both

the male care recipient and the female caregiver were common themes (Zang et al., 2008).

If staff don’t fully appreciate the meanings that can be attached to intimate care, there is

the potential for things to go wrong. In Chapter 5, the story of a male resident who had

refused permission to have an enema was recounted by one of the participants. She

recalled the man’s distress and feeling of being raped. He had refused consent for the

procedure (he was trying to exercise his autonomy), but the nurse carried on regardless,
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with what is a very intimate procedure. The nurse, who was experienced, presumably 

thought that the procedure would be good for the patient, and exercised her autonomy to 

carry it out regardless of his wishes. The notion of “the ‘expert’ nurse, having control over 

a subordinate patient through the medium of touch”, was identified by Edwards in her 

study of perceptions of touch in intimate care. She also drew connections to the potential 

for the abuse of power through touch (Edwards, 1998). While the participant reporting this 

story did not perceive her colleague’s actions to be a deliberate sexual assault, the patient 

experienced it as such. For this man, it clearly appeared to have strong sexual connotations, 

and hence, his sense of feeling “raped”. While the nurse’s “crime” may not have been a 

sexual one, failing to respect the autonomy of the patient (forgetting the legal requirement 

to get consent), could be described as a physical assault, and potentially a criminal matter. 

As recalled in Chapter 5, the manager did not formally report the colleague, because she 

believed that there had been no intent to harm the man, and that her colleague was suitably 

remorseful.

It seems critical that staff have an appreciation of the meaning of intimate care, and its 

relationship to autonomy and identity, and that this should be supported by an appreciation 

of the meaning of giving intimate care. This is where issues of gender and the sexuality of 

the caregiver arise, as well as the status of the work itself This brings the discussion to the 

other side of the care paradigm - the caregivers. There appear to be similarities in the 

experiences -  autonomy and identity, including “spoiled” identity.

The Meaning of Care Work
In the process of discussing the meaning of receiving intimate personal care, it is difficult

to separate it from the experiences of staff giving that intimate care. Indeed, Fine suggests

that the work might be better understood if the focus was on the body of the caregiver

rather than the care receiver (Fine, 2005). The literature in Chapter 2 identified the stressfiil
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nature of care work, and that this stress can be caused by assaults on staff Those assaults 

often happen in the context of providing intimate care, and there is the potential for staff to 

retaliate by hitting back.

Surprisingly, assaults on staff did not arise as a significant issue for participants, although 

one participant was concerned at the potential for female staff to be sexually harassed by 

the male residents. This participant describes an incident in which she thought one of her 

colleagues was, in her view, sexually harassed:

“We had a Nigerian staff here from an agency and this man asked her to wash 

him and asked her to pull down the skin of his penis and wash it He is more 

than able to do that himself Now that to me is sexual harassment..never mind 

the pinch of the bum, you can get over that He has asked others to do it, most 

are cute enough to know, but the Nigerian girl thought that it was part of her 

job.’’ (4N)

She believed that the resident asked the female staff to do this intimate care task, even

though he was capable of doing it himself, and in her view that constituted sexual

harassment. Nurses and care assistants experience assaults as part of their everyday work,

and while this might involve them being hit, pushed, spat at, hair pulled, called names, it

also includes sexual harassment (Seed, 1994, Williams, 1996). This is the other side of

autonomy, the right of the staff to be in control of their body, the right not to be assaulted,

including sexually assaulted, which is an intimate invasion of their identity. It was clear

during the interview with this participant that she was angry with this resident. However,

she was unclear about where to go with this concern. Indeed, she did not raise it until the

end of the interview. It is perhaps not surprising that discussing sex and sexuality in the

workplace might not be a comfortable topic of conversation. However, in the context of the

intimacy this work involves, it seems essential that it should be addressed, both for the
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caregivers and the care receivers. The failure by managers to address inappropriate sexual 

behaviour of residents towards staff could have significant negative consequences for staff, 

leaving them feeling unsupported and undervalued.

Discussions about gender in the context of nursing home care are inescapable. It is work 

that is predominately performed by women who are “associated with the private realm and 

with the spheres of emotion, bodilyness, and intimacy...thus women find themselves 

located in spheres of life where the body has primacy” (Twigg, 2004). It is expected that 

women will be comfortable with the intimate nature of the work in nursing homes, 

although the messages from this, and other studies, suggest that this is a much more 

contested area than it might appear. However, men do work in nursing homes (one of the 

respondents to this study was male), and there is an expectation that they will undertake 

intimate care work. For some of the female participants in this study, this was something 

that they were clearly concerned about. However, before exploring this in more detail, it 

seems worth exploring the way in which this work is perceived.

While intimacy and sexuality are unavoidable in the world of nursing home work, so is the 

sheer physical labour and dirty nature of the work. This can impact on the staff in a number 

of different ways. While the body is central to the person receiving care, it is also central 

to the person giving care: “Bodywork entails working on or through the bodies of others, 

handling, manipulating, appraising bodies, which become the object of the worker’s 

labour” (Twigg, 2004). The intimate, and sometimes dirty, nature of the work, which is 

predominately done by women, is seen as low skilled and of low value, and attracts low 

pay, particularly for the staff perceived to have the least status. However, even for the 

nurse managers, there is also low value placed on working in nursing homes. Three of the 

managers participating in this study recalled their colleagues in general hospitals

expressing surprise at them leaving high status jobs in hospitals for nursing home work.
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The low status nature of the work is linked to the dirty nature of the work, particularly the 

consequences of having to deal with incontinence, or the “disgusting” aspects of the work 

(Isaksen, 2002).

However, even within the nursing home world, there is another hierarchy, which is based 

directly on the relationship of the worker to the body of the care recipient, and the 

“disgusting” aspects of the work. Medical staff (for example geriatricians) enjoy higher 

status despite their responsibility for the dirty aspects of their work within the nursing 

home. They, of course, are distanced from the everyday washing and cleaning of “bums” 

associated with the work of the care assistant. Fine suggests that society gives doctors this 

higher status because of the “nature of the physical effort required, the levels of skill and 

professional monopoly they are able to exercise, and their gender” (Fine, 2005). However, 

while doctors enjoy high status in society, within medicine, geriatric care is still seen as 

lower status work (Alford et al., 2001). There is also a significant hierarchy between nurses 

and care assistants, even though both are involved in the direct care of residents, and both 

are predominately female. Nurses have a professional qualification and specific skills 

which underpin that higher status, and that very knowledge and skill also allows them to 

remove themselves from some of the direct work. That leaves the care assistants to do the 

bulk of the direct hands-on work, and by virtue of doing that, they are devalued and seen as 

having less status.

In both the UK and Ireland, there has been a growing recognition that care work requires 

special skills and knowledge, and specific training programmes have been put in place to 

upskill the care assistant role. However, in nursing homes where there is a mix of both 

nurses and care assistants, there may still exist a strong demarcation between the two roles, 

which may have unforeseen consequences for the quality of care. One care assistant
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recalled undertaking the FETAC training, but noted how, in spite of attaining the 

qualification, she was still reminded that she had still not achieved full status:

“The VTECH course, now the only grade not represented on the teaching on the 

course are care staff, it is all nurses. I was at two award ceremonies, I did the 

VTECH and on both occasions somebody stood up, and no one sees anything 

wrong with this, somebody stood up and said this is great and actually three of 

the group have gone on into nursing. ”  (6 P)

This participant loved her role, and believed it had value, which was not recognised by her 

nursing colleagues:

“Oh yes I loved caring. I hate the attitudes that surround being a carer. I hate 

that I hate the way you are treated by the nurses, and the images and perceptions 

of being a carer, but I absolutely love what I am doing...I do like caring and I do 

like that feeling of making a difference, of making somebody's day happy. ” (6P) 

If care assistants are seen as something lesser, this has potentially significant implications 

for their understanding of whether they can raise concerns about poor practice. The same 

participant recalled trying to get her concerns heard by nurses:

“I brought it up on the ward, I brought it up at lectures, and the clinical nurse 

tutor would say, well, yes I know, I am aware of that going on, and yes, I know 

they don’t speak to patients when they come on...and you have to deal with that 

And she would put it back to us. I am sorry I don’t have the power to deal with 

that, you are the one with the power. I am care staff. I am junior to a nurse. I 

cannot turn around and say your practice is wrong because you did not speak to 

that patient I can say it in an informal way, but there is nothing I can do 

about.” (6P)
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There is a strong sense of feehng undervalued and powerless because of the low status 

attached to the job, and the hierarchical nature of the work. This, she believes, makes it 

more difficult for her to raise concerns about poor care practices. It is perhaps not 

surprising that this participant tried to secretly get the media involved in a story about the 

physical environment in the facility (see Chapter 4).

If we return to the care receiver, and the notion of the failing body and all the sensitivities 

that entails, it would seem crucial that anyone caring for the failing body would take those 

sensitivities into account, which requires skill and compassion. For the person receiving 

the care, the person giving the care has the potential to become an important and valued 

person. Yet, the caregivers are perhaps the ones who are given the least status and 

involvement in the planning of that care provision.

Men Providing Intimate Care
One male responded to this study. However, two of the female participants (from a 

different facility to the one that he worked in) were concerned at the involvement of men in 

giving female residents intimate personal care. While the majority of staff in nursing 

homes are female, men are also employed in care work. This might be through the 

provision of medical services as a doctor, or through direct work as a nurse or care 

assistant. While society might not question the role of men as doctors, there may not be 

quite the same unquestioning about the role of men as either nurses, or more crucially, as 

care assistants. If society sees care work as woman’s work, it might be imagined that 

society has mixed views about the involvement of men in intimate care, particularly the 

intimate care of women.

Two participants raised concerns about men, and men’s involvement in intimate personal 

care was something that preoccupied a couple of the participants:
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“The assistant matron...brought us to court (Union) for not letting male staff 

work with female patients. And we were sitting around this table and I just said 

to the judge would you like your mother...to be washed intimately, they have to be 

stripped and washed (by male staff)...! said think about it”.(IP)

This participant was recalling her time as a union representative in her facility, and how the 

issue of men providing intimate personal care was resisted through the unions and ended 

up in court. The case was lost, and men are now involved in providing personal intimate 

care for women. However, she still thought it was wrong. She could see the value of male 

nurses doing the intimate caring, but then went on to describe how residents resisted being 

cared for by one particular male nurse;

“...we had only one male nurse at the time, a lovely guy and very well trained 

and very much into the care of the elderly and was working on the ward with me, 

and on that ward we had nine patients, and six refused to allow him to go near 

them. So I done that six, the other three had no choice in the matter because 

they could not speak, but they would kick and box and spit, and that was their 

way of shouting out that they did not want him looking after them, they had 

never seen male nurses. The only males was the doctors, my mother loved the 

male doctors, and she would not look twice at a female doctor, the elderly patient 

looks at a man as a doctor and a female as a nurse. ” (IP)

This participant reflected that residents were supposed to have choice in whether men 

provided intimate personal care, and that some do make that choice. However, she was 

concerned for the residents who could not express that choice (due to dementia), and 

described how they resisted his care. Another participant from the same facility also 

expressed concern about male care staff She was clear that it was something that she
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would not want for herself, and was concerned that residents did not have a choice in the 

matter:

“...we fought against men giving intimate care to women, but now that happens. 

Personally I would hate if it happened to me, and at the time management said, 

well relatives would be told, and clients would have a say in whether they wanted 

to object, but of course that did not happen. ” (6P)

She is reflecting here that although there is supposed to be choice about male or female

care staff, this is not always complied with. Considering it from a personal perspective, it

is understandable to think that there should be choice. That choice might be based on

gender, but it might also be based on how sensitive the staff member is in providing the

personal care. Only one male worker participated in the study, and while he reflected on

feeling uncomfortable about “touching” people, he found he soon adjusted to the work:

“It was very hard in the beginning for me to adjust myself to the this sort ofjob

because I was wary of touching people, for example, but when I knew them better

you know this feeling disappeared you know, I got over it. ” (5C)

He also indicated that in his facility the residents did have choice, but sometimes that

choice is not always available to residents during busy times:

“...now just a couple of residents don’t agree myself to come to them, there is

three or four of them I think, and some families don 7 agree as well. But it

happens that I am going to them because something goes wrong and I have to go

to them because nobody else has time. ” (5C)

Being a male carer had not presented this participant with much resistance from residents,

and it seems worth exploring his approach to the work. Throughout his interview, he was

concerned about maintaining the dignity of the residents. Indeed, he had been particularly

concerned about his colleagues failing to maintain dignity especially while providing
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personal care (for example by keeping them covered). In other words, he appeared to 

approach the work with sensitivity and respect. This sensitive approach might be more 

important to a resident than the gender of the person doing the work.

However, one female participant had a more specific concern about a male colleague and 

his approach to providing personal care. She felt that he was inappropriate with the 

residents, especially if they needed extra assistance, and described two incidents that 

concerned her. The first concerned the use of restraint to manage a “dirty habit”:

“...he told me he had found a way to combat this man’s problem, this man 

(patient) had a dirty habit, but he never had it when he wasn V sick and he is sick 

because he has got Alzheimer’s and he used to put his hand into his pad and take 

the dirt out and put it onto the floor. So this (male carer) came up with this 

brilliant idea and I was thinking, oh yes, go on ahead it couldn V be much if it 

was coming from him, but he tied his hands together with a bobbin, to stop him 

doing this. ” (1 IN)

Here, she is describing the inappropriate use of restraint. The second incident involving 

the same worker was more concerning:

“...he used to shock me, for a married man he used to pass comments about her 

down below and all, I said to him you are sick how can you sleep at night, he 

would pass comments about her when he would see her without clothes or no 

pad.” (UN)

She was reluctant to describe in more detail what the man said, as she became embarrassed

during the discussion on the issue. The researcher drew the inference that the “comments”

were inappropriate sexualised joking. She had been concerned because his previous job

was as a builder, and she felt he did not have the right attitude and approach to the work.
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She had not been able to report her concerns to her manager, as she believed that she had 

raised other concerns and was now seen as a troublemaker. She also thought that the 

manager did not share her understanding of what was wrong.

Masculinity and the Caring Role
If caring is seen predominately as the domain of women, then it might seem self-evident

that the involvement of men in providing intimate personal care, particularly for women,

might result in conflicting messages for both genders. Much of the literature in this area

focuses on men in nursing, and invariably issues of sexuality and identity, even “spoiled”

identity arose in the discussions. Evans explored how the stereotype of men as sexual

aggressors was compounded by the stereotype that male nurses are gay, suggesting that

this stigmatisation of the role exposes male nurses to accusations of inappropriate

behaviour (Evans, 2002). Harding et al. explored the nature of touch, and its meaning in

providing intimate care for male nurses. They describe how men were aware of the way

that touch is sexualised, and that this made them feel vulnerable, and was equally

problematical if the patient was male, due to the connotations of “gay men” stereotypes

(Harding et al., 2008). To counter the “gay predator” stereotype, male nurses may

emphasise their masculinity or heterosexuality when caring for men, by talking about cars

or sport, and place more emphasis on maintaining dignity by only uncovering the parts of

the body as required (Fisher, 2009). This stigmatising effect can have the potential to

expose the male nurse to homophobia in the workplace, with the nurse responding by over

emphasising their heterosexuality (Harding, 2007). While younger men might be less

comfortable with providing intimate care for women of a similar age, they had less

difficulty with older women. However, they were excluded from some aspects of intimate

care for women, but this exclusion was more to do with female colleagues than the patient

themselves (Whittock and Leonard, 2003). This negative view of men in caring roles has
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the potential to add to other stresses experienced by men, particularly in the care of older 

people, as they struggle with a sense of powerlessness in trying to address an 

organisational culture that does not value the care of older people (Nordam and Sorlie, 

2005). This unease that society has with men in the role of providing intimate care, has 

meant that men tend to do the caring role that involves less of the intimate nature of the 

work. Men are more represented in nursing in psychiatry, and where they do stay in 

mainstream nursing, they are more likely to move into management or specialist roles 

(Evans, 2004).

Much of this literature has been concerned with men as nurses. There appears to be little 

that has looked at the role of men as care assistants, although to some degree it can be 

presumed that the issues explored for male nurses must also apply for male care assistants. 

However, the different status of nurses and care assistants may add additional pressures to 

the role of male care assistants, particularly in nursing homes where the two roles coexist. 

The notion that nursing home residents can be abused by male staff is explored in the 

literature in Chapter 2, and has the potential to fuel the discomfort with the role of men in 

providing intimate care. However, the likelihood of this form of abuse occurring is less 

than the likelihood of other forms of abuse which could be perpetrated by either women or 

men. The notion that staff have difficulty in discussing sexuality and sexual matters, 

particularly in Ireland, has already been explored in this chapter. However, that discomfort 

might mean that it may be difficult for staff to raise concerns about inappropriate sexual 

behaviour, with either colleagues or managers.

Autonomy and Dependency
“They cannot decide to go out, they cannot decide to take out money and go into

town and buy a new scarf or whatever, treat a grandchild. Not that they cannot

do it, they can do it, but the process depends on other people. ” (6P)
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Where residents have decisional ability, and therefore the ability to exercise autonomy,

their dependence on others to assist them may result in them not being able to exercise that

autonomy. However, the issue is more than one of dependence on others. There can also

be a perception among staff that it is the responsibility of the institution to make choices

and decisions for residents. This was something that preoccupied participant 6P

throughout most of her interview. She recalled many occasions when she had tried to raise

this with colleagues and managers. Indeed, earlier in this chapter, participant 8N, a

manager, had described her strong sense of duty of care, and that this might override the

right of the resident to make certain decisions (for example not to shower).

Concern about organisational control, and the subsequent erosion of personal autonomy for

residents, is something which has received some attention in the literature, from a number

of perspectives. Staff attitudes and values (including ageism), care practices, and

organisational practices related to most aspects of care have been covered, with an

underlying theme of staff undermining residents’ decision-making ability (Lopez, 2008,

Brotherton and Abbot, 2009, Carder et al., 2009 , Hughes and Goldie, 2009, Kontos et al.,

2010, Scott et al., 2003, Debra et al., 2008). Less qualified staff are more likely to believe

that it is the facilities’ responsibility to make choices for residents, and hence, residents are

discouraged from making choices (Mullins and Hartley, 2002 ). Interestingly, two of the

care assistant participants who participated in this study (IP and 6P), had either experience

or additional training, which perhaps goes some way to explaining why it was an issue of

concem to them. What is also interesting is that the staff group they were concerned about

(in failing to maintain resident autonomy) was nurses. Nurses’ views of autonomy have

been explored in studies of quality in Irish nursing homes, which concluded that nurses

acknowledged autonomy as a core component of quality for residents. The barriers to

facilitating it were: the lack of time, the routine nature of the work, and colleagues’
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resistance to change (Murphy, 2007). That institutional failure to maintain autonomy might 

have an impact on emotional well-being has also been explored in the literature, ftirther 

emphasising the need for facilities to focus attention on care practices that uphold 

residents’ involvement in their care (Boyle, 2005). Hence, ensuring that residents are able 

to exercise autonomy may require a substantial shift in attitudes and values for both staff 

and managers if this dignity domain is to be supported appropriately.

Autonomy by Proxy and Advocacy
In acknowledgement of the potential for nursing homes to hinder resident autonomy, there 

has been a growing trend to look to others outside the facility to assist residents with 

decision making. Advocacy services have been developed in many countries as a way of 

ensuring that residents can make their own decisions. In England, advocacy for nursing 

home (and care home) residents has been seen as a way of assisting residents to maintain 

independence (and autonomy), and enhance their citizenship in society, although there is a 

need for further exploration of the application of the concept (Scourfield, 2007b,

Scourfield, 2007a). Within an Irish context, there have been some developments in 

relation to advocacy in nursing homes. One partnership project between different agencies, 

called My Home From Home, is aimed at assisting older people maintain independence 

(National Advocacy Programme Alliance, 2010).

Autonomy and Dementia - In Whose Best Interests?
One of the recurring concerns raised by the participants was the abuse and poor care

practices in relation to people with dementia. An underlying theme of those concerns was 

the issue of autonomy and dementia. There is a significant, and growing, body of literature 

on dementia, covering all aspects of care. However, in the context of this study, it is
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essential to explore how decisions are made on behalf of residents who are unable to make 

those decisions themselves.

Autonomy in the context of dementia is less about the dementia than it is about the 

person’s cognitive ability to make decisions. For example, an individual may not have the 

cognitive ability to decide where to live, but may be able to decide what time to get up in 

the morning, what to eat and what personal hygiene care they require. As dementia 

progresses, more and more decisions may be required to be made on behalf of the person, 

although account needs to be taken of the potential of a person’s decision-making ability to 

fluctuate over time. If someone is unable to make a decision, then the legal basis on which 

any decision is made is “best interests”. While the UK has legislation underpinning this 

legal principle (for example in England, the Mental Capacity Act 2005. Wales, Scotland 

and Northern Ireland have similar legislation), in Ireland there is a legal vacuum.

Although legislation has been proposed, it has yet to progress to law. However, in the 

absence of that legislation, it is an established legal principle that any decisions made on 

behalf of someone who carmot make decisions themselves, should be made in their “best 

interests” (Law Reform Commission, 2006).

Having already explored the notion that residents lose autonomy without a label of

dementia, it might be imagined that once someone gains this label, there might be a greater

likelihood of further erosion of any decisional autonomy. In other words, the label of

dementia contributes to a sense of a “spoiled” identity, and therefore, staff may make

decisions that are in the “best interests” of the staff or the organisation, rather than the

individual. One participant reflected on how this played out with one particular resident in

her facility. This was a resident who had dementia, who, prior to admission to the facility,

had lived an alternative lifestyle, which involved living rough and having specific beliefs.

Participant 3P describes how, as this resident struggled to maintain her previous identity,

226



the staff struggled to ensure that she conformed to how they perceived a “normal” patient 

should be presented;

“She has very strong beliefs, she believes in the full moon so she will only cut her 

nails when the moon is fulL.she is like this new age older person, she used to live 

out in the fields under the stars. She was homeless when she came into us...she 

would do a bit of hoarding... (including food) the banana that has been kept for 

two days she likes to eat her banana ripe... she does not want a shower.” (3P)

She goes on to describe how the nursing staff responded to this:

“/  would respect that the nurses find this very difficult as well. So they would 

remove her stuff and take it away and that upsets her so much, she has lost quite 

a lot of stuff because the nurses have cleaned, because they could not bear the 

smelL The staff say it is not fair on the other residents, and it is tough on them. 

She needs her own space that is her own. But because she is in a hospital, and 

she is in a ward I can understand that the nurses have to respect the other 

people. ”  (3P)

Earlier in the chapter the forcing of intimate personal care was discussed in the context of 

people who had the cognitive ability to decide to resist that care. The discussion here takes 

a different turn -  the forcing of personal intimate care when the person lacks the cognitive 

ability to decide or give consent. This story reflects the ethical dilemmas that staff face in 

caring for residents in communal settings, particularly in the public facilities where there is 

communal sleeping and living space. While it is an ethical dilemma, it is also a legal and 

professional one. In England, the Mental Capacity Act (and in more extreme situations, the 

Deprivation of Liberty Safeguards) provides a legal framework to support the actions taken 

by staff The safeguards provided by the legislation ensure that there is effective,

professional, multi-disciplinary, and person-centred care planning underpinning decisions.
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In Ireland, the absence of any legal framework puts the human rights of the resident at 

potentially significant risk. In view of this legal vacuum, it seems crucial, for the 

protection of both the resident and the staff, that effective, multi-disciplinary, person- 

centred care is in place with regard to substitute decision making.

Any care planning process considering these kinds of difficult, ethically challenging 

situations, must be based on an understanding of the importance of identity to the 

individual. Residents experience dementia as difficult and distressing, resulting in a sense 

of feeling worthless, fhistrated and angry, and will try to hold on to their past sense of self 

and identity to help them to cope (Clare et al., 2008). Hence, returning to the story 

described by participant 3P, it seems clear that staff, when faced with these complex care 

situations may be more likely to act in their own and other residents’ interests, than in the 

“best interest” of the resident. The HIQA guidelines will require care facilities to have 

specific arrangements in place to deal with the kinds of care challenges described by the 

participants. However, it seems essential that an extemal perspective is added to those 

arrangements. Advocacy may be able to play a key role in ensuring that residents’ right to 

autonomy is respected.

Organisational Environment and the Ethos of Care
In this chapter the concept of autonomy for nursing home residents has been explored and

inextricably linked to the dignity domain of upholding human rights. The absence of a

legal framework to uphold the right to make decisions, particularly for those who may

have some cognitive impairment, is a significant legislative gap. The HIQA standards

provide some direction to nursing homes on how to safeguard these rights, though there is

a lack of clarity in what is expected of nursing homes when they have a resident who is

resisting care. What has also emerged in this chapter is the complexity of meanings

attached to the two-way relationship of caregiving and receiving care. What this seems to
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suggest is that the nursing home ethos should also incorporate a dignity domain for staff. 

For example, they equally have the right to be treated with dignity by their organisation, 

their colleagues and managers, and by the residents.

Empowerment and Autonomy of Staff - A Dignity Domain
In trying to get their concerns about breaches of dignity heard, staff attempt to exercise

autonomy. They often encounter organisational difficulties because of the hierarchical staff 

structure, or their exclusion from the care planning process. Fine and Glendinning suggest 

that the concept of care is much more complex than previously suggested, and that the 

focus on care being a “one directional activity, done by one person to another” belies the 

complexity of care being two directional. It is a two way relationship between the 

caregiver and the care receiver, and in that context it has a multiplicity of meanings (Fine 

and Glendinning, 2005). Autonomy, for both residents and staff, is perhaps one of those 

“meanings”. To understand autonomy for residents, there has to be an understanding of 

autonomy for staff

There is an emerging link in the literature between autonomy and empowerment of staff, 

and improved outcomes for nursing home residents (Yeatts and Cready, 2007, Cready et 

al., 2008, Engstrom et al., 2010). These studies have demonstrated the effectiveness of 

empowering teams, which results in better perceived job satisfaction and improved 

outcomes for residents. However, that empowerment requires organisational policies and 

structures to be in place to support it. This has a direct relationship to the issues emerging 

from the previous two chapters, including training, education, supervision, and an inclusive 

planning process.

If the relationship between a staff member and the resident is core to understanding “care”,

then it seems crucial that there needs to be understanding of the resident, particularly if

they have dementia. While there are many factors that might assist the development of that
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relationship, there is one particularly interesting message in the literature worthy of 

attention - that of life story work, or biographical information on nursing home residents. 

The researcher is aware that the current approach to care planning has a tendency to focus 

on functional abilities (either cognitive or physical), sometimes to the detriment of 

personal biographical information. There does appear to be some evidence in the literature 

that the more residents’ life stories are known by the staff, the more likely they are to 

deliver care in a person-centred way (Wills and Day, 2008, Clarke et al., 2003, Moos and 

Bjom, 2006). Therefore, in the context of the findings of this study, it could be suggested 

that for those nursing homes that place an importance to life story work with residents, 

staff are less likely to breach the dignity of the residents.

Conclusion
For an organisational ethos to support the identity, autonomy and empowerment of nursing 

home residents, it must also support the identity, autonomy and empowerment of staff.

This seems to suggest that while there must be dignity domains for residents there are also 

dignity domains for staff. Those organisations that support this through effective 

leadership are likely to provide an environment in which staff can raise concerns about 

inappropriate care. However, there is one potential further barrier to staff raising concerns 

and this is connected to the formal disciplinary process. Throughout the previous chapters 

the concerns expressed by participants in this study were on a continuum from minor to 

more serious behaviours. Towards the lower end of that continuum managerial responses 

may be addressed through discussion and training of staff. For the more serious concerns 

the managers are required to consider the need for a formal disciplinary response. Some of 

the study participants described such incidents and the subsequent investigations and they 

are explored in the next chapter.
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Chapter 7 

Crime and Punishment

“The procedures that are in place to protect staff...are better than the procedures 

that are in place to protect the client, and I think that is worrying. ” (3P)

This chapter explores the formal process used by managers to respond to concerns of 

breaches of dignity towards the more serious end of the continuum of abuse. Some of the 

managers participating in this study described their experience of allegations of abuse or 

poor care practices coming to their attention, and which they believed required them to 

formally respond through a disciplinary process. This process requires either the manager 

to witness the incident or for a staff member or a resident to report it. This process is 

governed by law and policy, and requires a degree of formality, because the consequences 

for the employee can potentially be the loss of employment. From the perspective of some 

of the participants, the formality of this process, and the potentially serious consequences 

for all those involved, had the potential to discourage them from reporting. For others, 

there was a concern that the process was more protective of staff than of the residents, as 

reflected in the quote at the start of this chapter. However, there were some frontline staff 

who found the appropriate use of this process by managers as supportive, giving them 

confidence that their concerns were well founded. Hence, the formality of this process 

could be both an enabler and inhibiter to the reporting of concerns.

Trust in Care and the Disciplinaty Process
While there is employment law governing the disciplinary process, which provides 

protections for staff from unfair dismissal, there is also policy governing how this process
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should work when there is an allegation of abuse made against an employee. This policy 

was developed by the HSE Employer Representative Division, and its full title suggests 

that it is primarily aimed at staff working in the HSE: “Trust in Care, Policy for Health 

Service Employers on Upholding the Dignity and Welfare of Patient/Clients and the 

Procedure for Managing Allegations of Abuse against Staff Members” (Health Services 

Executive, 2005). However, the researcher is aware that there is a growing expectation 

that this policy, and the principles upon which it is based, will be adopted both within the 

public and private nursing home sector.

One of the principles of the Trust in Care policy is that once a decision has been made to 

investigate an allegation, the manager should conduct a preliminary screening. This is to 

establish whether there is any substance to the allegation before deciding to proceed with a 

more comprehensive investigation. If a formal investigation is to proceed, then the policy 

requires a committee to be established (with the required skills to undertake the 

investigation). Within the health service, the local manager responsible for the service 

tends to be excluded from membership of that committee. Two managers within the HSE 

and one manager in the private sector reported their experience of investigations under this 

framework, and their experiences with regard to this policy will be explored later in this 

chapter.

What are Crimes?
Poor care practices and abuse are on a continuum, with, for example, minor breaches of

dignity at one end and serious abuse at the other. Along that continuum there needs to be a

threshold, which, once crossed, needs to be responded to in a formal way by a manager. It

is when this threshold has been reached that the discourse becomes concerned with

“abuse”, “allegations”, “statements”, “investigations” and “disciplinary procedures”. Any

staff member who witnesses behaviour that crosses that threshold, has to recognise that it
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has crossed that threshold and know that they have to report what they have seen to their 

manager. The manager, in receiving the information from the staff member, has to assess 

(or screen) what has been reported to them and make a determination that the allegation 

has crossed that threshold, and they now must “investigate”. This investigation process 

has the potential to pose a number of difficulties for the managers, making it difficult to 

reach a conclusion. Even where a conclusion is reached, there is also a difficulty in 

deciding on the appropriate “punishment” for the “crime”.

In the previous chapters, some behaviour described by participants could be regarded as 

actions that might have required formal reporting. In Chapter 4, there was a description of 

a staff member taunting a dying woman. In Chapter 5, a participant described a colleague 

giving a male resident an enema without his consent. Another described a colleague giving 

medication that was not prescribed. In Chapter 6, there was a description of a male 

member of staff making sexual comments about a naked resident, and the same worker 

inappropriately restraining a resident by tying his hands together. While some of these 

behaviours were reported, others were not. This chapter will explore those behaviours that 

were formally reported, within the context of how they were responded to by the manager. 

The “crimes” that resulted in formal action consisted of: staff asleep on duty; three separate 

accounts of staff either hitting or roughly handling a resident; and an alleged sexual assault 

of a resident.

Reporting Abuse - the Statement
The trigger for this formal process is the requirement on staff to formally report their 

concern. They are required to make a statement in writing, and they are required to sign it. 

Participants in this study described how the formality of this process had the potential to be 

a barrier to formally reporting their concerns. These difficulties concerned the potential to
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become unpopular with colleagues, negative reaction from managers, and the potentially 

serious consequences for the staff member being reported.

In Chapter 4, the practice, described by both mangers and frontline staff, of talking in 

confidence about the behaviour of colleagues was discussed as a helpful approach to alert 

managers to poor care practices, and allow them to take informal corrective measures. 

However, if a staff member is concerned about a more serious incident or incidents, and 

they have witnessed it (and the manager hasn’t), then a fornial statement is required. 

Without a statement, the manager may believe that they are unable to take formal 

disciplinary action. Formal action has a range of options, from a verbal warning, to a 

written warning, up to dismissal.

Given the formality of the reporting process, it is not surprising that staff faced all sorts of 

dilemmas about reporting their concerns. One participant, now in the private sector, but 

formerly in the public sector, recalled how she felt when faced with reporting her manager: 

“Even now it is very hard to be the whistle blower. As a nurse I feel sorry for any 

nurse that comes across any bad treatment of a patient because I think it would 

be really difficult, your life would be made helL.by management..! think, 

because if you turn a light on over a problem everyone is going to look at it, and 

somebody has to be in charge and somebody has to be responsible, and I think 

that management generally speaking in health care don V like to take 

responsibility...! know in the (facility) there was no way that! was going to make 

that complaint against that sister, no way, ! would have lost my job, or I would 

have had to leave; one or the other. ” (ION)

This participant was reflecting on the difficulties involved in reporting a manager, the ward 

sister. She had previously stated in her interview that the difficulties this manager created

234



were known within the organisation, and that other managers would not take responsibility 

for tackling the issue.

Given how difficult it can be for managers to instigate formal investigations, it is perhaps 

not surprising that managers might look for reasons why they cannot do anything. For 

example, another manager, in recalling the reluctance of staff to make formal statements, 

believed that without such statements she was unable to take any formal action:

“...yes they want to talk to me in confidence and they do not want their name 

mentioned, and that is putting everybody in a difficult situation but you know 

concerns do have to be formalised sometimes, and we will ask people to put 

things in writing, and they say that they would rather that they did not have to. 

But for me to do any kind of investigation I need something in writing... ” (16P) 

Presumably, having heard the information from the staff member, even if it is in 

confidence, does not preclude the manager from taking action if the information leads her 

to believe that a resident has been abused. The formal statement may now be the 

manager’s own recording of the conversation with the staff member. Indeed, the manager 

may also need to explore the application of the disciplinary procedures against a staff 

member for not complying with the request for a written statement.

In view of the difficulties of communicating concerns in writing, one of the participants in 

this study recalled how staff drew on peer support to encourage them to make the formal 

report. What added to the complexity of this story was that the person causing concern was 

another manager. In this unit, there were three managers covering different shifts, and one 

of the three was the cause of concern, with allegations that she was bullying both staff and 

residents. Participant 8N, who recalled the story, talked to her other colleague, who was 

aware of the problems, but felt unable to address the concern, because:
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“...they had developed a friendship outside of work and it was very difficult for 

her to do anything about that This is what happens I suppose in units is that 

people do actually become friendly with each other, and how do you challenge 

somebody's practice when you have boundaries that are unclear. ” (8N)

She went on to recall how the staff group supported each other in order to make a formal 

statement:

‘7 suppose then over a period of time of discussing things first of all and then 

saying what are we going to do I...said to staff then you have to actually put this 

in writing...so staff got together as a group as well and had to talk about it and 

one person felt that they could not sign something alone, so there was a statement 

written as a group from a number of staff and that was how the process got the 

ball rolling.'* (8N)

Participant 8N also recalled how the staff group were not confident that the overall

manager would deal appropriately with their concern, and therefore a copy was sent to

another manager. As this was a public facility, there are additional managers extemal to

the facility, and therefore there was another manager the concern could be reported to.

This manager also recalled the consequences for colleagues following the reporting and

subsequent investigation of the manager, and suggested that though they believed they had

done the right thing, they would be reluctant to do it again in the future. Here she recalls

the views of her colleagues;

“...it was about what have we set in motion. In some ways there was a huge

impact in terms of a lot ofpeople saying I will never ever do this again and will

never report anything like this again. Because the whole traumatic process was

around the formality of the interview process afterwards, and having to go in and

speak to somebody about the things that had happened. In some cases some of
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the things that were being said, it almost sounded like it was hard to believe that 

people had let things go for so long. I suppose.. .people did afterwards spend a 

lot of time talking, and trying to say gosh did they make the right decision, and 

obviously the consensus was yes they did, but it was not an easy decision to make, 

and it was not an easy process to have to work through. ” (8N)

Even though the staff members thought they had done the right thing in reporting the 

manager, they had found the investigation process difficult and distressing, resulting in 

them feeling that they would not do it again. It would seem essential that in such 

circumstances, staff are supported within this process, as failure to do so might result in 

staff being reluctant to report other concerns in the future.

In addition to supporting staff after a report is made, it also seems essential that staff know 

who to report their concerns to if it is their manager that is abusing the residents. Within 

public nursing homes, there is potentially access to a range of managers external to the 

facility. However, in the private sector, access to external managers to report to may pose a 

challenge. While larger, corporately owned nursing homes may have access to regional or 

corporate managers, the smaller independently-owned facilities would not have this 

external structure. In such situations, staff may be faced with reporting their concerns to 

external agencies or authorities, including, for example, HIQA, the HSE (elder abuse 

workers) or An Garda Siochana. It is perhaps easy to understand that staff might find this 

inhibiting, resulting in them being reluctant to report their concerns. If there are colleagues 

that share their concern, they may support each other to make a formal report. However, in 

the absence of that colleague support, they may need to seek support from elsewhere. If 

staff make a report to such external organisations, they may fear reprisals fi’om their 

employer, including being dismissed. Before looking at the legal protections and supports
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for staff, it seems usefiil to explore the disciplinary process itself - the organisational 

actions which occur subsequent to a formal report being made.

Disciplinary Process
While some managers described applying the Trust in Care policy as part of the 

disciplinary process, others did not. One manager described how she used the disciplinary 

process without referencing or appearing to apply this specific policy. In Chapter 4, this 

manager described her experience of undertaking a spot check on her nursing home at 

night and finding staff asleep. This discovery triggered her to formally apply her 

disciplinary procedures, and undertake a formal investigation, which is described in more 

detail here. The night staff had been instructed to sit with one of the residents for the night 

because she had been particularly ill. The manager described what she found on arriving 

to the facility at night:

“...now I happened to come in at Sam I had planned to do a spot check on the 

nursing home...I had walked in... (one) carer was asleep and (another) carer was 

sitting in the smoking lounge just looking at the TV. The (third) was sitting at 

the end of the bed (of the resident) in a nice comfortable armchair fast asleep. I 

called her by her name, and she did not wake up. I went to the lady and spent 

about five minutes checking her out, and she was responding to me. At the same 

time, this care assistant’s phone started ringing and she did not hear it So the 

next morning all three of them were suspended from duty...I don 7 believe in 

suspension all the time but...I had to sort it out and I had to let the staff see that I 

was not going to take any nonsense. I said you know from working with me that 

I will come in here any day at any time unannounced, and you will never know 

when that is going to be.... ” (7N)
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Night staff asleep on duty, or not paying attention to their duties at night, potentially puts 

the residents at risk. On this particular night, the staff had been required to sit with one 

resident who was particularly ill. Had there been a medical emergency, it seems likely that 

the staff member asleep at the end of the bed would have been unable to respond in a 

timely manner. Hence, the residents were at risk of coming to harm through neglect, and 

this, therefore, could be regarded as a form of abuse. This situation could also have serious 

consequences for the manager if the incident had come to the attention of the nursing home 

inspectors. While on this occasion nothing untoward had happened to the residents, the 

manager recognised that she had to take disciplinary action.

In many ways, this was an easy disciplinary investigation for the manager. She had found 

the staff asleep herself, and therefore, she had witnessed the incident, and so she had the 

evidence based on her own observations. Establishing the evidence requires the manager 

to measure what she has observed against a policy or procedure that is clear about the 

expectations of staff during a night shift. The behaviour has also to be considered within 

the context of the staff member’s contractual obligations.

Having established the facts of the “crime”, the next stage is to decide on the 

“punishment”. On this occasion, the manager decided that a written warning was 

sufficient. She went on to describe how this impacted on the staff and their approach to 

work:

“...so you feel the shock waves running through the nursing home and everyone

was on their toes everything stepped up a level then and that has continued...!

have to say since then I have never had any cause to suspend anybody because of

that, or I have never found anyone sleeping or dozing. ”  (7N)

Although on this occasion there had been no adverse outcome for the residents, the

manager clearly had to take action on the basis that she had to prevent anything from going
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wrong. It appears that the “punishment” was sufficient to send a clear message to the 

whole staff group that this was a serious incident and would not be tolerated. In addition to 

the “punishment”, the manager also continued to carry out random checks at night. 

Presumably, if something untoward had happened to one of the residents during the night, 

the “crime” would have been more serious, perhaps warranting a more serious punishment 

for the staff. In fact, if something untoward had happened, it may have also had serious 

consequences for the manager. The regulators, family members, and the public may 

believe that serious questions need to be asked of the manager for allowing a culture to 

develop which “allowed” staff to be asleep on duty.

The same manager also had another incident that required investigation, but this time she 

did not witness the event herself. Although alerted by one of her care assistants, she 

obtained the story from the resident directly:

“...during the morning report, which I always stand in on...a care assistant came 

in to me saying that she needed to speak to me...it was one of the night staff, she 

had stayed behind while report was going on and met me outside...she informed 

me that one of my ladies... had been slapped in the face during the night by the 

staff nurse...the (care assistant) found (the resident) upset and crying...It 

happened about 6am... (and had happened because) the lady kept asking for a cup 

of tea... ”

There are two factors worth considering here. Firstly the manager was operating an

organisational culture that provided a meeting forum where staff could raise their concerns.

The “morning report” being described here is the handover from the night shift to the day

shift. These meetings allow for continuity of care, and also allow staff to talk about things

that might be concerning them. Secondly, the manager described the resident as someone

who could be demanding, and required staff to know how to respond to her. Therefore, an
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allegation that a staff member had hit this particular resident was perhaps taken more 

seriously because of this contextual knowledge. The manager described interviewing the 

resident:

“I went up to the lady and sat with her and she told me what had happened and 

she said please don 7 let her look after me again. I said that I would not let that 

happen...! phoned the staff nurse and told her I needed to see her 

immediately... she came in that afternoon, I spoke to her and she said yes she had 

done it..I suspended her from duty and told her that I had to get the full facts. 

Now I did say this is very clear, and you are admitting to having slapped this lady 

on the face, now that to me is gross misconduct, but I am going to suspend you 

and get all the facts... she just said ok, did not seem to have a care in the world. I 

told her she was suspended on full pay, and I will have the hearing as soon as 

possible. That was the Monday evening and I had the hearing on the Friday 

morning out of the nursing home, and I terminated her contract that day. I then 

thought that the Nursing Board needs to know about that. ” (7N)

The first requirement for any manager considering employee misconduct is that they must 

satisfy themselves that they have proof that the incident happened. In this story, that proof 

came in an admission from the staff member herself However, fair process still requires 

the manager to conduct an investigation, and to have a hearing in which staff members 

have the opportunity to defend themselves. Having established the “crime”, the next step 

is to decide on the “punishment”, and on this occasion the manager believed that there 

were sufficient grounds for dismissal. The manager went on to describe how she informed 

the local inspectors, and had considered informing An Garda Siochana. However, she had 

not done this, as the resident was upset at the prospect of police involvement. During the
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interview, the manager considered that with the benefit of hindsight she should have 

notified the An Garda Sfochana.

In this story, the manager had considered that the incident had implications for the nurse’s 

professional registration, and she was aware of her obligation to report her to the body 

responsible for the profession. Therefore, the manager had reported the nurse in question 

to the nursing registration body. An Bord Altranais, and following an investigation, the 

nurse was subsequently struck off the professional nursing register. However, as there was 

no criminal conviction, there might be little stopping her from working as a care assistant 

at a later stage. As a care assistant, she would not require her nursing registration. Her new 

employer would be required to obtain a police check, but because the matter was not dealt 

with by them, the check would be clear. Of course, the new employer should obtain 

references from a previous employer, and therefore, obtain the information that the person 

had been dismissed following an assault on a resident. However, this manager was 

concerned that another employer had taken on the person she had dismissed (who had been 

seen working in another facility), without obtaining a reference.

The Investigation - Public Services
Two of the managers of public nursing homes described their experience of investigations 

of allegations of abuse made against an employee, hi this context, they described the 

application of the Trust in Care policy, and their experience of either carrying out the 

investigation, or of others coming into their facility and carrying out the investigation 

within the framework of this policy.

In the following account, the manager had received an allegation from a cleaner within one 

of the units that a staff member had thrown a patient on to the floor. The patient had 

dementia and had been aggressive towards the staff member, and in response the staff
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member had reacted aggressively towards the patient. The manager recalled an external 

investigation committee being established and:

investigation took place, we had done a screening and then an external 

investigation team investigated the situation, and it was a fair investigation and 

they just could not prove it. I don V believe that it happened exactly as the cleaner 

said, but certainly aspects of it happened, and so I got the (investigation team's) 

report, and it was very unsatisfactory the report It really was not great, it was 

not strong enough, it did not put itself out on a limb in any way. I then asked 

certain specific questions of the investigation team, and they sent me back a 

response, again not answering them. It was ascertained that the patient was on 

the floor, and that he was lifted back into the chair, and so now I was in the 

position that I needed to engage with this care assistant for lifting the patient off 

the floor, which is against hospital policy, and also that he did not report that the 

patient had fallen. ” (13P)

The investigation had established that the patient had been on the floor, that the staff 

member had not reported the incident and had picked the patient up off the floor, contrary 

to the lifting and handling policies. Hence, the only finding proven against the staff 

member was failing to comply with the incident reporting, and the lifting and handling 

policy. The manager had not been able to raise this with him because the staff member had 

been on sick leave since the allegation. However, she was clearly fhistrated by the 

findings of the investigation team, and thought that there were avenues not explored by 

them.

Another manager also had a degree of finastration with an investigation under the Trust in

Care policy fi'amework, but for different reasons. The manager had received an allegation

that a staff member had assaulted a resident:
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“...and she reported an incident to me which absolutely horrified me, and I don V

think I have got over it yet and...she reported to me that a member of staff had

been very unkind to her the previous evening...as they were getting her into bed,

the staff member gave her two awful whacks on the affected hip. ” (16P)

The resident had recently had a hip replacement and was in the facility rehabilitating. The

staff member who had witnessed the incident was distressed by what she had seen:

“...yes she came forward, so she was very traumatised, and the staff were very

upset and annoyed that this could have happened here. ”(16P)

As required by the policy, the manager contacted the personnel section in the HSE and

requested that an investigation be undertaken under the Trust in Care policy:

“So I asked for the whole incident to be formally investigated and it was formally

investigated. Statements taken and people interviewed...then there were a whole

series of events that was very traumatic. I don’t think the situation was dealt with

at all properly by the Health Board. It was very traumatic, I had to get

counselling myself afterwards for it.” (16P)

An investigation team had been established and consisted of other HSE personnel. The

manager was not part of this team but was interviewed by them, along with other staff

within the facility. The investigation concluded that the allegation was proven. While the

investigation process (formal interviews) can be stressful and upsetting for staff, what had

distressed this manager was the “punishment” not fitting the “crime”:

“I felt that the lady who committed the crime (the staff member), because it was a

crime, she was not dealt with properly at alL. I was phoned on a Friday and told

to take her back on the Monday, and I said no, and I said the staff were not ready

to take her back. I would only take her back under certain circumstances... and

one of them was that she was always to work under supervision. ” (16P)
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The investigation team estabhshed under the Trust in Care policy is required to establish 

whether the allegation is proven or not. If proven, the disciplinary decisions are taken by 

other, more senior managers within the HSE. Although this manager is responsible for this 

facility, she is not responsible for the final decision in relation to her staff. Adding to the 

manager’s distress was the difficulty of dealing with the anger of the resident’s family who 

did not want this staff member to return to work in this facility.

The manager recalled the staff member returning to work on the following Monday. Other 

staff were unhappy with this arrangement:

“...the staff were absolutely scared to go for a break while she was there, so after 

two days they came back up to me and said that they could not have her. So then 

I had to talk to her, and I had to ask her to take some leave until we could sort it 

out Then she went on sick leave and I sent her to occupational health and it was 

recommended that she should go for anger management and counselling, but she 

would not do any of those, so then she got early retirement. ” (16P)

The manager did not think that the “punishment” fit the “crime”, and neither did the family 

members, and other staff who had to work with the staff member. The manager found 

herself caught between the findings of the investigation team and the decision to return the 

staff member to work. It is perhaps not surprising that the manager found the situation 

traumatic and required counselling and sick leave, and this highlights the importance of the 

significant support that managers, staff, and more importantly, the residents and their 

families need throughout the investigation process.

Another manager recalled her previous experience as a manager within a public nursing 

home, and described how the disciplinary process could take a long time and that, during 

that process, they got little feedback regarding what was happening:
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“I suppose that we got very little feedback in terms of what was happening 

afterwards, and what was going to be happening. All that we know was that she 

was suspended with pay, and that went on for quite a long time that she was 

continued to be paid while being suspended, and so people did not know one way 

or the other what was happening, and the feedback was poor and that, but I 

suppose eventually the person was dismissed... I would have thought that it was a 

year at least that she was suspended and paid (before being dismissed). ” (8N)

The Trust in Care policy provides for staff to be suspended on pay during the investigation 

process, because there is a presumption of innocence until the allegation is proven. 

However, this seems a lengthy process with significant financial implications, as the 

nursing home will need to pay additional staff member costs to cover the suspended staff 

member’s absence.

It was not evident from the interviews with the managers in the public sector why the

process should take such a long time. It may be because the conclusion of the process is

out of their control. The Trust in Care policy requires that the findings of the investigation

process are forwarded to the HR managers, who are then responsible for the disciplinary

action. However, those responsible for carrying out the investigations may not be

comfortable with the investigating process, and this may add to the delay. For example,

participant 13P, had also been a member of an investigation team under the Trust in Care

policy and reflected on the complexities of these kinds of investigations, and of feeling ill-

equipped for the responsibilities it entails:

‘7  have been involved in Trust in Care investigations myself...in a number of

them and it does concern me greatly. I know it is...great for protecting you in

procedures but I am not sure that we have that much expertise, we had a small

amount of training on this, and you are chosen to participate because of your
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professional ability, but I am not sure that you are chosen because of your 

investigation ability. Your ability to write, your ability to protect yourself and 

how you say a thing, and because of that people like myself will write it as we see 

it, and other people will be protective of their reputation and will be hesitant of 

making decisions... on the balance ofprobability. I have become aware that you 

could end up in a court, and I am not certain that we are really prepared for it, 

and so you will find that people like me that are maybe naive. ”  (13P)

While she was of the view that she had professional nursing competency, she is not sure 

that she had the skills required to undertake investigations, particularly the analytical 

writing skills required to come to decisions based on the balance of probability. Where 

there is direct evidence of the staff member committing the misdeed, in other words, 

witnesses (more than one), or an admission by the staff member, then it is easy to imagine 

that coming to a conclusion may be straightforward. However, if there is not such direct 

evidence, or only one witness, and the accused is denying the allegation, then the 

investigation must come to a conclusion based on the ‘'balance of probability” as required 

by the Trust in Care policy. Participant 13P recalled finding the evaluation of evidence 

problematical. However, she was also aware that failing to come to a conclusion can create 

difficulties for managers and staff.

The Investigation - Private Sector
Earlier in this chapter, one of the managers in the private sector recalled how she 

implemented disciplinary proceedings having found staff asleep on duty. Her descriptions 

of the actions she took seem very different fi-om those of the manager in the public sector. 

Indeed, one manager recalled how she experienced that difference having recently left the 

public sector for a managerial position in a private nursing home. The management of
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disciplinary proceedings was one of the major differences she saw between the public and 

private sector:

“I would feel that in the private sector it is a bit easier that we would have a 

management meeting every Monday morning, and maybe I am just fortunate that 

the organisation I am working in and issues are raised. We talk about patient 

care issues and staffing issues, and if there are people we are concerned about, 

and we would schedule appointments so we would actually bring people in and 

talk to them about the issues that are raised. We would have a disciplinary 

procedure which is very similar to other organisations but we have the ability to 

put somebody on a final warning or...if necessary we would let people go. ”  (8N)  

During her nine months in the private sector, she recalled having dismissed four members 

of staff In her previous years of experience in the public system, she could only recall one 

staff member leaving following an investigation (the person was not dismissed, but retired 

on health grounds). While she saw this as a benefit, it also presented challenges:

“So I would say that in the private sector there are less layers of bureaucracy, so 

you kind of get to those kind of things that you need to get to quicker, but the 

down side of that is, in terms of me and my role, is that I have less support. ” (8N) 

Undertaking disciplinary investigations is undoubtedly uncomfortable and potentially 

difficult. Within the public sector, managers have access to HR support, including a 

managerial hierarchy. For this manager, because she worked for a nursing home group, 

there was a degree of HR support. However, for the smaller single-owner facilities, this 

may present a challenge. It is understandable that there might be some comfort in 

knowing that there is the support of a remote HR department, and that the responsibility for 

investigations rests with others. However, as the experiences of the managers here

demonstrate, it has the potential to disable the manager from managing.
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However, one manager in the private sector thought that the Trust in Care policy provided 

her with a framework to ensure that an appropriate investigation took place when required. 

She recalled the following incident:

“...a resident who came to the assistant director of nursing and said that a man 

had put his hands on her legs in the middle of the night So it was an allegation 

that a male member of staff ..it was quite specific in terms of the allegation, she 

kind of woke up and felt this man with his hands on her legs she knew it was 

three in the morning because she had checked the clock, but she could not say 

what night it was, or when it had happened. It was great that the Trust in Care 

guidelines were there, because you could take it out and see what we have to do, 

it is very clear and very specific in terms of how you start and what you need to 

do.” (8N)

She recalled undertaking the investigation, in which she invited a colleague and the GP to 

form an investigation committee. One of the difficulties with this investigation was that 

there was no specific employee identified by the resident. The investigation process was 

helped by having CCTV cameras installed within the corridors of her facility:

“We had the CCTVfootage, so we can look and see if there is anything untoward 

you know, set up an investigation team and have a look at that, and get the GP to 

see the person and have them put forward for a psychiatric review and interview 

all the staff We did not have a name so we had to interview staff on both sets of 

night duties, because there is night on and night off. And then come to a 

conclusion I suppose, and maybe the difficulty around that is coming to a 

conclusion, you can do all the investigation and it can be staring you in the face, 

but it can be difficult to say well, ok, well what is our conclusion. That is a really 

important thing, you have to have a conclusion. It would be our thing to tell the



family what we are doing, and tell them about the guidelines that we are 

following, and keep them informed throughout every step of the investigation, 

and trying to keep them reassured. ”  (8N)

This appears to be a serious allegation, suggesting sexual abuse. The manager recalls the 

process of gathering evidence, including CCTV footage from the corridor outside the 

resident’s room. Though there was little evidence to support the resident’s allegations, she 

found it difficult to come to a conclusion. What this manager is reflecting on here is the 

burden of proof required to either prove something happened or did not happen. In this 

story, it is the resident making the allegation. A starting point often in these situations, is to 

establish the credibility of the “witness”. The manager sought an input from the GP and 

psychiatry to assist with that part of the evaluation. The question here may be whether the 

person making the allegation might have dementia, or another psychiatric condition. 

However, whether the person has dementia or not, does not mean that they are not telling 

the truth. It is also worth recalling the discussion in Chapter 6 about the meaning of 

intimate personal care, and the potential for nursing home residents to experience this as 

“sexual abuse”. For example, if the resident was wearing continence wear, it might be 

possible that a staff member had entered the room to check that the pad had not leaked. 

This may have been done without appropriate explanation. Or, there may have been a 

sexual assault, which would require the manager to have some element of belief that it is 

possible that someone might want to sexually abuse a resident. Furthermore, given the 

serious nature of the allegation, consideration should have been given to notifying An 

Garda Siochana. The allegation was not reported to the HSE.

What is also interesting in this story, is the use of CCTV cameras to monitor residents and

staff In this facility, the CCTV cameras are only used in the public spaces, corridors and

the nurses’ station area, and while it might raise ethical questions about the right to
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privacy, data protection legislation provides safeguards in this regard. There are clear 

requirements on managers of nursing homes that if they have CCTV cameras in place, it 

must not breach the privacy of the resident. Therefore, while CCTV cameras might be 

allowed in “public” spaces, like corridors or communal living spaces, they cannot be used 

in bedrooms. In terms of the manager undertaking her investigation, CCTV footage was 

likely to be invaluable as the door to the resident’s room could be clearly seen. In her 

view, the CCTV provided evidence that although staff members were seen entering the 

resident’s room, none of them matched the description provided by the resident. The 

manager was of the view that the CCTV footage provided good evidence that the incident, 

as alleged, could not have happened, and yet the manager recalls finding it difficult to 

come to a conclusion.

Analysis
A number of themes can be identified fi'om the experiences of staff and managers of 

formally reporting concerns, and the subsequent investigation of those concerns. The 

environmental model being used to analyse the findings of this study allows for external 

infiuences to be considered, and in the context of this chapter, this is of critical 

significance. The primary focus of these external infiuencers (for example HIQA, the HSE 

and An Garda Siochana) is concerned with overseeing the actions of managers, by 

ensuring that there is appropriate investigation and management of allegations of abuse. 

The role of external agencies may also be critical in supporting staff to report their 

concerns, particularly where staff feel unable to report to their own manager (in other 

words, where staff are using formal whistle blowing procedures). A secondary focus of the 

external influences is concerned with ensuring that the right of the resident to be protected 

from abuse is upheld. Advocacy (including relatives) may have a critical role in ensuring

that the resident’s right to protection is upheld.
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In terms of the environmental model, the findings in this chapter have significant 

implications for the organisational environment of the nursing home. Clearly, the nursing 

home and the manager need to have policies, procedures and the skills to support an 

effective disciplinary policy which provides protections for both staff and residents. 

Within this context, there appear to be significant differences between how the public and 

private sector apply the disciplinary process, with significant implications for both staff 

and residents.

Finally, there is a strong theme in this chapter of the emotional context of the disciplinary 

process, from the perspective of the resident, the staff member reporting the concern, and 

the manager carrying out the investigation. Presumably, for the staff member accused of 

wrongdoing, there is also a strong emotional context to being investigated. In the context 

of the personal-supra-personal environment of the nursing home, this has significant 

implications. Staff and residents may need team-targeted support during and after 

investigations have been completed. These themes are explored in more detail within the 

environmental model.

External Influences
When allegations of abuse within nursing homes are made, clearly, the staff, the residents, 

and the managers have a vested interest in the investigation and the outcome. However, 

there are also external agencies that have an interest, including HIQA, the HSE, 

professional regulation authorities and (where a crime has been committed). An Garda 

Siochana. In addition to the formal agencies, there may also be family or friends of the 

resident who have a vested interest in the outcome. It seems worth exploring the roles and 

responsibilities of the nursing home managers and the extemal agencies, and whether 

effective cooperation could improve this process.
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Investigating Abuse in Nursing Homes - the UK and Irish Experience
In both England and Ireland, the managers of nursing homes have a regulatory requirement

to notify the inspectors (CQC and HIQA) of abuse allegations. However, their role and 

responsibilities regarding the allegations is significantly different. It is not their role to 

prove whether an incident happened or not, but whether the nursing home have 

investigated the matter appropriately, and whether they have complied with relevant 

policies and procedures. The context of the allegation, or the way in which the manager 

investigated the allegation, may alert the regulator to the need to carry out an inspection, in 

order to establish that the nursing home is complying with the regulations.

Chapter 2 explored the development of the Safeguarding Adults Boards within the English 

local authority county councils, which bring together all relevant agencies concerned with 

preventing and protecting vulnerable adults, including those in residential care. These 

Boards include the inspectors responsible for regulating health and social services, as well 

as both the voluntary and private sectors. The Safeguarding Boards agree a common 

reporting and working together process for abuse allegations. While this reporting process 

includes allegations of abuse of people at home (such as abuse by family members), one- 

third of all reports concern adults abused within a residential care facility (Action On Elder 

Abuse, 2006).

In Ireland, the number of abuse cases in nursing homes reported to the HSE Elder Abuse 

case workers is lower. In 2008, this amounted to only 7% of all allegations, although by 

2009, this had increased to 10% (Health Services Executive, 2008b, Health Services 

Executive, 2009b). While this might suggest that less abuse happens within Irish nursing 

homes, it must also be recognised that the operation of the Irish policy is relatively new, 

compared to England. The English reporting system has seen substantial increases in 

reported cases during the 10-year period of the operation of the policy, possibly due to the
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large numbers of staff trained in recognising and reporting abuse (Department of Health, 

2009d). Hence, it seems likely that as awareness increases in Ireland, the number of cases 

will increase, including those in nursing homes.

The Safeguarding Adults Boards in England place a significant emphasis on the 

importance of interagency working. However, there has been some confiasion with regard 

to roles and responsibilities, resulting in varied engagement from agencies across the 

country, and different practices and experiences have emerged in different parts of the 

country (Perkins et al., 2007, Department of Health, 2009d). The Department of Health in 

England, in concluding its review in 2009, acknowledged that effective interagency 

working in responding to allegations of abuse was an effective approach when agencies 

engaged, and in early 2010, it announced that it intended to put the Safeguarding Adults 

Boards on a statutory footing in order to ensure appropriate engagement from all agencies. 

Within England, health and social services are different agencies (unlike in Ireland where 

social services are part of the health service). Social services have the lead responsibility 

within the Safeguarding Adults Boards for coordinating the different agencies in 

responding to abuse allegations. Within the context of this chapter, where participants 

describe formal investigations, An Garda Siochana and the regulators are the key agencies 

that may be required to be involved. While social services coordinate their activities, they 

may also be required to undertake specific actions as part of the response.

Returning to the investigations undertaken by the managers discussed in this chapter, the 

roles and responsibilities of different agencies have been explored to some extent. The 

manager of the nursing home has a central role in the stories outlined. For example, when a 

staff member commits a “crime”, it is a disciplinary matter, and the manager is responsible 

for the disciplinary process. However, if the “crime” is regarded as a criminal matter, then

An Garda Siochana have a role in determining whether a criminal investigation is required.
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The manager and An Garda Si'ochana should begin communicating as soon as the 

allegation comes to light, as the gathering of evidence by An Garda Sfochana could be 

unintentionally hindered by the manager’s gathering of evidence for a disciplinary 

investigation. In terms of the investigations described in this chapter. An Garda Sfochana 

were not informed in any of the accounts given by the managers. One manager recalled 

discussing reporting the allegation to An Garda Si'ochana with the resident, but because the 

resident did not want police involvement, it was not reported.

In contrast, the nursing home inspectors were informed in one of the accounts explored 

above. At the time of this research, the inspectors were part of the health service, and had 

a responsibility for formally investigating complaints about the care of nursing home 

residents. This responsibility has since transferred to HIQA, and the responsibilities 

remain largely the same. The potential gap in the process in Ireland is the role of the HSE 

within an interagency response to the kinds of concerns being explored within this chapter. 

Within the English policy response, this role is undertaken by social services, which has 

the key responsibility of coordinating the activities of the police, the inspectors and the 

nursing home manager.

To facilitate this, social services have procedures which require the agencies to meet and

agree what actions, if any, they will take. These are referred to as strategy meetings, or

case conferences. They are chaired by social services, and have the purpose of clarifying

roles and responsibilities with regard to any action required to be taken, and to ensure that

information is shared between the different agencies. Therefore, in the investigations

described in this chapter, social services should be notified along with the inspectorate.

Social services may also need to consider whether any organisation or members of the

public might need to be informed, as fiarther admissions to the nursing home may need to

be suspended until the outcome of the investigation into the allegation is known. If there is
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confidence in the manager conducting their investigation, and there are no other concerns 

about the service, then there may be no requirement for any other agency to undertake any 

further actions. However, if there are broader concerns about the facihty, then there may 

be a requirement for the local authority to consider a more comprehensive approach. In 

other words there may be a requirement to investigate the service itself

Investigating Standards
Though this chapter has been concerned about specific allegations which require specific

investigative actions, there may be other circumstances where there is no specific

allegation, where the concern is about the standard of care. One of the managers of one of

the public nursing homes participating in this study recalled a former employee making

multiple allegations about the care of residents in her facility. Much of what was alleged

was about care practices. In light of the concerns, senior managers within the HSE decided

to commission an independent review (investigation) of the care in the facility. At the time

of the interview with the manager, this investigation was ongoing.

There are two factors worth noting about this story. Firstly, in the absence of specific

allegations which identify specific staff, the normal disciplinary procedures cannot apply

because those procedures rely on those specifics. What might be the trigger for the

concern might be the types of poor care practices at the lower end of the abuse continuum.

However, if these are not being addressed by the manager, it may impact on the general

approach by the majority of staff. Secondly, where there are such broad concerns, it might

be appropriate that an investigation is conducted by personnel who are external to the

nursing home, and excludes the manager. It may be possible that there are fundamental

issues with the management of the facility, and therefore the manager’s involvement in the

investigation may not be appropriate. Within the health service in Ireland, there is an

established practice of commissioning external investigations into public care facilities or
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hospitals, although more recently some of these investigations have been undertaken by 

HIQA. On occasion, the failure of the HSE to appropriately investigate such concerns has 

resulted in complaints to the Ombudsman, who has subsequently carried out its own 

investigations. With regard to the private nursing homes, the practice of externally 

commissioned investigations is not an established practice. Currently, such 

“investigations” are likely to be carried out by HIQA as part of its regulatory function, 

though there is little publicly available information regarding how this works in practice.

It seems worth comparing the Irish approach with the experience in England, because the 

latter has been in operation for longer and information is more readily available. In 

England, CQC have the statutory responsibility for ensuring that nursing homes comply 

with standards and regulations, and as part of that process a rating system has been applied. 

Therefore, nursing homes are not just assessed as to whether they meet the standards. They 

are also rated regarding how well they meet those standards (as poor, adequate, good or 

excellent). What seems worth noting with regard to the English experience, is the 

relationship between nursing home standards and ratings provided by CQC, and the 

outcome of nursing home abuse cases reported to social services. Although this 

information is not collated nationally, some information is available from annual reports on 

social services websites. A cursory glance at those reports demonstrates that following 

interagency investigations, nursing homes are effectively closed, even though they 

continue to be registered and assessed by CQC to comply with standards. This is only 

effective where the majority of the nursing home’s residents are funded by social services, 

because as the commissioner of the service they can terminate the contract (having decided 

it does not meet contractual obligations). This effectively closes the nursing home, 

because they do not have an income. If social services are concerned about a facility, it
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can suspend placements until matters are resolved, or they can withdraw contracts and 

subsequently move the residents.

Following a request by the researcher, CQC have provided information on the number of 

facilities that had their rating suspended. In 2009, the total number was 20, although this 

figure represents all regulated services, including day care and disability. Although it is 

difficult to get the data nationally, a cursory glance at the annual reports of the 

Safeguarding Adults Boards would suggest that many more nursing homes are closed by 

withdrawal of contracts (and therefore by social services) than by withdrawal of regulatory 

status. The difficulties that local authorities face in this regard have been highlighted as 

part of a national review of the experience of the Safeguarding Adults Boards, which 

recommended a review of the Care Standards Act (Department of Health, 2009d). In 

2010, a new regulatory system is in the process of being implemented, so it remains to be 

seen if this will be more effective at regulating poor nursing homes out of the system.

On a similar note, it is worth exploring the finding of an investigation into the Mid 

Staffordshire NHS Foundation Trust in England, as there appears to be a key message 

about how standards should be monitored. The hospital services provided by this NHS 

Trust were inspected in 2006/7, the conclusion of which was that the Trust was meeting all 

current standards. However, at about the same time it emerged that it had an unacceptably 

high mortality rate resulting in a large-scale inquiry which found substantial shortcomings 

in patient care (Healthcare Commission, 2009). An independent inquiry was established 

and reported in early 2010. While the findings substantiated a number of shortcomings in 

patient care, it also questioned the role of the authorities responsible for regulating the 

Trust, suggesting that the focus on standards without taking into account the patient 

experience may not expose unsafe care (Francis, 2010 ). The new inspection process being
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implemented by CQC will give a greater focus to residents’ experiences, so it will be 

interesting to see if this new regime will improve the overseeing of regulatory compliance. 

In Ireland, the task of regulating nursing homes (and hospitals) lies with HIQA, and it has 

the authority to remove a nursing home’s registration if it is not complying with the 

standards, although it has to apply to the courts in order to do so. In March 2010, HIQA 

took its first action in this regard with a nursing home in Bray, Co Wicklow. Before 

reaching a decision to remove a nursing home’s registration, HIQA will provide the 

nursing home with the opportunity to put in place corrective measures. This process now 

applies to both public and private nursing homes. However, what is not clear at present is 

how effective this process is at ensuring that poor care practices and abuse across the 

continuum are detected and prevented. Hopefully, this will become evident in the coming 

years. However, the role of the HSE (for example, the elder abuse case workers) in relation 

to specific incidents of abuse, and where this sits with HIQA inspectors responsibilities is 

not entirely clear at present. Particularly with regard to and any subsequent investigation . 

Although the interagency process within the Irish elder abuse policy required the setting up 

of regional steering committees, it does not seem to have established the interagency 

collaborative working that might be required for effective investigation of poor care 

standards. There are few published data available in Ireland on how this interagency 

process works. The researcher is aware that there has not been a practice of holding 

strategy meetings as required in the procedures in England. A recent review of the elder 

abuse policy in Ireland has suggested that this is an area that requires additional monitoring 

(PA Consulting, 2009b).

Regulating the Workforce in Nursing Homes
Earlier in this chapter, one of the managers who had dismissed a staff member for causing

abuse to a resident became aware that the person was now working in another nursing
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home. While the staff member had been referred to the nursing board and had been struck 

off the nursing register, the question regarding whether she might now be working as a 

care assistant was posed. In acknowledgement of this potential for unsuitable workers to 

slip through the net and secure further employment with vulnerable groups, the 

government in England has established the Independent Safeguarding Authority (ISA), 

which will operate a Vetting and Barring Scheme. The ISA has been established on a 

statutory basis through the Safeguarding Vulnerable Groups Act 2006 (2006). When the 

scheme is fully implemented, any organisation providing services to vulnerable groups, 

including children and adults, will be required to only employ staff that have been vetted 

by the ISA. In undertaking that vetting, the ISA will check for criminal convictions. 

However, it will also consider other relevant information (including “soft information” or 

intelligence held by the police) that would make that person unsuitable to work with 

vulnerable groups (Independent Safeguarding Authority, 2010). Since October 2009 all 

employers providing services to vulnerable groups have had a legal duty to report to the 

ISA if they dismiss someone for causing harm to a service user.

Therefore, had the above incident happened in England, the manager would have been 

legally required to inform the ISA, which highlights the potentially serious consequences 

for one “offence”. However, the ISA will consider the seriousness of the actions of the 

staff member before making a determination as to whether it warrants the person being 

barred from working with vulnerable groups in the future. Northern Ireland has similar 

legislation which also provides for the barring of persons from working with vulnerable 

groups. Within an Irish context, the absence of these safeguards has been noted. Reports 

have recommended additional legislation to provide for police vetting to be extended to 

include the sharing of “soft information” to employers (Law Reform Commission, 2009b,

Department of Justice and Law Reform, 2004). To date, this is has not been progressed.
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Returning to the experiences of the manager with the staff member, she did not report the 

staff member to An Garda Siochana, and therefore a criminal investigation did not take 

place. However, even if the matter had been reported, the likelihood of a criminal 

prosecution may well be slim. In England, an analysis of reported abuse cases showed that 

only 0.78% resulted in a decision to proceed with a criminal prosecution (Action On Elder 

Abuse, 2006). There is no reason to presume that the situation would be any different in 

Ireland, highlighting the critical importance of having other safeguards in place to ensure 

that employees are safe and appropriate to be working with vulnerable groups, something 

that does not currently exist in Ireland.

Regulating "Professionals"
In this story, the manager also reported the staff member to the nursing board. When a 

referral has been made, the nursing board will conduct an investigation (by its Fitness to 

Practice Committee) and will provide the staff member accused of wrongdoing an 

opportunity to defend themselves. If a nurse is found to have breached professional 

standards, the board has two options. It can decide that the nurse can continue to practice 

with certain conditions attached to their registration, or their name can be removed from 

the register. These decisions have to be endorsed by the High Court (An Bord Altranais, 

2010).

While this provides clear safeguards for the public by ensuring that professional

misconduct can result in someone being barred from professional practice, there are

currently no such safeguards in place for care assistants. The Health and Social Care

Professionals Act 2005 came into force in 2007, and provides a formal registration process

for a wide range of professionals, including social workers, physiotherapists and social

care workers (2005). The Health and Social Care Professionals Council (CORU) is the

body that has been established to implement the registration process, but at the time of
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writing it has yet to commence its work (CORU, 2010 ). Currently, care assistants have 

not been identified as one of the groups of staff to be brought within the legislation, and 

while a Minister can decide to bring other professionals within the scope of the Act, CORU 

will have to have regard to the “professional” status of the work. The Law Reform 

Commission, in looking at the legal aspects of domiciliary care provision, concluded that 

domiciliary workers, because they did not have professional status, could not be brought 

within the scope of the Act, and therefore, other measures are required to regulate this 

workforce (Law Reform Commission, 2009b). This adds to the necessity of having some 

other process in place to regulate the workforce, for example, by either enhanced vetting 

arrangements or by amending the Health and Social Care Professionals Act so that care 

assistants can be brought within the scope of the safeguards provided by this legislation.

Punishment Fitting the Crime
Having conducted an investigation and reached a conclusion that the alleged abuse has in 

fact taken place, the manager has then to decide on the appropriate disciplinary action - in 

other words deciding on the “punishment” for the “crime”. While it might be obvious that 

some “crimes” will warrant a staff member being dismissed, on other occasions there may 

be mitigating circumstances, or perhaps the “crime” is not particularly serious. Perhaps, 

with some remedial attention (for example additional training or counselling) the staff 

member can return to work. However, this has to be balanced against what external 

agencies, such as the regulators or professional regulatory bodies, might expect. Hence, 

there may be a need for some discussion or agreement between these bodies and the 

nursing home industry concerning the kinds of behaviour and mitigating circumstances, so 

that there can be a shared understanding about the “punishment” fitting the “crime”.
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Relatives and Advocacy
Advocacy (by either a formal advocate or by relatives) was explored in Chapter 6, and it is 

worth commenting on its role in the context of disciplinary proceedings as described in this 

chapter. In this context, advocacy has perhaps two important ftinctions. Firstly, although 

some residents are able to speak up for themselves (as described above), others may not be 

so confident. In such situations, a resident may find it helpful to have a relative or 

advocate supporting them. Although it is not up to the resident or the advocate to decide 

on the “punishment” for any staff member that has abused them, it would seem appropriate 

that their views and wishes are taken in to account.

Secondly, and perhaps more importantly, the advocate may be required to alert the external 

authorities if they believe the manager is not investigating the staff member appropriately. 

This chapter began with a quote from one of the participants, who was concerned that the 

procedures to protect staff (that is, disciplinary procedures) were better than the procedures 

to protect the residents. While managers have to ensure that they have procedures in place 

to protect staff from unfair dismissal, this has to be balanced with the rights of the resident 

to be protected. If an advocate believes that the residents’ rights are not being protected, 

they can alert the external authorities (for example HIQA or the HSE elder abuse workers). 

For those residents who have cognitive impairment and have no family members to 

represent them, formal independent advocacy may be of critical importance in ensuring 

their right to protection is upheld.

Whistle blowing Legislation
Reporting a colleague to the manager may potentially cause the staff member to be worried

about negative reactions from their manager or other colleagues. Reporting a manager to

an external agency may place additional stresses on staff and may result in reprisals. In

2007, legislation was put in place to protect staff in such situations. However, it seems
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worth looking at the experience in the England, which has had similar legislation in place 

since 1998.

In Ireland, the Health Act 2007, which amended the Health Act 2004, provides protections 

to staff that make reports about a health service that is harming or is likely to harm the 

health and welfare of people using health services (2004, 2007). The staff member must 

have reasonable belief that the harm is occurring, and they must make their report to an 

authorised person in good faith. While the legislation is clear that an employee in a HSE 

service (or a service specifically contracted by the HSE) would be protected from adverse 

consequences to their employment, it is not specific about private nursing homes. The 

Law Reform Commission have examined this very issue and came to the view that the 

Health Act 2007 did provide protections to private nursing home staff. The Commission 

concluded that the amendments provided by the Act “appears to protect employees of 

residential institutions and private nursing homes not operated by the HSE or contracted to 

provide services on behalf of the HSE from liability for disclosing information to the chief 

inspector” (p. 127) (Law Reform Commission, 2009b).

In England, the legislative response to whistle blowing has been more comprehensive, with 

law that covers staff working in all sectors. Its provisions apply to staff working across all 

organisations, whether public or private, and across a wide range of sectors, including 

health, business, and the financial sector. The Public Interest Disclosure Act 1998 requires 

all organisations to have policies and procedures in place which should provide employees 

with guidance on which external organisations they can raise their concern with (1998). 

This is in marked contrast to the position in Ireland, where whistle blowing legislation has 

been developed sector by sector, resulting in different legislation in different sectors, with 

some sectors being without any provision (Sheridan et al., 2010).
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Though there is legislation to protect staff who whistle blow, it is not difficult to imagine 

that they may still need to be supported during the reporting process, and this has been 

acknowledged within the health service in England. The NHS has recognised that staff 

who are faced with the prospect of reporting a colleague or manager may need to get 

support externally from the organisation, and hence the NHS has contracted in the whistle 

blowing charity Public Concern at Work (PCaW) to provide a confidential helpline for its 

staff to support them in raising their concern. PCaW supports staff to raise their concerns 

within their organisation, but if that organisation fails to respond appropriately, then the 

matter should be reported to the appropriate regulatory or statutory body. For a concern 

about compliance with standards, CQC is the appropriate body. If the concern is about 

abuse of a patient, the Local Authority Safeguarding Services (Social Services) could be 

contacted. If the concern indicates that a crime has been committed, then it is a matter for 

the police.

In the context of this study and the Irish experience, it would appear to be equally helpful 

to staff to have access to informal supports in raising a concern. Within the HSE, there has 

been a practice for staff to get such supports from their union. However, for staff working 

in the private sector this may not be an available option. Even where there is a union, the 

staff member being reported may also be a member of that union, and therefore this may 

not be perceived as a viable option for getting support. It would perhaps be helpful for 

staff to have access to support from a body that has no vested interest other than to 

facilitate the staff member in getting their concern appropriately reported. A specific, non- 

statutory organisation would be able to develop the knowledge and skills required to 

support staff through the reporting process.
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Going Public
There is sometimes a misunderstanding that whistle blowing involves a public revealing of 

a concern by the media. However, if an employee raises a concern with the media without 

first informing their manager or the appropriate regulator, they may in fact find themselves 

without the protections of whistle blowing legislation. One participant in this study had 

attempted to get media interest in a concern she had in her facility (the context of her 

concern was explored in Chapter 4). However, the reporter did not proceed with the story. 

Both in England and Ireland, the law requires that an employee reports their concern to an 

appropriate authority, and failing to do this and going to the media may result in 

disciplinary actions by the employer, and the staff member would have no protection in 

law. In England, the experiences of Margaret Haywood are worth exploring in this 

context. Ms Haywood, a nurse, participated in a Panorama documentary by secretly 

filming the neglect and poor treatment of older patients in the Royal Sussex Hospital, and 

following the screening of the programme, she was dismissed from her employment at the 

hospital, and subsequently struck off the nursing register (Times, 17/04/2009). The case 

received much media attention at the time, with headlines proclaiming that a nurse had 

been struck off the register for whistle blowing. However, careful reading of the Nursing 

and Midwifery Council (NMC) judgement demonstrates that it considered the actions of 

the nurse were a breach of patient confidentiality, and furthermore, the nurse had failed to 

report her concerns to the appropriate authorities (her manager and/or regulator). The 

Royal College of Nursing (RCN) assisted the nurse in a successful appeal of the decision 

to remove her from the nursing register. Both organisations acknowledged that nurses 

needed further training and guidance on how to appropriately raise concerns about patient 

care (NMC & RCN, 2009).
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What is particularly noteworthy about this story is that what the nurse was concerned about 

was never doubted. Indeed, the care of older people in hospitals has been raised as a 

safeguarding concern at a national level. What was at issue was the method of reporting 

that concern. It is interesting to speculate what the NMC response would have been if the 

nurse had reported the concern to managers and regulators, and no action had been taken, 

and then she had gone to the media. In Ireland, health workers using the media to 

highlight concerns about poor patient care or safety is an established practice, although it is 

mostly done through professional or union bodies. Current guidance for health service 

staff on protected disclosures provides an internal reporting process, while at the same time 

acknowledging that reporting to professional or regulatory bodies also comes within the 

provisions of the Health Act 2007 (Health Services Executive, 2009a). Presumably, union 

and professional bodies’ involvement in raising concerns will continue to be a part of the 

landscape of whistle blowing within Irish public health services.

Within an Irish context, there is no doubt that “going public” can result in the uncovering

of poor or unsafe practice, and that this can result in the government being “forced” into

changing public policy. This is precisely what happened with the exposure of practices in

the Leas Cross nursing home. On an even more concerning note, it is possible to speculate

that had it not been for a sustained media campaign for many years about the past abuse of

children in the care of the religious orders, the commission into child abuse would never

have been established. However, using the media to expose poor care may have negative

consequences for patients/residents and staff, especially if the concerns exposed do not

have a proper foundation. Perhaps one of the most famous whistle blowers in England

during the 1990s was Graham Pink, a nurse who raised concerns about poor care of older

patients on a hospital ward where he worked. Following the reporting of his concerns to

the local media, he was dismissed for breaching patient confidentiality. He subsequently
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spent a number of years fighting his dismissal and he continued to engage with the media 

about his concerns. Subsequent investigation of his concerns by local managers, 

regulators, and independent investigators, failed to verify Mr Pink’s concerns. The health 

authority spent large sums of money in response to the media campaign, staff on the ward 

became distressed by the questioning of their practice in the media, and the patients’ 

families were distressed at the disclosure of confidential information (Vinten, 1994).

Vinten describes many attempts by the health authority and regulators to reassure the 

public and the media about the quality of care for patients. However, the media chose to 

continue running with Mr Pink’s account, with significant negative results for the 

organisation and the staff working within it.

The reporting of concerns is only one part of the equation. The next stage is the 

investigation of the concern. This chapter began with a manager undertaking an 

investigation, having witnessed the “crime” herself. Even though she had witnessed it, she 

still had to undertake an appropriate investigation. On many occasions managers do not 

witness the incident - they rely on a staff member reporting a concern to them. When they 

have received the report, they then need to have the matter investigated. Participants in the 

public and private sector described how they went about this, highlighting some significant 

differences between practices in the two sectors, and perhaps also illustrating the need for 

additional training in order to equip them for this task.

Organisational Environment
Much of what has been discussed above has a direct relationship to the organisational

environment of the nursing home, in that the policies and procedures should support the

nursing home in its interface with the external agencies. Equally, any disciplinary policy

has to provide staff with a clear indication of where the threshold is of what constitutes a

breach of dignity which warrants disciplinary action. Managers also need to be clear about
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the poHcy for investigating and taking discipHnary action, and have the professional skills 

to ensure that they are complying with it. However, there are two key themes worth noting 

with regard to the investigation process - firstly, the managerial structure and decision

making process to support the disciplinary process, and secondly, the specific skills 

required to do the task.

Managerial Structure and Decision-Making Process
There appears to be a significant difference between the public and private sector in the 

way that the disciplinary process, and more specifically, the application of the Trust in 

Care policy occur. For example, managers within the public sector described 

investigations being carried out by an external investigation team. The managers within 

the private sector described either undertaking the investigation on their own or, if they 

were applying the Trust in Care policy, the investigation team included them. Hence, the 

managers in the public sector are excluded fi"om the investigation process, while the 

managers within the private sector are included. There could, of course, be good reasons 

to exclude the manager from the investigation process. If a staff member has abused a 

resident, it could be possible that a contributing factor to the abuse happening could be 

related to the failure of the manager to supervise staff appropriately. However, if the 

manager is managing appropriately, their exclusion appears to separate them from a key 

management responsibility - that of disciplining staff.

Within the public sector, the managers are also separated from deciding on the disciplinary

action that should be taken once an allegation is proven. A manager, 16P, described how

she was instructed to take a staff member back to work even though her staff and the

resident’s family objected. She also believed that the incident was serious, given the

vulnerability of the resident, but believed that she did not have the authority to refuse to

take the staff member back. Only because her staff reftised to work with the staff member
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was the manager presented with an opportunity to remove her from duty. Participant 13P 

also described her frustration with an external investigation team who failed to reach a firm 

conclusion, with the consequence that she was unable to apply appropriate disciplinary 

measures to the staff member in question.

This experience seems to contrast starkly to that of managers within the private sector, who 

appeared to be much more closely involved in both the investigation and decision-making 

process. Indeed, one of these managers, who had recently come to the private sector from 

the public sector, acknowledged that this was an area where there is significant difference 

between the two sectors. Participant 8N recalled how the disciplinary process within the 

private sector had less “layers of bureaucracy” which allowed her to be more closely 

involved in the decision making, and to ensure that it happened in a timely manner. Her 

experience (and the experiences of participants 13P and 16P) within the public sector was 

that decisions were taken by others within the organisation, and that it could take a 

considerable length of time to resolve, with one taking up to a year. Participant 16P also 

described her distress and sense of powerlessness when she was required to return a staff 

member to duty. She believed it was not appropriate and so did the remaining staff and the 

resident’s family.

At the time of this study, the layers of bureaucracy and the decisions arrived at (and the 

slow pace of decision making) within the public sector were not subject to independent 

scrutiny. This has now changed, and it is difficult to imagine that HIQA will not have a 

view about the application of the disciplinary process within the public sector. If HIQA is 

unhappy with a disciplinary decision, it may find the public nursing home to be in breach 

of its regulatory requirements. There is unlikely to be any difference in their approach to 

this issue with either the public or private sector. However, this may require more
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significant organisational changes within the public sector to accommodate the overseeing 

of the disciplinary process.

Balancing the Evidence
Three of the managers participating in this study have experience of investigations into 

allegations of abuse by staff, and while there is some difference between the public and 

private sector about how this is done, a key emerging issue is the evaluation of evidence 

and the drawing of conclusions. Managers in both sectors recalled the challenges involved 

in some investigations, particularly where the evidence was not clear. As already noted, 

within an Irish context, the burden of proof required for disciplinary proceedings (civil 

proceedings) is the “balance of probability”. An allegation of abuse may also be a crime, 

but for the purpose of criminal proceedings, there is a different, heavier burden of proof of 

“beyond all reasonable doubt” (Health Services Executive, 2005). In England, the national 

policy on safeguarding vulnerable adults clearly draws the distinction between the two 

burdens of proof, and emphasises the roles and responsibilities of different agencies.

Where the allegation suggests a crime has been committed, it is the responsibility of the 

police to consider the possibility of criminal prosecution, which will have regard to the 

burden of proof being “beyond all reasonable doubt”. However, the employer, in 

considering their employee’s “crime”, will have regard to whether “on the balance of 

probability” a “crime” has been committed.

This appears to be the root cause of the difficulties experienced by the managers in

undertaking these kinds of investigations, with perhaps some confusion about how to

evaluate evidence based on the balance of probabilities. Balance of probability suggests

that there might be some doubt, but that on the balance of probability it can be concluded

that it did happen. Guidance documents provide little direction to managers on how to

examine evidence, though Trust in Care does suggest that the more serious the allegation
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made against a staff member, the more weight required of the evidence if there is to be a 

finding against the staff member (Health Services Executive, 2005).

The sexual abuse allegation described above arose prior to the implementation of the new 

nursing home regulations in 2009. The current regulations require the manager to inform 

HIQA. Presumably, the HIQA inspectors will have their own view on the nature of the 

allegation, the manager’s investigation and the subsequent outcome. Given the 

complexities of such investigations, it seems crucial that there is overseeing of these 

investigations, as well as effective interagency working, in order to ensure appropriate 

conclusions to such investigations. This has been an area of significant policy focus over 

the last 10 years.

Personal-Supra-Personal Environment
Both the reporting and the management of allegations appear to have the potential to cause 

distress to staff and managers. Indeed, staff may find it so distressing that if they are faced 

with having to report another colleague again in the fijture, they may not do so. This 

suggests that staff may need specific, targeted support once they have made a statement 

which alleges that a colleague has abused a resident. While some of that support may 

come fi'om appropriate supervision of the staff member by the manager, there may also be 

a need to consider additional therapeutic interventions. Similarly, managers may need 

additional support with regard to two areas. Firstly, abuse allegations can contain 

potentially distressing information which may upset them. Secondly, investigating, which 

includes interviewing staff and deciding on “punishment”, can also be potentially 

distressing. Hence, it may also be critical to support managers during the disciplinary 

process. Finally, though perhaps more importantly, the resident who has been abused may 

also need support or therapeutic interventions along with any relatives.
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Conclusion
This chapter opened with a comment from a participant that the procedures to protect staff 

were better than the procedures to protect the residents. While employment law provides 

protections for staff and disciplinary procedures have to ensure that employees’ legal rights 

are upheld, this has to be balanced with the rights of nursing home residents to feel safe 

and protected. The nursing home standards are very clear on the latter issue, and will no 

doubt be a focus for HIQA inspections. However, adding strength to the voice of residents 

may further address the balance the procedures to protect them. This further emphasises 

the importance of having a voice for residents, not just in raising a concern, but also during 

the investigation process. It may be an effective role for advocacy services to support 

residents through this process, something that has been acknowledged in England 

following the review of safeguarding practice (Department of Health, 2009d).

In addition to role of HIQA and advocacy, there is a need for other agencies to have clear 

roles and responsibilities with regard to allegations of abuse in nursing homes. Though the 

national elder abuse policy suggests that there should be effective interagency response to 

institutional abuse, the experiences described here suggest that this may need additional 

policy or legislative focus to put it into practice. This might include a central reporting 

system for abuse allegations which includes HIQA and the HSE, as well as an agreed joint 

protocol between nursing homes, HIQA, the HSE, An Garda Sioch^a and any other 

relevant agencies.

Finally, there may need to be an agreed body (for example a charity type organisation), 

which is tasked with providing support to staff who wish to formally whistle blow on their 

employer or someone working within their nursing home. While bodies like unions may 

be able to assist in some situations, they may potentially have conflicting responsibilities. 

Furthermore, staff in the private sector may not have access to this support. It might assist
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staff to appropriately raise their concerns about abuse and poor care practices if they are 

supported by a body that has the skills and knowledge to assist them in reporting to the 

appropriate body.
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Chapter 8

Discussion and Conclusion
The key objectives of this study were firstly, to explore the perceptions of abuse among 

both managers and staff in public and private nursing homes; secondly, to explore whether 

staff report their concerns to their managers; and thirdly, to explore their managers’ 

responses to what is reported to them. The fourth objective of this study was to identify 

the organisational barriers and enablers to staff reporting their concerns. This latter 

dimension of the study was done through analysing participants’ experiences of reporting 

within the environmental model proposed by Kayser-Jones. This chapter has three 

sections, which bring together the findings from each of the results chapters. The first 

section explores the implications of the findings for the concept of abuse. The second 

section draws together the barriers and enablers to staff reporting their concerns, and the 

implications for the organisational environment. The final section concludes by drawing 

out the policy and practice implications of these findings.

Abuse and Breaches of Dignity in Irish Nursing Homes
This study sought to explore the perceptions of abuse and poor care practices among a

sample of staff working in Irish nursing homes. What participants described in this study 

is similar to what has been found in other studies, which confirms that these issues within 

Irish nursing homes are similar to those in other countries. However, some key themes 

emerged in this study regarding how staff perceive abuse, which have significant 

implications for how they report their concerns. Firstly, there was a disagreement between 

participants regarding whether the practices they were concerned about were abuse or 

breaches of dignity, although for the most part they agreed that the behaviours being
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described were wrong. There was some uncertainty regarding whether specific care 

practices were right or wrong (for example forcing a resident to wash when they were 

resisting). Secondly, the behaviours described appear to be along a continuum from minor 

infringements of dignity to more serious acts of physical assault. Furthermore, the 

participants were not always clear at what point along the continuum behaviour warranted 

initiating disciplinary procedures, or reporting to other agencies, for example An Garda 

Sfochana or the regulators. What was striking about the perceptions of abuse and poor care 

practices described is the broad range of issues identified. The qualitative approach, with 

an open style of interviewing, resulted in participants describing their concerns through 

descriptions of specific incidents or types of care practices. Each of the five dignity 

domains used to analyse what staff described were evident in those descriptions.

1. Interpersonal Communication
Inappropriate communication with residents was a recurring theme throughout the findings

in this study, and covered a broad range of issues. In Chapter 4, participants described 

observing colleagues sniggering and laughing behind the residents’ back, jeering at them, 

using inappropriate terms of address, talking to residents as if they were children, not 

explaining tasks that were being done to residents, and foreign staff talking in their own 

language. One participant recalled a male care assistant colleague making sexualised 

comments about a female resident while he was providing intimate care. Shouting and 

being rude to residents was also described, and one participant recalled an occasion when 

she saw a colleague taunting a dying woman during the early hours of a night shift. Some 

of these interactions happened within the “public” spaces within the nursing home, and 

some took place within the privacy of the bedroom at night.
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2. Providing Personal Care
Inappropriate communication before and during the provision of personal care was an area

of concern, as was the way personal care was provided. For example, maintaining privacy 

while providing intimate personal care was a theme. Within the public sector, where there 

were more likely to be communal sleeping areas, participants were concerned that the 

building itself contributed to breaching residents’ dignity (for example poor access to 

toilets required residents to use a commode in close proximity to other residents). In such 

circumstances, extra effort was required of staff to maintain dignity. However, participants 

observed colleagues failing to do this by not pulling curtains around the bed while 

providing intimate care to residents. Although the private sector had more appropriate 

buildings to maintain dignity, there was a similar concern about maintaining privacy while 

providing intimate care (for example not keeping a resident covered while being washed, 

or checking continence wear in public spaces).

Other concerns included feeding residents roughly, getting residents up too early, leaving 

residents in continence pads all day instead of taking them to the toilet, being rough while 

providing intimate care, or a routine approach to care, where the focus was on the task of 

dressing and washing, rather than on the individual. Specific concerns arose regarding 

residents who are cognitively impaired, or present challenges when providing intimate 

care. For example, one participant described how her care assistant colleague had tied the 

hands of a cognitively impaired male resident together who had a “habit” of regularly 

putting his hand into his continence pad.

3. Medical Care
In Chapter 5, participants described a range of concerns about medical care. For example,

concern was expressed about medications, which ranged from them being used to keep

residents asleep for long periods (making them easier to manage) or to keep an agitated
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resident quiet (when causing disruption to other residents or staff). One participant was 

concerned about a colleague who had given medication to a resident that was not 

prescribed for them, while another frequently saw medication lying around inappropriately. 

Two participants were concerned about inappropriate artificial feeding of residents, for 

example PEG or tube feeding, while others were concerned about approaches to nutrition. 

One participant described a resident who, due to neglect, had developed a pressure wound 

so large that “you could put a fist in it”. Concerns also arose in the context of end-of-life 

care (for example residents dying alone, residents’ wishes about not being resuscitated not 

being respected, and not respecting residents’ remains). Not getting consent for an 

invasive medical procedure was also described, and one participant recalled how a resident 

had an enema (which he had refused) and perceived it as rape.

4. Maintenance of Identity and Autonomy
In Chapter 4, participants were concerned about the physical presentation of residents,

including the inappropriate use of makeup and nail polish, and residents not having their 

own clothing and being dressed in whatever came to hand. Chapter 6 discussed a range of 

concerns about residents being able to make decisions about, for example, what to eat, 

what time to get up or go to bed, or tea being provided in one pot with sugar and milk 

already added. Choices in relation to daily routines were also a concern for participants, 

including having meaningful activities in which to participate, or being taken out of the 

nursing home to go shopping. Regarding the provision of intimate personal care, two 

participants were concerned that residents did not always have choice about the gender of 

the staff assigned to care for them. Two participants were concerned about the right of 

residents to decide not to engage in intimate personal care and then being subsequently 

forced into showers. One participant described a resident sustaining a broken limb in a 

struggle to resist a shower.
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5. Upholding Human Rights
While none of the participants specifically mentioned human rights, they did have specific

concerns about the right of residents to make choices and decisions, as described in 

Chapters 5 and 6. For example, in Chapter 5 a participant was concerned about the right of 

residents to refuse medical care or the right to make decisions about not being resuscitated. 

In Chapter 6, the human rights of residents with dementia were raised regarding how 

decisions were made about their care, particularly those who are resisting care. One 

participant was concerned about the residents with dementia who had no family or friends 

visiting them, and therefore with nobody to speak up for them. In Chapter 7, one 

participant thought that the procedures for investigating abuse allegations were more 

protective of the rights of staff than the rights of residents. Certainly, the failure of 

managers to involve An Garda Sfochana may mean that the residents’ right to justice may 

be denied.

Abuse, Poor Care Practices and Dementia
Within the literature considered in chapter 2, the issue of dementia and abuse was noted as

being an area of concern, both within research and regulation reported data. While this

study did not specifically seek to explore dementia care as a specific issue, it was raised on

a number of occasions. In chapter 4, a participant who was concerned about his colleagues

not maintaining privacy and dignity while providing intimate care to residents, noted how

dementia care training had improved practices in this area. Dementia emerges again in

chapter 5 with regard to medical care and the use of medications to “manage” residents and

their behaviour. Another participant in the same chapter was concerned that medical

treatments (e.g. artificial methods of feeding) may be administered to someone with

dementia even though it was not necessarily in their best interests. Chapter 6 noted

concerns raised by staff whereby intimate personal care is provided even though the person
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with dementia is resisting (resulting in a resident breaking a limb). In the same chapter 

another concern was raised about male workers providing care for female residents and the 

inability of dementia residents to consent to this. However, while abuse and poor care 

practices with regard to dementia was raised by participants, it was not as strong an issue 

as might have been expected given that nursing homes care for substantial numbers of 

residents with varying degrees of cognitive impairment. This may have been because the 

behaviours that they observed were as likely to be perpetrated to those without dementia as 

those with. However, this is something that could be explored more flilly in future studies.

The Physical Environment and the Public/Private Divide
It was difficult to detect any significant differences between public or private nursing

homes for the majority of concerns that were described, other than issues related to the 

physical environment. This was of particular concern for staff working in the public 

sector, in which they described residents living in multiple occupancy rooms, with little 

room for personal belongings and inadequate access to toilets. In some ways, what was 

described appeared to echo the findings of Townsend’s seminal study carried out in the UK 

during the 1950s, in which he found some public care to be provided in multiple 

occupancy rooms, with little personalised space, in buildings which were former 

workhouses (Townsend, 1962). While none of the public facilities participating in this 

study were former workhouses, they were old buildings and are likely to present significant 

challenges to adapting to the new standards. The failure to provide appropriate buildings 

within the public sector illustrates how inadequate resources can impact negatively on the 

dignity of residents, and could be regarded as abuse.

Providing care in out-dated and unsuitable buildings is not specific to older people in

Ireland. The Mental Health Commission has raised concerns about psychiatric care being

provided in buildings “unfit for purpose”, and has suggested that it breaches patients’
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human rights (Mental Health Commission, 2008). This comment emphasises the critical 

role that a human rights approach has in underpinning the other dignity domains. Rather 

than standing alone, it is the foundation upon which the other domains sit. This, perhaps, 

reflects the reason why “rights” appear first within the HIQA standards.

Abuse in Irish Nursing Homes and the International Context
Most of the concerns about abuse and poor care practices appear similar to the findings

fi-om other studies that have approached the subject from different perspectives and 

methodologies. These include lack of choice, a routine approach to intimate personal care, 

using pet names, and not keeping track of medication (Meddaugh, 1993, Foner, 1994, Lee- 

Treweek, 1994). Participants also observed rough handling, not getting consent for 

personal care, and inappropriate use of restraint, issues which were also found in studies 

that have sought the views of staff (Newbem, 1987, Mercer et al., 1993, Pillemer and 

Bachman-Prehn, 1991). Approaches which have sought the views of nursing home 

residents had similar findings, including verbal abuse, infantilising, making degrading 

remarks, and loss of control of routines (Nandlal and Wood, 1997, Beaulieu, 1992). This is 

also similar to what has been found in studies that have sought older people’s perceptions 

of dignity, including appropriate forms of address, choice, the right to refuse a shower, and 

the right to decide on the gender of the person giving you intimate care (Stratton, 2003, 

Woodhead et al., 2004, Woodhead et al., 2006).

Specific concerns about medical care also arose, and included the overuse of medication

resulting in residents sleeping for long periods, and using medication to keep agitated

residents quiet. Inappropriate prescribing, including the inappropriate use of anti-psychotic

medication, resulting in a negative impact on the health of nursing home residents, has

been highlighted as a concern both in Ireland and elsewhere (Barry et al., 2006, Gallagher

et al., 2008b, Banerjee, 2009, Clarke and McCormack, 2003, Murphy and O'Keeffe, 2008).
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Two participants were concerned about inappropriate artificial feeding of residents, for 

example PEG or tube feeding. There appears to be some validity to these concerns, with 

growing evidence suggesting that artificial forms of feeding may impact negatively on 

residents (Finucane et al., 1999, Sanders et al., 2000, Kuo et al., 2009, Sampson et al., 

2009). One participant was concerned about a resident who developed a pressure wound so 

large that “you could put a fist in it”. Although little is known about the prevalence of 

pressure wounds in nursing homes in Ireland, studies have suggested that the rate in 

hospitals is between 12.5% and 21.5% (More, 2004, Gallagher et al., 2008a). Concerns 

also arose in the context of end-of-life care, including residents dying alone, residents’ 

wishes about not being resuscitated not being respected, and not respecting residents’ 

remains, and these concerns have been highlighted in the literature (O'Shea et al., 2008). 

Within the context of medical care, specific incidents were described that appeared to be 

professional misconduct, including giving a resident medication that was not prescribed for 

them (to keep them quiet) and not getting consent for a medical procedure. One participant 

recalled how a colleague had given a resident an enema (which he had explicitly refused), 

and the resident subsequently stated to her that he had perceived it as rape.

Continuum of Abuse
A key theme emerging from this study is that the poor care practices described by

participants appear to be on a continuum fi'om what might be considered minor

infiingements of dignity to more serious acts of abuse. There were examples of behaviour

in each of the dignity domains along the continuum. For example, calling people by pet

names or talking to them in a childlike manner might be considered to be at the lower end

of the continuum of interpersonal communication. Taunting a dying woman might be

considered a more serious infnngement of the same dignity domain. In the context of

medical care, leaving tablets lying around might be at the lower end, while carrying out an
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intimate procedure without consent might be at the more serious end of the continuum. All 

of these infringements of dignity might be considered wrong, although how the 

organisation responds to them may be different. Some of the more serious infringements 

of dignity were reported to managers and subsequently resulted in some form of 

disciplinary action. These included staff discovered asleep during night duty, incidents of 

hitting or roughly handling a resident, and taunting a dying woman. Therefore, along that 

continuum, there is a threshold at which point a manager will initiate disciplinary 

proceedings, as described in Chapter 7. Some of the minor infringements (for example not 

maintaining dignity while washing a resident) may require the manager to talk to staff, or 

initiate training and education.

There was little difference between staff in the public and private sector about the 

perception of abuse, though it must be noted that poor physical environment was more 

likely to impact on residents in the public sector. There was a suggestion from one of the 

participants that the inadequate buildings in the public sector impacted on staff practices, 

particularly with regard to maintaining privacy. However, participants in the private sector 

(that had an appropriate physical environment) still reported that their colleagues may fail 

to respect a residents’ privacy, particularly with regard to providing intimate care. This 

would suggest that staff attitudes are more critical than the appropriateness of the building, 

though the relevance of the latter cannot be ignored.

Abuse or Dignity?
During the interviews, participants were more likely to use the word dignity than abuse.

Indeed, one participant stated that she had not seen abuse but had seen breaches of dignity.

Another participant described similar behaviours and labelled them as abuse. Although

they disagreed about the label used to describe the behaviours, they both agreed that the

behaviours were wrong. Dignity is undoubtedly a much broader concept, and all care
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should uphold and respect dignity along the continuum, as explored throughout Chapters 4, 

5 and 6. This “richer” concept allows the more serious failures to respect dignity to be 

located along the continuum as abuse and provides critical lens through which elder abuse 

can be measured and monitored. The idea of the continuum of abuse and the link to 

dignity was proposed in chapter 2 and represented in the diagram on age 75; however, the 

findings from this thesis suggest that the diagram needs to have a clear link to this more 

complex understanding of dignity. The diagram on the next page provides a conceptual 

model for examining elder abuse within institutional settings.
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Diagram: Conceptualising elder abuse in institutional care
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The findings fi'om this study suggest that staff might find it easier to talk about dignity than 

abuse, and therefore this may be a useful way for managers to initiate discussions with 

staff about care practices that concern them. It also allows managers to provide clarity to 

staff about the threshold along the continuum at which behaviours are regarded as abuse. 

These are the behaviours that trigger managers to initiate their disciplinary procedures, as 

described in Chapter 7. Furthermore, it also provides a framework for regulators and 

policy makers within which dignity can be measured and monitored in institutional care as 

well as providing a structure for abuse prevention. Indeed, if this more complex approach 

to understanding dignity is incorporated into nursing home practices it is likely to have a 

significant impact on residents’ perception of their quality of life.

Preventing Abuse by Upholding Dignity
If dignity is to be a fi’amework for prevention (or care improvement), there are specific 

care activities that may require specific protocols to be developed and put in place. For
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example, it would be useful to have protocols on the provision of intimate personal care, 

which would provide clarity about what staff should do in the event that a resident resists 

intimate care. The right to resist care and the right to self-determination (as a component 

of autonomy) were explored as a specific concern in Chapter 6. The meanings attached to 

caregiving and care receiving illustrated the complexity of factors underpinning this 

relationship, resulting in potential breaches of this dignity domain. This suggests that staff 

working in nursing homes may require greater clarity about the rights of residents, 

including those residents that may lack the cognitive ability to make their own decisions. 

These rights, along with the right to be treated with dignity, are incorporated into the 

HIQA standards and a cursory examination of inspection reports (available on the HIQA 

website) illustrates that these issues are emerging through the current inspection process.

In light of similar concerns emerging in England about the failure of care homes to respect 

the dignity of older people, a joint House of Commons and House of Lords committee 

concluded that standards should be underpinned by the Human Rights Act 1998. The 

committee concluded: “The Human Rights Act (HRA) gives legal force to the concepts of 

dignity, respect, equality and fairness. It therefore has more teeth than any governmental 

initiative focusing on the need for dignity in care. The HR A’s functions are to provide a 

legal Iramework for service providers to abide by and to empower service users to demand 

that they be treated with respect for their dignity” (Joint Committee on Human Rights, 

2007). The Human Rights Act 1998 came into force during 2010, and has now been 

incorporated into new standards for all health and social care in England, along with a new 

approach to inspection. As these are in the early days of implementation, it remains to be 

seen if this leads to improvements in the care of older people. The current HIQA standards 

appear to uphold human rights, but the need for an approach which is more embedded in
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this dignity domain has been raised by both academics and the Human Rights Commission 

(Murphy et al., 2008b, Mangan, 2003).

Abuse and the Environmental Model
In analysing the data throughout Chapters 4, 5 and 6, the environmental model proposed by 

Kayser-Jones was applied as a way of trying to understand the various influences on the 

experiences of those that participated in this study. In the context o f that model, the 

concept of dignity lies within the cultural-social-psychological environment -  that is, it 

informs the attitudes, values and beliefs of staf f This, in turn, influences the personal- 

supra-personal environment -  that is, the interactions between staff and residents. It also 

includes the interactions between staff, and with their managers. It is in this context that 

some participants in this study described how their view about dignity differed from that of 

their colleagues and sometimes their managers. If staff and managers do not share the 

same understanding of the appropriate behaviours that uphold dignity, it may provide an 

environment in which poor care practice can flourish. In such circumstances, staf f may not 

report behaviour that infringes upon dignity because they may feel their manager accepts 

the behaviour. In contrast, some of the participants worked in organisations which 

provided clarity about the meaning of dignity, and they were more likely to report their 

concerns about poor behaviour o f their colleagues. It seems critical, therefore, that 

managers provide clarity about the organisational ethos, which should be embedded within 

the concept of dignity, as presented in this thesis. Managers may also need to recognise 

that they are responsible and accountable for communicating and taking actions to uphold 

the concept of dignity. This has significant implications for the organisational 

environment, as this is the domain in which that ethos is located.

While some participants found that the degree of organisational clarity about the ethos of

care may be a barrier or enabler to them reporting concerns about poor care, other
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significant factors emerged in this study which influenced their decision to report. The 

second objective of this study was to explore participants’ experiences of reporting 

concerns about poor care practices and abuse, and to identify the barriers and enablers.

The findings of this dimension of the study have further significant implications for the 

organisational environment of the nursing home.

Raising and Reporting Concerns of Abuse and Poor Care Practices
The qualitative approach taken within this study allowed for the possibility of making

connections between the care practices and specific acts of abuse that staff witnessed, and 

their experiences of reporting them. The design of the study, in which staff volunteered to 

participate, meant that they were clear that the purpose of the interview was to talk about 

their experiences of witnessing and reporting abuse and poor care practices. Therefore, it 

was perhaps not surprising that participants had observed negative behaviours, and in most 

circumstances described taking some kind of action in relation to what they witnessed. 

Staff described taking a range of actions, which included tackling colleagues directly, 

talking in confidence to their manager, making a formal report to their manager, reporting 

to managers outside their nursing home, contacting a newspaper, and resigning fi'om their 

job. The participant who had resigned from her job because the managers had failed to 

take action with regard to her concerns, had responded to this study as she thought it was a 

way of whistle blowing on the facility she had worked in.

Indeed, the strength of feeling, and the level of personal responsibility some participants

appeared to exercise in responding to those behaviours, was quite striking. This is

consistent with the findings from a recent study in Norway, in which most staff were found

to have a positive attitude to reporting acts of inadequate care by their colleagues

(Malmedal et al., 2009). This is not surprising given that participants in this study

volunteered to be interviewed about the subject. Malmedal et al. also found that the
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severity of the act influenced whether staff would report their concerns or not. However, 

the findings in this study suggest that the severity of the act did not always translate into 

the actual reporting of specific incidents. For example, one participant recalled a female 

colleague who had carried out an enema without consent, resulting in a resident perceiving 

that he had been raped. Although she challenged her colleague directly about the incident, 

she did not report it to her manager. The factors which had influenced her decision not 

report were her friendship with the colleague, and her belief that it would not happen 

again.

In marked contrast, there were other participants who described frequent attempts to report

their concerns about much less severe behaviours that they had witnessed. For example,

one participant described behaviours that could be placed at the lower end of the

continuum, and she felt strongly enough to resign from her job because of the failure (in

her view) of the managers to take action. Participants often believed that their view of

dignity and abuse was not shared by their colleagues and managers, or that the managers

did not feel strongly enough, or did not want to accept the responsibility for taking action

to address the behaviour. Fortunately, other participants, who were also concerned about

behaviours at the lower end of the continuum, had good experiences of reporting. They

had experienced managers taking action which reinforced the likelihood of further

reporting. Equally, some of the managers participating in this study had put in place

measures to encourage staff to report their concerns, particularly at the lower end of the

continuum. These barriers appear to be located within the organisational environment,

because they concerned how managers put leadership into practice.

This study identified six distinct themes which were either a barrier or an enabler to staff

reporting their concerns, depending on how the nursing home was organised and managed.

The themes that posed a barrier were: (1) the lack of a shared understanding of the
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meaning of treating residents with dignity (as already discussed); (2) not being included, 

valued and empowered by their organisation; (3) the lack of supervision within their 

organisation; (4) the lack of opportunity for staff meetings; (5) a poor commitment by their 

organisation to training; and (6) an unsupportive and ineffective approach to incident 

reporting, managing complaints and the disciplinary process. Participants in this study 

were more likely to report their concerns where: (1) there was a shared meaning of treating 

residents with dignity; (2) they were included, valued and empowered by their 

organisation; (3) there were effective approaches to supervising staff; (4) staff had regular 

opportunities for meetings; (5) their organisation was committed to training; and (6) they 

had effective approaches to receiving complaints and applying the disciplinary process. 

Each of the six barriers and enablers directly mirror each other, and has implications for 

the organisational environment of the nursing home. This is represented in the diagram 

below.
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These themes emerged through an analysis of participants’ reporting experience using a 

four dimensional environmental model initially proposed by Kayser-Jones, which consists 

of the physical, organisational, cultural-social-psychological, and personal-supra-personal 

environment. This proved a useful approach and demonstrated the significant implications 

these findings have for the organisational environment of nursing homes. The diagram 

above illustrates that where staff have a clear understanding of dignity (cultural-social- 

psychological) and witness a colleague failing to respect the dignity of a resident 

(personal-supra-personal environment), they are more likely to report their concerns if the 

manager provides an appropriate organisational environment. For those managers that do 

not have the appropriate organisational environment in place, some staff may feel strongly 

enough about what they have witnessed that they will report their concerns externally.

The organisational environment sets the tone for how a nursing home operates. It does this 

through the philosophy and approach to care which is supported by the policies, leadership 

and supervision of managers (Kayser-Jones, 2003). The organisational environment 

directly influences and sets the tone for the remaining three environmental domains. 

Therefore, staff are more likely to speak up about abuse if the manager provides leadership 

and organisational structures that support the following six areas.

1. Organisational Philosophy and an Ethos of Dignity
This has already been described in the first section of this chapter. For those organisations

that provide clarity about the meaning of dignity, and where managers are clear about their 

responsibility to uphold that ethos, staff are more likely to report their concerns. For those 

organisations where this is not clear, and where managers are confijsed about their 

responsibilities, staff are less likely to report their concerns.
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This study found that the five dignity domains used to analyse and conceptuaHse staff 

perceptions of abuse provided a useful framework, and may be helpful to managers and 

staff in clarifying the range of dimensions to dignity. A national policy framework that 

supports staff with the implementation of dignity in care, including some direction 

regarding the more complex dilemmas that residents and care providers face, may help to 

improve practices in this area. The English experience suggests that such a framework can 

make a qualitative difference, although it may require a more concerted effort by regulators 

to ensure that individual nursing homes put it into practice (Department of Health, 2009c). 

Chapter 6 concluded that while being treated with dignity is important to nursing home 

residents, it is also important that staff are treated with dignity. Indeed emerging research 

suggests that the extent to which staff uphold the dignity of residents is dependent on 

whether staff experience being treated with dignity by their organisation (Dwyer et al., 

2009, Yalden and McCormack, 2010). The Dwyer et al. study illustrated how staff (mostly 

care assistants) felt worthless if they were ignored by managers, with the consequence that 

it impacted negatively on the dignity of nursing home residents. This suggests that the 

organisational ethos of dignity should also include the dignity of staff. This might be 

demonstrated by the way in which an organisation includes, values and empowers staff to 

provide care with dignity.

2. Organisational Commitment to Including, Valuing and Empowering 
Staff

There are undoubtedly many different ways that staff perceive how their organisation 

values them, including pay and shift patterns. However, this study explored whether 

participants’ concerns about breaches of dignity were listened to and acted upon. Many 

care assistants are unqualified and low paid, and are perceived to have low status within 

the nursing home even though they spend the most time with the residents and perform
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some of the most intimate tasks. The hierarchical staffing structure (with an absence of 

team work) within nursing homes has the tendency to exclude or not value contributions 

from the care assistants.

2.1. Organisational Commitment to Valuing Staff Concerns
One participant, who believed that she had observed breaches of dignity in the nursing

home she worked in, described how she brought those concerns to the manager, but was 

told that because she was a member of the household staff (a cleaner), it was not her 

“business”. Other participants reported their concerns to their manager but were ignored. 

One participant believed that she was ignored because the manager was only interested in 

the care tasks being done. In contrast, other participants recalled that managers regularly 

sought their views about colleagues breaching residents’ dignity. For example, one 

participant recalled that her manager asked for her observations on colleagues’ behaviour, 

and would also ask her to “watch” particular staff and to alert her to breaches of dignity. 

Another recalled his manager seeking his views about any concerns he had. When he 

discussed his concerns, the manager initiated training to address dignity.

In Chapter 4, some participants recalled discussing concerns about breaches of dignity in 

confidence with their managers. Some of the managers believed that it was important that 

staff had the opportunity to talk to them in confidence, because it allowed them to be 

alerted to behaviours that they could then watch out for or take action on. Managers 

believed that this worked well for those breaches of dignity towards the lower end of the 

continuum, but not for the more serious breaches of dignity, particularly if it warranted a 

formal disciplinary response. For the more serious concerns, managers believed that they 

required a formal written statement before they could proceed with a disciplinary 

investigation.
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2.2. Organisational Commitment to a Team Approach to Delivering 
Care

The care assistants and household staff who participated in this study felt that the absence 

of a team approach to providing care meant that any concerns they had about a resident 

may not be heard. While cleaning and kitchen staff may not provide hands-on care, their 

contributions to the running of the nursing home are essential. Care assistants are closely 

involved in providing care. Indeed, in most nursing homes they spend the most time with 

the resident and therefore may know them better than the nurses or doctors. However, 

some care assistants in this study recalled not being part of the team or part of any care 

planning process. Hence, they believed that they had nowhere to raise their concerns, 

particularly about overuse of medication, pressure wounds, continence care, and artificial 

forms of feeding residents. A recent study in the US found that nursing home 

professionals had poor regard for the role of care assistants, which contributed to their 

exclusion fi'om the care planning process, which, in turn, impacted negatively on the 

quality of the care plans (Kontos et al., 2010). The study’s findings suggested that 

excluding the care assistants resulted in care plans that did not capture the intimate wishes 

and preferences of the residents, particularly for those with dementia.

Chapter 5 highlighted the concerns that care assistants had about the medical care of their 

residents. The available literature in Ireland and elsewhere suggests that there is significant 

potential for medical care to be sub-optimal (Clarke and McCormack, 2003, Fahey et al., 

2003, Murphy and O'Keeffe, 2008, Alldred et al., 2009, Baneijee, 2009). Hence, 

interdisciplinary engagement in care planning has been identified as essential in facilitating 

better healthcare outcomes (Dellefield, 2006). In light of concerns about medications, it 

seems crucial that both the doctor and the pharmacist are also considered part of the team 

approach to care.
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2.3. Autonomy and Empowerment of Staff
Most of the participants in this study recalled taking the initiative to challenge colleagues’

behaviour that they believed breached the dignity of residents. For example, they 

challenged their peers directly by telling them to communicate appropriately with a 

resident, or telling them to respect a resident’s right to privacy while providing intimate 

care. If they didn’t challenge directly, they used their initiative to correct what they saw as 

wrong. For example, one participant recalled working with a colleague who did not check 

that residents were comfortable or needed anything (for example whether they needed to 

go to the toilet). He used his initiative to check or ask residents directly himself. Chapter 6 

explored the dignity domain of autonomy, and its meaning for nursing home residents. 

However, what also emerged from the analysis was the relationship between autonomy and 

empowerment of staff It would seem appropriate that staff feel empowered to challenge 

their colleagues or report breaches of dignity and abuse to their managers. Indeed, 

emerging studies that have involved strategies for empowering staff have demonstrated 

that it not only leads to improved outcomes for residents, but also improved job 

satisfaction for staff (Cready et al., 2008, Engstrom et al., 2010).

3. Organisational Approaches to Supervising Staff
This study revealed the range of supervisory activities required in order to facilitate staff

reporting concerns about their colleagues breaching the dignity of residents.

Although it seems obvious to state, the managers’ presence and willingness to listen to

staff (as discussed above) was perceived by staff to be helpful in providing them with an

opportunity to discuss their concerns. For one participant, observing her manager

correcting other staff for breaching dignity encouraged her to report any concerns she had.

A manager’s proactive presence at night may also be critical. One manager recalled doing

a spot check and finding staff asleep, while another participant described a colleague
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taunting a dying woman during the night. A study in the UK emphasised the vulnerability 

of residents at night (particularly those with dementia). The lack of supervision at night 

time resulted in staff feeling isolated and unsupported, and exposed residents to 

inappropriate and harmfiil practices (Kerr et al., 2008).

Two participants recalled how a scheduled, one-to-one meeting with their manager assisted 

them in raising concerns about breaches of dignity. A care assistant recalled how his 

manager met with staff individually once every three months, and during this meeting he 

was able to discuss his concern that his colleagues were not maintaining residents’ dignity 

when providing intimate care. Another manager recalled how she had scheduled similar 

meetings with her staff, in which she facilitated staff to discuss care practices that 

concerned them. The importance of regular, protected time in which to discuss clinical 

practice has been recognised by nursing bodies in both Ireland and the UK (Royal College 

of Nursing Insititute, 1997, National Council for the Professional Developement of 

Nursing and Midwifery, 2008).

It is difficult to establish to what extent this approach to supervision is being practiced in 

Ireland, although experience from other countries suggests that it may be limited. Low 

levels of organisational commitment and lack of protected time are factors that hinder this 

model of supervision being put into practice (Butterworth et al., 2008). Close supervision 

of staff in the nursing home environment may pose significant challenges for managers.

For example, if managers are alerted to staff behaviour that is breaching residents’ dignity, 

they need the appropriate skills to intervene effectively. Indeed, studies have demonstrated 

that focused training on supervision and communication skills for managers leads to 

improved job performance and better outcomes for residents (Bishop et al., 2008, Morgan 

and Konrad, 2008).
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3.1. Supervising and Supporting Migrant Workers
In Chapter 4, a migrant worker recalled his perception that because he was foreign, he had

to be more careful about reporting his Irish colleagues. It is not difficult to imagine that 

migrant workers might be reluctant to report their Irish colleagues, and that one of the 

barriers may be fear of discrimination. A study which looked at the experience of migrant 

workers in care work in Ireland found that discrimination was a part of their working 

experience, including discrimination from residents (Walsh and O'Shea, 2009). There are 

significant numbers of people from outside Europe working within Irish nursing homes, 

who were not represented in this study, and therefore, it is difficult to know if their 

perceptions about dignity and abuse differ from their Irish or European counterparts. 

However, Walsh and O’Shea’s study illustrates the importance of valuing, supporting and 

supervising migrant workers, and in the context of the present study this may also facilitate 

them raising any concerns they may have about poor care.

4. Organisational Commitment to Staff Meetings
Different participants recalled different opportunities they had in the workplace to meet

with their colleagues. These meetings may be focused on the care of the residents. For 

example, there may be a meeting about a specific resident for the purpose of care planning, 

or daily meetings at the point of handover from one shift to another. The handover 

meetings are used to update staff on each resident’s care during the previous shift. 

Participants who had an opportunity to attend these types of meetings recalled using the 

forum to raise their concern. One participant recalled taking the opportunity to talk to the 

manager immediately following the meeting to report a colleague who had hit a resident. 

Another recalled trying to raise concerns at the morning report meeting, but the absence of 

a shared understanding of dignity resulted in her concern not being valued.
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The other kind of meetings described by staff were “staff meetings”, which were primarily 

concerned with working practices, and some training regarding nursing homes poHcies.

One manager described how, at one such meeting, staff expressed different views about the 

approach to working in teams. This alerted her to initiate team-building training days to 

improve staff morale and work practices. The absence of such meetings for some 

participants (particularly care assistants and household staff) meant that they had no forum 

in which they could raise their concerns. Using staff meetings (among other measures) to 

improve approaches to dignity has been shown to improve practices (Yalden and 

McCormack, 2010). Some participants recalled an absence of any meeting opportunity, or 

were excluded from them, particularly if they were household staff or care assistants.

5. Organisational Commitment to Training
One of the care assistants described how his manager had responded to his concern about

his colleagues not respecting the dignity of residents while washing them. Training was 

initiated for the staff group and covered the concept of dignity and dementia care. He 

recalled how that contributed to improved practices of maintaining dignity, and also 

resulted in other positive changes. Another participant recalled how training did not 

improve practices because her colleagues used excuses about insufficient staff, the 

inappropriateness of the building, or too many temporary or agency staff Equally, the 

organisation may not value the training by releasing staff to attend, or not value the 

specific qualification attached to the training.

A review of the Dignity Campaign in England, which includes training and other measures 

to improve practice, concluded that it resulted in improved practice provided there was 

organisational commitment to the concept (Department of Health, 2009c). However, in 

order to prevent breaches of dignity progressing along the continuum and becoming abuse.
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more targeted training may be required. Studies have suggested that specific programmes 

can be effective in this regard (Pillemer and Hudson, 1993).

In addition to training to support the organisational philosophy, specific training may also 

be required for the technical aspects of providing nursing home care. In the context of this 

study, the residents with cognitive impairment -were at risk of having their dignity 

breached, suggesting the need for specialised training in this area.

6. Organisational Approaches to Complaints, Incident Reporting and 
the Disciplinary Process

Earlier in this chapter, the continuum of abuse was discussed. Participants described a

range of actions that managers or they themselves took to correct breaches of dignity or 

abuse towards the lower end of the continuum. However, as the seriousness of the 

behaviour moves along the continuum, participants described some incidents that had 

resulted in formal disciplinary action or investigation. Nursing homes are required to have 

a formal process regarding disciplinary action, supported by protocols, including incident 

reporting, complaints policies, and disciplinary policies. In Chapter 5, one participant 

recalled that she frequently saw medication being left inappropriately unattended but did 

not feel that she could formally report it. The consequence of not reporting all incidents 

may mean that an organisation cannot learn and improve practice. However, this process 

has to be linked to the dignity domains, and where there is a significant failure by an 

individual, a manager may need to initiate the disciplinary process. Trust in Care is the 

policy and procedure that governs this disciplinary process, in which managers are 

required to take statements, undertake an investigation, interview staff, and draw 

conclusions regarding whether the alleged breach of dignity took place. For some 

participants, the formality of this process and the serious consequences for the accused 

staff member posed a barrier to reporting a colleague. For others, it was reassuring and
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gave them confidence that if they reported something to their manager it would be dealt 

with appropriately. For managers, the process itself could pose challenges, particularly for 

those in the public sector. These included the involvement of other managers, not being 

involved in the decision making and not being confident that they had the skills required to 

undertake investigations. Managers in the private sector were more likely to be involved 

directly in the investigation and decision making, although for the more complex 

allegations (for example where the evidence was less clear), they found the process of 

reaching conclusions challenging.

The incidents that resulted in the formal process being put into operation included staff 

asleep on night duty, and two incidents in which a staff member hit a resident, and an 

allegation of sexual assault in which no specific staff member was identified. Managers 

working in the private sector described carrying out the investigation and being closely 

involved in deciding on the subsequent disciplinary action. Managers working within the 

public sector described how disciplinary investigations were carried out by an external 

team, and that the decisions about disciplinary actions were taken by other external 

managers (for example within HR). This caused significant challenges for one manager in 

the public sector and her staff She described an investigation in which it was confirmed 

that a staff member had assaulted a resident, and that external managers had decided that 

the staff member could return to work in her facility with higher levels of supervision.

Both she and her staff believed that this was inappropriate, and the staff member’s return to 

work caused considerable distress. The manager also recalled how the resident’s family 

had been distressed at the incident, and had expressed considerable anger that the staff 

member had returned to work. Even though this experience had happened four years 

previously, the depth of emotion caused by this experience was clearly evident during the 

participant’s interview.



Within the pubHc sector, participants described how the disciplinary process, particularly 

deciding on disciplinary action, can take a long time. One manager stated that in one case, 

it took over a year before there was a final decision. The process appeared much quicker 

in the private sector, and one manager described how she came to a dismissal decision 

within a week. One of the managers in the private sector, who had previously been a 

manager within the public sector, described how she had experienced significant 

differences with regard to the disciplinary process in the two sectors. Although she had 

been in the public sector for many years, she could only recall one occasion in which a 

staff member had been dismissed. This was in sharp contrast to her relatively short 

experience within the private sector, where she had experienced a number of staff being 

dismissed.

The process of investigating breaches of dignity and abuse was straightforward for some 

managers, particularly if they had witnessed the behaviour. Managers within both the 

public and private sectors recalled finding the investigation process potentially complex, 

and they believed that they did not have the training required for the task, particularly if 

there were no witnesses or uncertainty about the reliability of witnesses. Managers who 

had been involved in undertaking disciplinary investigations found the Trust in Care policy 

provided them with a useful framework for guiding them through the investigation process. 

In particular, they valued the emphasis on a team approach to investigations. However, for 

more complex investigations (with no witnesses or concerns about the credibility of 

witnesses), managers were uncertain about whether they had the skills required to evaluate 

the evidence and draw conclusions.

For other participants who had reported colleagues and where there had been a formal 

investigation, the process itself had the potential to cause them distress. Factors causing 

that distress included being required to make formal statements, having to go through



formal interviews, and the serious consequences for the accused (that is, the loss of a job). 

However, other participants found the process reassuring, because they knew that 

inappropriate behaviour would be tackled by their manager.

The depth of emotion for some participants was evident when they described the formal 

disciplinary process, although this was more evident for those in the public sector. Being 

removed from the investigation and subsequent disciplinary decision making appeared to 

be a contributing factor to their distress. It is also understandable that a resident who has 

experienced an assault might be distressed, and that their families may also experience 

distress and anger, particularly if they believe the disciplinary outcome is not appropriate. 

The research exploring the issues highlighted here appears limited, although a recent study 

in England, which sought to explore the decision making involved in barring staff accused 

of wrongdoing from working with vulnerable groups, noted the complexity involved 

(Stevens et al., 2010). The study noted that those making such decisions were removed 

from the care practice context they were making judgements about, and concluded that 

stronger links with service users and the social care workforce were required to ensure 

balanced decision making. In the context of the present study this would seem to suggest 

that, for the public sector at least, there needs to be stronger links between those that make 

the disciplinary decision and the service user, the staff and the manager in the nursing 

home.

Implications for Policy and Legislation
The findings from this study have implications for social policy at a number of levels.

Firstly, it might be helpful if there was a national policy on dignity for older people, which

provides clear leadership and direction on some of the complex issues highlighted. Such a

policy may also prove usefiil for other organisations which provide care to older people,

including hospitals and home support agencies. Secondly, a concerted policy approach
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may be required to address concerns about the appropriateness of medical care for older 

people, including medication, continence care, pressure wounds, artificial methods of 

feeding and end-of-life care. While some of the medical care is within the control of the 

nursing home, much of it is dependent on external professionals (for example doctors). 

Additional training and monitoring of practices regarding the dignity domain may be 

required to address the concerns about appropriate medical care.

While training regarding the medical aspects of care is necessary, there is also a need to 

continue to address the other training needs of staff. Currently, there are training 

programmes specifically for care assistants and nursing staff working in nursing homes, 

and clearly this should continue to be supported through government initiatives. However, 

the findings from this study indicate a need to provide managers with specific training on 

the leadership approaches which encourage staff to report concerns. This training may also 

need to incorporate the skills required to respond to the concerns that participants raised, 

including the skills required to formally investigate allegations of abuse.

The findings from this, and other, studies indicate that residents with dementia are the most 

vulnerable to poor practice and abuse. The absence of a national strategy for dementia is a 

significant policy gap, which is further compounded by the lack of legal protections for 

this vulnerable group. The Human Rights Commission, in a press release in February 

2010, noted that the absence of such legislation had the consequence of Irish law not 

conforming to international human rights standards. It seems imperative that the proposed 

Mental Capacity Bill is brought into legislation as a matter of urgency, so that legal 

protections can be put in place. However, in the absence of this legal protection, the 

current development of a national advocacy programme for older people in nursing homes 

has significant potential for providing some safeguards for those with dementia,

particularly where they do not have anyone else to represent them.
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In Chapter 7, the issue of whistle blowing arose in the context of the legal protections for 

staff. The Health Act 2007 provides protections for health service workers to report 

concerns, provided they have reasonable grounds for their concern and they make a report 

in good faith. For workers within public nursing homes, there is a designated person 

within the HSE to whom those reports can be made in confidence. While staff in private 

nursing homes can make a complaint to HIQA, it is not entirely clear to what extent they 

are covered by whistle blowing protections. Additional legal measures may be required to 

protect staff working within the private sector.

Currently, staff working in nursing homes are required to have a criminal record check. 

However, Chapter 7 illustrated how there may be a significant safeguard gap in policy 

and/or law in this regard. For example, a staff member may be dismissed from one 

organisation for abusing a resident, and if there has been no criminal conviction they will 

return a clear police check. If the staff member is a nurse, they may lose their registration 

with their professional body. However, there is no registration system for care assistants. 

This may mean that a staff member who has abused a resident may obtain employment 

working with vulnerable groups. England and Northern Ireland have specific legislation 

for enhanced vetting of staff working with vulnerable groups, and this includes other 

relevant information in addition to whether the person has a criminal record. It seems 

relevant that similar legal safeguards should be in place in Ireland.

Regarding the more serious allegations of abuse, there is a need to further enhance the role 

and working relationship of the HSE, An Garda Siochana and HIQA within the current 

policy framework of Protecting Our Future and Trust in Care. These are the two national 

polices concerned with the management of allegations of abuse, and both require an 

interagency approach. This study has highlighted the potential for An Garda Siochana to 

not be informed, thereby denying residents the right to redress when abuse has been



perpetrated. Equally, there appeared to be differing practices regarding whether the HSE 

elder abuse workers are informed about allegations, or what their role is. The operation of 

the Trust in Care policy within the HSE may require some attention in light of the findings 

illustrated in Chapter 7. For example, the layers of external managers (and the perceived 

exclusion of the facility manager) in investigating allegations of abuse and deciding on 

disciplinary actions may require further examination.

The findings from this study also have implications for the HIQA inspectors and their 

approach to the inspection of nursing homes. The concept of dignity embedded in the five 

dignity domains, along with the description of the behaviours that emerged in this study, 

may be helpfial to the inspectors in evaluating the care practices they observe. A cursory 

examination of some of the inspection reports published on the HIQA website indicates 

that it is already identifying some of the practices highlighted in this study. However, the 

findings concerning the organisational environment which support staff in raising concerns 

may also be useful to inspectors who are observing leadership within nursing homes.

Future Directions
As the HIQA standards and approach to inspection are entering their second year, it seems 

timely that there should be a study of the impact they are having on the quality of nursing 

home care. This might involve an analysis of inspection reports, interviews with 

inspectors and nursing home managers, and an exploration of the dignity domains 

identified in this study. The findings from such a study could enhance the inspection 

process, as well as informing the training agenda.

The other area that needs further study is the disciplinary process, including the 

investigation of allegations made against staff, particularly more serious acts. It is critical 

that such a study also examine the decision making after the disciplinary process has
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confirmed that an act has happened. This aspect has not received much research attention 

either in Ireland or elsewhere.

Conclusion
This study set out to explore staff perceptions of abuse and poor care practices in Irish 

nursing homes, and to identify the barriers and enablers to reporting their concerns. 

Regarding the perception of abuse, this study has concluded that the broader concept of 

dignity provides for a richer concept in which abuse can be located along a continuum of 

behaviours. The concept allows managers to engage their staff in discussions about all 

inappropriate behaviours along this continuum, and not just the serious behaviours. In the 

context of the Kayser-Jones model, dignity should inform the attitudes, values and beliefs 

of staff (cultural-social-psychological environment), which, in turn, will determine the 

interactions between staff and residents (personal-supra-personal environment). However, 

this study demonstrates the critical role of the organisational environment in establishing, 

communicating and upholding an ethos of dignity. This requires managers to take 

responsibility to communicate this ethos and ensure that their leadership includes and 

values staff (including a team approach to care), supervises staff appropriately (including 

night staff and migrant workers), facilitates discussions among staff (staff meetings), is 

committed to training, and has a responsive and supportive disciplinary and complaints 

process. In this organisational environment, staff are more likely to disclose concerns 

about breaches of dignity, including abuse. In organisations which do not have such 

structures or approaches in place, staff may not report their concerns. In those situations, 

some staff will feel strongly enough to consider reporting to others outside the 

organisation.

Two participants in this study attempted to contact external organisations to get their

concerns about poor care addressed. One contacted a health service manager responsible
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for commissioning their service, and the other contacted a national newspaper about their 

public nursing home. Both of these participants believed that their organisation had failed 

to hear or address their concerns, and out of fiiastration they wanted to blow the whistle. 

This would seem to suggest that where a staff member feels the need to whistle blow, there 

has been a failure within the management of the organisation.
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Appendix 1
Research Project

Reporting concerns of abuse or poor care practices

Your views are important

Research has shown that many staff in the course of their work will witness an incident of 
inappropriate care of an older person: however, few feel unable to inform or discuss this 
with anyone, particularly their manager. This research project seeks to hear the view of 
staff on the difficulties of reporting their concerns. If a member of staff has experience of 
reporting concerns their views of that experience will also be explore.

For participation in the project you do not have to have a particular concern or incident in 
mind and it does not have to relate to your current place of employment.

Your employer is supporting this research project and participation of the following staff 
are sought:

• Care assistants

• Care Attendants

• Staff nurses/nurse managers

• Any other health care worker/support staff

Your contributions are important
If you agree to participate in the study it will involve a confidential interview with the 
researcher and should last for no more than one hour and will take place at a time and 
location to suit you. The interview will explore your personal experiences of working in a 
nursing home. There will be no report back to your employer and you will not be 
identified in any report.

You will be asked if there are care practices that have caused you concern, though you will 
not be asked to disclose the identity of any staff or patients involved. If you have reported 
concerns to a manager you may be asked about that experience.

If you are willing to participate in this research or you wish to seek further information, 
please contact the researcher below.

Austin Warters 
Researcher 
087  9639712 
wartersa@tcd.ie
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Research Project 
Reporting concerns of abuse and poor care

practices

Participant Consent Form

Research has shown that many staff in the course of their work will witness 
an incident of inappropriate care of an older person: however, few feel unable 
to inform or discuss this with anyone, particularly their manager. This 
research project seeks to hear the view of staff on the difficulties of reporting 
their concerns. If a member of staff has experience of reporting concerns 
their views of that experience will also be explore.

For participation in the project you do not have to have a particular concern or 
incident in mind and it does not have to relate to your current place of 
employment.

Your employer is supporting this research project

If you consent to being interviewed it will involve a confidential interview 
with the researcher and should last for no more than one hour. The interview 
will explore your personal experiences of working in a nursing home. There 
will be no report back to your employer and you will not be identified in any 
report.

You will also be asked if you have observed care practices that have caused 
you concern, though you will not be asked to disclose the identity of any staff 
or patients involved. You will be asked about your views and/or experiences 
of reporting any concerns you may have to your manager.

If there are care practices of concerns of abuse of patients that do concern 
you, you will have an opportunity to discuss with the researcher what options 
there are for addressing your concerns.

The purpose of the study is to inform the development of policy to facilitate 
staff disclosing concerns they may have regarding patient care practices.
The interview will be recorded and some notes may be taken, a number 
assigned, and all the information you provide will be stored securely. You or 
your place of work will not be identified in any subsequent report.
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You may decline to participate in this study and it will not affect your 
employment or have any other negative impact.
I.....................................................................................have read and understood
the above information sheet and I understand that my decision whether or not 
to participate in, or subsequently withdraw from this study will not affect my 
employment or have any other negative impact.

The researchers name and contact details are;
Austin Warters 
086 2330992
wartersa@tcd.ie
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