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Summary of the Research Findings

Housing w ith Care (HWC) for older people is unusual and HWC fo r people w ith dem entia even 

m ore unusual in Ireland w here long term  care o f o lder people is confined to nursing hom e care in 

alm ost all cases. This qualitative research focuses on HWC developm ent fo r people w ith  dem entia  

in Ireland and the factors that impact on it. Case studies w ere used to capture the m ultiple  

perspectives o f many stakeholders from  different agencies about the complex issues involved in 

HWC developm ent as manifested across several sites. Five HWC voluntary housing initiatives  

developed betw een 1989 and 2008 w ere selected to explore the factors that facilitated service 

developm ent, the factors that created barriers, and the climate fo r fu rther HWC service 

developm ent in Ireland. O f the five schemes, th ree continue to operate, one closed w ith in  

months of opening and plans fo r the fifth  scheme never progressed to the building stage.

Data collection involved site visits, analysis o f relevant docum entation and in-depth qualitative  

interviews w ith 43 stakeholders; o f these, 23 w ere adm inistrative officers or health professionals 

from  the health service, 8 w ere from  voluntary housing associations, 4 from  local authorities and 

8 w ere experts with a stake or interest in HWC for people w ith dem entia. Change theory provided 

a useful fram ew ork fo r the analysis o f the forces th a t impact on the introduction o f new ways of 

doing things in an organisational context.

The data show that common drivers for the developm ent of the case study schemes w ere  the 

desire to relieve pressure on housing and health services including acute hospital beds and 

dissatisfaction with existing nursing hom e models. Specific concern about the needs o f people  

w ith dem entia was a less prom inent catalyst for service developm ent. The availability o f state 

capital funding and land, the intervention o f individual champions and a favourable economic  

an d /o r political environm ent during the early planning stages w ere identified as the factors most 

critical to the developm ent o f the case study initiatives.

Lack o f access to revenue funding was identified as the biggest barrier to HWC service 

im plem entation in all cases; as the Irish econom y deteriorated in the late 2000's, this became 

m ore of a challenge. Although the Health Service Executive (HSE) was expected to provide 

revenue funding, there was no dedicated budget established fo r that purpose. A second major 

barrier was the resistance o f com m unity nurses and GPs who w ere reluctant to  make referrals or 

provide services to HWC residents because they believed it was not in the ir professional self- 

interest and also because of concerns about the health and safety o f older people in a care setting 

th a t was not nurse managed. Inter-agency tensions created by the d ifferent priorities and 

expectations o f the housing and health agencies w ere  identified as a fu rther barrier across case
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studies; Health Service Executive (HSE) structures and organisational culture presented particular 

challenges.

All except one o f the 43 study participants acknowledged the  need to fu rther develop HWC  

services. H ow ever a num ber o f stakeholders from  the HSE in particular stopped short o f fully 

endorsing the HWC model because of concerns about HWC capacity to  provide more than just 

short term  care to older people as the ir dependency level increases. For them , the possibility that 

some HWC residents m ight have to move a second tim e into a nursing home w eakened the case 

fo r fu rth e r developm ent. Several HSE participants believed that a review of existing services was 

necessary before fu rther HWC developm ent is considered.

There was a consensus among study participants that the  clim ate fo r HWC developm ent is more  

unfavourable than it was when the case study schemes w ere planned and most put this in the  

context o f the economic recession which has slowed dow n all public sector service developm ent 

in Ireland in the last 4 -5  years. The change from  a capital funding system to a leasing system for 

the developm ent of social housing was considered by voluntary housing participants to inflict an 

alm ost fatal blow to the developm ent o f all special needs housing in Ireland including HWC for 

older people. O ther identified inhibiting factors included long term  care funding mechanisms 

heavily biased in favour o f nursing hom e care and the anticipated introduction o f regulation  

which m any feared would increase costs while restricting HWC access to people with low  

dependency needs. The absence o f a strategic fram ew ork defining the role of the HSE, centralised 

HSE structures and an HSE organisational culture that discourages innovation w ere cited as 

additional reasons for pessimism.

The data shows a particular lack o f optim ism about the clim ate fo r the fu rther developm ent of 

dem entia  specific HWC services because of the higher costs involved and perceptions about the  

particular vulnerability o f people w ith dem entia. The findings suggests that revenue funding  

problems w ere already threatening service sustainability and there w ere fears that the 

introduction o f regulation would u ltim ately lead to the screening out o f people w ith dem entia. 

Although there was some appreciation expressed about the particular benefits o f HWC for people 

w ith dem entia , doubts rem ain about its feasibility as a long term  care alternative. The data 

suggests th a t the developm ent o f HWC for people with dem entia in Ireland has at best stalled; 

the m om entum  that developed when the case study schemes w ere being planned had already  

been lost by the tim e that plans fo r the last tw o  schemes w ere being im plem ented and few  if any 

believed th a t fu rther HWC was a realistic proposition in the short term .
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Chapter 1: Introduction

This thesis explores the developm ent o f Housing w ith Care (HWC) services fo r people with  

dem entia in Ireland. It traces the developm ent o f five HWC schemes and identifies the factors 

th a t m ade service developm ent possible, factors th a t presented barriers during the planning and 

im plem entation stages and factors critical to creating the environm ent fo r fu ture HWC service 

developm ent. The focus of the thesis is on the service developm ent process and the factors that 

affect it; it is not an evaluation of HWC or a com parative analysis o f long term  care models. It did 

not measure HWC costs or outcom es for service users, although the issue o f costs does feature  in 

the  discussion about barriers to  HWC developm ent. Finally the research was not aim ed at 

capturing people's personal experience o f working or residing in the HWC schemes used for the  

study. This dissertation was w ritten  mainly for stakeholders in the housing and health services 

whose job  it is to  plan and develop services for older people and it reflects the ir perspective 

rather than the perspective o f older people or their carers. The focus was on the mechanics o f 

service developm ent in the housing and health sectors and the factors th a t impact on it, and the  

collection o f data was undertaken from  that perspective. This study is divided into seven chapters 

broken dow n as follows.

Chapter 1 o f the thesis begins w ith a definition of term s in Section 1. Section 2 includes a 

discussion o f the concept o f HWC and Section 3 looks at the specific benefits o f HWC for people  

w ith  dem entia . Chapter 2 includes a review o f the international literature on HWC for people  

w ith  dem entia and the theoretical fram ew ork used for this study, and Chapter 3 presents the  

m ethodology chosen for the conduct o f the research. Chapters 4 -6  present the main research 

findings; Chapter 4 presents an analysis o f the findings on the factors that m ade the case study 

scheme developm ents possible; Chapter 5 presents the data related to the factors that presented  

barriers to  service developm ent; and Chapter 6 presents the findings on the clim ate for fu ture  

HWC developm ent. Chapter 7 draws conclusions from  the research. It includes a discussion o f the 

strengths and lim itations o f the study and makes recom m endations fo r research, policy and 

practice.

Section 1 Definition of terms

Howe et al recently observed the confusion and am biguity created by the lack o f consistent 

term inology used to describe 'housing for older people th a t is combined with various support and 

care services' (2013:547). In th e ir extensive search of the literature, they found over 70 term s in 

use; w ith  some difficulty they reduced this num ber to  20 'generic term s' before choosing Service
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In tegra ted Housing as t h e  umbrella te rm for the ir  s tudy  (2013:548).  Literature reviews by 

Croucher  e t  al (2006) and Dutton (2009) similarly obse rve  t h e  lack of  a s tandard  lexicon for 

housing services t h a t  also provide social care and suppor t .  Housing with care,  enha nce d  she l te red  

housing,  very she l te red  housing, suppo r t ed  housing, in tegrated  care,  close care,  flexi care and 

re t i r e m e n t  communi t ies  are only som e of th e  te rm s  used in this context  in the  UK li terature,  and 

within each  of  th e s e  categor ies t h e r e  is huge variation of services (Oldman 1990, Croucher 2006, 

Dut ton 2009).  To illustrate the  difficulties involved in trying to  categor ise services in t he  UK, 

Oldman uses the  example  of  'very she ltered  housing'  provision which, a t  th e  ex t r em e ends,  

' . . . ranges from only housing to  someth ing  close to  residential  ca re '  and  she suggests a blurring of 

th e  bou ndar ies  b e t w e e n  she ltered housing and residential  care at  the  highest  end of  the  

scale(1990:23).

In th e  United States,  assisted living and continuing care re t i r em ent  communi t ies  are th e  te rm s  

used m o s t  f requent ly  to  describe services th a t  provide hous ing and care for  d e p e n d e n t  o lder  

people,  bu t  again t h e r e  is confusion about  definit ion of t e r m s  and Hawes points ou t  th a t  for  

example  ' . . . there is t r e m e n d o u s  variation a m o n g  tho se  facilities th a t  call themselves  assisted 

living' which makes  it difficult to general ise a b o u t  services or  co m pare  th e m  (Hawes in 

Z imm erman  e t  al 2001:2).

In Ireland, th e  te rm  she l te red  housing is commonly  used t o  descr ibe housing sc hem es  for older  

people  t h a t  at  min imum provide individual dwellings, a w a rd e n  and a larm sys tems  (O'Connor  e t  

al 1989) and  t h a t  is the  way it is used in this study.  But as in o th e r  countries,  t h e r e  is no 

s tandard ised  te rminology in Ireland for housing sche m es  t h a t  provide more  than  this minimum 

level o f  services to o lder  residents.  O'Connor e t  al use t h e  t e r m  'extra care '  to  describe she l te red 

housing s ch em es  with a mix of facilities to m e e t  the  increasing ne eds  of  t e n a n ts  (1989:56-68).  

Cullen e t  al use ' support ive  housing'  to  describe housing s ch em es  for older people  th a t  include 

sel f-contained accommo da t ion ,  t enancy  a r r ang em en ts  b e t w e e n  landlord and  tenants ,  and an 

e l e m e n t  of  ' support iveness '  for residents.  But un de r  the ir  definition, suppor t iveness  can me an  

anyth ing f rom ' the  oppor tun i ty  for  social contac t  and collective securi ty provisions... [to the  

provision of] com mu na l  facilities (living areas,  dining rooms and meals,  laundry, etc.), visiting 

su pp or t  staff and on-si te suppor t  staff'  (2007:53-54).  The Irish Council for Social Housing 

distinguish b e t w e e n  ' low suppor t  group  housing schemes . . .des igned  for  active older people [with] 

visiting supp or t  services'  and ' shel te red  housing [which] have on-si te suppor t  services. . .[and]

provide a higher level o f  suppor t  than  the  group  housing s ch em es  descr ibed above  but  do not  

provide intensive care '  (in Cullen e t  al 2007:55) In th e  a bsenc e  of  s tandard ised  terminology,  

' s up por te d  housing'  is used in this s tudy to descr ibe housing schem es  for older  people  tha t

15



provide accom m odation and a low level o f support services to residents, fo r exam ple meals, 

hom e help, social activities, laundry and alarm services. Housing w ith Care (HW C) is used as a 

generic term  to describe services at the highest end o f the  housing and services scale, specifically 

those providing self-contained accom m odation and 2 4 /7  supervision and support either  

delivered by care staff or accessed from  o ther agencies (D utton 2009). HWC settings range from  

1-2 bedroom  apartm ents to single or double rooms in a congregate housing facility w ith meals, 

social activities and o ther services delivered in communal areas (Howe et al 2013). Nursing, 

medical and therapy services are typically accessed from  outside HWC schemes as required. 

Housing w ith  Care is used because it is simple and because it gives equal w eight to housing and 

care, reflecting the nature and scope of the services being studied.

'Nursing hom e' is used in this study to describe all long stay residential care institutions that 

provide skilled nursing care because , according to Howe et al, it is 'the most com m only used and 

least ambiguous term  w ith common m eaning' in the literature in English (2013). It is used to  

describe public long stay units as well as private sector nursing homes in Ireland.

Hawes suggests that Housing w ith Care 'represents a promising new model o f long-term  care that 

blurs the sharp and invidious distinction betw een nursing homes and com m unity-based care and 

reduces the chasm betw een receiving long-term  care in one's own hom e and in an "institution"' 

(2001:2). The perceived merits o f HWC are discussed below.

Section 2 Why Housing with Care?

Housing w ith  Care (HWC) developed largely in reaction to medical model nursing hom e care and 

its perceived negative implications for older people which Lawton suggests include the 'frequent 

provision o f excess care and independence-underm ining features of everyday life...' (2001) Golant 

and Hyde observe th a t HWC is a social model that is less a set o f specific services than a 

philosophy of long term  care which 'puts the  person first, incorporating a person's medical, 

psychological, social and personal needs, as well as strengths, abilities, interests and 

preferences...' (2008:48).

Although the range and configuration o f HWC services varies, HWC providers share an ethos that 

places value on the prom otion of independence, em pow erm ent and accessibility (Croucher et al 

2006, Dutton 2009:22, Golant and Hyde 2008). The ability o f older people to  maximise th e ir  

personal autonom y and to m aintain some semblance o f normal daily life is believed to be one of 

the  biggest benefits o f HWC (Tinker et al 2007, Oldm an 2000, Wilson 2007, Golant and Hyde 

2008). G reenw ood and Smith observe that 'The aspiration is to ... [create an ]...environm ent in 

which tenants feel much m ore powerfully in control o f w hat is happening, largely because it takes
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place in the ir own territo ry and to a degree on the ir own terms'(1999:8). Independence and 

control are a particularly im portant benefit o f HWC '...especially when the inevitable comparisons 

[are] made w ith residential care which is carried out in a highly managed environment' (Heywood 

eta l  2002:30).

HWC aims to provide some of the benefits o f one's own home. Anthea Tinker wrote convincingly 

about the importance o f home to older people and the value they place on having the ir 'own 

fron t door' (1999a:269) and Means observed that, fo r older people, 'home represents security, a 

refuge, a place where they could express the ir individuality...' (1997:416). Peace et al make the 

connection between environment and identity in later life, stating that '...people derive the 

security and confidence to use and enjoy the ir material and social surroundings only when they 

have a secure starting point (including their own room) from which to venture fo rth ' (2006:111). 

Recent studies have found that what older people living in HWC schemes value most is: 'having 

the ir own front door, flexible on-site care and support, security, [and] accessible living 

arrangements and bathrooms...' (Tinker et al 2013). While it is the strong preference o f older 

people to receive required long term  care in the ir own homes and most would not wish to move 

anywhere (Tinker et al 2013:8) Housing w ith Care is promoted as the next best thing to home and 

its proponents argue that it supports continued participation in normal life activities which would 

be the choice o f most older people but which is hard to achieve in traditional nursing home 

settings (Tinker et al 2007). Among the other perceived advantages o f HWC over nursing home 

care are increased living space and personal privacy (Greenwood et al 1999, Cutler 2007, Tinker et 

al 2013). Cutler notes that in the US, where most assisted living residents pay the full cost o f 

services, having one's own room or apartment is seen as a priority by those who choose assisted 

living (2007:80).

HWC is believed to o ffer personal benefits to individual older people in terms o f quality o f life, but 

it has also been promoted as a cost saving exercise fo r governments that believe it can prevent 

costly hospital admissions and serve as a cheaper alternative to  other forms o f institutional long 

term  care (O'Connor et al 1989, Heywood et al 2002, Mercer Report 2002, Irish Council fo r Social 

Housing 2011, Mollica 2009, Howe et al 2013 Tinker et al 2013). Heywood et al note that not only 

governments but also housing associations interested in expanding the ir own services promote 

HWC as something that can enable older people to 'age in place' w ith  'only modest investment' 

(2002:65). Although some o f the claims made may be exaggerated, recent research in the UK 

found tha t extra care can reduce the risk of initial hospital admission and also result in substantial 

cost savings (Tinker et al 2013:23).
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Section 3 HWC for people with dementia

HWC was not developed originally for people w ith dem entia. People w ith dem entia, who could 

no longer be cared for at hom e, w ere among those considered to be suitable only fo r hospital or 

nursing hom e care (O 'Connor et al 1989, Cox 1999, Housing Learning and Im provem ent Network  

[Housing LIN] 2005, Zim m erm an et al 2001). Even as the level o f service provision increased in 

supported housing settings in response to an ageing population, people w ith cognitive 

im pairm ent w ere not considered appropriate candidates for HWC until fairly recently. But in 

recent years, a m ore holistic understanding of dem entia has developed and attitudes changed 

about the needs of people w ith dem entia and how best to m eet them  (Kitwood 1997, O'Shea and 

O'Reilly 1999, Sloane 2001, Golant and Hyde 2008). Concern grew  about the marginalisation of 

people w ith dem entia who w ere considered to be most at risk o f being placed in nursing homes in 

which services w ere developed and delivered through a 'sickness fram ew ork, the person with  

dem entia being the  patient fo r whom  little can be done' (Gilliard et al 2005:574).

W hile traditional nursing hom e care had negative implications fo r older people in general, it was 

believed to be particularly inappropriate and even damaging to people w ith dem entia. Kitwood 

was among the first to  spell out the pernicious effects o f traditional nursing home care th a t is 

'm edically based, deficit focused and therapeutically nihilistic' and he pioneered the concept of 

person-centred care as an antidote to the medical model approach to dem entia care (in Capstick 

and Baldwin 2007:74). As 'person-centred care' gained currency so also did the idea o f w hat was 

possible in term s of providing alternatives to  w hat had been considered the only long term  care 

alternative for people w ith dem entia. Argum ents developed around the advantage of viewing  

dem entia as a disability and w ith  it a new appreciation o f the enabling and disabling im pact o f the  

physical and social environm ent on people with dem entia (M arshall and Archibald 1998, Lawton 

2001:viii, Dorenlot 2005)

Dissatisfaction w ith the medical model combined w ith the significant rise in the num ber of people  

w ith  dem entia requiring long term  care and the high costs associated w ith  it created pressure for 

the  developm ent o f new dem entia service alternatives (Tinker e t al 2007). Nursing home 

providers who w ere already faced with the challenges involved in providing care to an increasing 

num ber o f people w ith dem entia, responded to the pressure by developing specialist dem entia  

care units in which 'person-centred care' could be tailored to the  individual needs o f residents. 

(M cCorm ack 2004, Dewing 2004, Cahill e t al 2012) The developm ent o f specialist units prioritised 

staff training and the developm ent o f specialist nursing practice as well as the design of facilities 

sensitive to the particular needs of people with cognitive im pairm ent (Cahill et al 2012:109). This
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new culture o f care was aimed at improving the nursing hom e experience o f people with  

dem entia and replacing old nursing care models w ith new ones.

Housing providers approached the developm ent o f dem entia specific services from  a d ifferent 

angle; they hoped to prevent the admission o f people w ith  dem entia into nursing hom e care and 

if that was not possible, to at least prolong it. The aspiration was that HWC would provide an 

alternative to nursing home care and that it would allow people w ith dem entia to  'age in place' in 

a secure hom e- like setting (Oldman 2000, Zim m erm an et al 2001, Henwood et al 2009). HWC 

thus offered choice to older people w ith dem entia w here no choice had existed before (Poole 

2006a). The HWC emphasis on private space and continued participation in normal life activities 

was considered to be particularly im portant to maintaining 'dignity and the feeling of 

com petence, a particularly difficult challenge fo r people w ith  dem entia ' (Heywood et al 2002:28). 

In recent years HWC has become m ore prom inent in policy and practice in many western  

countries and the developm ent o f housing model alternatives to nursing home care for people 

w ith dem entia has increased significantly.

Section 4 Rationale for the Study

O'Shea observes th a t '...there  can... be no one solution to the provision o f care for people with  

dem entia and the ir families' (2007:6) and yet, nursing hom e care continues to be the only 

practical long term  care 'solution' fo r older People with Dem entia in Ireland who cannot be cared 

for at hom e (Cahill e t al 2012). There is evidence of dissatisfaction w ith existing residential care 

services for people w ith  dem entia in Ireland (O'Shea and O'Reilly 1999, O'Shea 2007, Cahill e t al 

2012) but the response has been to prioritise hom e care services in order to avoid nursing home 

care altogether or to fine-tune existing nursing hom e models in order to  make them  more 

acceptable. There is little evidence o f any concerted effort to  develop housing service 

alternatives to nursing hom e care fo r older people as there  have been for other service user 

groups including children and adults w ith  disability for w hom  group housing services have long 

been the norm. This research was aim ed at exploring the factors that explain this situation which 

marks Ireland out as being d ifferent from  o ther western countries and which leaves older people 

as the only group left in Ireland fo r whom  nursing home care is the only long term  care option. A 

key question is why have the HWC models that have developed in o ther countries to cater for the  

special needs o f people w ith dem entia been so slow to develop in Ireland?

There w ere a num ber o f reasons fo r choosing this topic fo r my PhD. First the research was driven 

by the belief th a t even w ith a huge increase in the provision o f home care services, not all older 

people w ith dem entia will be able to be cared fo r at hom e. And for these people, the exploration  

of new service models like HWC is im perative because o f the need to provide choice of long term
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care alternatives w here little or no choice now exists. The research was also driven by the belief 

based both on personal experience and a reading o f the literature that HWC may be particularly  

beneficial to people w ith dem entia, especially when com pared to nursing home care. It was 

hoped th a t the findings from  this study would help to progress not just the HWC agenda for 

people w ith  dem entia in Ireland but also inform  the planning and im plem entation of o ther new  

service initiatives aim ed at filling service gaps and improving service quality particularly in older 

people's services.

HWC developm ent was o f particular interest to me a retired older people's services m anager in 

the health services w ith a social work background and a long tim e belief in the unfulfilled  

potential o f sheltered housing in Ireland and an appreciation fo r social models o f care for o lder 

people. The research was approached w ith an appreciation o f how difficult it can be to  introduce  

new services in large organisations. I was a veteran of a num ber o f campaigns to introduce new  

service models in the health board/HSE including the introduction o f the Home Care Grant 

scheme and the creation of Case M anagers posts in the fo rm er East Coast Health Board. Home  

Care Grants w ere subsequently elim inated and most o f the Case M anager posts have also 

disappeared. The HWC initiatives identified in this study represent the fruits o f o ther such 

campaigns to introduce a new service m odel, and I was interested to understand the particular 

set o f circumstances that created the environm ent fo r the ir developm ent and the practical 

realities for the stakeholders from  the housing and health sectors who w ere involved in service 

developm ent and im plem entation. I w anted to track the way that these initiatives w ere  

developed and explore the dynamic interaction o f factors that influenced developm ent in a way  

th a t has not been done up to now.

Finally, the  study is aim ed at enhancing understanding o f w hat these HWC initiatives represent in 

term s o f the potential for fu rther HWC developm ent in Ireland. Are they likely to survive and will 

they be replicated? Do they represent a shift in thinking away from  the 'one size fits all' approach 

to  long te rm  care in Ireland (National and Economic Social Forum [NESF] 2004:41) or are they, like 

Hom e Care Grants and Case Managers fo r older people's services destined to disappear from  the  

landscape?

The key research questions fo r this study were:

1) W hat factors made the case study initiatives possible?

2) W hat factors created barriers to the im plem entation o f the case study initiatives?

3) W hat is the climate fo r fu rther HWC developm ent fo r people w ith  dem entia in Ireland?
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C h a p t e r  2 p r ov i des  co n t e x t  to  t h e  s tu d y  by out l in ing HWC d e v e l o p m e n t s  fo r  p e o p l e  wi th  

d e m e n t i a  in Europe ,  t h e  US, t h e  UK a n d  I reland as  high l ighted  in t h e  l i t era ture .
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Chapter 2: A Review of HWC development for people with dementia

The purpose of this chapter is tw ofold . First, it provides a critical review o f the literature related  

to  Housing w ith Care fo r people with dem entia in W estern Europe, the United States, the UK and 

Ireland and highlights issues relevant to  the research topic. The second purpose is to  identify the  

theoretical perspective used in this thesis to interpret the research findings. Section 1 opens with  

a brief description o f how the literature search was conducted. This is followed by a review of the  

literature on HWC for people w ith  dem entia from northern Europe in Section 2. Section 3 

includes a discussion o f HWC developm ent in the US and Section 4 tracks service developm ent in 

the UK. Section 5 focuses on the developm ent o f HWC in Ireland which provides the background 

to the findings chapters that fo llow . Section 6 discusses the selection o f the theoretical 

fram ew ork used fo r this study.

Section 1 Literature search

The literature for the following review was identified from  a num ber o f sources. National Council 

fo r Ageing and Older People (NCAOP form erly National Council o f the Aged) reports on housing, 

sheltered housing, dem entia and related w ere used as starting points fo r identifying the relevant 

Irish social policy literature on HWC for people with dem entia. The websites for the D epartm ent 

of the Environment, Com m unity and Local G overnm ent (DOECLG) and the Irish Council for Social 

Housing (ICSH) w ere used to identify relevant Irish housing statutes, regulations and policy 

documents; the ICSH website and publications w ere particularly useful to  tracking policy and 

practice developm ents and to  capturing the voluntary housing perspective on Housing w ith  Care. 

By scanning the bibliographies o f NCAOP and ICSH reports, o ther sources w ere  identified. The 

D epartm ent o f Health (DOH) website was used to source relevant national social policy 

docum ents on services fo r older people.

W eb o f Science, Scopus and Psyclnfo search engines w ere used to source literature from  books 

and journals using the  key words: sheltered housing Ireland, assisted living, extra care housing, 

housing w ith  care, supported housing, housing and dem entia, dem entia care and variations on 

those them es. The following websites w ere helpful to identifying relevant literature on HWC in 

the UK; Housing Learning Im provem ent Netw ork (D epartm ent o f Health); Care Services 

Im provem ent Partnership and the Joseph Rountree Foundation. Grey literature accessed mainly 

via the websites o f housing associations in the UK that provide Extra Care for people with
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dem entia (including Hanover, Anchor and Housing 21) presented the industry perspective on 

HWC . Proquest Dissertations and Theses (PQDT) was used to identify PhD dissertations of 

relevance. Two recent literature reviews on HWC by Croucher et al (2006) and on extra care for 

people with dem entia by Dutton (2009) w ere the sources o f many o ther references used in this 

review. Kotter's model o f successful change im plem entation was identified initially by using the  

Google search engine to source inform ation about change theory. Subsequently the Journal o f 

Change M an ag em en t search engine was particularly useful to  sourcing relevant literature using 

the key words: change m anagem ent, change im plem entation, public sector innovation, 

champions, resistance to change, obstacles to change, and related. References cited in Journal o f 

Change M anagem ent articles w ere used to source fu rther journal articles in other journals 

including Public Adm inistration Review, H arvard Business Review/, Social Science Medicine, 

Leadership Quarterly, and others. A brief consultation w ith an expert in change m anagem ent from  

the Business School in Trinity College Dublin was helpful to  identifying relevant literature that 

might have been otherwise missed.

Since this thesis explores the origins and developm ent o f HWC services in Ireland, it is helpful to 

first exam ine how HWC services have evolved in other counties.

Section 2 HWC for people with dementia in Northern Europe

Although it is difficult to generalise because of the d ifferent w elfare systems and structures 

involved, the European literature suggests a trend tow ards the developm ent o f small group 

housing models of long term  care fo r people w ith  dem entia. In m any Northern European 

countries there  has been a strategic reduction in the use o f nursing homes and long stay hospitals 

in recent years (Eurolink Age 1997, Verbeek et al 2008). Verbeek et al observe that dem entia  

policy in many European countries is now aim ed at delaying admission into 'an institution' and 

that increasingly small group living units are being developed for this purpose (2008:253). In the  

Netherlands, it is estim ated that alm ost 20% (14,000) o f all o f the people w ith dem entia who 

w ere living in residential care lived in small group living facilities in 2000 (Verbeek et al 2008). In 

Denm ark, w here the level o f care provision for older people is generally very high, a m ajor policy 

objective has been to convert existing residential care stock into self-contained accommodation  

w ith access to care services (Eurolink Age 1997). Cluster housing for older people with extensive 

care needs developed in Sweden in the 1960's; specially adapted apartm ents w ere grouped 

together and residents have 2 4 /7  access to staff and services (Tinker et al 2013:24). In France in 

the late 1960's, 'cantou' which offer small group com m unal services in a homelike setting for 

people w ith dem entia w ere developed as an alternative to medical model long term  care with a
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view  to reducing the cost of care but also o f increasing service user autonom y and functioning  

(Ritchie and Colvey 1992). The Salmon Group is a netw ork o f Housing w ith Care projects across 

Europe which include services for people w ith dem entia; these projects w ere established on the  

'life m odel', very similar to the person-centred or social models o f disability which prioritise 

individual autonom y and the encouragem ent o f participation in normal life activities (Curie et al in 

Neum ann et al 2001).

2.1 Germany

In Germ any, the trend towards small group living fo r people w ith  dem entia is dem onstrated by 

the developm ent o f Shared Housing Arrangem ents (SHA) which have grown significantly in recent 

years. In urban areas, SHA are often situated in apartm ents accommodating an average o f 7 

residents in buildings that are no d ifferen t from  other apartm ent buildings in the area (Graske et 

al 2012:205). Accom modation includes a kitchen, living room and individual bedrooms and life is 

organised around ordinary household tasks in a hom elike environm ent aim ed at fostering  

resident autonom y and choice (W olf-O sterm ann et al 2012). Family involvem ent is encouraged  

and the expectation is that residents will not have to m ove out o f SHA even as their dependency  

increases (W olf-O sterm an et al 2012, Graske et al 2012:204). SHA are provided by both private  

companies and not-for-profit organisations and individual care costs are covered by a 

com bination o f statutory long term  care insurance (LTCI), private long term  care insurance and co

paym ents from  residents depending on the ir means (Gotze and Rothgang 2012, Lambert 2013). 

Residents undergo a standardised assessment o f needs, and health services including nursing are 

provided by com m unity services (Graske et al 2012). W olf-O sterm ann et al suggest that SHA 

developm ent is im portant in term s of both the num ber o f new developm ents but also in term s of 

user preference. Berlin is at the centre o f much of the recent SHA activity 'aided by the  state 

governm ent through legal and financial provisions' w ith  the num ber o f SHA growing from  230  in 

2006 to  331 in 2009 (2012:3048).

2 .2  The Netherlands

In the Netherlands the developm ent o f small scale living facilities (SSL) was originally driven by 

individual pioneers who w ere inspired by group living arrangem ents that had been organised for 

people w ith  disability (W illem se et al 2011). Over tim e, nursing home scandals and growing  

disquiet about the quality o f care in large nursing homes in the Netherlands created pressure to  

develop new long term  care models fo r people w ith  dem entia (de Lange 2011). In 2009, €80m  

was allocated for the developm ent o f Small Scale Living units (SSL) and assistive technology in the  

Netherlands. The range o f available SSL facilities includes: private rooms w ith  adjacent 

kitchenettes, bathroom s and shared living rooms fo r an average o f 13 people; small scale units
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w ith single rooms, shared bathroom s and communal facilities w ith in  a large nursing home; 

'clustered houses' w ith single bedrooms and shared facilities for up to  7 people; and group homes 

fo r 6 people that are part of a larger organisation (de Lange 2011). SSL facilities can be located in 

urban settings or in some cases on farms. 'Green care farm s' are a very recent developm ent in 

dem entia care in the  Netherlands and although they currently mainly provide day care, they are 

expected to expand fu rther to include residential care in the near fu ture (Verbeek 2013). A target 

set by the Dutch governm ent that 25% o f people w ith dem entia requiring long-term  care would  

be living in small-scale, homelike facilities by 2010 has been m et and now the aim is that in 5 

m ore years, that figure will rise to 33% (Verbeek 2013).

SSL costs in the Netherlands are funded from  a com bination o f m andatory health insurance and 

co-paym ents by residents depending on their means as is the case for the funding o f costs in 

traditional care homes. All residents undergo a standardised assessment o f need before they are 

adm itted . W hile traditionally it was not-for-profit organisations th a t provided long term  care in 

the Netherlands, participation of the private sector has increased significantly in recent years (de 

Lange 2011).

The design of a small scale hom elike environm ent is the defining characteristic o f SSL but so also 

is the person-centred ethos that prioritises resident autonom y. The aim is not only to create 

smaller nursing hom e settings but rather to also change the w ay th a t care is delivered (Verbeek  

2013). As in SHA in Germ any, SSL is organised around norm al household tasks, meaningful activity 

and routines dictated by resident preferences rather than nursing tasks. Care staff function as 

part o f the household and carry out 'integrated tasks' required to support the w elfare and 

independence of individual residents, w hatever that may involve (Verbeek 2013). SSL staff 

typically have a low level nursing qualification (which may be roughly equivalent to  Fetac Level 5 

in Ireland) but they are managed by fully qualified nurses who may w ork o ff site and manage a 

num ber of small group homes (Verbeek 2013).

Verbeek et al liken SSL models to the Greenhouse model which developed within the private 

nursing hom e sector in the US (2009). Issues that have em erged from  the Dutch research on SSL 

include the changed role for nursing staff which requires a shift in a ttitude about how care is 

delivered (Van Zadelhoff et al 2011). Considerable work has been undertaken in the Netherlands 

to  measure SSL outcom es for residents, staff and fam ily m em bers com pared to outcomes in 

larger institutional settings (Verbeek 2013, Groenewoud, H and de Lange, J 2009, de Rooij 2011). 

The research findings so far have been equivocal and interestingly have not yet shown better 

outcom es for SSL residents, although the views o f residents w ith dem entia themselves w ere not
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sought or included. The research does suggest that SSL is the preference o f families and it also 

confirms high levels o f satisfaction w ith SSL services among staff (Verbeek et al 2008).

Section 3 HWC development in the United States

Assisted Living (AL) fo r older people who need support and supervision but not skilled nursing 

care developed in the US as a response to  consumer demand in the first instance (Zimmerman et 

al 2003, Calkins 2007, Wilson 2007, Mollica 2009). Wilson refers to the stimulus to AL 

development provided by 'baby boomers' seeking something better than nursing care facilities for 

the ir parents and Hyde et al suggest that AL is a social model that is 'less a set o f specific services, 

building types or licensure categories than an approach to offering consumer-directed long term  

care in a congregate setting' (2008:46). Essential components o f AL models include; normal 

homelike environments, enhanced capacity to provide scheduled and unscheduled health and 

social care services even as dependency increases, and priority on resident choice and normal 

lifestyle (Wilson 2007:10).

Wilson (2007) identifies four AL models that have developed in the US and these include the 

hospitality, housing, health and hybrid models which are to some extent self-explanatory. 

Hospitality models involve new build accommodation and concierge type services but little  or no 

direct provision o f personal care and health related services. Health models which Calkins and 

Keane refer to as 'nursing home lite' (in Golant and Hyde 2008:91) evolved out of nursing home 

services in response to market demand for services for older people who need support but not 

nursing home care. AL services developed on this model are usually situated on the same campus 

w ith independent living units and a skilled nursing facility (nursing home).Wilson observes that 

health models occupy a place between independent living units and nursing homes and were 

never intended as an alternative to nursing home but rather as 'a stop along the way or a feeder 

to them ' (2007:16). Housing models o f AL developed through the use o f existing housing stock, 

service providers include non-profit organisations and unlike the other models which were 

developed to cater mainly fo r people w ith  higher incomes, housing model services are aimed at 

people w ith  lower incomes. They provide few health services. Hybrid models o f AL are described 

as providing the full range o f health and social care services to residents living in apartments w ith 

easy access to public space and shared services to encourage interaction w ith the community 

(Wilson 2007:15).

There has been rapid growth in the AL sector in the US in the last twenty years, and the 

percentage o f people w ith dementia in AL is estimated to be between 25% -  68% or higher 

(Kopetz et al 2000, Zimmerman et al 2005, Smith 2008). The literature on dementia care in AL 

settings is dominated by large-scale scientific studies aimed at measuring the characteristics o f AL
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residents, service quality and service outcomes and the factors that impact on both including 

staffing, medication management and access to nursing and medical treatm ent (See for example 

Zimmerman et al 2003 and 2005, Hyde et al 2007, Sloan et al 2001). Many are comparative 

studies w/hich identify the likenesses and differences between AL and 'skilled nursing facilities' 

and the research findings are at best equivocal regarding the capacity o f AL to substitute fo r 

nursing home care. Zimmerman et al found that the dependency level of AL residents was lower 

than tha t o f nursing home residents and that those AL facilities tha t did support residents w ith 

highest dependency (including those w ith  dementia) tended to be newer, provided 'less privacy 

and less resident control-all areas seemingly consistent w ith the realities o f a more impaired 

population' (Zimmerman et al 2003:8).

Because AL developed mainly in the private sector, access to AL is in many cases restricted to 

older people w ith high incomes who can afford to pay fo r the cost o f the ir own care (Howe et al 

2013). However since 1981, the situation w ith respect to access to AL has gradually improved, 

largely due to changes to the way that long term care funding is allocated under Medicaid, the 

national health insurance scheme which covers certain categories o f the US population w ith low 

incomes and assets, including people over 65 (Mollica 2009). Medicaid funding fo r long term  care 

was previously restricted to covering costs in licensed 'skilled nursing facilities' but in recent 

years, Medicaid 'waivers' have allowed funding to be diverted to cover the cost o f other services 

'tha t are required to prevent, delay, or substitute fo r admission to an institu tion ' and these 

include AL (Mollica 2009:3). The change in regulations was stimulated by the concern of state 

governments (who administer Medicaid funding) about the high costs o f nursing home care and 

the desire to cut long term care budgets. Thirty-seven states were using Medicaid waivers to 

cover AL costs in 2009 and several other states were in the process o f doing so (Mollica 2009). 

Medicaid waiver programmes have enabled eligible older people to  use Medicaid funding to 

offset AL costs, although not all AL providers are registered for Medicaid recipients and not all 

accept them even w ith in  the same state. Medicaid waivers originated in Oregon and marked a 

breakthrough in terms o f giving AL access to people on lower incomes but the ir lim ited 

application raises issues o f affordability fo r those who continue to have no choice other than to 

use Medicaid funding to  cover costs in nursing homes because they cannot afford to pay for their 

own care in private Assisted Living facilities (Wilson 2007, Calkins and Keane 2008, Hyde et al 

2008).

AL is in general is less regulated than nursing care facilities in the US and some states have no AL 

regulations and no minimum requirement w ith respect to access to  nursing services or to staff 

qualifications fo r example (Wallace 2003, Wilson 2007, Calkins and Keane 2008). This has raised 

concerns about the adequacy of health monitoring and the timeliness o f health professional
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interventions in AL and about the ability o f 'non-professional 'staff in AL settings to provide safe 

and adequate health care to residents w ith high acuity including those w ith cognitive im pairm ent 

(W ilson 2007, Calkins and Keane 2008:88, Smith 2008). However, regulation itself is also a 

concern because o f its restrictive influence on the admission and retention o f people with  

cognitive im pairm ent (Golant and Hyde 2008, Wilson 2007). O ther concerns about regulation  

include its effect on increasing service costs, on reducing service flexibility and making AL more  

institutional (Golant and Hyde 2008:66). In spite o f such fears and reservations. Smith believes 

th a t the regulations regarding w hat services may be provided in AL facilities and to  whom  are  

changing rapidly in response to increasing resident acuity and health related needs, and she 

expects that the proportion o f people w ith  cognitive im pairm ent living in AL may increase over 

tim e (2008). She observes that in the US, AL is increasingly the preferred long term  care 

alternative for people with dem entia (2008:817) although Calkins points out th a t AL 

developm ent has been paralleled recently by the developm ent o f social model 'special care units' 

in nursing homes '...prom pted by increasing recognition that nursing hom e residents with  

A lzheim er's disease and o ther form s of dem entia often d idn 't have significant medical needs that 

required a medical m odel o f care' and in an a ttem pt to increase m arket share (Calkins 2007:263). 

A pioneer m ovem ent aim ed at affecting 'deep system change' to the existing culture in nursing 

homes was spearheaded by nursing hom e innovators in the 1990's; the aim was to deliver 

required care in facilities that are small and homely. The Eden A lternative was one o f the first 

models developed specifically to  prom ote this new culture and later models include the Green 

House m odel, the Households and Neighbourhoods model and the Small House m ovem ent; all 

fea ture  specially designed (if not purpose built) dom estic settings that prom ote privacy, 

independence and participation in normal life activities (McLean 2011:27).

Section 4 HWC development in the UK

Because o f the geographic proxim ity o f the UK, a shared history and the similarity o f some 

governm ent structures and systems, HWC developm ent in the UK deserves a m ore detailed  

discussion than service developm ent in o ther countries. The extensive available literature from  

England is particularly useful to  providing background to the discussion in the next section about 

Irish HWC developm ent.

HWC is very much a housing phenom enon in the UK; it evolved increm entally from  within the  

housing sector and it took place in stages over m any years. The early origins o f HWC developm ent 

in the UK date back to 1909 when the Royal Commission in England singled out older people as 

being in need of specialised housing, but it was during the post-W orld W ar II period that sheltered  

housing fo r older people began to take on shape and direction. The Addison Act o f 1919
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established public subsidies fo r local authority housing in Britain and Ireland setting a pattern of 

'...direct provision o f social housing being seen as part o f the welfare state service rather than the 

province o f private and voluntary action' (Mullins et al 2003:36). This led to the marginalisation of 

the non-profit housing movement '...that is in sharp contrast w ith the position in some other 

European countries where the non-profit sector occupies a major position in regard to  the 

provision of social housing' (Mullins et al 2003:36).

A Government Housing Manual produced in England in 1949 gave remarkably detailed guidelines 

to local authorities fo r the development o f housing fo r old people which included building 

specifications as well as the suggestion that such dwellings should be situated in sheltered sites, 

hence the derivation o f the name 'sheltered housing' in use since that time (Silke 1994, Meghen 

1963, Tinker et al 2007). Some of the recommendations in the Manual would be considered 

enlightened even by today's standards.

Special a tten tio n ... should be paid to  such points as th e  avoidance  

of draughts, the  sheltering o f front and back doors, good therm al 

insulation, easy access to  th e  fuel store...a  clear space on e ith e r side o f the  

beds, and a handrail to  the  bath. Steps should be avoided w h erever  

possible... A heated to w e l-ra il in th e  bath room  [for w a rm th ]... The living 

room  should have a sunny aspect and, w h ere  possible a bay w indow  

or verandah  should be provided (M eg hen  1963:75).

A fo llow-up report, 'Housing of Special Groups' in England in 1951 proposed that, as well as 

ensuring tha t the physical facilities be built to a high standard as specified in the Manual, 

sheltered housing should also enable tenants to take part in community life and contribute to a 

'...fu ll and happy life in healthy and congenial surroundings...' (in Meghen 1963:75). Tinker et al 

note the cosy connotation o f the word 'sheltered'; the '...image o f older relatives who are 

protected, cosy and, above all, safe from harm' (2007: 34). Concern for older people's welfare 

was an intrinsic part o f the sheltered housing agenda from  the beginning.

By the late 1970's it became obvious that ordinary sheltered housing was not appropriate to 

meeting the needs o f many ageing tenants, including those whose dependency needs could not 

be met w ith in  existing sheltered housing services (Oldman 1990:42, McCafferty 1994). Some 

sheltered housing providers were already responding to the needs o f this vulnerable group o f 

tenants. But the nature and scope o f these early service developments were undocumented until 

the late 1980's when Tinker was commissioned by the Departments o f Environment and Health 

and Social Services to undertake an evaluation o f 'Very Sheltered Housing' schemes which were 

then broadly defined as having '... greater facilities and care than [that] provided in 

...conventional sheltered housing' (1989:9).
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Tinker summa r ised  th e  factors  th a t  influenced the  de v e lo p m e n t  of  VSH in England which had 

be en  un der taken  largely by church organisat ions up to  t h a t  t ime  (Tinker 1989:14).  The main 

drivers of  VSH service dev e lo pm en t  were  predict ions of  a d ramat ic  increase in th e  n u m b e r  of  very 

elderly in th e  populat ion coupled with concerns  abo u t  the  high cost  and inappropr ia teness  of 

insti tutional care which was  still growing, in spite of  its negat ive image as an o u t da te d  model  of 

long t e rm  care.  Concerns  abo u t  low d e m a n d  for 'hard  to  let '  shel te red  housing schemes ,  th e  

under -occupat ion  of  local author i ty  housing, delays in t h e  di scharge of o lder  people  from hospital  

and  ev idence t h a t  she l te red  housing sc hemes  wer e  struggling to  m e e t  th e  needs  of  increasingly 

frail t e n a n t s  we re  o t h e r  factors th a t  c rea ted  an e nv i ro nme nt  favourable to  the  d e v e lo p m e n t  of  

Very Shel te red Housing services a t  this t ime  (Tinker 1989:9). In addi t ion th e r e  was  a fall in 

d e m a n d  for ordinary she ltered housing; she l te red  housing providers w e re  left with vacant  units 

t h a t  w e re  hard to let because  of  the ir  location or  because  they  w e re  not  appropr ia te  to th e  needs  

of  an ageing populat ion (Tinker 1989:9, McCafferty 1994). Oldman observes  th a t  ther e  was  also 

concern  a b o u t  th e  negat ive e ffects o f  people  having to move  in order  to  access n e e d e d  services 

(1990). While the  concept  of  a ' con t inuum of care '  had be en  popular  up to  this t ime,  t h e  belief 

t h a t  people  should no t  have to  physically move in or de r  to access  services was  gaining 

m o m e n t u m  in t a n d e m  with th e  de ve lo pm en t  of  domiciliary and  h o m e  care services (Heywood et  

al 2002:1).

VSH de v e lo p m e n t  was  unde r ta ken  by local author i t ies as well as by voluntary housing 

assoc ia tions  and it was  m ade  possible th rough funding from a variety of  sources.  Capital funding 

for  local author ity service d eve l opm ent s  came from housing d e p a r t m e n t s  a n d /o r  social services 

d e p a r tm e n ts ,  while vo luntary sec tor  housing associat ions relied much less on s ta tu tory bodies  

and  much m ore  on chari table t rusts.  Revenue funding similarly varied; voluntary bodies had to  

rely much m ore  on rental  income and fundraising than  local author it ies  did (Tinker 1989:22).  

Tinker conc luded in her  evaluat ion th a t  VSH was  an acceptab le  and viable al ternat ive to 

residential  care for s o m e  older people  but  also cau t ioned t h a t  t h e  costs of  VSH w ere  relatively 

high (1989).

By t h e  early 1990 's, VSH was  th e  fastest  growing form of special  ne eds  housing in England 

(McCafferty 1994) and  service provision expand ed  to  include a 24 hour  w arden  service, a meals 

service and  assistance with domiciliary and care tasks,  thus  extending  th e  capacity of  ordinary 

she l te red  housing to  su ppor t  t enants .  A national  survey on she l te red  housing unde r ta ken  by 

McCafferty in 1994 show ed  general  satisfaction with s he l te red  housing and  cont inued  high 

d e m a n d  for it but  also revealed t h a t  many she lte red  housing te n a n t s  could be maintained a t  

h o m e  with h o m e  adapta t ions ,  heal th and social suppor ts .  However,  th e  survey repor t  also 

signalled th e  next  stage in HWC deve lo pm en t  in t he  UK by present ing evidence  th a t  t h e r e  w as  a
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shortfall o f sheltered housing schemes for a small but significant m inority o f older people who 

had what McCafferty called 'extra care' requirements because of the ir high dependency or 

disability (1994).

The Royal Commission on Long Term Care produced a Report, With Respect to Old Age in 1999 

tha t was critical to airing issues o f ageing and older people in the UK (Heywood et al 2002:15) and 

among these issues was the role o f housing in meeting older people's long term  care needs. 

Tinker's influential Appendix to the Royal Commission report on housing alternatives to 

residential care cited the findings o f McCafferty's survey and supported his contention that there 

was a need for the development o f sheltered housing schemes aimed specifically at people with 

high dependency needs; people w ith  dementia were not specifically mentioned as a target group. 

Her recommendation for fu rther service development was made in the context o f an overall 

argument fo r the recognition o f the preventive value o f housing and its importance to the health 

and welfare o f older people which had received little official recognition up to that time. Tinker 

saw benefits fo r older people but also fo r the state because service costs o f VSH would be lower 

than the cost o f residential care (Tinker 1999).

Tinker endorsed the continued development o f VSH schemes but recommended that more work 

was required to clarify its role (1999:286) a theme that runs through the HWC literature. She had 

found evidence tha t services were not being targeted appropriately and also tha t some people in 

VSH were not receiving adequate care and recommended tha t fu rther research be carried out to 

accurately cost and evaluate service effectiveness (Tinker 1999). The development o f VSH 

continued but so did the concerns o f policy makers and service providers that there was still a 

group o f older people who fell between the tw o stools o f VSH and residential care. The drivers fo r 

development o f what came to be known as 'Extra Care', were the same as for VSH; the high costs 

o f institutional care and the 'profoundly negative image o f care homes in the UK' (W right et al 

2009).

Extra Care (EC) increasingly came to represent a specialist form  of sheltered housing provision 

tha t w ent a step fu rthe r than VSH as defined by Tinker in 1989, although the boundaries between 

the tw o remain ill-defined and somewhat confusing (Croucher et al 2006, Howe et al 2013). 

Although there is no consensus about exact definitions, there is general agreement that Extra 

Care should include the following; self-contained accommodation, provision o f individualised 

care, provision o f meals prepared on the premises, the availability o f care and support staff 24/7 

and communal facilities (Croucher et al 2006:11). The incorporation o f special design features 

into the planning o f Extra Care units and the use o f assistive technology is also thought to be 

desirable (Care Services Improvement Partnership [CSIP] 2008a, Dutton 2009, Allardice 2005).
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Tinker et al believe th a t the developm ent o f Extra Care marks a significant departure from  

sheltered housing and VSH developm ent in that

[With Extra Care] The emphasis then, is less on 'bricks and mortar'
and much more on lifestyle, individual need and independence.
This then is above all the shift in conceptualisation that has occurred
which frames the provision of extra care housing in the 21 *̂ century (2007:36).

W hereas historically the focus was on the provision o f adequate housing, w ith care provision a 

secondary objective, now sheltered housing was seen as an appropriate setting within which to  

deliver care and support to  vulnerable o lder people, and discussion and debate now focused on 

how best to do this. Both local authorities and voluntary not-for-profit housing organisations 

becam e involved in EC developm ent as well as private sector fo r-profit housing and health  

providers.

The case for the developm ent o f Extra Care housing was strengthened by the introduction o f new  

national policies and strategic fram eworks which w ere underpinned by legislation from  1990. Fisk 

observes th a t HWC service developm ent took place in the context o f a general policy shift away  

from  residential care to care in the com m unity officially set out in the 1990 NHS and Com m unity  

Care Act (1999:39) and Heywood et al suggest that the Governm ent's belief in the  potential o f 

sheltered housing to provide a homely and cheap alternative to residential care explains how  

housing became m ore central to com m unity care in the UK (2002). As suggested earlier, housing 

associations, in turn, capitalised on the perception that EC would reduce the num ber o f people  

going into residential care and thus reduce governm ent spending on long term  care (Heywood et 

al 2002:66).

The Supporting People program m e, introduced in the 1990's, was critical to EC developm ent 

because it provided a revenue funding source w ith which to cover the costs of care o f individual 

tenants w ith high dependency needs. Supporting People was established to help progress the  

com m unity care agenda and its im plem entation involved changing the w ay that funding was 

allocated to housing associations in England (Office o f the Deputy Prime M inister 2004). Instead 

o f lump sum payments to housing associations for the general provision o f services, paym ent was 

now  m ade w ith  respect to  individual tenants following a form al assessment o f th e ir needs 

(Heywood et al 2002). This m eant that, in theory at least, funding allocation became m ore  

responsive to  the specific needs o f tenants, and housing associations w ith  high dependency  

tenants became better resourced to m eet these needs although the plethora o f personal 

allowances and benefits proved complex (Cox 1999, Heywood et al 2002). Supporting People 

paym ents are statutory payments with clear eligibility requirem ents and a form al assessment of 

need involved, and tenants o f HWC schemes are considered eligible in the way that any other
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older person living in the community is deemed eligible (Office o f the Deputy Prime Minister 

2004).

In 2003 the Extra Care Housing Fund gave another boost to  EC development. The Fund was 

created to  support and encourage the development o f innovative schemes involving 'partnerships 

between the NHS, local housing authorities, social services authorities, care providers, housing 

associations and private sector and other developers o f extra care housing in the interests o f 

older people' (Darton and Baumker 2008). A tota l o f £227 m illion in capital funding was allocated 

fo r this purpose between 2004 and 2010 (Baumker et al 2011). Significant in the context o f this 

study is the fact tha t Extra Care housing was now being targeted at the group o f older people w ith 

high dependency needs who were previously considered to be outside the scope o f supported 

housing services, including people w ith dementia (Wright et al 2009). In a speech in 2005, the 

then Under Secretary of State for Community, observed that

O f course, Extra Care is not just for people w ho  m ay need  

a little  extra help. People w ith  d em entia , o lder people  w ith  learning  

disabilities and those needing in te rm e d ia te  care are  also being  

included in m ainstream  planning and provision o f extra care 

(Ladym an 2005:2).

Tinker et al note the political zeal w ith which EC housing was being embraced and the almost 

visionary rhetoric surrounding its promotion by politicians, housing providers and health and 

social care professionals who made extravagant claims about its potential to provide an 

alternative to  residential care (2007:38).

EC development was supported by a number o f national strategies. The publication o f a strategic 

fram ework fo r older people's housing and the subsequent establishment of the Housing and 

Older People Development Group in 2001 (Heywood et al 2002) led eventually to the 

development of the National Strategy on Housing published in December 2008 which put EC 

firm ly on the national agenda. The Strategy includes a com m itm ent to increase funding for 

specialised housing w ith  an emphasis on 'inspirational and innovative design' and partnership 

between the statutory, voluntary and private sectors. There is cross referencing to Extra Care in 

both housing and health policies fo r older people (Department o f Communities and Local 

Government 2008:17, DOH: April 2008). Significantly, the Department o f Health was given 

responsibility fo r overseeing EC development; the Housing Learning and Improvement Network 

(Housing LIN) set up w ith in  DOH to promote 'housing based models o f care and support for 

adults' (Housing LIN 2005) was delegated to manage the EC Housing capital programme (DOH 

2013). The National Dementia Strategy published in 2008 includes reference to the development 

o f housing models fo r people w ith dementia and also o f housing staff skills to support 

development of specialised housing (2008:55). A subsequent Housing LIN Policy Briefing on
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delivering the National Dem entia Strategy (Garw/ood 2008b) makes particular reference to the  

role o f the housing sector in the im plem entation of the Strategy.

Dutton estim ated th a t in 2009 there w ere  37 ,600 people in EC housing in England com pared to  

272 ,000  people in 'personal care places' (in residential care) and 177,000 in nursing hom e (Dutton  

2009). O f those in Extra Care housing, approxim ately 25% of tenants had dem entia. A large scale 

evaluation o f Extra Care housing was undertaken by the Personal Social Services Research Unit at 

the University of Kent and the authors concluded that 'Although EC housing does not appear to  

provide a direct a lternative to care home provision, it can support a proportion of older people 

who would otherw ise be at risk o f moving into a care hom e' w ith better outcomes and at the  

same or low er cost (N etten  et al 2011). But the low level o f EC provision is considered to be a 

problem  and several related factors have been identified in the literature.

4.1 Factors th a t have im pacted on HW C developm ent in the UK

Revenue funding complexities are believed to have negatively im pacted on EC developm ent in the  

UK (Cox 1999, Fisk 1999, Henwood 2002, Vallely et al 2006, Darton et al 2011). Particular 

problems associated with the developm ent o f EC for people w ith  dem entia include: mixed and 

uncertain funding, the need to balance the requirem ents o f a range o f funding sources w ith  the  

needs o f individual tenants, and the difficulties associated w ith having to m eet the requirem ents  

of inflexible funding structures while attem pting to provide flexible, responsive services to 

individual tenants (Cox 1999). The continuing challenge for EC providers is how to recover the  

costs o f care and support services (Housing LIN 2013). A ffordability o f EC for people with modest 

incomes and assets is another concern particularly in what's called the 'social sector' because of 

new restrictions on eligibility fo r state housing and care benefits (Housing LIN 2013:119). Capital 

funding is also a challenge because o f recent reductions in G overnm ent subsidies and the need to 

develop new models which require little or no subsidy and 'draw  from  a m ore diverse range o f 

funding arrangem ents' that involve private sector developers and investors (Housing LIN 

2013:60). Tinker e t al observe the progressive shift in long term  care not only in the UK but in 

Europe generally from  public provision to mixed models of care and w ith it a reduction in the  

State's contribution towards care costs (2013:9). W ith  this shift has come the expectation that 

individuals should pay a proportion of the costs o f th e ir own care; in the UK, contributions are 

determ ined through needs assessment and means testing (2013:9-10).

The costs involved in delivering EC services to people w ith high dependency needs present 

another challenge fo r EC providers and funders. The achievem ent o f Extra Care aims and 

objectives depends on the availability o f resources w ith  which to provide the staff tim e and 

additional com m unity services required to address the unpredictable and changing needs o f older
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residents and this is a particular issue with respect to people w ith dem entia (Henwood 2002,

Poole 2006b , Garwood 2006). Service costs are determ ined by the num ber o f care hours offered  

and this is a limiting factor in EC developm ent as funders' may not be willing to increase resources 

above a certain threshold' (Henwood 2009:30) in spite o f evidence suggesting that the higher 

costs associated w ith EC are associated with b e tte r social care outcomes and quality of life for 

residents (N etten  et al 2011). Vallely et al observe that identified care costs and long term  care 

funding com plexities particularly im pede the ability of EC schemes to support some people w ith  

dem entia  whose care is being funded from  a num ber o f sources as the ir dependency increases 

(2006).

A nother barrier to  EC developm ent concerns the difficulties associated w ith establishing the  

fram ew ork  necessary fo r the developm ent and delivery o f EC services (D utton 2009). At local 

level, the  division betw een housing and health departm ents, w ith the ir d ifferent traditions, 

separate priorities and interpretations of statutory duties and responsibilities is seen to m ake it 

particularly difficult to achieve the interagency collaboration necessary to develop and deliver EC 

services (W atson and Britain 1996, Tinker 1999, Cox 1999, Oldman 2000, Garwood 2004, Dutton  

2009). Regulation is a concern for EC providers, specifically the issue of w hether EC facilities must 

register as care homes under recently introduced social care regulations (DOH 2008b, DOH 2009) 

and the  perceived negative implications of that for both tenants and EC providers in term s of 

restricted admission and discharge criteria and higher costs. The ability to  dem onstrate that EC is 

the hom e o f residents is one of the main things that distinguishes EC from  residential care and a 

critical issue for providers of EC for people w ith  dem entia is the  validity o f tenancy agreem ents  

signed by tenants w ho are cognitively im paired (Housing LIN 2010).

EC providers' ability to  deliver on promises o f independent living to residents w ith cognitive 

im pairm ent is discussed in the UK literature (Fisk 1999 G reenw ood and Smith 1999, Oldman 2000) 

and questions are raised about the limits o f EC capacity, the boundary betw een EC and residential 

care and the factors th a t underm ine EC 'hom e for life' aspirations (Cox 1999, Greenw ood and 

Smith 1999, Fisk 1999, Heywood and Means 2002, Housing LIN 2004, Dutton 2009). The literature  

suggests th a t EC policies and objectives need clarification w ith respect to  the admission and 

discharge o f residents and that EC providers' ability to support older people w ith  increasing 

dependency up to the end of their lives is contingent upon a num ber o f factors including: staffing 

levels and staff training, access to specialist services, building design and use of assistive 

technology, and staff and resident attitudes (Greenwood and Smith 1999, Oldm an 2000,

Heywood and Means 2002, Housing LIN 2004, Housing Corporation 2007). There is consensus in 

the UK literature  that while EC can provide support and quality o f life to  people w ith dem entia, it
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cannot provide a 'hom e for life' for everybody and that some residents will have to move to a 

care hom e as their dependency increases (Housing LIN 2005, Poole 2006a:12, Housing 

Corporation 2007, Dutton 2009).

There is agreem ent that Extra Care cannot directly replace all residential care (Housing LIN 2004, 

Poole 2006a, Croucher et al 2006, Dutton 2009, Darton and Callaghan 2009:291) but a recent 

evaluation o f Extra Care services by the PSSRU at the University o f Kent concludes that EC housing 

may be acting as a replacem ent fo r some care homes, specifically those providing personal care as 

opposed to nursing care (N etten  et al 2011).

Section 5 Sumnnary of Sections 2-4

Housing w ith Care services fo r people w ith  dem entia w ere developed in Northern Europe, the US 

and the UK w ith the com m on aim o f providing an alternative to institutional long term  care 

models believed to underm ine individual dignity, privacy and independence. Service 

developm ent in these countries represents a growing recognition of the inappropriateness of 

traditional nursing hom e care for people w ith dem entia whose main need is for support and 

supervision and not continuous nursing or medical care, and the literature supports the view that 

HWC can be beneficial for people w ith dem entia. The developm ent o f small scale group housing 

has been more a feature  o f Northern European service developm ent than in the US or the UK 

w here services range from  individual apartm ents in large complexes to large congregate living 

units w ith communal facilities. Unified systems to  assess need, determ ine en titlem ent and 

allocate funding for long term  care are a feature o f all o f the countries highlighted, although HWC  

in the US continues to be privately funded in many cases. The developm ent o f HWC for people 

w ith dem entia has been fu rther supported by national policy, housing and health care strategies 

and service developm ent fram ew orks in the UK.

The European and UK literature suggests that integrated models o f HWC for people with  

dem entia a can be created if there  is the political will to  change the funding systems necessary to  

support them  and it reveals a num ber o f service models that could act as a tem plate  for further 

developm ent in this country. Research on HWC outcom es for people w ith dem entia identifies 

im provem ents in quality o f life and shorter hospital stays but it also suggests that a t least some 

people w ith  dem entia will have to move on to another care setting as th e ir dependency increases.

The Dutch literature identifies the challenges that the SSL model pose to nursing staff but also 

suggests high satisfaction on the part o f families and staff. The US and UK literature identify  

funding complexities, service costs, and regulation as factors th a t can underm ine HWC  

developm ent for people w ith dem entia; affordability is an issue for HWC applicants in the US and 

the UK. Tinker et al identify the general shift in Europe in the past 20 years away from  publicly
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financed long term  care provision because of concerns about public budget spending (2013:9). All 

of the issues highlighted in Sections 1-3 are o f relevance to this study on HWC developm ent in 

Ireland. This review of the international literature on HWC developm ent in Northern Europe, the  

US and the UK helps to put the developm ent of HWC in Ireland into perspective. The next section 

presents a critical review o f the literature related to the history o f HWC developm ent fo r people 

w ith dem entia in Ireland which provides the background to  this study.

Section 6 HWC development in Ireland

Sheltered housing for older people provided the foundation for the developm ent o f HWC in 

Ireland as it had in the UK. Antecedents o f sheltered housing in both the UK and Ireland date from  

much earlier. Almshouses and o ther small housing services w ere set up by voluntary  

organisations including the religious in the 19'^ century aim ed at im proving the housing situation  

of the  urban poor and larger charitable housing societies w ere established by w ealthy  

industrialists (including Sir A rthur Guinness) fo r the same purpose. Among the groups catered for 

w ere older people (Geoghegan 1983, Silke 1994, Williamson 2000). Tenant campaigns in rural 

areas o f Ireland focused concern on the poor living conditions o f rural people in the late 1800's  

and w hat Brooke refers to as 'semi philanthropists' provided rental housing for poor people in 

urban areas from  the 1870's before the local authorities started providing social housing (Brooke 

2001:5). O'Sullivan observes that the provision of large scale urban social rented housing took  

longer to develop (2004:330).

The Irish Housing A m endm ent Act 1948 introduced the notion of local authority housing for 

specified categories of people but in the first instance only urban housing authorities w ere given 

the pow er to provide 'reserved houses' and then only fo r newlyweds (M eghan 1963). In 1953  

these powers w ere extended to rural housing authorities and also expanded to include the  

provision o f housing for older people (In ter-departm ental C om m ittee 1968:36, M eghan 1963:78) 

although Norris and W inston report that the first local authority  sheltered housing scheme was 

not actually developed until 1973 by Limerick City Council (2008).

O'Sullivan observes the very marginal role played by the non-profit housing agencies up to the  

1990's in the Irish social housing sector that was predom inantly state driven (2004:329).

According to the Norris and W inston the first voluntary (non-profit) sheltered housing scheme in 

Ireland was developed by the Dublin Central Mission in 1965 (2008:61). Section 65 o f the Health 

Act 1953 was pivotal to early voluntary sector developm ents as it included provision for the first 

public subsidy th a t housing associations could apply for to  assist w ith  the running costs o f 'similar 

or ancillary' services to those provided by the health authorities. The type o f assistance that could 

be requested w ent beyond finance to cover running costs and also included the provision o f food.
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fuel and w ater and Mullins et al report that although take up was low, Section 65 grants w ere  

alm ost exclusively used by voluntary housing associations to develop sheltered housing schemes 

fo r older people (2003:37). Section 65 funding was discretionary and '...characterised by its 

uncertainty, ad hoc nature and late payments' (ICSH 2005:38). M any of the housing organisations  

in receipt o f Section 65 funding evolved out o f local com m unity organisations catering fo r the  

needs of vulnerable older people and developm ents w ere financed largely through donations and 

fund raising events (ICSH 2005:15).

The Housing Act 1966 form ally acknowledged the potential role and contribution o f sheltered  

housing by establishing a register o f 'approved housing bodies' and it supported fu rther service 

developm ent by providing the legislative fram ew ork to enable local authorities to  facilitate  

housing bodies by means o f loans and grants, though not systematically until the 1980's (M ullins  

e t al 2003:37). This m eant that in addition to the funding and services now available from  the  

health boards under Section 65, it was now also possible for voluntary housing bodies to  access 

capital funding from  the local authorities. Voluntary housing associations w ere now to  be 

encouraged and facilitated by the local authorities to be involved in the developm ent o f sheltered  

housing, although the expectation was that revenue funding would continue to be provided by 

private sponsorship (In ter-departm enta l Com m ittee 1968:56).

The first suggestion th a t sheltered housing might fill m ore than a housing function came w ith  The 

Care o f the Aged Report in 1968 which defines sheltered housing as something '...for people in 

need of a little supervision and help...w ho may have difficulty w ith ordinary homes' (In te r

departm ental C om m ittee 1968:55). The Report recom m ended that housing authorities provide  

accom m odation in self-contained units com plem ented by some com m unal facilities and that 

voluntary organisations provide the services required to  support tenants (1968); sheltered  

housing was seen as a way to prom ote independence and prevent admission to residential care, 

policy them es that have continued to feature in Irish social policy up to today (Acheson and 

Harvey 2008:45). However, in Ireland, residential care is defined almost exclusively as nursing 

hom e care while in the UK residential care includes both social model care homes and  nursing 

homes. This is an im portant distinction especially in the context o f discussion about the  ability of 

HWC to replace residential care.

At the tim e that the Care o f the Aged Report was published, the local authorities still had 

responsibility for older people's services; this changed w ith the creation o f the health boards in 

1970 and this had the effect o f separating housing services from  older people's services which  

w ere now the prim ary responsibility o f the health boards (Acheson and Harvey 2008:46). A 

significant expansion of the voluntary sheltered housing sector in Ireland took place in the  1980's
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although still on a much smaller scale than in the UK. According to O'Sullivan, between 1971 and 

2003, the number of local authority rental housing units that were provided was over 150,000 

compared to only 14,000 units provided by non-profit housing associations (2004:332).

The expansion of sheltered housing was influenced by the setting up of the Task Force on Housing 

Conditions for the Elderly in 1982 which raised awareness of the poor housing conditions of many 

Irish older people and led to the setting up of grant schemes for home repairs and adaptations 

(Silke 1994:21, National Council for the Elderly [NCE] 1985). But it was the introduction of the 

1984 Capital Assistance Scheme (CAS) which really stimulated voluntary sheltered housing activity 

in Ireland as it represented the first scheme to provide core capital funding to the voluntary 

housing sector for social housing development (Brooke 2001). The establishment of the CAS led to 

a big increase in the number of voluntary social housing units designated mainly for 'special 

needs' categories including older people (ICSH 2005:17) and the critical importance of the CAS 

scheme to the development of HWC is highlighted in the findings chapters.

Although little is known about the exact nature or number of sheltered housing developments for 

older people during this period, there are suggestions in the 1985 National Council for the Elderly 

(NCE) report. Housing o f the Elderly in Ireland that at least some voluntary sheltered housing 

associations were already attempting to meet the social care needs as well as the accommodation 

needs of tenants and that the cost of doing so was putting financial pressure on them (NCE 1985). 

In 1988 an estimated 2,857 voluntary housing units were approved for CAS funding, a 

considerable increase since 1985 (Ruddle et al 1997:126). In the same year, twenty years after the 

publication of the Care o f the Aged Report a second national policy document on services for 

older people was published. The Years Ahead..a policy fo r the elderly (1988) reiterates the Care o f 

the Aged recommendation that sheltered housing be considered first choice in cases where it isn't 

possible to maintain older people in ordinary housing and further suggests that older people 

should have the choice between making adaptations to their home or moving into some place 

more suitable to their needs (Working Party 1988:74). The Years Ahead makes the direct 

correlation between the provision of support services to older people in sheltered housing and 

their continued independence (Working Party 1988:74).

Beaufort in Dun Laoghaire is cited in The Years Ahead as a good model of supported sheltered 

housing that was developed by a local authority in partnership with the health board and a 

voluntary organisation (the Lions Club) to provide a higher level of support to elderly tenants than 

was usually provided in Ireland at that time. Services were largely funded by the health board but 

also by modest service charges and voluntary contributions. A 24/7 warden service was provided 

by an order of nuns, daily meals were prepared on the premises, some para-medical services
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w ere provided by the health board and com m unity GP and Public Health Nursing services w ere  

available as needed (W orking Party 1988:69). The point is made that if these services had not 

been available to tenants, they would have required institutional care.

The Years Ahead  recomm ends that: the role o f voluntary housing organisations should be 

expanded; service planning should be done in consultation w ith the health boards; the CAS 

scheme should increase the upper lim it on capital funding; and financial assistance should be 

given to voluntary housing organisations to help cover m anagem ent costs (W orking Party 

1988:78). The Report includes a section on dem entia and notes the unsuitability o f existing 

institutional care services in nursing homes as well as psychiatric and geriatric hospitals fo r many 

people w ith dem entia, and this is o f particular interest in the context o f this research. Reference  

is m ade to facilities for 'elderly m entally infirm ' in South Belfast as models o f good dem entia care 

practice th a t emphasise personalised care, good design, and key working. The Belfast m odel is 

very close to the HWC model that is the topic o f discussion fo r this study although it is not 

identified as housing developm ents in the report.

The same year that The Years A head  report was published, the Housing Act 1988 was introduced, 

updating the legislative fram ew ork for local authority housing programmes. The Act recognised 

specific categories o f housing need; the homeless, the elderly and the disabled w ere all 

designated as 'special needs' categories, and the Act aim ed to ensure that these groups be'... 

provided for in the planning, provision and allocation of local authority housing' (O 'Connor et al 

1989:29). As such, it form alised w hat was already happening.

Perhaps in response to G overnm ent recognition o f the special housing needs o f older people, the 

National Council for the Elderly (NCE) published Sheltered Housing in Ireland  in 1989, the first Irish 

social policy docum ent to focus exclusively on sheltered housing for older people. The Council 

observed that not all older people who cannot rem ain living in the ir own homes for social or 

medical reasons require institutional care, and they argued that sheltered housing could provide a 

'hom e for life' that would function as an alternative to hospital or nursing hom e care for up to 

75% o f tenants, provided that adequate services (especially com m unity nursing services) were  

m ade available to tenants (O 'Connor et al 1989:9-10). Among the  recom m endations m ade were  

those for: an increase in sheltered housing capital funding to include funding fo r the building of 

com m unal facilities, the developm ent o f sheltered housing standards by the D epartm ents of 

Environm ent and Health, and the developm ent o f guidelines, again by the D epartm ents of 

Environm ent and Health, to coordinate the developm ent o f adequate and appropriate sheltered  

housing services in each area (O 'Connor et al 1989:15-17). The Council saw the specific need to 

spell out the respective responsibilities betw een the 'cooperating voluntary and statutory bodies'
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fo r sheltered housing developm ent and delivery, and special reference is made to the need to  

apportion service costs 'betw een d ifferent Departm ents, health boards, local authorities and 

voluntary agencies' (O 'Connor et al 1989:16-17). The authors o f the report observed th a t the  

developm ent of 'service rich' sheltered housing w ith on-site services was the most appropriate  

response to an ageing population and one that offers '...options from  which to make the choice 

that best suits [individual] particular needs' (O 'Connor et al 1989:60). They use much of the same 

language being used by Tinker who was arguing for the fu rther developm ent o f Very Sheltered  

Housing in the UK at the tim e.

Achesonand Harvey suggest that the The Plan fo r  Social Housing 1991  'effectively signalled that 

specialist housing need would becom e essentially a voluntary sector responsibility' (2008:56). The 

Plan acknowledged the contribution of voluntary housing associations, raised the funding limits 

fo r the Capital Subsidy Scheme from  80% to 90% of capital costs (the NCE had recom m ended  

95%) and introduced the Loan Subsidy Scheme to fu rther support the developm ent of general 

needs low  income housing. It also provided fo r the allocation o f funding fo r the building o f 

com m unal facilities in sheltered housing schemes as recom m ended by the NCE and specified that 

they w ere to  be used for dining and kitchen areas, com m unal sitting rooms, activities rooms, 

laundries and therapy and trea tm en t rooms (DOE:1991). This was a breakthrough o f sorts 

because in spite of the expectation that sheltered housing tenants would be capable o f 

independent living, there was now acknowledgm ent that some tenants needed more than basic 

accom m odation and recognition of the role that sheltered housing had in addressing those needs. 

The 1995 D epartm ent o f Environment report. Social Housing: the W ay A head  notes that there  

had been an increase in funding from  £.5m  in 1991 to £ .75m  in 1994 and that forty five 

'com m unal facilities' projects had been funded, mostly fo r o lder people. There was also an 

increase in the m anagem ent allowance for voluntary housing associations, another NCE 

recom m endation. Guidelines w ere promised to assist local authorities in supervising the 

m anagem ent o f vo luntary /non-pro fit housing bodies (DOE^ 1995).

In 1996, the National Council for Ageing and O lder People (NCAOP form erly the NCE) published a 

report on M e n ta l Disorders in Irish Older People and the authors observe that the 

recom m endations made in The Years Ahead  had not been acted upon and that, as a result, many 

older people w ith m ental disorders, including people w ith dem entia , continued to be cared fo r in 

hospitals and o ther inappropriate residential care settings (NCAOP 1999:251). A fu rther NCAOP 

report in 1997 on im plem entation of The Years Ahead  recom m endations reiterates the lack of

 ̂The Department of the Environment changed its name to the Department of the Environment, Heritage 
and Local Government and then to the Department of the Environment, Community and Local 
Government. For purposes of simplicity, DOE is used henceforth for all iterations.

41



progress achieved w ith respect to the developm ent o f 'hostels' for people w ith dem entia as w ell 

as supported sheltered housing schemes for o ther vulnerable older people. The authors note an 

increase in sheltered housing capacity since 1988 but highlight problems w ith  respect to; 

sheltered housing residents' restricted access to health board com m unity services, the  lack of a 

defined health board funding scheme to cover the running costs o f care services provided by 

voluntary housing associations to tenants, and the lack o f form al contact betw een housing 

associations and health board Coordinators o f Services fo r the Elderly (Ruddle et al 1997 :135- 

138.). The lack o f legislation to underpin the developm ent and delivery o f older people's 

com m unity services was considered to be a m ajor obstacle to the im plem entation of 

recom m endations (1997:319). Proceedings of a subsequent NCAOP conference concluded th a t 

there  was a lack o f real choice o f long term  care alternatives fo r older people in Ireland and that 

this underm ines older people's ability to  receive care that is most appropriate to the ir needs 

(O 'M orain  1998)

Following a submission by the Irish Council fo r Social Housing (ICSH) in 1999 to the M in is ter for 

Housing and Urban Renewal, a dedicated unit for voluntary and co-operative housing was 

established in the D epartm ent o f the Environment and a com m itm ent given to establish a 

working group to facilitate the fu rther developm ent o f the sector. Mullins et al in terpret this as 

new  recognition in Ireland of the im portant contribution o f the voluntary and co-operative  

housing m ovem ent (2003:46). The (2002) M em orandum  on Capital Funding Schemes fo r  the 

Provision o f Rental Accom modation by Approved Housing Bodies delivers on the promise m ade in 

1995 to provide guidelines regarding the establishm ent, operation and funding o f voluntary  

housing associations w ith a view  to increasing the output o f the voluntary sector and linking it 

m ore directly to local authority housing strategies (DOE 2002)

In The M em orandum , eligibility for communal facilities grants under the Capital Assistance 

Scheme is fu rther defined and there is focus on creating b e tte r coordination betw een the  local 

authorities and voluntary housing associations (and the health boards w here appropriate) to  

ensure 'the optim um  utilisation of... communal facilities and avoid duplication o f services' 

(Section 6.7). The M em orandum  spells out health board responsibility fo r providing services and 

revenue funding tow ards the running costs o f sheltered housing schemes proposing to  o ffer 

'supportive accom m odation w ith various levels o f on-site a n d /o r visiting support services' 

(2002:17). It directs voluntary housing associations to consult w ith  the local health board 'at an

 ̂The Memorandum also provides details of the Capital Loan and Subsidy Scheme which was introduced 
in 1991 to give housing authorities the power to subsidise the loan repayments of approved housing 
bodies who have taken out mortgages in order to provide rental accommodation for low income 
households. The CLSS scheme did not figure in discussions with study participants about HWC.
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early stage' and to make suitable arrangem ents w ith the health board before supported housing 

projects commence (2002:17, Mullins et al 2003:51). This instruction sends out a message about 

the distinct division o f roles betw een housing and health that figures later is the discussion about 

the barriers to HWC developm ent in Ireland.

U nder new CAS regulations spelled out in the M em orandum  (DOE 2002), capital grants increased 

to  95%  of costs up to €5 ,800  per voluntary housing unit. They also stipulated that local 

authorities had the right to fill up to 75% of the housing units in voluntary sheltered housing 

schemes that had been built w ith CAS funding. There is reference to design guidelines which 

specify th a t dorm itory style accom m odation is not acceptable under CAS but that some form s of 

'non-self contained accom m odation' is acceptable. Of particular interest to  this study is Section 

4.9  o f the M em orandum  which stipulates that 'The Capital Assistance Scheme is not intended for 

the provision o f nursing hom e or similar accom m odation w here residents would require extensive 

medical, nursing or institutional type care'. An exception is m ade for a small num ber o f 'housing 

projects fo r persons w ith  m ental disabilities or handicaps [who] require a higher ratio of carers to 

residents' (2002:35-36). Although the M em orandum  is not a statutory instrum ent and provides 

guidelines only, it does define a boundary beyond which housing authorities are advised not to 

venture  and it reminds local authority housing officers that th e ir prim ary responsibility is to 

provide housing and not care.

The Study to Examine the Future Financing o f Long-Term Care in Ireland, also called the M ercer 

Report, was commissioned by the governm ent o f the day and published in 2002 (M ercer Ltd 

2002). The M ercer Report acknowledged the potential o f w hat the authors call 'assisted living 

facilities' to  help to contain the rising costs o f long term  care for an ageing Irish population.

Sheltered housing -  or 'assisted living facilities' -  has the  

p otential to  bridge th e  gap betw een  living independently  

at hom e and residential care. This is an area th a t  

requires fu rth e r d eve lo pm en t in Ireland as does 

com m unity  care. (2002 :4 )

The authors suggest that a public initiative be undertaken to increase the provision o f assisted 

living facilities using a public/private partnership approach involving a com bination o f private 

property developers, tax credits and either direct service provision or finance from  the  

D epartm ent o f Health and Children (DOHC) and the D epartm ent o f Social and Family Affairs for 

required health and social services fo r tenants (M ercer Ltd 2002:12). This literature review has 

not identified any other references to the D epartm ent o f Social and Family Affairs in the context 

of discussions about sheltered housing in the Irish literature.
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In 2002 the Residential Relief Scheme was introduced to give 'tax relief for investment in the 

construction or refurbishment of residential units attached to private nursing homes' (Indecon 

2007:1). The original conditions of the scheme included the requirement that: residents be 

certified by a medical doctor as requiring accommodation by virtue of 'old age or infirmity'; 

nursing home owners be registered and provide 'back up medical facilities (including nursing)... 

when required; a day care centre is provided on site; not less than 20% units be made available to 

the relevant health board, and rates charged to the health board be discounted at least 10% 

(Indecon 2007:9). Eligibility for tax relief was to be contingent on obtaining approval from the 

Health Service Executive, the Health Information and Quality Authority (HIQA) or the Social 

Service Inspectorate to ensure that they were fit for purpose. An evaluation commissioned by the 

Department of Finance in 2007 deemed the scheme effective in increasing supply of residential 

unit space over a short time and recommended its continuance (Indecon 2007).

In 2005 a small budget was established by the Government for the development and delivery of 

support services to residents in sheltered housing schemes. The budget was to be distributed by 

the health boards to voluntary housing associations in their area (ICSH 2005:58). This funding was 

allocated in the absence of any specific guidelines or regulations apart from a Department of 

Health circular that stipulated that funding should be allocated 'towards the provision of medical 

cover for sheltered housing schemes for older people' (ICSH 2005:58) which contradicts the 

stipulation in the 2002 DOE housing Memorandum  that capital assistance should not be used for 

nursing or medical care as noted earlier (DOE 2002) and suggests that the two Departments were 

working at cross-purposes. Funding totalled £428,000 in 2005 and this was divided between 

health boards with the then Eastern Regional Health Authority getting €125,000, the largest share 

and the Midlands Health Board getting the smallest, €25,000 (ICSH 2005:58). Further HSE funding 

allocations for sheltered housing were made between 2006 and 2008 as follows; €928,000 in 

2006, €1.5m in 2007 and €1.6m in 2008, again without guidelines about how it should be 

distributed or used (ICSH 2005:58). No information is available with respect to the disposition of 

funding allocated in each of the health boards or HSE regions up to 2007 but there is evidence to 

suggest that housing associations had difficulty in accessing the funding and there was the 

suspicion that not all of the funding was used for the purpose for which it was intended'*. No new 

funding has been allocated since 2008.

Interview with study participant on 11 May 2011 and personal experience as a health board officer.

44



In a 2005 report entitled An Overlooked Option in Caring fo r  the Elderly: a report on sheltered and  

group housing the Irish Council for Social Housing (ICSH) identified the potential o f 'high support 

sheltered housing' to  prevent the prem ature admission o f tenants into institutional care'; no 

specific reference was made to people w ith dem entia (ICSH 2005:20,37). The ICSH estim ated that 

in 2001, 48%  of the  300  approved housing associations on the ir register w ere actively providing 

housing and other services to  o lder people (ICSH 2005:15), and under 'non-housing services' 

provided by voluntary housing associations, a very comprehensive list o f services is offered that 

includes: social and recreational services, communal facilities and care services including meals on 

wheels, hom e help, assistance w ith hygiene and care, caretaking service, visiting public health  

nurses and doctors, chiropody, physiotherapy and other medical services, although the Council 

observe th a t the level, type and availability o f services varies widely.

Using language from  the M ercer Report, a National Economic and Social Council (NESC) report 

published in 2005 recom m ended that the on-going evaluation and assessment o f housing 

schemes for older people be strengthened, that research be undertaken to assess older people's 

housing preferences and th a t the role o f 'assisted and supported housing' be expanded  

'particularly w here it supports independent living and a continuum  o f care' (NESC 2005:XVII).

NESC fu rther acknowledged the  need to develop a strategic fram ew ork for housing and care to 

address all aspects o f service developm ent and delivery including funding.

In 2005 a national working group was established by the HSE Older People's Services d irectorate  

to  look at sheltered housing provision for older people in Ireland and there was heavy 

representation o f the voluntary housing sector. M em bers o f the  sub-com m ittee included 

representatives from  FOLD and O'Connell Court, both HWC providers o f services to  people with  

dem entia (HSE 2006 See Appendix 2). The sub-com m ittee prioritised the need to put structure 

around th e  allocation o f w hat was then the new HSE sheltered housing budget and the final 

report issued by the  sub-com m ittee recom m ended that the current HSE budget fo r sheltered 

housing be increased, that a standardised application process fo r HSE funding be adopted and 

that Service Level Agreem ents (SLA) be used to  govern funding arrangem ents (See tem plates  

Appendix 2). Finally the sub-com m ittee recom m ended that the HSE explore new  models for the  

developm ent o f sheltered housing services fo r older people w ith  special needs including those 

w ith  dem entia and a brief description o f supported housing and HWC models w ere included in 

the Appendices o f the final report (HSE 2006).
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Although this sub-committee report was discussed at national level its recommendations were 

never officially adopted in practice^. However, it is interesting to note that a report produced by 

the Department of Health and Children in 2005 took a very similar position to that of the HSE sub

committee (Working Group on Long Term Care 2005). The report acknowledged the need to 

address the current ad hoc and discretionary nature of funding to sheltered housing providers and 

concluded that 'the twin issues of accommodation and care' in the context of services for older 

people should be tackled simultaneously. It recommends the establishment of greater clarity 

around the funding arrangements to 'm eet the agreed care costs associated with the provision of 

accommodation' for older people (Working Group on Long Term Care 2005:37). A note appended 

to the original report states that although it was never formally endorsed by the Government, it 

did inform subsequent discussions about long term care.

Building Sustainable Communities was published in 2005 by DOE to provide a national housing 

policy framework; it acknowledged the important role of the voluntary housing sector in providing 

special needs housing and made a commitment to increase capital funding limits for voluntary 

housing associations but it does not provide the framework for the development of housing and 

care services for older people as recommended by NESC and others (DOEHLG 2005).

The national social partnership agreement Towards 2016  picks up on the supported housing 

theme by giving a commitment to encourage 'The continued development of sheltered housing 

options, with varying degrees of care support... within an infrastructure of long-term care services 

for older people' (Department of the Taoiseach 2006:57). Future actions to be undertaken under 

the agreement include 'Ensuring that future Housing Action Plans address special needs in a more 

strategic manner and specify, in particular, the role of the voluntary and co-operative housing 

sector in meeting the associated accommodation requirements' (2006:59). Under 'Governance 

Framework' ( Section 32.4) a commitment is given for the Department of Health and Children to 

'...establish a structured consultation with social partners on the development of policy in relation 

to long-term care issues for older people on the basis of principles outlined (2006:61).

In 2007, The Role and Future Development o f Supportive Housing fo r Older People in Ireland was 

published by the NCAOP (Cullen et al 2007) eighteen years after the publication of the first NCE 

report on sheltered housing in 1989 which included the findings of a survey of supportive housing 

providers in Ireland. The authors found that only one local authority sheltered housing scheme in 

their sample were providing 'supportive housing'. Among their sample of voluntary sheltered 

housing schemes providing supportive housing, only 16% were providing help with Activities of 

Daily Living at the time of the survey and only 14 % were providing both practical and personal

 ̂According to an HSE participant interviewed on 20 January 2011
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care services. Only a tiny proportion, just 2.7% of schemes in the NCAOP survey, offered 24/7  

care and thus could be described as HWC schemes as defined for purposes of this study 

(2007:102-103).

The authors of the 2007 report recommend that supportive housing development be prioritised 

nationally because of the important role it can play in addressing older people's needs, in 

providing needed choice and in preventing unnecessary admission to residential care. Much of 

the focus in the report is on increasing supply (not only in the voluntary sector but also in the 

private sector and the local authorities) and to this end, the authors make a number of 

recommendations including for: the standardisation of the terminology; the development of 

national supportive housing policy; the creation of a framew/ork defining the respective 

responsibilities of stakeholders for supportive housing development and delivery; and the 

establishment of a secure revenue funding budget in the HSE(2007:24-27). The authors also 

suggest the need to 'amend' CAS funding criteria to allow for the allocation of funding to 

supportive housing schemes providing 'a higher level of care' in the same way that the regulations 

were 'amended' with respect to housing schemes for people with mental disability (2007:24-25).

A service gap was identified for older people with high level support needs who are at risk of 

admission to long stay care, and it is suggested that there is a 'need to examine further the role 

that supportive housing might play in meeting the needs of people with dementia in Ireland' 

(2007:41). The need for further research was highlighted to assess: availability of services 

including in the private sector, demand for supportive housing, supportive housing costs, benefits 

and cost effectiveness (2007).

O'Sullivan observes that the commitment of successive Irish governments to finance, manage and 

support social housing 'through direct build acquisitions and other schemes' had by this time been 

abandoned by most EU states (2004:329). In contrast to what was happening elsewhere in 

Europe, CAS capital funding for special needs housing was actually increased in 2007 to 100% of 

the 'approved cost' of building if all tenants came from the housing waiting list (ICSH Annual 

Report 2008). However, the following year, the DOE issued a circular advising voluntary sector 

housing associations of 'Revised arrangements for the Appraisal, Approval and Implementation of 

Voluntary and Co-operative Housing Projects', which tightened up the requirements for accessing 

capital funding (DOEHLG VCH 2/08 19 May 2008). Approval now had to be secured at several 

stages including after planning permission is granted. Projects had to meet local authority 

'strategic housing objectives... identified local need... [and] sustainable community proofing 

requirements' (2008). The requirement in the 2002 Memorandum  for voluntary housing 

associations to consult with the HSE at the planning stage if a project has revenue funding
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requirem ents is re-iterated  but the circular goes fu rther by stating that capital funding approval 

will not be given unless revenue funding arrangem ents are already in place (2008:5).

A 'Cross Departm ental Team ' on sheltered housing w/as set up in 2008, chaired by DOE w ith  

com m ittee m em bers drawn from  DOHC and the HSE as well as from  the responsible M inister's  

office, housing authorities and the Office for Social Inclusion. Its aim was to 'develop the policy 

fram ew ork in respect o f sheltered housing for older people' which had been recom m ended by 

the NCE tw enty  years previously. A sheltered housing protocols sub-group was established to  

'set out arrangem ents fo r co-operation, understanding and jo int working betw een agencies 

involved in the provision o f sheltered housing and care services fo r older people' and to ensure 

'the most effective use o f care and housing resources, and value for m oney' (DOEHLG 2009a:2). 

No final report from  either the cross departm ental team  or the sub-group was issued and it was 

suggested by one DOE official th a t the inform ation generated by the cross departm ental exercise 

would be used to inform  the developm ent o f the Positive Ageing Strategy®. Protocols w ere  

subsequently issued by DOE to govern 'arrangem ents fo r inter-agency cooperation in relation to  

the delivery o f services to people with disabilities' (but not o lder people). These protocols repeat 

directives to local authorities m ade in the M em orandum  and subsequent D epartm ent documents 

designed to make sure th a t voluntary housing bodies provide full inform ation regarding revenue 

funding requirem ents and secure HSE w ritten  approval to cover revenue costs before they are 

given approval by the local authorities fo r capital funding (DOECLG 2011 Circular 0 1 /2 0 1 1 ).

CAS funding of over €400m  was allocated in 2008 fo r voluntary social housing but by 2009 the 

CAS budget was being threatened by the dram atic weakening of the Irish economy. In response 

to  the deterioration in the public finances, DOE commissioned a Strategic Review  o f the  funding 

'mechanisms by which public investm ent in social housing can be achieved' in 2009 (Grant 

Thornton 2009:2) and the report that followed was influential to  changing G overnm ent policy 

regarding state funding for social housing. Up to this tim e, successive Irish governm ents had been 

com m itted to financing the developm ent o f social housing 'though direct build, acquisitions and 

other schemes', a policy that o ther EU countries 'appear to have abandoned' according to  

O'Sullivan (2004:329).The authors o f the Strategic Review  acknowledge the role o f voluntary  

bodies as 'providers o f on-site support and care' to  people w ith  special needs but recom m end  

that voluntary housing bodies 'seek to access a w ider range o f [capital] funding options to  support 

the housing related activities' (2009:6) including loans from  banks and other lending institutions, 

'funding from  investors such as pension funds... participation in com m ercial property ventures, 

participation ...in Public Private Partnerships and... the sale and lease back of existing assets'

 ̂Presentation by DOE participant at workshop 11 November 2011.
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(2009:64). The authors suggest that current social housing rent restrictions be lifted and that 

consideration be given to allowing voluntary housing bodies to accept tenants not eligible for 

social housing but w ho can afford to  pay higher charges. They suggest that by doing so, voluntary  

housing providers will be able to pay a greater proportion o f to ta l service costs, thus reducing the  

'State com m itm ent to particular schemes... [and] thereby provide b e tte r value for m oney fo r the  

tax payer' (2009:66).

In 2009, the  introduction of the Social Housing Leasing (SHLI) Initiative marked the shift away  

from  the capital funding model o f social housing developm ent (as recom m ended by Grant 

Thornton) tow ards a new leasing model (DOEHLG 2009). The SHLI, which was initially only 

offered to  local authorities, introduces new arrangem ents w hereby Approved Housing Bodies can 

lease housing units from  private property ow ners/developers or can 'purchase (or where  

appropriate construct) units using private finance' in lieu o f receiving capital grants to buy or 

construct housing schemes (DOEHLG 2009:2). A six stage approval process is involved and all 

tenants accom m odated under the SHLI must be eligible fo r social housing which is something th a t  

the Grant Thornton report recom m ended against. In parallel w ith the introduction o f the SHLI, 

the CAS budget was being reduced; by 2011 allocated CAS funding was reduced to €247m , a 

considerable reduction on the previous year (ICSH 2011:8). In response to concerns expressed by 

the voluntary housing sector, a Capital Advance Leasing Facility (CALF) was subsequently 

established in 2011 to provide 'a capital equity injection' to Approved Housing Bodies wishing to  

acquire or construct (as opposed to leasing) housing units under the SHLI (DOECLG 2011). The 

implications of this policy change from  the perspective o f voluntary housing providers are 

discussed in detail in the  Chapter 5.

The results o f a survey undertaken by the Irish Council fo r Social Housing to map voluntary sector 

'housing and services provision' fo r older people w ere published in 2010 (ICSH 2010) and they are 

consistent w ith the findings of Cullen et al's 2007 study. The survey shows that the m ajority o f 

housing associations th a t took part provide w hat the ICSH refer to  as 'passive supports' defined as 

'those th a t do not necessarily provide or dem and direct interaction w ith  tenants' including: 

alarms or security devices, laundry services, com m unal areas, activities and day centres which 

serve both tenants and older people from  the com m unity (2010:41). So-called 'active supports' or 

'care intense services' are the least provided. The ICSH m ade a case for increased funding for 

supported housing developm ent, suggesting that the voluntary housing sector bridged the gap 

betw een independent living and nursing home care thus delaying the unnecessary or prem ature  

placem ent o f older people in nursing homes (2010).
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In a subnnission to the Review of the Nursing Homes Support Scheme, the  ICSH make the case fo r  

the fu rther expansion of 'supported housing' on the basis that: it will increase older people's  

choice o f long term  care options; the infrastructure already exists; and that costs are only 1 /3  o f 

the  costs o f nursing home care (ICSH 2012:2) although no analysis o f the  m ethod used to  calculate 

costs is included in the submission. They suggest that the replacem ent o f CAS with the SHLI 

underm ines the ability o f sheltered housing providers to support o lder people as their 

dependency needs increase, u ltim ately imposing higher costs on the state due to an increased 

dem and for nursing hom e care (2011:42).

The ICSH recom m end the developm ent o f pilot schemes to explore the developm ent o f 

supported housing schemes offering 'higher levels o f care' although 'higher levels o f care' are not 

defined in any meaningful way and there  is no specific reference m ade to people w ith dem entia  

(ICSH 2012:10).

6.1 Reference to HW C in the Irish dem entia literature

There has been only fleeting reference to the need for the developm ent o f supported housing or 

HWC specifically fo r people w ith  dem entia in the Irish social policy literature in general, but since 

1999 there  have been a num ber o f reports and papers published on dem entia policy and 

dem entia practice in Ireland and these help to provide the context fo r this study. The Action Plan 

fo r  D em entia  (APD) published in 1999 is still considered to be the most im portant social policy 

docum ent on dem entia to  date in Ireland (O'Shea and O'Reilly 1999). The authors prom ote the  

idea o f dem entia as a disability and propose a plan that goes beyond the traditional bio-m edical 

approach to dem entia care to em brace person-centred care. The central plank of the Action Plan 

is hom e care, w ith in-patient specialist trea tm en t in an acute psychiatric unit to be reserved for 

those patients who have m ental illness or are too unwell to  be managed at hom e (O'Shea and 

O'Reilly 1999:89). Although there  is a call fo r the developm ent of a range of psycho-social model 

responses to the needs of people w ith dem entia, the authors o f the Action Plan found '...little  

support during the consultation process fo r group-living or sheltered accom m odation for people 

w ith  dem entia ' and the prevailing view was that

Group living arrangements were likely to be cumbersome 

and impractical, requiring high levels of supervision and 

a framework for coordination which is not evidence in existing 

Community Care structures in Ireland (1999:61).

The APD concludes that it would be more cost effective to use scarce resources to fu rther develop  

hom e care fo r people w ith dem entia rather than to develop '...group-living arrangem ents that 

w ere unproven in the Irish system' (1999:61). The APD consider HWC arrangem ents to  be 

im practical but they do express dissatisfaction w ith existing residential long term  care services
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and recommend that 'small scale domestic oriented' units be developed for people with dementia 

who do not have 'significant behavioural problems' and suggest that these should be attached to 

'conventional long stay facilities' (1999:31).

In a paper commissioned by the Alzheimer's Society of Ireland (ASI) in 2007, O'Shea notes that in 

the 2001 Health Strategy: Quality and Fairness (DOHC) the Government accepted 

recommendations made in the Action Plan fo r Dementia and committed to its implementation 

over 7 years but that progress had been slow largely due to 'reluctance to commit significant 

additional resources to dementia care [which is] at the heart of the matter' (2007:3). He observes 

that in spite of the call for the development of psychosocial approaches to dementia care, 'the 

medical model is still dominant' in Ireland (2007:2). While reference is made to the need for 

special consideration to be given to the design and scale of long stay facilities for people with 

dementia (2007:22), there is no specific call for the development of HWC alternatives.

The Dementia Manifesto produced by ASI (2008) emphasises the need for enhanced and flexible 

community based services to enable people with dementia to remain living at home. In a 

submission to the Review of the Nursing Homes Support Scheme in 2012, ASI suggest that 'For 

some people with dementia and their families, the most appropriate and realistic option is a 

move to a supported care environment' while noting that there are few such options available in 

Ireland (ASI 2012:4) They go on to argue for the development of 'supported housing models for 

people with dementia who can no longer remain at home but who do not need high dependency 

care' and this recommendation is made in tandem with a recommendation for the expansion of 

Specialist Care Units in nursing homes (ASI 2012:5)

Creating Excellence in Dementia Care draws together national and international literature and 

uses Irish data bases to inform the development of a National Dementia Strategy (Cahill et al 

2012). The report notes the lack of alternatives to the nursing care model for people with 

dementia in Ireland in contrast to the situation in other countries (2012:106). In the context of 

dementia care best practice, reference is made to the recent development of the Teaghlach or 

household model in two HSE residential long term care facilities and to Special Care Units that 

have developed in private sector nursing homes (2012:112) in parallel with the case study HWC 

developments. Direct reference is also made to the need to prioritise the development of 

'assisted living communities such as those provided by the FOLD Housing Association' in 

combination with the household model of care in nursing homes (2012:131).
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6.2 Factors that have influenced Irish HWC development as identified in the literature.

The lim ited developm ent o f HWC services in Ireland up to now may be seen as a reflection of a 

w ider phenom enon, th a t is the relatively lim ited developm ent o f social services in general in 

Ireland especially com pared to the UK and other European countries. Kelly argues th a t social 

services did not develop in Ireland in the same way that they did in the UK a fte r the Beveridge 

Report o f 1942 because o f the influence o f exponents o f catholic action who found Christian 

charity m ore palatable than state intervention (1999). Kenna's research similarly finds a 

correlation betw een the subsidiarity principles o f the Catholic Church in Ireland and the residual 

approach to welfare, including to the provision o f social housing (2000:32). Kenna also suggests

th a t the overwhelm ing social and political pressure in Ireland fo r the right to own one's own

hom e and the high rate o f hom e ownership especially among the older population has inhibited  

social housing service developm ent over the years (Kenna 2001:25).

Never high on the list o f national priorities, Acheson and Harvey suggest that the removal o f older 

people's services from  the local authorities in 1970 following the creation of the health boards 

had the subtle effect o f putting housing even fu rther down the list o f priorities w ithin older 

people's services than had been the case previously. They observe that this separation of services

...defined  post 1970's  services fo r o lder people w ith in  a m edical 
institu tional paradigm  (and som e say an unrestra ined  one), one in 

which considerations o f planning, com m unity  and th e  physical 

env iron m en t dim inished in im portance and services becam e  

separated  fro m  im p ortan t local au th ority  roles such as housing, 
am enities and env ironm enta l services (20 0 8 :4 6 )

Acheson and Harvey suggest that 'even w here housing is built, there is the separation o f housing 

from  w elfare needs, w ith little resourcing or coordination o f the tw o ' (2008:57). They also note  

the inability o f com m unity services 'to com pete against much stronger institutional, hospital 

based big hitters' (2008:61) w hen resources are being allocated.

The dom ination o f the voluntary housing sector by local com m unity housing schemes w ith less 

than 10 units is offered as another factor that helps to explain the lack of supported housing 

developm ent in Ireland (M ullins et al 2003, ICSH 2005, Cullen et al 2007). Brooke found that 

voluntary sector organisations are often perceived by statutory bodies as being inexperienced; 

the  aspirations and ambitions of small voluntary sheltered housing providers are necessarily 

lim ited and those housing organisations that do wish to  fu rther expand services and com pete for 

scarce state funding may not be taken seriously by statutory funding agencies (Brooke 2001).

The challenges involved in participating in vo luntary/statutory interagency initiatives like 

supported housing are believed to be compounded by the lack of coordination and integration of 

services across agencies and this is a regular refrain in the social policy literature (Browne 1992,
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O'Connor et al 1989, NCAOP 1997, Cullen et al 2007, Acheson and Harvey 2008). The varied and 

inconsistent support given by the local authorities to voluntary housing initiatives, due to the  

great differences in their in terpretation of their function and role provides an illustration o f the  

w ay that lack o f coordination and integration can inhibit service developm ent (M eghen 1963, 

In terdepartm enta l C om m ittee 1968, Kenna 2000, Brooke 2001, Mullins 2003).

Brooke summarises the main factors which have lim ited the ability o f voluntary housing 

organisations to reach the ir full potential including: a cum bersom e service developm ent process, 

funding lim itations (both capital and revenue), and the cost of land (2001). Brooke's views m irror 

concerns highlighted by the NCAOP over the years (O 'Connor et al 1989, Cullen et al 2007), and 

they are shared by the voluntary housing sector who consider funding problems to be the most 

serious barrier to the developm ent o f sheltered housing in Ireland (ICSH 2005, 2011, 2012). The 

ICSH have drawn attention  to the inadequacy o f available revenue funding for supported housing 

fo r a num ber o f years and have m ore recently expressed concern about the negative implications 

o f recent changes to the way that capital funding is organised for social housing (ICSH 2012).

Cahill e t al suggest that the existing funding mechanism for long term  care in Ireland, specifically 

the  Nursing Hom e Support Scheme (referred to  as the Fair Deal), underm ines the developm ent o f 

all com m unity services fo r people w ith dem entia because o f its bias towards 'residential care' 

(Cahill e t al 2012:12) and the ASI similarly point out the need to better balance the allocation of 

long term  care funding betw een 'residential care and com m unity based services' including 

supported housing ( ASI 2012:).

Finally Ruddle e t al cite the  ambivalence of health board managers and G overnm ent officials as a 

factor that at least partly explains the failure over tim e to im plem ent policy recom m endations  

m ade in social policy documents like The Years Ahead  (1997:319). Acheson and Harvey similarly 

refer to  'high level bureaucratic obstruction' and local managers w ho decide that 

recom m endations would be too hard to manage and thus decide to do nothing (2008:61). They 

and NESF also make the link betw een the lack o f consultation w ith consumers and the failure to 

im plem ent policy recom m endations (NESF 2009, Acheson and Harvey 2008). All o f the factors 

identified in this section have relevance in the context o f this study and their implications with  

respect to  the developm ent of HWC services fo r people w ith dem entia will be discussed fu rther in 

the findings chapters.

6 .3  Sum m ary o f the Irish literature

The Irish literature reveals acknow ledgem ent o f the need for supported housing if not HWC 

dating back to 1968 with the publication of the Care o f the Aged  Report followed by a num ber of 

reports that made policy recom m endations fo r its fu rther developm ent. These recom m endations
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w ere m ade on the grounds that supported housing would im prove the living situation of older 

people and prevent nursing hom e admissions; HWC has been prom oted as a more appropriate  

and less expensive way to m eet the needs o f older people requiring care and support but not 

nursing care. In recent tim es the economic arguments fo r the developm ent o f HWC w ere put 

forw ard in Towards 201 6  and the M ercer Report. The rationale put forw ard fo r the developm ent 

o f HWC in Ireland is the same as the rationale reflected in the international literature, how ever 

the  Irish literature dem onstrates that in spite o f this acknowledged need fo r HWC services there  

has been a notable lack o f progress w ith  respect to its developm ent and m any reasons are put 

forw ard by social policy analysts to explain this phenom enon. The fact that the case study 

schemes w ere developed at all is interesting in this context.

The statutory housing bodies have enabled HWC developm ent through the allocation o f capital 

funding but in repeated policy documents DOE are clear that the ir obligations do not extend  

much beyond the provision of accom m odation, and recent shifts from  a capital funding to  a 

leasing m odel of social housing developm ent suggest that the boundaries around DOE roles and 

responsibilities are becoming even m ore rigid. There is recognition in the literature o f the critical 

role o f the HSE in HWC developm ent and delivery but a striking lack o f evidence that the HSE has 

even acknowledged any role or responsibility for e ither funding HWC developm ent or for 

providing services to residents. There remains no HWC policy or strategy in either the housing or 

health sector. An opportunity was lost when the In ter-departm enta l C om m ittee on sheltered  

housing failed to com plete its w ork and issue a final report which might have provided the  

fram ew ork fo r service developm ent called for by successive housing policy analysts.

The international trend towards the developm ent o f HWC fo r people w ith dem entia is a fairly  

recent phenom enon and the Irish literature suggests th a t it is something that has gone largely 

unnoticed so far in Ireland. The Irish dem entia literature acknowledges the inappropriateness of 

current long term  care services fo r many people and there are recent brief references to the  

potentia l benefits to people w ith dem entia o f small group supported housing arrangem ents, but 

there  is little or no reference to people w ith dem entia in the housing literature. It is not clear 

w h eth er people w ith dem entia are included in the group o f frail, vulnerable o lder people believed  

to  be suitable candidates for admission to supported housing or w hether they are considered to  

be unsuitable for it. This lack o f attention  to the special needs o f people with dem entia or to the  

particular merits o f HWC for people w ith dem entia was also evident in the findings.

Change theory was used to guide the collection and analysis o f the data collected fo r this thesis in 

order to better understand the developm ent o f HWC for people with dem entia in Ireland. The
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following section includes discussion about why change theory was selected as the theoretical 

frannework for this study.

Section 7 Theoretical frannework

Theoretical fram eworks give direction to the design of research studies and the collection and 

analysis of data (Finlay and Gough 2003). The identification of a theoretical fram ew ork for this 

study involved considerable searching. In the early stages of the research, social theories of 

ageing w ere explored because of preconceptions held by the researcher about the relationship  

betw een the lim ited developm ent o f HWC and the dom inance of the bio-medical model in Irish 

older people's services. Bond, Coleman and Peace observe that the theoretical fram eworks  

represented within social gerontology include biological, psychological and sociological 

perspectives th a t 'focus on the d ifferent aspects o f the ageing process, make d ifferent 

assumptions, use concepts in d ifferent ways, pose d ifferent questions and arrive at d ifferent 

explanations o f the ageing process' (1993) O f these, sociological perspectives seemed the most 

relevant to a study of HWC developm ent because they address the relationship betw een social 

behaviour, attitudes and values and 'the  organisation and structure o f the society in which we  

live' (Bond, Coleman and Peace 1993:21-24). Foucault's theories on the influence o f power 

relationships and the institutionalisation o f discourses on the way that ageing is in terpreted and 

managed w ere explored (Powell 2006, Saraga 1998) as w ere o ther social construction theories  

th a t give meaning to individual attitudes and behaviours and to the way that these are reflected  

in service developm ents (Saraga 1998). Social construction theory would have been very useful if 

the focus of the research was on stakeholder perceptions about the role o f HWC as a long term  

alternative for people w ith dem entia. But as the fieldw ork progressed the research focus 

changed from  stakeholder perceptions about the role o f HWC to the actual developm ent process 

and the many factors that interact to influence it at a practical level. It became less im portant to 

in terpret why stakeholders held the views that they did and m ore im portant to  look at the  

interrelatedness and interaction o f these views w ith other forces and factors impacting on HWC 

service developm ent. It became clear that a social construction fram ew ork could not be used to 

organise the type of data that was being collected in order to  answer the research questions.

Public policy theories focus on the policy process; they can be used to understand 'governm ent 

in tention', that is how decisions are m ade about w hat should be done as well as to analyse the  

im pact of policy and w hat has been done (Smith and Larimer 2009:155). Public policy theories 

o ffe r a num ber o f theoretical fram ew orks that might have been used for the analysis o f data from  

this study. For example, Marxist, elitist or pluralistic theories th a t 'situate the location o f pow er in 

policy making' might have been used to develop an explanation of why HWC developm ent has
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been so lim ited in Ireland (Adshead and M illar, 2003:xiv ). The lack o f specific HWC policy in 

Ireland could have been interpreted as a policy in itself, a policy that upholds the pow/er o f the  

vested interests (the medical and nursing professions, the private nursing home sector) to  retain  

control over older people's services. O'Sullivan's analysis o f Irish homelessness policy (in Adshead  

and M illar 2003: 37-53) provides an illustration o f the way th a t Marxist theory could be applied to  

explain the inconsistency betw een pronouncem ents in Irish public policy about health prom otion, 

care in the com m unity, and prevention of institutionalisation o f older people and the continued  

dom inance o f and reliance on medical model services that works to underm ine stated policy 

objectives and inhibit the developm ent o f alternative services like HWC. Clientelist theories  

highlight 'how  resources are allocated w ithin the param eters o f much bigger systems' and again 

m ight have provided insight into why the case study schemes w ere resourced when in general 

there  was little or no such developm ent in Ireland (Collins and O'Shea in Adshead and M illar 

Chapter 6:88-107).

Institutionalism focuses on the context o f 'rules, procedures, given constitutional arrangem ents, 

pow er relations, norms, values and behaviours 'in which policies are form ulated (M illa r in 

Adshead and M illar 2003, Chapter 8 :129-146). The principles central to historical and sociological 

institutionalism are relevant to  this study which sought to understand the factors th a t influence 

HWC developm ent in Ireland. Sociological institutionalism highlights the influence of the  

prevailing culture in every organisation and institution on policy form ation and would have been 

an appropriate fram ew ork fo r analysis fo r this study if the focus was the im plem entation o f policy 

from  the d ifferent perspectives of the agencies involved in HWC developm ent. Street level 

bureaucrat theories highlight the central role played by bureaucrats and managers in 

im plem enting policy and identify the constraints that influence the decisions they make (Lipsky 

1980, M eyers and Vorsanger 2003, Bekkers, Tum m ers and Voorbeg 2013). The data fo r this study 

could have been structured and analysed using this perspective to explain why stakeholders  

involved in HWC developm ent acted as they did and could also provide insight into the potential 

fo r fu rther service developm ent. Public policy theories would have been helpful to  analysing 

HWC developm ent in Ireland from  the perspective o f the form ulation, im plem entation or impact 

of Irish social policy. But the emphasis in this study was not on policy but rather on the  

im plem entation o f a change to the way that long term  care services are traditionally delivered in 

Ireland, and policy theories w ere less appropriate to  organising the data from  that perspective.

7.1 The selection o f change theory to provide the theoretical frameworl< fo r this thesis 

This study involved baseline research conducted at micro level tracking the developm ent of 

individual service initiatives and the ir outcomes; study objectives included the desire to  find out 

how HWC schemes developed, w hat happened during the planning and developm ent stages,
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w hat im pacted on service developm ent and w hat lessons can be learned from  these experiences. 

The focus is on about the planning and developm ent process itself and especially about the  

challenges involved at local level in introducing a new service w ithin or across organisations. A 

starting hypothesis fo r this study (based on long experience as a health services m anager) was 

th a t the  introduction o f services that depart from  traditional ways of doing things is m ore difficult 

than expanding existing services or tweaking existing service models. As the fieldw ork progressed 

it becam e obvious th a t this was key to understanding HWC developm ent in Ireland and change 

im plem entation theory was accordingly chosen as the theoretical fram ew ork fo r this dissertation.

HWC developm ent represents the introduction o f a radical change to the way that long te rm  care 

services are traditionally delivered to older people in Ireland. Change theory was developed  

specifically as a fram ew ork for the analysis o f the process o f im plem enting change in 

organisational settings; it starts w ith the assumption that change im plem entation is difficult and it 

flags the factors th a t need to be taken into account when any change im plem entation effort is 

contem plated . Change theory is routinely used fo r the retrospective analysis o f innovative 

projects or program m es already undertaken to identify the factors that w ere critical to  their  

failure or success but it perhaps used even m ore to guide leaders faced w ith the im m ediate  

challenge of introducing new practices that challenge old ways (Pasmore 2011). Change theory is 

prescriptive in that it assumes that although there may be pow erful contextual variables that 

affect outcom es (including those highlighted in public policy theory), there are things th a t can be 

done to optim ise the  likelihood of successful change im plem entation. Both the analytic and 

prescriptive aspects o f change theory are appropriate to this study th a t examines service 

initiatives that have already taken place but also is concerned w ith the potential for fu ture HWC  

service developm ent.

Although developed originally for use by business consultants and business leaders, change 

im plem entation  theory is also used to  analyse and guide the introduction of change in the public 

sector, especially in the context o f budget constraints and the need for accountability and cost 

effectiveness and the desire to im prove service outcom es and quality (See the brief discussion of 

N ew  Public M anagem ent in Adshead and M illar 2003:174-75). Change theory has been used as a 

fram ew o rk  to analyse and guide the developm ent o f public sector initiatives aim ed at broad 

organisational change but also at changing practices and procedures within organisations. It has 

been used to identify the  factors associated w ith project success or failure as well as to guide the  

planning and developm ent o f change initiatives in the public sector (Fernandez and Rainey 2006, 

Zegans 1992, Cunningham and Kempling 2009) including in the health services (Dopson et al 2008, 

Hendy and Barlow 2010, Soo et al 2009, Coghlan and M cAuliffe 2003, M cAuliffe and Van 

Vaerenberg  2006). In Ireland, change theory provided the theoretical fram ew ork used to guide
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the  im plem entation o f the HSE Transform ation Programme 2007-2010  aim ed at changing 'not 

only w h at we do, but... how we do things and how w e work together...' (M cAulifffe and Van 

Vaerenbergh 2006:ii); although a retroactive evaluation o f that program m e was never carried out, 

change theory would have also provided an appropriate fram ew ork w ithin which to  analyse the  

outcom es from  that program m e. Change im plem entation theory can similarly be applied to this 

study which looks at the developm ent o f services that represent a change to 'w hat we do and 

how  w e do things'. It is useful to  understanding the complex dynamics w ithin and across 

organisations involved in change initiatives and it allows for the incorporation o f the  many 

contextual variables associated w ith im plem enting change.

Finally, change theory is very accessible; it is w ritten  in straight forw ard language that is easy to  

understand and apply and that was a big part o f its appeal. It sets out the  conditions necessary 

fo r the im plem entation of change and identifies the predictable obstacles th a t need to be 

negotiated during the change im plem entation process (in this case the im plem entation o f plans 

to  introduce a new service). It provided a useful fram ew ork for organising the data in such a way 

as to answer the research questions.

Kurt Lewin is w idely acknowledged as having provided the foundation for the developm ent of 

change theory. His three stage model o f change was developed in the m id-1940's and starts with  

the  premise that human behaviour is based on an equilibrium  that is held in place by forces that 

support it and restrain it. (Schein 1996:28) In Lewin's model, the first stage in adopting change 

involves identifying the need fo r change and 'unfreezing' or unlearning old attitudes, behaviour, 

fears and anxieties that help to m aintain th a t equilibrium . It also involves removing the restraints 

th a t act as a counterforce to attem pts to upset established equilibrium  (Schein 1996). The second 

stage in Lewin's m odel involves changing or moving tow ards a new way o f thinking and doing. The 

third stage involves 're-freezing' or the consolidation o f new learning in order to  ensure the  

change works and can be sustained (Coghlan and M cAuliffe 2003:12-13).

Unfreezing ---------------------► Changing  ► New learning

Change theorists built on Lewin's model and refined it, and many change m anagem ent models 

represent variations on these three concepts that he developed (M ento  et al 2002). W ithin the  

large body o f change theory used to manage change w ithin or across organisations including 

public sector agencies, several models have been developed and among the most prom inent have 

been the  planned change model and the em ergent change model although there  is considerable 

overlap in the models identified in the literature and (as in the HWC literature) a lack o f a
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standardised lexicon o f ternns used to describe d ifferent models. In the planned change model, 

change is assumed to be deliberate and can be planned in advance (Wilson 1992, McAuliffe and 

Van Vaerenbergh 2006). Emergent change models assume that 'change emerges as a result o f the 

interplay of multiple variables' (Wilson 1992:9) including some that are unanticipated. In 

emergent change models, change is not perceived as a series o f linear events w ithin a given 

period o f time but as a continuous, open-ended process o f adaptation to changing circumstances 

and conditions (Todnem 2005:375). McAuliffe and Van Vaerenbergh suggest that systems models 

o f change management occupy a middle ground between planned and emergent change models; 

systems models are based on the assumption that 'while change may be planned in one part of 

the system, it may produce unplanned change in another part o f the system'(2006:16).

Elements o f tw o change theory models developed by Kotter and by Coghlan and McAuliffe were 

chosen to provide a broad framework for the collection and analysis o f data fo r this study, 

although reference is made to other change theorists as appropriate. Kotter is considered to be 

an 'exemplar in the change management literature' (Mento et al 2002:45)'; his work is aimed 

primarily at teaching business leaders how to implement organisational change. Coghlan and 

McAuliffe are Irish change management theorists who developed a model aimed specifically at 

guiding change in large health care organisations.

Kotter outlined an 8 step model to be followed in order to produce successful change (Kotter 

1996).

1. Establishing a sense of urgency

2. Creating a guiding coalition

3. Developing a vision and strategy

4. Communicating the change vision

5. Empowering broad based action

6. Generating short term  wins

7. Consolidating gains and producing more change

8. Anchoring new approaches in the culture

Kotter proposed that the first step in introducing change in an organisation is to create 

dissatisfaction w ith the status quo and create a sense o f urgency around the need to change. He 

suggests, fo r example, that the identification o f market realities like a fall in market share is a 

good way to create urgency around the need to change the way business is currently being 

conducted (1996:35-49). The next step involves putting together a group w ith enough power to
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lead the change. The third step is creating a vision w ith respect to the w ay in which the proposed 

change will im prove the status quo and creating a strategy for achieving th a t vision which must 

be; imaginable, desirable, feasible, focused, flexible and com m unicable (1996:67-83). Kotter 

details the challenges involved in communicating a vision but emphasises that it is essential to 

m otivating others in the organisation to engage in the change process.

Kotter's 5*'̂  step involves getting rid o f obstacles including the 'dysfunctional granite walls found in 

so many organisations', the systems and structures that can underm ine the change vision 

(1996:101). Step 6 is consolidating gains and this is necessary in order to  counter the inevitable  

resistance th a t develops against any proposed change (1996:131-144). Kotter advises prospective 

change agents to anticipate resistance when any change is being introduced in an organisational 

setting and he colourfully describes change resisters who can be driven 'underground or into the  

tall grass. But instead o f changing or leaving, they will o ften sit there waiting fo r an opportunity to  

make a comeback' (1996:133). He advises breaking the change im plem entation strategy into 

short term  goals that can help to maintain critical m om entum  for change. Finally, anchoring 

change involves 'grafting new practices into the old culture' (1996:145-158).

Kotter's concept o f a change vision was particularly useful to  the analysis o f data about w hat 

m ade HWC developm ent possible as was the idea that before change can be successfully 

im plem ented, a sense of urgency must be developed around the need for it. Kotter's proposition 

th a t in order to  consolidate and sustain change it must be anchored in the culture also resonated 

particularly well w ith the data.

Coghlan and M cAuliffe propose a 5 stage change process th a t borrows heavily from  Lewin and 

Kotter (2003). Coghlan and McAuliffe's m odel is similar to Kotter's but unlike Kotter, they do not 

assume that change is linear process that takes place within the confines o f any one organisation 

and they acknowledge the influence of forces in the external environm ent on the im plem entation  

o f change including political priorities, changing legislation and the economic climate (2003:55). 

This aspect o f their model allowed for an understanding the dynamic interaction o f internal and 

external factors that im pact on service HWC developm ent. Coghlan and McAuliffe's arguments 

about the  pow erful counterforce that organisational culture can be to change efforts was 

particularly useful to analysing the data related to w hat m ade HWC developm ent difficult 

(2003:59). Their contentions about the particular problems created by the introduction of 

changes th a t challenge accepted practices and ways of thinking w ere extrem ely valuable as w ere  

th e ir propositions relating to when and why resistance to change develops. Coghlan and 

McAuliffe's model, like Kotter's, is aim ed at leaders involved in the introduction o f large-scale
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organisat ional  change but  the  concepts  in both models  a re  also applicable to  th e  analysis of  small 

scale change  including th e  introduct ion of  a new service.

Kotter and Coghlan and McAuliffe's change  m a n a g e m e n t  models  provide an appropr iate  

f r amework  for the  ret rospect ive analysis of  change implementa t ion  efforts th a t  took place in the  

past  and also a f ramework  for  looking at  w h a t  ne ed s  to h app en  in future  in or de r  for fur ther  

change  to  take place. As such they  provide a good mechanism for organising th e  da ta  in o rder  to 

a nsw er  the  research quest ions  posed in this study; they help to make  sense  of  th e  large vo lume of 

data collected and analysed.  Reference is m a d e  to o th e r  change  theor is ts  w he re  a ppropr ia te  

including Nadler  (1998) and Pasmore (2011) w ho se  a rgum ent s  on th e  consolidation of  change 

w e re  especially valuable.  The methodology  employed  for  conducting the  research is out l ined in 

th e  next  chapter .
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Chapter 3: Study Methodology

This chapter presents the m ethodological approach selected fo r this thesis that explores the  

developm ent and im plem entation o f HWC for people with dem entia in Ireland and the clim ate for 

fu ture  service developm ent. Section One discusses the rationale for the decision to  use qualitative  

research methods to carry out the research. Section Two explains the reasons why the case 

studies approach was taken and Section Three discusses how the case studies w ere identified and 

briefly describes each o f the five case study HWC schemes th a t are the focus o f the research. 

Section Four outlines the process by which participants w ere selected for in terview  and Section 

Five presents the research design. Section Six presents a discussion of the ethical considerations 

related to  this research and Section Seven provides details o f the interview  schedules. Section 

Eight includes a brief reflexive critique of the interview  process and Section Nine concludes the  

chapter w ith a detailed discussion of the analysis o f the data.

Section 1 Qualitative research.

This study uses qualitative research to explore the developm ent o f Housing w ith Care (HWC) for 

people w ith dem entia and the factors th a t are critical to  it, including those that enable it and 

those th a t act as barriers. A qualitative research approach was used because it was considered 

the  best way to develop an in-depth understanding o f w hat is a very complicated topic from  a 

range o f d ifferent perspectives. Creswell observes that 'W e conduct qualitative research because 

w e need a complex, detailed understanding o f the issue...that can only be established directly by 

talking to people...because w e w ant to  understand the contexts and settings in which participants 

in a study address a problem or issue...' (2007:40). Qualitative research is concerned w ith rich 

description and the natural context in which phenom ena exist; quantitative research is not 

concerned w ith such detail (Denzin and Lincoln 2000).

In contrast, quantitative research involves a deductive approach in which theory drives data 

collection and the research tends to be about theory testing. This study was not interested in 

testing theory but instead sought to contribute to theory by using an inductive approach to 

identify patterns and them es in the data which m ight help to explain the phenom enon o f HWC 

developm ent (Bryman 2008). Whilst quantitative research 'emphasises quantification in the  

collection and analysis o f data'; this study was aim ed at understanding the HWC developm ent 

process as interpreted by a large num ber o f stakeholders and this could not be captured in 

quantitative form  (Bryman 2008).
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Interpretivist qualitative research assumes that there is no simple fin ite explanation fo r any social 

phenom enon but rather takes the position that there  are 'm ultip le realities' (Lincoln and Guba 

1985, Denzin and Lincoln 2000). This study was undertaken from  th a t position. For example, it 

was assumed th a t the individuals involved in HWC developm ent would all have their own 

perspective, the ir own 'reality' o f the factors they believed to  be critical to  HWC developm ent. It 

was assumed that a housing officer will have a d ifferent perspective from  a Health Service 

Executive manager about HWC developm ent and that the views o f individuals within each group 

m ay also vary. In order to  develop an understanding of how services developed it was necessary 

to  capture the views of individuals from  each group whose understanding of the relevant issues 

will have been shaped or constructed by the ir own experience in th e ir own agencies or workplace, 

th e ir own professions and personal lives (Crotty 1998). This study represents the first a ttem pt to 

carry out such a complex mapping of such m ultiple perspectives and processes.

Stake observes that the most distinctive characteristic o f qualitative inquiry is its emphasis on 

in terpretation (1995:9). Q ualitative studies involve interpretation  on m ore than one level. Study 

participants' views of HWC developm ent and how it works are already interpretations of 'reality' 

th a t are culturally and historically derived and specific to tim e and place; the analysis of 

inform ation derived from  interviews w ith study participants involves fu rther interpretation  

through the researcher's w orldview  which informs the conduct o f the study (Creswell 2007:15). 

The researcher's world view is also shaped by past experiences and beliefs that will necessarily 

influence the way that the research data is interpreted. Q ualitative methods accom m odate an 

ontological perspective that research is underpinned by certain values or principles that are a 

product o f the researcher's knowledge and experience. It recognises that study participants' 

'construction' o f issues and events is influenced by individual values shaped by social and cultural 

norms (Lincoln and Guba 1985).

Section 2 Case study approach

Although not a prom inent feature o f social policy research in Ireland, case studies are used 

routinely in business studies, education and social science disciplines (Yin 2009). Case studies 

w ere  chosen fo r this research because of the belief that they would provide a m ethodology that 

would best answer the complex questions about HWC developm ent being posed. To find out the  

factors critical to  HWC service developm ent since the late 1980's in Ireland, this study set out to 

look at the schemes that have been planned or developed in the past and engage the people 

directly involved in those plans or developm ents. A case study approach can provide a deep 

understanding o f the issues relevant to  HWC developm ent because they can be studied within  

and across d ifferen t settings. The case study m ethod can help to explain the 'how ' and 'w hat' of
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HWC developm ent and help to understand the factors that have impacted on it over tim e (Yin 

2009:13). The case studies selected provide the opportunity to get the 'thick description' 

essential to  finding answers to the research questions which apply in a particular case (Yin 

2009:42) but which also may be used to draw  broad conclusions and propositions for further 

inquiry (Stake 1995). Case studies also have the advantage that they m ake it easier to engage the  

reader in the research journey because of reference made to real life experiences and outcomes.

2.1 Intrinsic versus Instrum ental case study research

Stake distinguishes betw een intrinsic and instrum ental case study research (1995). Intrinsic case 

study research focuses on one case that is o f intrinsic interest to  the researcher. Intrinsic case 

studies focus on w hat is particular about the case, its nature, background, physical setting and 

other contexts. In contrast, instrum ental case studies are organised around issues rather than  

around the peculiarities o f a single case and Stake argues that 'The issues are not simple and 

clean, but intricately wired to political, social, historical and especially personal contexts' 

(1995:17). Instrum ental case studies create opportunities to illustrate the way that the issues that 

are the subject o f inquiry are manifest in a num ber o f individual cases (Stake in Denzin and Lincoln 

2000:438).

For this study, instrum ental case studies are used fo r the purpose o f exploring the issues related  

to  the developm ent o f HWC for people w ith dem entia and the factors th a t facilitate and 

underm ine service developm ent. It is not the particular details o f each case that are o f interest in 

this study but ra ther the way in which they provide an illustration o f issues across all o f the case 

study schemes. For exam ple, details about the way in which revenue funding was secured in any 

particular HWC scheme are only of interest in so far as they contribute to an understanding o f the  

issues around the  challenges of sourcing revenue funding fo r all HWC providers.

Section 3 Selection of Case Studies

This study explores the developm ent o f Housing w ith  Care which by definition provides 2 4 /7  high 

support services to residents. As noted earlier, only 2.7%  of Cullen et al's sample o f 141 

voluntary housing associations surveyed in 2006 w ere providing support services at the highest 

level o f the scale broadly defined as 'round-the-clock care' (Cullen et al 2007:102). In the Irish 

Council for Social Housing's sample o f 103 voluntary housing associations, only 4.8%  reported that 

they w ere providing a 'higher level o f care to tenants' although higher level was not defined (ICSH 

2011:21). N either o f these tw o  surveys made any reference to tenants w ith dem entia or dem entia  

specific service provision. The ICSH observe that the type and range o f services normally available 

in sheltered housing schemes reflects the 'independent living ethos' (2011:24); that is, there is the
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assumption that those older people who are admitted w ill require little or no assistance w ith 

activities o f daily living.

The HWC schemes selected fo r this study represent a sub-section o f the small group o f supported 

housing providers identified by Cullen et al and the ICSH as providing a high level o f support to 

residents. A tota l of five were identified through the process o f purposive sampling (Stake in 

Denzin and Lincoln 2000).

3.1 Sampling o f Case Study Schemes

The main criterion for the selection o f the five case study schemes was that they would be Irish 

HWC schemes that provide 24/7 support services to people w ith dementia. The case study 

schemes were selected using prior professional knowledge o f HWC development in Ireland based 

on consultation w ith colleagues from the Irish housing and health sectors. The tw o FOLD schemes 

in North Dublin that met the criterion for inclusion in the study were already known to me in the 

context of my form er employment as an HSE Director o f Older People's Services. The FOLD 

schemes were unusual in my experience as an older people's manager; at the time tha t they 

developed there were few dedicated services available fo r people w ith dementia and little  by way 

o f high support sheltered housing. The development o f Cherryfields and Anam Cara by the HSE in 

partnership w ith the FOLD housing association and the local authorities attracted attention in the 

health board where I worked at the time. I also had access to some o f the HSE managers who had 

been directly involved in the FOLD developments.

I originally started the research w ith the idea o f examining the development o f only these two 

FOLD schemes. However, in the course o f early discussions w ith colleagues from  the Irish Council 

fo r Social Housing, I became aware o f the fact tha t another HWC scheme, O'Connell Court in Cork 

,was also providing 24/7 support to people w ith dementia. The O'Connell Court housing 

association were represented on the HSE committee on sheltered housing which I chaired; again I 

had access to  an O'Connell Court stakeholder who was intim ately involved in the development o f 

that service. In the course o f interviewing people fo r those three case studies, I discovered the 

tw o other cases. Mount Bolus was identified by stakeholders from both the HSE and Department 

o f the Environment, Heritage and Local Government as a HWC scheme that was planned and built 

to  provide 24/7 support to people w ith high dependency including people w ith dementia. It had 

already closed before the fieldwork began but was added as a case study because I believed that 

its development and closure would give fu rther insight into the research question about the 

factors that act as barriers to HWC service implementation. St. Bricin's was also mentioned in 

interviews w ith tw o HSE managers as well as two local authority stakeholders as a scheme that 

was planned to include dedicated services for people w ith dementia but had never been built.
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Although never built, St. Bricin's was added to the list o f case study schemes because, it was 

planned to include services fo r people w ith dementia. I believed that St. Bricin's would provide 

new insight into the threats to service implementation but also, because service plans were 'on 

hold' when the fie ldwork was carried out, it m ight contribute to an understanding o f the factors 

critical to future HWC development fo r people w ith dementia in Ireland.

A sixth potential case study scheme was already known to me from  my work in the HSE: I had 

visited it and had spoken to the person who drove its development. Like the other identified 

HWC schemes, it was planned to provide accommodation and care services for older people with 

high dependency needs, including people w ith dementia. The outcome for this scheme is d ifferent 

again; after operating for a number o f years as a HWC scheme, it was subsequently registered as a 

nursing home under the Irish nursing home regulations. (1 would say converted into a nursing 

home except that there does not appear to have been any conversion o f physical facilities 

involved.) It would have been extremely interesting to find out what led to the decision to turn 

this scheme into a registered nursing home, what particular set o f circumstances were involved. 

Unfortunately, the key decision maker did not wish to be involved w ith this research and so this 

scheme could not be included in this study.

Yin suggests that clarification is required in order to distinguish the cases chosen fo r case studies 

from other 'external data' (2009:29). The distinguishing feature o f all o f the case study schemes 

selected was the fact that they included people w ith dementia in their target group. They were 

chosen because o f the insight they could provide into the factors that influence the development 

of HWC for people w ith dementia which is the focus o f the study. All o f the identified case study 

schemes were developed w ith in the Department of Environment framework fo r the development 

of social housing fo r people w ith  special needs (See Chapter 2) which applies only to 

developments carried out by approved voluntary housing associations, and so this became 

another distinguishing feature o f the case study schemes. Development o f all o f the case study 

schemes involved the participation o f voluntary housing associations, the local authorities and the 

HSE (previously the health boards) at some level and this is a fu rther defining characteristic.

Local authority sheltered housing schemes were not included in the study because there is little  

evidence to suggest the existence o f high support services and none to suggest the existence o f 

dementia specific services in local authority housing schemes in Ireland (Cullen et al 2007, ICSH 

2011).
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3.2 Brief description o f the case study HW C schemes^

Four o f the HWC schemes selected fo r this study, O'Connell Court, Cherryfields, Anam Cara and 

M ount Bolus, can be described as 'shared housing' or 'congregate housing' units (Howe et al 

2013). In each of these schemes, accommodation is provided in single en suite bedrooms as 

opposed to separate apartm ents, and residents share the use o f com m unal areas used for dining, 

social activities and the provision of o ther services. From the  outside, they could be mistaken for 

nursing homes.

O'Connell Court services have been situated in a hotel that was vacated by its previous owners 

since 2011; from  1989 to 2011 O'Connell Court was located in a fo rm er convent that is over one 

hundred years old. There are 50 en suite bedrooms and o ther facilities include a television room, 

an activity area, staff offices and storage rooms. Upstairs there  are large function rooms and 

additional bedrooms that are not used because they cannot be accessed by lift. All residents are 

eligible fo r social housing, the m ajority would be classified as homeless and a large num ber 

receive out-patien t services from  the Psychiatry of Old Age services in Cork. There is a staff ratio 

of 1 to 17 residents. Only about 5-10%  o f current residents are people with dem entia, although 

the percentage was at one tim e much higher.

The Cherryfields and Anam Cara Housing w ith Care units are purpose built, tw o storey facilities 

built to  high specifications. Cherryfields opened in 2006 and Anam Cara in 2007. Both are run by 

the FOLD voluntary housing agency and they each accom m odate 56 residents including 27 people 

w ith dem entia on the ground floor and 29 'frail' older people on the first floor. Each unit has two  

day centres with adjacent activity rooms, disabled toilets and kitchen facilities; com m unal areas 

include sitting rooms on each floor, a library/com puter room  and a small bar only used on special 

occasions. Small dining areas for 8 people are provided for residents living on each corridor. 

Cherryfields and Anam Cara w ere designed to be disabled friendly and to prom ote a safe 

environm ent for the m ovem ent of people with dem entia; assistive technology including bed 

sensors, 'w ander alerts' and 'fall alarm pendants' are used to  support individual residents with  

dem entia . Three tw o bedroom  bungalows w ere built on the  periphery o f the Cherryfields unit 

and the intention was to use them  for couples w here one person had dem entia . These plans 

w ere never realised and the bungalows now house tenants w ho are the responsibility o f the local 

authority and not FOLD. The staff ratio in the FOLD units is 1 to 8 /1 0  residents upstairs and 1 to 5 

downstairs w here people w ith dem entia live.

The M ount Bolus High Support Unit is a m odern purpose built tw o  storey building that is disabled 

friendly, but no specific design features or technology w ere incorporated in the plans specifically

 ̂See Appendix 1 for more detailed description of each of the case study schemes.
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to address the needs o f people w ith dem entia. A lthough people w ith dem entia w ere included in 

the target group fo r M o u nt Bolus, no beds w ere dedicated exclusively to people w ith dem entia. It 

is spacious and was built and furnished to a high standard. There are 30 single en suite bedrooms, 

a lounge area for residents and guests, a large dining area, a library, activities room and trea tm en t 

room. O ther facilities include staff offices and a chapel. W hen  the unit opened, staff included a 

m anager, a small num ber o f care assistants and volunteers from  the com m unity including housing 

association mem bers. M ount Bolus opened in M ay 2009 and closed in Septem ber o f the same 

year. M o u nt Bolus rem ained vacant until the Acquired Brain Injury organisation signed a lease to  

use the premises as th e ir M idlands base o f operations.

St. Bricin's is d ifferent from  the o ther case study HWC schemes, first because as noted earlier it 

was never built and second because it was originally planned as a sheltered housing scheme; only 

later w ere the plans changed to include dem entia services to be situated in a separate, purpose 

built facility adjacent to  the sheltered housing scheme. There w ere to be 64 one bedroom  

apartm ents and 6 tw o  bedroom  apartm ents in the  sheltered housing scheme targeted at older 

people capable o f independent living. Central to the plans fo r St. Bricin's was a day care centre 

attached to the scheme to provide meals, assisted bathing, medical treatm en t, hairdressing and 

other services to sheltered housing tenants as well as to o lder people from  the surrounding 

com m unity. A 12 bed 'Respite Unit' for people w ith  dem entia  was to be managed and staffed 

2 4 /7  by the Alzheimers Society o f Ireland (ASI) and would feature  'a secure sheltered  

environm ent w ith its own garden area, individual bedroom s and a shared kitchen, dining and 

living room ' (Irish Times 5 June 2007:4). Planning permission was secured in 2008 but service 

developm ent did not proceed beyond th a t point in spite o f fu rther protracted negotiations.

The case study schemes described above w ere all planned as inter-agency service developm ent 

initiatives involving voluntary housing associations, the  local authorities and at some level, the  

health boards or HSE. All o f the voluntary housing associations involved in the case study 

schemes w ere eligible under CAS funding regulations to  receive up to 90% of approved capital 

costs on condition that they take at least 75%® of th e ir tenants from  the local authority housing 

list (DOE 1995). All had developed social housing projects before, although FOLD'S prior 

experience was lim ited to Northern Ireland. Dedicated dem entia  services w ere included in the  

plans fo r Cherryfields, Anam Cara and St. Bricin's. M o u nt Bolus services w ere targeted at frail 

older people including people with dem entia and dem entia  services in O'Connell Court evolved 

out o f already existing HWC services fo r homeless o lder people.

 ̂ In November 2007 CAS funding limits were raised to cover 100% of costs provided all tenants are 
eligible for social housing. For those housing associations wishing to retain nominating rights for 25% of 
tenants, an upper limit of 95% of costs applies (ICSH 2008).
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Case studies can be done on individuals, groups, institutions or, as in this case, on an innovation 

or service [Yin 2009], Stake observes that cases should be chosen on the basis that they o ffer the 

best opportun ity to learn about the research topic [in Denzin and Lincoln 2000:446]. The 

selection o f the cases for this study was dictated by the research questions; they provided the 

best opportunity to pursue HWC development fo r people w ith dementia in Ireland.

Table 1 Case study schemes selected for the study

Case Study Scheme Location Date opened

O'Connell Court Togher, Cork (previously Cork City) 1989

Cherryfields Hartsdale, Co. Fingal 2006

Anam Cara® Glasnevin, North Dublin 2007

M ount Bolus Near Tullamore, Co. Offaly 2009

St. Bricin's North Central Dublin

3.3 Contact w ith participants from  selected case study HWC schemes

Senior officers in the housing associations tha t hosted HWC development in Cherryfields, Anam 

Cara and O'Connell Court were approached fo r permission to use those three facilities as case 

studies for this dissertation. Telephone calls were made and documentation sent w ith information

about the research and ethics committee protocols (See Appendix 3). Representatives from the 

housing associations involved in the M ount Bolus and St. Bricin's initiatives as well as participants 

from  the HSE and local authorities were approached individually to obtain the ir agreement to 

participate in the study and the case studies were compiled from the information collected from 

individual interviews. Information letters and consent forms were sent to all participants prior to 

interviews.

3.4 Application fo r  Ethical Approval

Approval was sought from the Research Ethics Committee, School o f Social Work and Social 

Policy, Trinity College Dublin. Approval was granted on 11 October 2010 w ith m inor modifications 

which were carried out before the fie ldwork commenced.

Section 4 Selection of participants to be interviewed

Stake recommends the purposeful sampling o f participants 'through whom the case can be 

known' (in Denzin and Lincoln 2000:439). The focus o f this study is on HWC service development

 ̂Cherryfields and Anam Cara are operated by the same voluntary housing association (FOLD Ireland).
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fo r people with dem entia and the factors that influence it, and it aim ed to capture the views of 

m ultip le stakeholders in order to  shed light on the complexities involved in service developm ent. 

In order to  answer the research questions, it was necessary to talk to  people who conceived of 

the  idea to develop HWC for people w ith dem entia, people who w ere involved in planning the  

case study schemes and those involved in the im plem entation o f plans including HSE local 

managers, com m unity nurses and consultant physicians in geriatrics and psychiatry. The agencies 

involved in the case study scheme developm ents included the local authorities, housing 

associations and the HSE (form erly the health boards). The process started w ith the identification  

o f individuals known to me to have been directly involved in the developm ent o f HWC services in 

the  FOLD and O'Connell Court schemes.

For the FOLD schemes, these individuals w ere HSE officers w ho had worked in older people's 

services in w hat was form erly the Northern Area Health Board (NAHB) and who I believed had the  

knowledge and experience necessary to  answer questions about HWC service developm ent that is 

the  focus of this study (Stake 1995). For O'Connell Court, the person who represented O'Connell 

Court on the HSE sheltered housing com m ittee (chaired by m e) was selected for in terview  in the 

first instance. 'Snowballing' was then used for sampling study participants; during interview s for 

both the FOLD schemes and O'Connell Court, study participants w ere asked to recom m end others 

w ho they believed should be interview ed, and a num ber o f study participants w ere added to  the  

list o f interview ees through this 'snowball' effect (Robson 1993).

The HSE stakeholders initially selected fo r interview  suggested others in the HSE who should be 

in terview ed, and these included both local managers who had been charged w ith im plem enting  

developm ent plans and departm ent heads responsible for the provision o f services to residents in 

the  case study schemes, for exam ple com m unity nursing, geriatrician and out-patien t psychiatric 

services. HSE participants also identified the names of both the FOLD agency m anager and the  

local authority officers most closely involved in the FOLD developm ents. They in turn suggested 

others from  their respective organisations. For the O'Connell Court case study, the m ethod of 

selecting those fo r interview  was the same; the first person interview ed was asked to  suggest 

others who then had o ther suggestions. The local authority stakeholder who had been involved 

in developing O'Connell Court was retired and unavailable fo r interview .

Reference was made to  M ount Bolus during interviews with both housing and health sector 

participants about the FOLD and O'Connell Court schemes and in the course of these interviews  

an HSE officer was identified as having been involved in the plans for M o u nt Bolus; this person 

was selected for interview . I already knew the local HSE adm inistrative officer from  the area who  

was working in the same position when M ount Bolus was built, and th a t person was also included
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in t h e  list o f  p e o p l e  to  in te rview.  She gave  nne t h e  n a m e  o f  a n o t h e r  HSE off icer  w h o  had  b e e n  

involved in t h e  M o u n t  Bolus init iat ive.  I did n o t  have  t h e  n a m e  o f  a n y o n e  f r om  t h e  hous ing 

as soc ia t ion  a n d  so I s e a r c h e d  t h e  i n te r n e t  a nd  ident i f ied a t e l e p h o n e  n u m b e r  fo r  t h e  hous ing  

as soc ia t ion  involved.  I sp o k e  wi th  s o m e o n e  w h o  r e f e r re d  my  r e q u e s t  for  an  in te rv iew to  t h e  

hou s ing  as soc ia t ion  c o m m i t t e e .  In t h e  m e a n t i m e  I s e n t  in fo rm at io n  by emai l  giving ba c k gr ou n d  to  

t h e  r e se a rc h ,  t h e  r e s e a r c h  m e t h o d o l o g y  a nd  e thical  c o m m i t t e e  p ro toco l s .  A c o n s e n t  fo rm  w a s  

inc luded  (See A p p e n d i c e s  4 an d  5). Two c o m m i t t e e  m e m b e r s  a g r e e d  to  be  in t e rv iew ed ,  bu t  

u l t ima te ly  only o n e  c a m e  fo rw ard .  No local au t h o r i ty  of ficer  w a s  in te rv ie w ed  b e c a u s e  t h e  focus  

o f  my  in te re s t  in M o u n t  Bolus w a s  o n  w h y  it had  c losed a n d  t h e  local au th o r i ty  w e r e  no t  

impl i ca ted  in t h a t  dec is ion .

The n a m e  of  t h e  ho us in g  as soc ia t ion  r e p r e s e n t a t i v e  c o n s id e r e d  to  be  m o s t  involved in t h e  St. 

Bricin's ini t iat ive w a s  g iven to  m e  by a local au t h o r i ty  pa r t i c ipa n t  dur ing  an interview.  The o t h e r  

St. Bricin's ca se  s t u d y  pa r t i c ipan t s  w e r e  in te rv iew ed  in c o n n e c t i o n  wi th  t h e  FOLD case  s tudy  

interviews;  t h e r e  w a s  ov er l ap  b e c a u s e  o f  Dublin City Counci l ' s  i n v o l ve m e n t  in b o th  s c h e m e s  and  

b e c a u s e  St. Bricin's is s i t u a te d  in w h a t  w a s  t h e  NAHB w h e r e  t h e  FOLD s c h e m e s  a r e  al so s i tua te d .

H a m m e r  a n d  Wi ldavsky r e c o m m e n d  t h a t  r e t i r ed  p e o p l e  be  in te r v ie w ed  b e c a u s e  t h e y  a re  m o r e  

likely to  be  avai lable a n d  b e c a u s e  t h e y  have  a w e a l t h  o f  e x p e r i e n c e  f r om  which  to  d r a w  (1989).  

The se v en  s t u d y  pa r t i c ipa n t s  w h o  w e r e  r e t i red  f ro m  t h e  po s i t ions  t h e y  held dur ing  t h e  

d e v e l o p m e n t  o f  t h e  ca se  s tudy  s c h e m e s  w e r e  g e n e r o u s  wi th  t h e  t im e  t h e y  gave  fo r  int erviews.

In o r d e r  to  give a w i d e r  pe r s pe c t iv e  t o  t h e  i ssues  r e l ev an t  t o  HWC d e v e l o p m e n t  for  p eo p l e  wi th  

d e m e n t i a ,  o t h e r  e x p e r t s  o r  key in f o rm an t s  (Yin 2009)  w e r e  in te r v ie w ed  for  this  s tudy .  Key 

in f o rm an t s  f ro m  DOE, t h e  D e p a r t m e n t  o f  Hea l th  a nd  o t h e r  g o v e r n m e n t  age nc i es  w e r e  se lec ted  

b e c a u s e  t h e y  held  pos i t ions  t h a t  inc lude na t iona l  responsibi l i ty  for  o l d e r  p e o p l e ' s  hou s ing  or  

hea l th ;  e x p e r t s  f ro m  t h e  specia l  in t e r es t  g r o u p s  r e p r e s e n t i n g  p e o p l e  wi th  d e m e n t i a  w e r e  c h o s e n  

b e c a u s e  t h e  th es i s  to p i c  is HWC for  p e o p l e  wi th  d e m e n t i a ;  a r e p r e s e n t a t i v e  f ro m  t h e  Irish Council  

fo r  Social Housing  w a s  s e le c te d  b e c a u s e  all o f  t h e  case  s t u d y  ini t iat ives  w e r e  d e v e l o p e d  by social 

ho us ing  a s s o c i a t i o n s , a n d  o t h e r s  f ro m  a c a d e m i a  a nd  o t h e r  a g e n c i e s  w e r e  se le c te d  b e c a u s e  o f  

th e i r  in t e re s t  o r  s t a k e  in s u p p o r t e d  hous ing  d e v e l o p m e n t  fo r  p e o p l e  wi th  d e m e n t i a  f ro m  a policy 

o r  service p lann ing  pe r sp e c t i v e  (Yin 2009) .  I re land is a sma ll  c o u n t r y  a n d  b e c a u s e  o f  t h e  n e t w o r k  

t h a t  I buil t  up o v e r  t h e  y ea r s  t h r o u g h  my job  in t h e  HSE, m y  e x p e r i e n c e  on  t h e  Nat ional  Council  of  

Ageing a n d  O ld e r  Peop le ,  c o m m i t t e e  w o rk  for  t h e  Alzhe imer  Socie ty o f  Ireland a n d  t h r o u g h  

t e ac h in g  a n d  r e s e a r c h  a t  TCD, it w a s  n o t  difficult t o  ident i fy t h e  p e o p l e  wi th  a s t a k e  o r  in t e re s t  in 

this  n a r r o w  se rvice a r e a .  For exa m p le ,  it w a s  ea sy  to  ident i fy t h e  individuals  wi th  responsibi l i ty for
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voluntary social housing within the DOE and the local authorities; the individuals leading special 

interest groups representing people w ith dem entia w ere similarly easy to identify.

Consultation w ith fo rm er colleagues was also very helpful. M any o f the study participants from  

the HSE in particular w ere already known to me and I was fam iliar enough w ith the structure o f 

housing and health services to determ ine which other individuals would be of most help to the  

research (H am m er and Wildavsky 1989). This was particularly helpful to gaining access to key 

individuals at the outset o f the study. Table 2 details the overall num ber of participants selected  

fo r interview. Table 3 provides a breakdown o f all participants from  the HSE.

Table 2 Total num ber o f participants by agency/group N = 43

HSE Local A u thority Housing Association Experts Total

23 4 8 8 43

Table 3 Breakdown of HSE study participants from  all case studies N = 23

HSE Officers

Admin

Background

HSE Officers

Nursing
background

HSE Officers  

O ther health  

professional 
background

Nurse
m anager

Consultant

physicians

O ther Total

4 4 4 2 5 4 23

In the text the expression 'health professional' is used to refer to  HSE participants (adm inistrators, 

service managers and fieldworkers w ith a background in the health professions to distinguish 

them  from  HSE officers w ith mainly adm inistrative responsibilities; the health professionals 

interview ed include nurse managers, consultant physicians as well as social workers and 

com m unity workers who are not identified individually as such fo r purposes of anonymity.

Table 4 provides details about participants selected for the Cherryfields and Anam Cara case 

studies.

Table 4 Participants from  the Cherryfields and Anam Cara case studies

Case study HSE Local authority Housing
Association

Experts Total

Both FOLD 

schemes

13 4 ( Ire t ire d ) 5 4 26

Cherryfields

only

4 1 - FIngal Co 

Council

1 6

Anam  Cara only 3 3 - Dublin City 

Council
6
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Cherryfields and Anam Cara are HWC schemes operated by the FOLD Ireland voluntary housing 

association. They were planned at the same tim e and developed by FOLD in partnership w ith the 

HSE (then Northern Area Health Board) and the local authorities. Many o f the participants 

selected for interview were involved in both the Cherryfields and Anam Cara initiatives; for 

example, of the five FOLD officers interviewed for this study, four had been involved in the 

development of both schemes while one (a local manager) only had experience o f Cherryfields.

Of the thirteen participants from the HSE interviewed fo r the FOLD case studies, four only had 

experience o f Cherryfields and the experience o f three HSE participants was lim ited to Anam Cara. 

Four local authority participants were interviewed including one from Fingal County Council 

(involved in the Cherryfields initiative) and three from Dublin City Council (involved in the 

development o f Anam Cara and St. Bricin's). There was also some overlap w ith respect to expert 

participants who in some cases had direct knowledge o f more than one o f the case study 

schemes, for example the DOE participant had knowledge o f all five case study schemes and one 

HSE officer had been directly involved in the FOLD initiatives but also had experience of Mount 

Bolus and St. Bricin's.

Table 5 Participants from the O'Connell Court, M ount Bolus and St. Bricin's case studies

Case study HSE Local
authority

Housing
association

Experts Total

O'Connell

Court

7 2 1 10

M ount Bolus 4 1 3 8

St Bricin's 2 2 1 1 6

4.1 Sampling Frame

Of the forty-nine people approached fo r interview, two senior officials from the Department of 

Health and Children declined as did tw o senior administrative officers (one retired) and one 

consultant physician from  the HSE. One local authority officer had moved jobs and did not wish to 

be interviewed. The other person who could not be reached for interview was an already 

mentioned retired local authority housing officer from  Cork.

Although the original intention was to do so, older people resident in the case study schemes 

were not interviewed for this study. Time considerations necessitated that the scale o f the study 

be reduced and also the focus of the study became more and more confined to an analysis o f the 

factors that influence HWC service development and less on perceptions about the role o f HWC
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as a service model. Rather than capturing the experience o f residents or th e ir families, the  

research focused on the service developm ent process and is w ritten  mainly from  the perspective 

of adm inistrative officers, service managers and others w ith knowledge and experience o f housing 

and health service developm ent in Ireland. W hile older people's views about HWC as a long term  

care alternative should be an im portant consideration w hen new services are being planned or 

evaluated, this was not the objective o f this study and so older people w ere not included in the  

list o f people to be interview ed.

The largest group represented in the sample o f those selected for in terview  (See Table 2) are 

adm inistrative officers and health professionals in the HSE (or fo rm er health boards). This reflects 

the  easy access I had to fo rm er colleagues but also the high turnover o f HSE managers during the  

period when the FOLD schemes in particular w ere being planned and developed; it was at this 

tim e th a t the health services w ere being restructured to form  the HSE and there  w ere new  posts 

created and considerable m ovem ent o f staff. It also reflects the  critical role played by the HSE in 

HWC developm ent, as it is the addition of intensive care and support services that defines the  

case study schemes and marks them  out from  other housing services fo r older people. The HSE is 

assumed to be responsible fo r e ither funding these additional services or providing them  directly  

(See discussion in Chapter 5) and because of this, the participation o f HSE stakeholders was 

particularly im portant to  explaining how the case study HWC schemes developed w hen in most 

other places in Ireland, they did not.

The data on w hat m ade the early developm ent o f O'Connell Court possible was largely derived  

from  interviews w ith  tw o  people who w ere part of the group who set up services in 1989. None of 

the o ther participants interview ed for the O'Connell Court case study (all from  the HSE) played 

any role in planning or setting up the original scheme. The data on service im plem entation  in 

Chapter 5 is heavily reliant on interviews w ith one individual from  the housing association who  

has been directly involved w ith  O'Connell since 1989. The o ther study participants in the  

O'Connell Court case study, all from  the HSE, w ere involved e ither in providing HSE services to 

O'Connell Court over the years or in administering HSE funding to the scheme. Although HSE 

participants corroborated much o f inform ation provided by the central housing association 

participant, it needs to be kept in mind that the data fo r O'Connell Court lacks the depth o f the  

data from  the FOLD case studies in particular.

The data from  M ount Bolus and St. Bricin's is similarly lim ited compared to the data from  the  

FOLD case studies. Only one person from  each o f the housing associations involved w ere available 

fo r in terview  and no local authority representatives w ere interview ed fo r M o u nt Bolus. There  

w ere how ever four people from  the HSE and three from  the housing sector w ith enough
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knowledge o f the M ount Bolus project to be able to present d ifferent perspectives on its 

developnnent. The lim ited number o f participants consulted about the St. Bricin's initiative 

reflects the fact tha t the scheme never reached the implementation stage.

Section 5 Research Design

Case study research involves the collection of data from multiple sources o f information in order 

to  show different perspectives on the issues being studied (Creswell 2007:74). The research 

design strategy developed fo r this study included the review o f available documentation, site 

visits and in-depth face to face interviews w ith the people who were involved or had a stake or 

interest in the development o f the case study schemes. The interviews provided most o f the data 

fo r the research study.

5.1 Documentary Data

A request was made fo r any service development proposals or position papers that might have 

been w ritten  about the HWC schemes, minutes o f meetings, correspondence or other documents 

that would contribute to an understanding of the factors that influenced service development. 

Table 6 lists the type o f documents which were made available to me for each case study and also 

the date(s) o f site visits.“

Table 6 Dates o f site visits and list of documentation fo r each case study scheme.

Case study scheme Date of site visits Documentation available
FOLD: Cherryfields 

Anam Cara

02/03/2011
31/03/2011

14/02/2011
13/04/2011

FOLD annual reviews, correspondence 
relating to  the construction o f 
Cherryfields and Anam Cara, policy 
handbook, press releases. Service Level 
Agreement.
NAHB minutes, position papers, reports, 
correspondence and newsletters, 
brochures, press releases

O'Connell Court 04/04/2011
09/02/2012
06/05/2013

Service Level Agreement, budget 
statem ent, strategy development 
proposal, application forms, brochure

M ount Bolus
19/7/2011

Press releases, local newspaper articles. 
Sisters o f Mercy website

St. Bricin's 10 June 2013 Dublin City Council minutes, national 
newspaper articles, correspondence, 
position papers

As St. Bricin's has yet to be built, a visit was made to see the existing local authority scheme and the 
neighbourhood in which it was situated.
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Table 5 shows that the am ount o f docum entation m ade available fo r each case study scheme 

varied considerably. However, even when docum entation was sparse, w hat was reviewed was 

significant because it helped to create an understanding of the exact nature o f the  planned case 

study schemes, the rationale fo r the ir developm ent and also o f the ethos and culture o f the  

housing associations involved in the ir developm ent (Bryman 2008). In many cases the  

docum entation that was made available later augm ented and corroborated evidence from  

interviews w ith stakeholders (Yin 2003).

Much o f the docum entation made available by FOLD housing association managers was confined  

to  details about the planning and construction of Cherryfields and Anam Cara facilities. For 

exam ple it included correspondence relating to architectural plans and technical issues th a t arose 

during the early planning and construction stages. These docum ents contributed to an 

understanding of the role played by FOLD housing association at the  early stages o f the  

Cherryfields and Anam Cara projects. O ther FOLD policy docum ents deepened understanding of 

the HWC m odel, its ethos and the practical implications fo r staff and residents.

NAHB documents include minutes o f 'FOLD meetings' held prior to  the opening o f Cherryfields, 

correspondence, a draft Service Level Agreem ent (SLA) and also a num ber o f position papers that 

w ere prepared for presentation to the NAHB Board at the early planning stages. The position 

papers w ere o f particular interest because they w ere prepared by NAHB officers with the purpose 

of making the case fo r the developm ent o f the FOLD initiatives (Bryman 2008) and they  support 

evidence presented by NAHB stakeholders in interviews (Yin 2009). Letters to legal advisors and 

others confirm the inform ation offered in interviews regarding barriers that had to be overcom e  

in order to im plem ent FOLD plans. Additional press releases and NAHB journal articles helped to  

clarify the tim elines fo r the FOLD developm ents.

As shown in Table 5, the docum entary evidence pertaining to  O'Connell Court included brochures, 

a Service Level Agreem ent w ith the HSE including a budget statem ent, and a 'Strategic 

D evelopm ent' proposal to the HSE to cover the period 2008-2011 . The O'Connell Court 

docum entation confirms the com m itm ent o f the voluntary housing association to  the provision of 

HWC services to vulnerable older people, outlines admissions criteria and also substantiates  

statem ents m ade in interview  about O'Connell Court's financial situation. The 'Strategic 

D evelopm ent' docum ent was helpful to understanding the perceived potential fo r fu ture  service 

developm ent.

Docum entation available from  M ount Bolus was lim ited to a small num ber o f press releases and 

articles from  local newspapers and this may be at least partly a function of the fact th a t form al 

negotiations never took place betw een the HSE and the housing association. How ever, the  little
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docum entation th a t was available helped to put the M o u nt Bolus initiative into local context, and 

it later confirm ed remarks m ade by participants especially about the aims and objectives o f the  

scheme as originally planned (Bryman 2008).

In the case o f St. Bricin's, docum entation m ade available by Dublin City Council was most helpful 

to  providing inform ation about the sequence of events that transpired at all stages of the  

developm ent o f the HWC project and the issues that arose along the way. National newspaper 

articles and the m inutes o f meetings o f the Central Area C om m ittee o f Dublin City Council which 

is charged with making motions with respect to planning applications w ere also useful to tracking 

events during the planning period often corroborating w hat was said in interviews w ith St. Bricin's 

participants.

5 .2  Site visits

Site visits are a part o f the detailed , in-depth data collection associated w ith case study research 

(Creswell 2007). Visits to the FOLD, O'Connell Court and M o u nt Bolus case study sites were  

critical to creating the context fo r discussion w ith relevant stakeholders about HWC service 

developm ent (Yin 2009). Visits involved 'descriptive observation' (Robson 1993:200) o f the  

facilities and service operations in each scheme; notes w ere taken and all o f the visits contributed  

to  a b e tte r understanding o f the HWC model. Site visits to the FOLD schemes and O'Connell Court 

w ere helpful to understanding how HWC services work to deliver services to people with  

dem entia. Yin observes that in case study research focused on a contem porary phenom enon, 

'contextual conditions are highly pertinent to the phenom enon of study' (2009:18). From this 

perspective there  was a lot to  be learned from  visits to the case study sites in which the factors 

identified in the research w ere  m anifest (Stake in Denzin and Lincoln 2000:439). For example, the  

visits contributed to a better understanding o f the relationship betw een location and service take- 

up, the practical im plications o f funding on service quality, and o f the implications o f situating a 

HWC scheme next to  a nursing unit.

Detailed notes w ere taken during the site visits which provided background inform ation necessary 

to  understanding the complex set o f factors involved in HWC developm ent across d ifferent 'real- 

life' settings (Yin 2009). A visit to  the St. Bricin's site was m ade at a late stage in the research in 

order to see the Dublin City Council sheltered housing scheme that St. Bricin's was m eant to  

replace and to get a feel for the neighbourhood in which it is situate
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5.3 Semi-structured interviews

Most o f the data gathered fo r this study came from in-depth semi-structured interviews w ith the 

forty-three^^ people who participated in this study. Kvale and Brinkmann describe research 

interviews as professional conversations 'where knowledge is constructed in the inter-action 

between the interviewer and the interview...an inter-change o f views...' (2009:1). Hammer and 

Wildavsky suggest tha t semi-structured interviews can be characterised by what they are not as 

well as what they are. 'Closed interviews have fixed questions... while semi-structured interviews 

are open-ended and everything is provisional' (1989:57). Semi-structured interviews allow the 

interviewer the freedom to 'try  out numerous questions', change them and make 'follow-up 

queries' and the objective is always to develop questions best suited to the research project 

(Hammer and Wildavsky 1989). Yin more succinctly defines open-ended interviews as 'guided 

conversations rather than structured queries' (2009:106). He goes on to suggest tha t case study 

interviews require that the researcher operates at tw o  levels 'satisfying the needs o f your line of 

inquiry' while at the same tim e giving those being interviewed the chance to o ffe r the ir own 

insights and opinions (2009:107).

In the context of this study, semi-structured interviews accommodated participants' d ifferent 

professional and occupational backgrounds and the ir work settings and allowed questions to be 

tailored to account fo r these differences. They facilitated the gathering o f data o f sufficient 

breadth and variety to answer the range o f research questions posed by this study (Denzin and 

Lincoln 2000:652). Semi-structured interviews gave study participants the opportun ity to 

elaborate on questions raised and also to introduce new issues or views into the discussion that 

might otherwise have been missed, and this was particularly im portant in the early stages o f the 

fieldwork. Semi-structured interviews facilitated the use o f a flexible 'emergent' approach to data 

collection (Charmaz and Beigrave 2012). Issues that emerged from interviews could be 

immediately pursued, and they could also be followed up in subsequent interviews w ith other 

participants. In fact in three cases, study participants were interviewed (face to face) more than 

once in an e ffort to dig deeper into the detail offered during the first interview (Charmaz and 

Beigrave 2012:682).

5.4 Arrangement o f interviews

Telephone calls were made to  the majority o f study participants outlining the study's aims and 

objectives and the reason the ir views were being sought; in all cases, they were told that a formal 

le tter giving more inform ation about the study and the study protocols would fo llow  and that a

Data from interviews with a number of participants was used in more than one case study.
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consent form  would be included w ith this le tter (See Appendix 5). No interviews took place until 

candidates received this inform ation and signed consent. In cases w here direct contact was not 

possible, the docum entation was sent first by email w ith a request for a m eeting, and interviews 

w ere som etim es arranged through an interm ediary (usually an adm inistrative assistant) or 

through subsequent emails. Once a date for the interview  was arranged, study participants w ere  

asked to name a venue as well as a tim e that suited them . M ost interviews took place in 

participants' offices; interviews w ith retirees took place in a range o f places from  form er 

workplaces to hotels.

It was intended that interviews would last no m ore than one hour and be recorded using an 

Olympus Digital Voice Recorder. Interviews w ere transcribed by me as soon as possible after each 

interview . Italics or capital letters w ere used to indicate emphasis placed by participants on 

certain words or phrases during interviews and participants' names are anonymised although the  

organisation th a t each represents is noted in abbreviated form .

Section 6 Ethical considerations

All interviews w ere carried out w ithin the fram ew ork of conditions required for ethical approval in 

the School o f Social W ork and Social Policy, Trinity College Dublin. Initial contact was made either 

by telephone or email to give prospective candidates a general idea of the study that was being 

undertaken and to tell them  that a form al inform ation le tte r requesting their participation would 

follow. Inform ation letters w ere sent to those who expressed an interest in the study containing 

a brief outline o f the research, the interview  protocols and study ethics (Appendix 3). Participants 

who then agreed to be interviewed w ere asked to sign a consent form  (Appendix 5) before 

interviews took place, and each participant was assured that th e ir participation was voluntary and 

that they could w ithdraw  from  the research study at any tim e. Participants w ere assured that the  

research would not harm them , that inform ation collected would rem ain confidential and that 

every e ffort would be taken to protect the anonym ity o f those interview ed. No names would be 

used and nothing o f a personal nature would be w ritten  about them  in the research findings. 

Permission was requested and consent granted from  each participant to  use the voice recorder 

during interviews. Interview  recordings and transcripts will continue to  be subject to Data 

Protection guidelines on confidentiality and security following submission o f the final PhD 

dissertation. In the m eantim e, all inform ation from  the study has been stored in password secure 

com puter files and locked filing cabinets in my hom e office.
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6.1 Anonymity

Yin notes that the  issue of anonym ity in case study research 'can be raised at tw o levels: th a t o f

the entire case (or cases) and that o f an individual person w ithin a case (or cases)' (2009:181). He

considers that 'anonym ity is not... a desirable choice' a t either level in case study research.

Not only does [anonym ity] elim inate some im portant background inform ation  

about the  case, but it also makes the mechanics o f composing the case difficult.
The case and its components must be systematically converted from  the ir real 
identities to  fictitious ones, and you must m ake a considerable effort to keep track  

of the conversions. The cost o f undertaking such a procedure should not be 

underestim ated. [2009:182]

W iles et al found th a t issues o f anonym ity w ere particularly problem atic for researchers 

conducting 'studies o f organisations or communities, applied research and evaluations'

(2008:423) and they even suggest that anonymisation can have a negative im pact on the integrity  

of research data which has implications for both 'the  transparency of research and for 

assessments o f reliability and rigour' (2008:426).

One compromise is to  protect the identity o f individual case study participants while accurately 

identifying the case (Yin 2009:181) and that is the approach that was taken for this research. The 

decision was m ade to use the names of the case study schemes in the dissertation, although the  

identities of individual participants would be protected as much as possible. This decision was 

m ade w ith reference to the fact that Ireland is a small country and HWC developm ent is 

extrem ely lim ited. It would have been extrem ely difficult to  examine the factors that influenced  

the developm ent o f the case study schemes w ithout giving away enough inform ation for them  to  

be identified. In interviews w ith  participants from  both the housing and health sectors, there  was 

a considerable am ount o f cross referencing to the case study schemes which w ere already 

fam iliar to  participants in the housing sector especially but also to many in the HSE. The case 

study schemes w ere  well known as w ere the problems they experienced during the service 

developm ent process.

Wiles recom m ends that if confidentiality cannot be guaranteed, individual participants should be 

alerted to  this as part o f the consent process (2012:2) and the same principle can be applied in 

the case o f anonym ity. From the outset o f this research, participants w ere told that the names of 

the case study schemes would be used. FOLD referred the m atte r o f participation in the study to  

the ir Board and form al agreem ent was given to use the FOLD scheme developm ents as case 

studies. The key stakeholder in O'Connell Court housing association gave consent for O'Connell
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Court to be included in the study. Committee members from  the housing association that 

developed M ount Bolus agreed to participate in the study and understood that M ount Bolus 

would be named in the dissertation. The key housing sector stakeholders involved in St. Bricin's 

similarly consented to participate on the basis that St. Bricin's would be identified as one o f the 

case studies. Participants from the HSE were told at the outset o f the study that the research 

would focus on specific identified HWC schemes and they consented to be interviewed in the full 

knowledge that the case study schemes that were the focus o f the study would be identified by 

name. The individual from the sixth case study who declined to participate in the study may have 

been concerned that the HWC scheme in question would be named in the study but the issue of 

anonymity was not raised at the time.

Selected participants were asked to review drafts o f sections o f the dissertation at intervals during 

the w riting up stage and these documents identified the case study schemes by name. The 

schemes were named in presentations given at the workshop in 2011 attended by many 

participants from housing and health and again at the annual conference o f the ICSH in 

September 2013 prior to submission. Participants were never under the illusion that the case 

study schemes would be anonymised in the final report; they agreed to be interviewed in the 

knowledge that the case study schemes that were the focus o f the study would be identified by 

name.

Section 7 Interview Schedules

Two interview schedule templates were developed. The first interview schedule was developed 

fo r those individuals from housing associations, local authorities and the HSE who were involved 

in the case study initiatives and the second interview schedule was developed for the 'experts' 

selected for the ir w ider perspective on the study topic (Appendices 7 and 8). Schedules were 

sometimes further tailored before interviews took place to reflect the particular situation o f 

individual participants. All o f the interview schedules included a set o f general open-ended 

questions about broad issues (For example, What was your involvement in the development of 

the case study schemes? W hat factors facilitate HWC development? What challenges does HWC 

development present?) which provided consistency but also allowed participants to  present the ir 

own unique perspective on the topic (Yin 2009). More structured questions were then used as 

probes to elicit information about issues o f particular interest in the context o f the study (Bryman 

2008). Additional questions were asked about issues that emerged from participants' responses 

to  questions on the interview schedule (Chamaz and Belgrave 2012).
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H am m er and Wildavsky suggest that researchers begin th e ir fieldw ork by interviewing 'individuals 

most favourably disposed to being interview ed...w ho will provide a substantial base o f knowledge 

to  proceed' (1989:64). The first people interviewed w ere tw o  form er colleagues who w ere not 

directly involved in any o f the case study schemes but who w ere health service managers with  

relevant experience and knowledge o f older people's services in Ireland. Although the evidence 

from  these interviews was incorporated into the general findings, they also functioned as pilot 

interviews at an initial stage w hen the research questions w ere still in the process o f being 

clarified (Silverman 2011:197). These initial interviews helped me to  gain confidence and they also 

pointed me in directions that I m ight not otherwise have taken in subsequent interviews.

In accordance with qualitative research approaches (Crotty 1998), in terview  schedules were  

changed som ewhat as the research study advanced in response to new inform ation that emerged  

from  successive interviews. For exam ple, broad questions asked at the early stages o f the  

fieldw ork about the perceived role o f HWC w ere later replaced by m ore targeted questions about 

the service developm ent process to reflect refinem ents m ade to the research questions over 

tim e. Questions became m ore focused as the interviews progressed and it became obvious which 

questions would best elicit data most relevant to the research questions.

Section 8 Reflexive critique of the interview process

Creswell suggests that 'researchers bring their own worldviews, paradigms or sets o f beliefs to the  

research project, and these inform  the conduct and writing of the qualitative study... (2007:15). I 

came to this research w ith a bias towards the social model and the belief that HWC is more 

appropriate than nursing hom e care to m eeting the needs of many vulnerable older people, 

including people w ith dem entia. These beliefs are a product o f my social work and social policy 

training and experience. I realised as the fieldw ork progressed that I had approached the study 

hoping to find confirm ation o f my own beliefs and preconceptions. This 'personal dimension' that 

I brought to  the research influenced the choice o f topic, the questions posed to study participants 

and expectations w ith  respect to the study findings (Gough 2003:23). This could have created bias 

in the data leading to 'predeterm ined conclusions' (H am m er and Wildavsky 1989:76, Chamaz and 

Belgrave 2012).

W hen I listened to the first few  interviews that I conducted, I also becam e aware o f a tendency on 

my part to seize on details th a t w ere o f particular interest to  me thus interrupting the natural flow  

o f the interview . By essentially diverting the discussion away from  the original question, I lost data 

that could have been very helpful to  answering the research questions. Conscious o f the danger of 

over influencing participants w ith  my own views, (Finlay and Gough 2003). I la ter dropped some
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questions from  the interview  schedule, worked to phrase my questions better and to  im prove my 

listening skills, and this helped to reduce any such bias.

Although I was not directly involved in any o f the case study initiatives that are the subject o f this 

study, the fact that many study participants w ere already known to me through my prior post as 

Director o f Older People's Service needs to be acknowledged and the ramifications for the  

research in term s o f potential bias need consideration. The advantages and disadvantages of 

qualitative researchers carrying out research on a group o f which they are (or have been) a 

m em ber are much docum ented (H ew itt-Taylor 2002, Asselin 2003, Rooney 2005, Dwyer and 

Buckle 2009, Costly et al 2010). It has been argued that insider status gives researchers legitimacy 

and acceptance by participants which can generate trust and openness and lead to 'greater depth  

to  the data gathered ' (D w yer and Buckle 2009:58). O ther advantages o f being an insider- 

researcher include: 'g reater understanding of the  culture being studied..., an established intim acy  

which prom otes both the telling and the judging o f truth, [and knowledge of] the politics o f the  

institution, not only the form al hierarchy, but also how it 'really works' (Bonner and Tolhurst 2002  

in Unluer 2012:1). There is no doubt that understanding how  the HSE 'works' made access to  

study participants easier in many cases. It gave me the advantage o f being able to identify  

stakeholders who would e ither have the inform ation I was seeking or be able to refer me to  

som eone who did. It also made it easier to approach prospective participants and gain their  

consent to  be interview ed. Only a small num ber of people known to  me refused to participate in 

the study and It is possible that the num ber would have been larger if some participants had not 

fe lt under pressure to  be a part of the study because they knew me. But this was not obvious 

from  the alacrity and enthusiasm o f the vast m ajority o f those who agreed to participate.

Although there are advantages to being an insider research there are also disadvantages and the  

prim ary concern associated w ith insider research is that it can lead to loss o f objectivity (Unluer 

2012:1). It is argued th a t the conduct o f insider research may

...result in an interview  that is shaped and guided by the 

core aspects o f the researcher's experience and not the  

participant's... Furtherm ore, its undue influence might affect 
the analysis, leading to  an emphasis on shared factors betw een  

the researcher and the participants and a de-emphasis on factors 

that are discrepant, or vice versa.[Dw yer and Buckle 2009:58]

In the context o f this study, because I was fam iliar with participants, there w ere tim es th a t I did 

not fully discuss issues w ith participants who w ere known to m e because I assumed that I already  

understood th e ir perspective. This resulted in the loss o f data that m ight have provided balance
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to  the inform ation that was collected. In o ther cases, participants' responses may have been 

influenced by w hat they believed I w anted to hear. For exam ple, a careful reading o f HSE 

participants' responses to the question 'Is there a role for HWC in the future long te rm  care of 

people with dem entia ', reveals the inclination o f most to  give a positive response, even in cases 

where serious reservations are later expressed about HWC on fu rther questioning. This may well 

have reflected participants' desire to please me which reinforced my own biases.

Dwyer and Buckle observe that the potential negative influence of the insider status o f the  

researcher can be reduced w ith 'detailed reflection on the subjective research process, ...a close 

awareness of one's own personal biases and perspectives...an ability to be open, authentic, 

honest and deeply interested in the experience o f one's participants, and com m itted to accurately  

and adequately representing their experience' (2009:59). As the fieldw ork progressed, I became 

aw are o f the need to compensate fo r potential bias in the findings. The semi-structured nature o f 

interviews allowed me to give participants more tim e to expand on their own perspective as 

distinct from  my own. I self-consciously worked to m ake questions m ore open-ended, developed  

my listening skills and gave m ore tim e for response, and I became aware o f the need to solicit 

opinions and views which at times w ere counter to  my own (Yin 2009:107). In these ways, I 

worked to minimise the potential for bias in the study. As the fieldw ork became m ore focused on 

the details of the service developm ent process and less on participants' attitudes to HWC, my 

insider status became less of a problem; the data th a t em erged from  the interviews sometimes  

took the research in directions that w ere not anticipated and this gave balance to any 

preconceptions or biases I held at the outset o f the  study.

I assumed that I already understood their perspective. I became acutely aware o f this as the  

fieldw ork progressed and tried to compensate by making the questions m ore open-ended and by 

being aw are o f the need to self-consciously solicit opinions and views which at tim es were  

counter to my own (Yin 2009:107).

This became less im portant as the fieldw ork becam e more focused on the service developm ent 

process and less on participants' attitudes to HWC. Over tim e a better understanding of the  

critical issues involved in HWC developm ent was achieved as well as a better focus in the  

collection and organisation o f the data (Kvale and Brinkmann 2009).
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Section 9 Data analysis

9.1 Analytic strategy

Yin observes that 'the analysis of case study evidence is one o f the least developed and most 

difficu lt aspects of doing case studies' and suggests that an analytic strategy is necessary in order 

to organise the large volume o f data collected and decide what data should be highlighted and 

what data should be ignored (2009: 127-130). The most preferred strategy for the analysis of 

data generated by case study research is to use the theoretical propositions that provide a 

framework for the study to guide data analysis (Yin 2009:30). Guest et al note that 'theory, 

however implicit, gives direction to what we examine and how we examine it' (2012:8). Change 

theory was used to shape both the collection and analysis o f data fo r this study which was 

undertaken on the assumption that the case study schemes represent a dramatic departure from 

the way that long term care services are normally delivered to  older people in Ireland. Change 

theory influenced decisions about what data was to be collected and was also critical to the 

organisation and interpretation o f the findings.

9.2 Thematic analysis

Guest et al make the distinction between the analysis o f words and data analysis using themes 

and codes, and they propose that the thematic approach is most appropriate to the analysis of 

data from  studies such as this one in which the data is 'free-flow ing' and typically elicited in 

'unstructured or semi-structured interviewing or document analysis' (2012:9). Thematic analysis 

was thus chosen for this study; analysis involved the identification o f themes or patterns that 

emerged from the data and the coding o f data, defined by Creswell as 'reducing the data into 

meaningful segments and assigning names for the segments' (2007:148). He identifies the central 

steps o f coding data as 'combining codes into broader categories or themes, and displaying and 

making comparisons in the data graphs, tables, and charts' (2007:148).

9.3 Overlap between data collection and data analysis

The data analysis process employed in this study involved subjecting the data to a continuous 

process of organisation and management, reflection and interpretation (Yin 2009). There was 

some overlap between the collection o f data and data analysis which is typical o f case study 

research (Yin 2009). During site visits fo r example, the inform ation being gathered was at the 

same time being processed (Robson 1993) and interpreted w ith in  the framework o f the research 

questions and data from the other case studies. The interviews similarly involved both the 

collection and analysis o f data; the responses o f participants which were being recorded during 

interviews identified issues that inevitably invited comparison w ith the responses o f other 

participants. This provided the context fo r the consolidation o f data under d ifferent themes that
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em erged from the  interviews. Notes w ritten  after the interviews and the site visits and available 

docum entation associated w ith the case study scheme developm ents provided the opportunity to  

put the data into b e tte r perspective; they helped to identify patterns or them es in the data but 

also identified gaps and questions that needed to be fu rther pursued.

Data analysis becam e m ore refined when the interviews w ere transcribed. Listening to w hat was 

said during interviews allowed for fu rther reflection on the inform ation offered and provided the  

opportunity to hear things that might have been missed otherw ise. In some cases, the  

transcriptions confirm ed ideas rem em bered from  the interviews; in o ther cases, they gave new  

insights. W ith  the  transcription o f each successive interview , a general understanding developed  

of the many variables th a t influence HWC service developm ent in Ireland.

9.4 Organisation of the data using thematic analysis

The data collected for this research included available documents, notes o f observations made 

during and a fte r site visits and transcripts from  46 interviews w ith 43 participants. The decision 

was m ade not to  use com puter assisted tools like NVivo fo r the analysis o f this w ealth  of 

inform ation. Yin observes that case studies pose particular challenges w ith respect to  the use of 

such tools because they 'cannot readily handle' the diverse array o f data collected (Yin 2009:129). 

Having taken an NVivo training course, I concluded that using NVivo would m ake the challenge of 

organising the case study data fo r analysis even harder than it would be otherw ise and so the  

decision was m ade not to use it.

W hen the fieldw ork concluded, data from  all sources for each case study was first organised in 

tables under broad them es reflecting the research questions. So, fo r exam ple, word tables (Yin 

2009) w ere created fo r Cherryfields w ith the headings 'Factors that m ade service developm ent 

possible', 'Factors that presented challenges', and 'Factors critical to  fu ture  developm ent', and 

relevant data from  the Cherryfields case study was inserted under these headings. Tables using 

the same broad them es as headings w ere produced for each o f the case study schemes.

The re-organisation o f the data w ithin each table was continuous throughout the data analysis 

process; data under broad them es was broken down and coded, and data was moved within and 

across tables. For exam ple, under 'factors that created barriers to service developm ent', revenue 

funding, resistance to the HWC model, location, access to com m unity services and the challenges 

of working w ith  the HSE w ere some of the sub-themes that w ere identified. Some data was 

discarded as the shape o f the final study em erged.

The data in the tables produced fo r each o f the case studies was then integrated w ith parallel 

data from  the o ther case studies; for example, the inform ation across case studies about the 

factors critical to HWC developm ent was collated into a single table as was the data on barriers to
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service developm ent and on the factors critical to fu ture HWC developm ent. Data organised 

under each research question was then broken down into them es and sub-themes; fo r exam ple  

under 'Factors critical to fu ture developm ent', the  data pertaining to capital funding was grouped  

together as was the data on regulation. In some cases there  was a fu rther breakdown of the data  

as sub-them es em erged, for example under A ttitudes to the HWC m odel, lack o f understanding of 

the HWC model and resistance to the model w ere identified as sub-themes.

As the data analysis progressed, data from  participants from  each sector (voluntary housing 

sector, HSE, local authorities, special interest groups) was also in some cases grouped together to  

identify the ir d ifferent perspectives on particular issues. In this way, it was possible fo r exam ple 

to  develop an understanding of the housing perspective on future developm ent as distinct from  

the perspective o f stakeholders in the health sector. Using a technique referred to as 'cross-case 

synthesis', the findings across the five case study schemes w ere aggregated by them es but also by 

participant groups (Creswell 2007:156); cross case patterns w ere noted, some data was discarded 

and the data under some them es re-grouped and re-labelled. The process of making sense o f the  

data involved continuous reading and re-reading of the transcripts alongside a reading of the  

notes from  the site visits and also available docum entation (Creswell 2007). The analysis o f the  

data was necessarily influenced by my own knowledge and experience of HWC as well as by 

change theory which provided the fram ew ork for in terpretation of the data and was critical to  

determ ining the way that the data was prioritised and organised (Yin 2009).

9 .5  Trustworthiness o f the data  analysis

A very large am ount o f data was collected from  a num ber o f sources for this study. W hile this 

posed challenges at the data analysis stage, it also had the advantage of increasing the  

trustworthiness o f the research by allowing for the triangulation of data (Denzin and Lincoln 2000) 

from  many d ifferent sources in the voluntary and statutory housing and health sectors, from  

agencies providing services and those funding them  as well as organisations representing the  

interests of people with dem entia and the ir families. The use o f m ultiple case studies, including 

one HWC scheme that had closed and another that was never built helped to enrich the findings 

by providing a range of service developm ent scenarios. M u ltip le  case studies w ere also critical to  

determ ining w hether the issues that em erged in one case study could be generalised. This 

'constant com parative m ethod' helped to  validate the findings (Silverman 2011). The 

incorporation o f data from  docum entation, site visits and in-depth qualitative interviews with 43  

participants contributed to w hat Silverman refers to as 'com prehensive data trea tm en t'

(Silverman 2011:280-281).
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Lincoln and Cuba suggest the im portance o f negotiating the meaning and in terpretation  o f data 

w ith respondents who acted as sources o f that data to confirm and verify working hypotheses 

(2000:41). M any iterations of the findings chapters w ere produced in the w riting stage and 

sections o f the findings chapters as well as the case study scheme descriptions w ere sent out to  

study participants who had already been interview ed for the purpose of 'm em ber validation' 

(Silverman 2011:296). Factual changes w ere m ade to  the text as appropriate. The workshop  

provided another opportunity to m em ber check. 'Simple counts' of the num ber o f study 

participants who expressed particular views and the sector they represent w ere also used in the  

text to  enhance the credibility o f the findings presented (Silverman 2011:296).

9.6 Summary of the data analysis

The analytic strategy for this research involved using change im plem entation  theory to guide the  

organisation and analysis o f the findings. Them atic analysis was used to  identify them es or 

patterns in the data and to code data into meaningful segments that could be combined and 

com pared w ithin and across case studies. The rigour o f the data analysis was enhanced by the  

extensive volume of data collected from  many d ifferent sources, by the 'm ultip le  levels o f data 

analysis' and by the use o f m em ber checking and triangulation to verify the accuracy o f the  

findings (Crosswell 2007:45-47).

Section 10 Workshop

At the end of the second year o f this study, a workshop was organised with the  objective o f 

presenting prelim inary research findings, getting feedback from  stakeholders about the findings 

(Silverman 2010:388), raising awareness and generating discussion and debate about HWC for 

people w ith dem entia. All participants interview ed for the study w ere invited to the workshop as 

w ell as others from the Health Service Executive, the voluntary sector and academ ia thought to  

have an interest in the topic. Study participants w ere  told o f plans for the workshop w hen they  

w ere interview ed and then form ally invited subsequently by email.

A guest speaker from  the Netherlands gave a presentation on Small Scale Housing fo r People with  

Dem entia in the Netherlands and five study participants chosen because o f the  key role they play 

in o lder people's housing and health services planning and policy gave brie f presentations giving 

th e ir perspective on fu ture HWC service developm ent in Ireland. These included a senior officers 

from : the HSE, Dublin City Council, DOE, and representatives from  the Irish Council for Social 

Housing and the Alzheim er Society o f Ireland.

Although the workshop was planned to provide an opportunity to validate early research findings 

(Creswell 2007), this exercise was underm ined by an over-am bitious program m e th a t resulted in 

lack o f tim e on the day for meaningful feedback or discussion. The presentation by the guest
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speaker generated considerable discussion which took up time tha t might have been devoted to 

the prelim inary findings. The fact tha t although over 70 people attended the workshop, many 

study participants did not or could not attend was another factor. However, the presentations 

confirmed early research findings from  interviews and available documentation and also 

generated additional data concerning the priorities of the agencies represented w ith respect to 

future HWC development and the constraints on them that inhibited future development.

The workshop exercise cannot be described as participatory action research in the strict sense in 

that it was not aimed as diagnosing a problem and/or the development o f a solution (Bryman 

2008, Denzin and Lincoln 2000), but it does represent collective collaboration aimed at shaping 

the interpretation o f the findings and at improving research reliability (Creswell 2007). The 

workshop also provided the opportun ity to acknowledge the contribution o f many o f those 

present who had been responsible fo r HWC development in Ireland and it added to attendees' 

knowledge about alternative HWC models developed in the Netherlands.

Section 11 Summary of Methodology Chapter

This chapter introduced the methodology which is employed in this thesis which aims to explore 

the factors that influence HWC development in Ireland. Qualitative research was chosen in order 

to address the complexities o f HWC service development and the multiple perspectives o f those 

involved. An instrumental case study approach was chosen because the focus o f the research was 

aimed at exploring issues across case study schemes and not the particularities o f any one single 

scheme. The use o f case studies facilitated the collection and analysis o f data from a number of 

sources about five separate HWC initiatives.

This chapter has provided a detailed explanation o f the purposive approach to sampling used in 

this study to select both the case study schemes and the case study participants which was critical 

to  answering the research questions. The ethical considerations tha t governed the study were 

discussed as were the lim itations o f the study including the potential fo r bias. The chapter 

concluded w ith a fu ll discussion of the thematic analysis o f the data including the workshop that 

was held at the end o f the second year o f the study. Although the study was not aimed at testing 

out change theory propositions, change theory was used to make sense o f the findings by putting 

the events described in the data from  individual case studies in a particular framework tha t could 

be applied across all o f the case studies.

The next three chapters present the research findings. Chapter 4 analyses the data w ith respect 

to  the factors tha t made the development o f the case study schemes possible.
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Chapter 4 W hat factors made the case study schemes possible?

This chapter focuses on the com bination o f factors thought by study participants to have 

facilitated the planning o f the case study developm ents. The findings from  interviews w ith  

stakeholders, most o f whom  w ere directly involved in the planning an d /o r the developm ent and 

commissioning of the five case study schemes, are presented. The findings from  the tw o  FOLD 

developm ents are combined because they w ere planned at the same tim e by the same people 

and FOLD Ireland manage and operate both schemes, using the same HWC service m odel. The 

data w ith  respect to the FOLD schemes and St. Bricin's includes the views o f housing association, 

local authority and HSE stakeholders. The data from  O'Connell Court and M ount Bolus is lim ited  

to the  HSE and housing association perspective. The FOLD schemes provide particularly rich detail 

because of the large num ber o f relevant stakeholders available fo r interview .

In answ er to  the question, w hat factors m ade the developm ent o f the case study schemes 

possible, distinct them es em erged from  the findings across all o f the case studies. The first them e  

is the  central role played by individuals in the housing and health sectors in the planning and 

developm ent o f the case study schemes and this is the focus o f Section 1 o f this chapter.

Section 1 The Housing with Care Champions

Taylor et al define those leaders who are centrally involved in change im plem entation as 

'champions' and observe th a t they are marked out by the ir com m itm ent and m otivation (2011:1). 

There was broad consensus among study participants that w ithout the involvem ent o f individual 

leaders who drove the case study schemes the ir developm ent would not have been possible.

The 'champions' identified in the study included many study participants themselves, although  

they did not describe themselves in those term s. The champions w ere instrum ental in marshalling 

the resources and enthusiasm necessary to the developm ent o f a new  service model th a t did not 

fit easily into existing categories or fram eworks (Kotter 1995, Heslin and Ryan 2008, Taylor e t al 

2011, Crosby and Bryson 2011). A FOLD participant observed that

[ LA2] ...quite often, if you ask the question, why some things 

haven't happened, it's because of the lack of somebody to drive it...

A lot of it, believe it or not, is down to individuals, the behaviour 
of individuals.

The HWC champions identified from  the data came from  DOE, the local authorities and the HSE 

but also from  the voluntary housing associations that hosted the  new schemes. In the  case o f

90



M o u nt Bolus, individuals from  the com m unity also played key roles in prom oting service 

developm ent.

1.1 Cherryfields and Anam Cara champions

The tw o  FOLD schemes w ere driven by individuals from  the ranks o f senior m anagem ent in both  

the NAHB (w here both schemes are situated) and DOE and the fact that they held positions of 

authority  in the ir respective agencies was considered to be particularly significant (HSEl, HSE8, 

H S E ll, HSE13, F I, F2, LAI, LA2). One HSE participant observed that

[HSE 13] If it has th e  in terest from  the  top  o f the  organisation, it happens.

From the perspective o f tw o local authority  participants, early com m itm ent from  the NAHB to  

fund care services was the factor that was largely responsible for the realisation o f the plans fo r 

the FOLD schemes. It was critical that the NAHB champions w ere able to make decisions to  

com m it resources for service developm ent.

[LA3] They w ere  com m itted  fro m  th e  start, which is our biggest 

problem  w ith  any pro ject w e  ever have -  com m itm en t fro m  the  

HSE to  provide necessary care packages, for the  day to  day running...

W h a t was d iffe ren t about It was th a t the  HSE cam e in on top; 

th e y  cam e In first.

An officer from  FOLD was credited with having special powers o f persuasion which helped to sell 

the concept o f HWC in the Republic and inspire both the NAHB and in the local authorities to  

becom e active partners in the developm ent of Cherryfields and Anam Cara.

[HSE9] W h a t w on it, I was th e re  pushing and shoving, and then  you 

had [nam e o f FOLD housing association cham pion]. [She] is an energetic  

person full o f life and could sell sand to  the  Arabs. That lady w ears her 

heart on her sleeve, she was superb, believable, passionate.

[LA4] She's very fo rth rig h t in her ethos and she's also very charism atic...

If it's anybody w ho  has spearheaded a w ho le  d iffe ren t ethos by herself, 

she's done it and she's inspired loads o f o ther people...

Not only did this FOLD senior manager provide the inspiration for the new service model, she also 

assumed the role o f project manager during the planning and im plem entation stages, and this 

was crucial to keeping the project on track (LA3, F I, HSE9). She had previous direct experience of 

the  HWC m odel in Northern Ireland and four participants spoke about her availability and 

willingness to show her counterparts in the Republic how it worked as well as the part she played 

in actually seeing the building projects through to com pletion (HSE9, HSE12, LA2, LAS). The fact 

th a t FOLD housing association had a service record and could point to already developed services 

was an advantage.
i
I
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A form er NAHB senior m anager was cited by nine participants as the main driving force in the  

FOLD projects from  the NAHB side (F I, HSEl, HSE3, HSE8, HSE9, HSE12, LAI, LA2, N4).

[N4] FOLD w e re  lucky. [Senior m anager] h it upon it and he liked 

the  idea. And tha t's  all. It was personal.

This person was in a very influential position in the NAHB and his energy and enthusiasm was 

infectious; one participant was able to describe the vision he com m unicated eight or so years 

previously in great detail.

[HSE 6] [His] idea was, look at an o lder housing estate , look at the  

residents, m any are single, living alone in a row . All vu lnerab le  but 

they  all w a n t to  stay living there . T here  are security issues; they  are  

afraid  o f being on th e ir own. W o u ld n 't It be a good idea, w hen  building  

a housing estate , to  include a FOLD type accom m odation  in which  

people could still be independent. The old w ard en  system w ith  sheltered  

housing units but extended  to  include care and support. Politically, w e  

should be looking at sites, possibilities... [In Ireland] th e ir only exit strategy  

is into an institu tion.

Three other participants noted the same senior manager's com m itm ent and ability to  

com m unicate a vision o f the FOLD service model to  others involved in the partnership venture.

[F2] [NAHB cham pion] was a great advocate o f housing w ith  care. He had visited  

a num ber o f our schemes In the  N orth  o f Ireland, had seen them  in operation , 

had spoken to  the  residents, had spoken to  m em bers o f th e  residents' fam ilies, 

was extrem ely  im pressed w ith  th e  balance w e  struck. [He] was one o f a num ber 

of advocates from  w ith in  the  HSE w ho  had passion to  see th e  m odel developed.

HSE participants identified health board local service managers and geriatricians who also played 

a critical role in making the FOLD schemes possible, especially at project im plem entation  stage 

(H S E ll, HSE13, F2, F5). NAHB local managers w ere particularly crucial to the integration o f the  

new services into existing health services systems and structures (F2, H S E ll)  which proved to be 

very problem atic and are discussed in the next chapter. The geriatricians w ere generous in their 

support to FOLD managers and staff by providing assessment and trea tm en t services to FOLD 

residents (HSE 6, HSE7, HSE13, F2, F4).

According to eight o f those interview ed, NAHB and local authority champions w ere very much 

influenced by visits to Northern Ireland w here they could see the FOLD model in operation.
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[HSE 13] You do a lot of selling initially but I think the fact that you 
could actually go and see what FOLD were operating [made the difference]

[LA 1] We were very impressed with the FOLD facility in Derry 

because It ticked a lot of boxes that nothing had ticked before.

[LA 4] We would have brought [housing officer] up to FOLD in 

the North of Ireland and he would have been very impressed, and he 

said, yes we'll work with them... People have to see to understand.

[HSE8] What had sold it to the Director of Nursing, myself and other 
people in NW Dublin in the early stages was the visit to Derry. So I 
suppose, it's almost like the doubting Thomas, when you see it in action.

Direct observation of the Northern Ireland FOLD schemes in operation helped to convince a 

num ber o f key stakeholders in the NAHB and the local authorities that the FOLD model w/as worth  

replicating. But in order to progress the initial plans to im plem entation stage, many other people 

within the NAHB in particular had to  be persuaded of its efficacy, especially those who would be 

expected to provide services to residents in the planned new units. Their cooperation was 

necessary to actually open and run the new units, but as one fo rm er senior m anager observed, it 

was not to be taken for granted.

[HSE13] But you have to do the groundwork. It's not an easy thing, 
but I find that, once you put out the proposal to people, you get them 
to buy in, you get their interest, you get their commitment and you 
get all the bits and pieces, their time, their enthusiasm and it runs along.

The same person noted that every angle possible was used to prom ote the proposed HWC 

initiatives so that they would be prioritised for developm ent w ithin the NAHB.

[HSE13] [When we had decided to go for the FOLD model]... it also fitted 
in with, there was a lot of talk about North/South initiatives so it fitted in 

under that too. We had quite a number of axes. And anything else we could 
get to hook it on to, we did.

A num ber o f stakeholders suggested th a t the champions from  both the health board and the local 

authority w ere willing to take chances in order to progress developm ent plans and this sometimes

involved taking a liberal in terpretation  o f existing rules and regulations (LA I, LA2, LA3, HSE13, F I).

[HSE 13] I suppose I had been in the system long enough to know that 

you have to be a little  bit wily about how you get your innovative models 
up and running...We did push out the boundaries. The rest of it involved 

how to get around the system.
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[LA 2] [Principal O fficer in DOE] exercised flexib ility  w ith  respect to  the  

land, to  a llow  us to  take  Into  account th a t th e re  was a land price...A ll you 

need is a little  bit o f inflexib ility  and everybody drops tools and the  

opp ortu n ity  gets lost...So w e  m anaged to push our w ay through it.

[F I]  The local au th o rity  boundaries changed because th e  agreem ent was 

th a t if th e re  was not enough applicants [for Cherryfields] in th e  Fingal area, 

th a t because Dublin City Council bordered th a t area, th a t th e re  could be 

th a t flexib ility . That's  w h a t m akes these schem es w ork.

Rules and regulations that had been developed in a d ifferent context w ithout reference to HWC  

w ere bent in order to  circum vent the system in the short term  in order to  overcome obstacles and 

facilitate the developm ent o f a new hybrid service.

The individual champions identified from  the FOLD case studies w ere instrum ental in driving the  

new initiatives w ithin the ir respective agencies, but they also needed the close cooperation of 

th e ir counterparts in the  other agencies involved in this partnership venture, particularly at the  

planning stage. The fact that it was forthcom ing was noted by four participants as a factor that 

was critical to bringing developm ent plans to fruition (F I, HSE9, HSE13, LA I). Particular 

im portance was placed on the role that form al and inform al partnerships played in the  

developm ent o f close personal relationships across agencies.

[ HSE9] ...w e had a strong relationship w ith  Fingal Co. Council 

...It doesn 't happen like this in all areas. ...you'll h it roadblocks  

but you deal w ith  it... The reason it w orked  in th e  end w ith  all 

the  m inefields was m utual trust.

[LA I] N ow  around  th e  sam e tim e  w e  established regular m eetings  

w ith  the  health  board  ...w e began to  know  people. The estab lishm ent 

o f relationships becam e a very im p ortan t function  because you w e re  

not dealing w ith  an anonym ous person in an anonym ous authority .

You could discuss th e ir problem s around the  tab le . Also both  sides 

w e re  getting  a g rea te r understanding o f th e  problem s on both  sides.

The strong coalition th a t developed betw een the individual champions from  the NAHB, the local 

authorities and FOLD housing association was unique in the context o f the case study HWC 

schemes. This was seen as a factor critical to the progression of the FOLD projects.

1.2 O'Connell Court champions

One champion who was identified by 5 HSE participants em erged very prom inently from  the  

O'Connell Court case study findings (HSEO l, HSE02, HSE04, HSE05, HSE06). She was a m em ber 

of the small group of altruistic individuals who established the  O'Connell Court voluntary housing
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association, having already set up a number o f community services fo r older people in Cork in the 

1970's.

[O C l] There  was a group of us, there 's  still th ree  o f us from  the  1972  

group th a t are still tog eth er on this... It's a core group o f about 8 people.

People w ho  saw a need for services for o lder people, people  w ho  had  

a life experience o f caring for an o lder person. Personal com nnitm ent 

and w e  had done our research...

The group w/ere motivated by compassion fo r the vulnerable older people whom they had 

encountered as volunteers delivering community services in Cork City. But this person is marked 

out by her extraordinary commitment, leadership and drive to promote the human rights o f older 

people, not only in the early service planning stages but throughout the history o f O'Connell Court 

(HSEOl, HSE04, HSE06).

[HSEOlJAnd in the  nneantime th e re  are people  like  w ho ,

through the  kindness o f the ir heart as it w e re  said, god a lm ighty w e  

have to  do som ething here and they  get on and do it.

[H S E 0 4 ] ... the  ethos o f O 'Connell Court was very much generated  

by the  individual w ho  led it...

The evidence shows that this champion had strong beliefs and values that deeply influenced her 

desire to introduce a new approach to the long term  care o f vulnerable older people (OCl,

HSE04, HSE05).

[O C l] ...the d ivin ity in the  person. The b e lie f in th e  need fo r equality.

Dignity o f the  individual. You're m anaging th e  place to  fac ilita te  the ir  

living ra th er than m anaging an institu tion  to  com ply w ith  legislation  

and your staffing levels. That's th e  vast d ifference. They have rights, 

th e y 're  th e  tenants and w e  are here to  serve them .

The sheer determ ination and persistence of this one individual was believed to be critical to

overcoming the problems that presented at every stage in the development and operation of

O'Connell Court (HSEOl, HSE04, HSE06, HSE08). She was willing to take risks and demonstrated 

extreme resourcefulness in trying to achieve her vision o f HWC, particularly w ith respect to 

sourcing needed funding and implementing a person centred service model fo r what was seen as 

a very d ifficu lt client group. HSE participants in the O'Connell Court case study believed that that 

w ithout this person, HWC services would not have developed in O'Connell Court and indeed 

would not still be in operation (HSEOl, HSE02, HSE04, HSE05, HSE06).
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Three other groups were identified as having been influential to helping to progressing O'Connell 

Court development plans and they were the geriatricians and psycho-geriatricians who were 

w illing to make referrals and provide fo llow  up services after the scheme opened and housing 

officials in Cork City Council who facilitated access to  CAS funding for the acquisition o f the 

original premises (OCl, 0C2). There was no mention o f the health board in discussions w ith  the 

nine O'Connell Court case study participants about the people who played an instrumental role 

during the planning stages o f the development o f O'Connell Court.

1.3  M o u n t Bolus champions

In M ount Bolus, the HWC champions came from the housing association and from  others in the 

community. As was the case in O'Connell Court, it was the volunteers involved in an already 

established service (in this case a sheltered housing scheme) who took the lead in driving this 

development. According to one HSE participant, this group of volunteers had a good track record 

o f developing other services in the community (MBS).

[M B 3] First o f all, th e y 're  a very good group, a very good organisation.

They had provided housing, just 10 houses for o lder people . Individual 

housing units, sheltered  houses. And they  have m anaged th a t project, 

probably over 20 years at this stage. They also provide social houses for 

young fam ilies as w ell In the  sam e area. Very good track record... In fairness, 

th e y 're  a very strong group.

Among them was a local politician who provided leadership that was critical to gaining approval 

fo r the project from the local authority; a M ount Bolus participant observed that this politician 

who was a member o f the local authority was in a position to directly influence decision making 

and did so by 'hammer[ing] away at Council meetings' about the benefits o f the project to  the 

com m unity(M Bl). National politicians who came from the area were also credited w ith having a 

role in progressing plans fo r M ount Bolus. As one person put it

(M 4]E veryb od y  was involved at th e  tim e  and they  w e re  all m ad for It.

And all had praise fo r it, especially th e  G overnm ent at th e  tim e . W e  

had [M in is ter o f S tate in DOH] a t th e  tim e  w ho  was a key 

advocate o f m enta l health  and carers issues.[National political figure], 

this is his constituency. W e  got a lot o f support from  them .

The M ount Bolus project had the full support o f the community including the local priest in this 

very small Midlands town (M B l, MB4). One participant noted that earlier successes w ith respect 

to raising funds for other smaller projects gave the community confidence to go fu rther w ith  plans 

tha t they saw to  be in the ir own interest.
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[M l]  So when they came to the housing scheme, it didn't daunt them.

And they believed they were doing it for themselves. You know what 

I was saying about the vision and the community need; the whole 

community bought into it.

M em bers of the M ount Bolus housing association took inspiration from  o ther supported housing 

schemes that had been developed in other parts o f the country, specifically in Counties M ayo and 

Limerick. Services in Limerick w ere o f particular interest; they evolved out o f an already existing 

sheltered housing scheme and the service delivery model was one th a t com m ittee m em bers  

believed could be achieved in M ount Bolus (M B l, MB4).

[MB4] And we w ere also put in touch with a nun in Limerick... 

who had taken over some kind of a structure in the town. And it 

kind of developed on an inform al/form al basis where she was getting 

this grant from the Health Board at the tim e and converting 

it through the Home Care Packages and through the Home Help, and 

along with the rent allowances she was able to get from people, into 

kind of an informal development like this...She was the person 

who inspired the model.

The idea to provide accom m odation to people who had em igrated from  the area came from  

County M ayo w here services had been similarly targeted at older people who wished to return to  

th e ir hom e place, mainly from  the UK (M l ,  M 4).

M o u n t Bolus is unique among the case study schemes in having widespread support o f the local 

population and this is perhaps a function of its location in a very small but close knit rural 

com m unity. It generated considerable attention  in the region and many people came forw ard to  

prom ote its developm ent including local people who expected that they or m em bers o f th e ir own  

fam ilies might one day become service users (M B l, M B4). This groundswell o f com m unity support 

was not a factor in the o ther case studies.

Although no one health board/HSE officer was identified as having assumed the role o f champion 

o f M o u n t Bolus, one health board m anager who retired before M ount Bolus was built did play a 

supportive role at the early planning stages (M B l, MB2, N l) .  No champions from  the local 

authority  w ere identified during interviews w ith M ount Bolus participants, although the local 

authority  obviously did play an im portant role by approving the allocation o f CAS funding for the  

project.
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1.4 St. Bricin's champions

Champions of the St. Bricin's proposal came from  Dublin City Council and the housing association 

involved, w ith the later involvem ent o f the A lzheim er Society o f Ireland (ASI)^^ They had direct 

positive experience o f HWC through the ir involvem ent in the FOLD developm ents and w ere keen 

to replicate the FOLD service model or something like it in St. Bricin's. However, once the  local 

authority  agreed to support plans for the scheme, most o f the responsibility fo r progressing the 

plans fo r St. Bricin's fell to  the housing association and to one person in particular w ho was 

com m itted to the project and persisted w ith it in spite o f barriers that materialised along the way. 

This person had a belief in HWC which developed out o f past education and professional 

experience w ith o ther client groups, including people who w ere homeless (SBl).

[SB1]I w ould  have developed  or p ioneered  [vo luntary agency] transitional 

housing fo r hom eless fam ilies and single people. And it was really  using 

housing provision w ith  a social care program m e th a t was particu lar to  the  

client group. And a lot o f th a t m odel was successful w ork ing ... And I suppose 

it was going back to  the  old social w ork  m odel o f th e  19'*' century  w h e re  you 

had housing w ith  social care provided together.

A stakeholder from  ASI became another champion o f the St. Bricin's project and his enthusiasm  

for HWC reflects personal values and knowledge gleaned from  long experience in dem entia  

services. This person m ade the point very well that HWC could be used to avoid the prem ature  

and unnecessary admission o f people w ith dem entia to  institutional care.

[N 5]W ork lng  w ith  people  w ith  dem entia  I've recognised th a t HW C is I th ink  

a viable option  as a real a lte rnative  to  staying in th e  com m u nity  th a t you  

belong to . As opposed to  m oving out o f your ow n env iron m en t into  

institu tional care w h en ever there 's  a social or a health  crisis, o ften  fa r too  

early. And there 's  no turn ing  back.

ASI w ere interested in expanding services to the St. Bricin's area w here they had already  

identified a need fo r dem entia specific day care (N6, SBl).

No one individual from  the HSE was identified as central to  plans fo r St. Bricin's although three  

housing participants spoke about the fact that a plethora o f HSE officers attended planning 

m eetings at every stage (SBl, LA2, LA3).

Study findings presented in Section 1 provide compelling evidence that a num ber o f highly 

m otivated and com m itted individuals played a big role in creating the direction, alignm ent and

The Dublin City Council housing managers who were involved in plans for St. Bricin's were also involved 
in the FOLD scheme initiatives, suggesting a commitment to HWC that transcended interest in any one 
individual project (LA2, LA3, LA4)
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com m itm ent necessary to introduce change (Pasmore 2011). While it w ill be shown in Sections 2 

and 3 tha t the influence o f champions was only one factor that made the development o f the case 

study schemes possible, the evidence does strongly suggest tha t w ithout the involvement o f the 

individuals cited above, these projects would not have been developed. As one FOLD case study 

participant from the HSE succinctly put it, 'Why didn 't we build ten o f them in Dublin, including 

the Southside? Why didn 't we build them in Cork and Galway? It goes back to people again'

(HSE9).

The champions who drove the case study initiatives were motivated by the identification o f the 

need fo r new services and that is the focus o f the discussion in Section 2.

Section 2 Identification of a need for HWC services

The findings in this section are divided as follows; in Section 1, the views o f participants from  the 

housing sector are presented and these findings are further divided into two sub-sections, 

findings from  the local authorities and those from  voluntary housing association stakeholders. 

Section 2 presents the findings from interviews w ith  participants from the health sector. The 

division o f the findings was done in order to reflect the fact tha t each group was approaching the 

case study scheme initiatives from a slightly d ifferent perspective which was shaped by the 

circumstances in which they found themselves at the time.

The findings show that all o f the study participants from both the housing and health sectors who 

were directly involved in planning the case study schemes did so in the belief tha t the new HWC 

service initiatives would help to address certain challenges facing the ir respective agencies and 

would also address the identified unmet needs of vulnerable older people. They suggest that the 

pressure that these challenges put on the ir respective agencies helped to create the urgency 

necessary to  progress these projects.

2.1. Housing perspective

The crux o f the arguments from both local authority and voluntary housing sector participants 

about the need fo r the case study schemes was that there was a group o f older people whose 

needs could not be met in existing social housing settings and that this situation was causing 

problems fo r housing providers as well as fo r the tenants concerned (LAI, LA2, LAB, LA4, FI, F2, 

OCl, 0C2, MB4, SBl).
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2.1.1 Local authority perspective

Two local authorities w ere involved in the FOLD scheme initiatives, Fingal County Council w ere  

involved with Cherryfields, and Dublin City Council w ith  Anam Cara (and subsequently St. Bricin's). 

Dublin City Council had a much larger proportion o f older people in their population than Fingal 

and had a long tradition of providing sheltered housing, services which Fingal had not yet 

developed. In spite o f this difference, the ir perspectives on the need fo r the FOLD schemes was 

very similar and housing officers from  both local authorities spoke of the unm et needs o f a 

significant m inority o f older local authority tenants (LA I, LA2, LAS, LA4).

(LA 2] ...the big issue that was constantly coming back to me ... was 

that many people needed much more than [what we could provide], 

they needed care. And the HSE w eren 't able to come in and provide 

the care... So what was really needed was the FOLD type experiment.

The situation in Fingal was perhaps m ore serious due to the com plete absence of sheltered  

housing at the tim e, although the proportion of o lder people was still much smaller than in the 

Dublin City Council catchm ent area.

[LAI] ...people were living longer so the health problems they were  

beginning to experience w ere also causing problems. As things began 

to move on, we began to experience more problems with elderly. III 

health etc. W e didn't do sheltered housing; w e didn't do warden services...

People who became higher dependent had to move out of the housing.

A Dublin City Council stakeholder spoke of the unsatisfactory living conditions in the  existing St. 

Bricin's sheltered housing scheme and the security risks posed to residents as a reason to  

progress the developm ent o f a HWC model.

[LA2] It was an old complex that needed something done to it. There 

were issues of security. I rem em ber being up there for some man was 

murdered, in fact, up there. It was very open, old style complex, very 

little safety so the idea was, let's demolish this and start afresh or let's 

re-vamp it or refurbish it. But if w e're going to  do it, do it properly and 

get care in because we were conscious that many of the people in the 

complex w ere very very old and were getting older.

Concern about the health and safety o f tenants figured in the thinking of local authority housing 

officers but so also did concern about the m anagem ent problems created by some older tenants  

w ho exhibited anti-social behavior (LA I, LA2, LA3). Housing officers w ere getting complaints from  

neighbours about the eccentric or intrusive behavior o f some older tenants and this put pressure 

on them  to do something about it (LA I, LA2, LA3). They w ere also under pressure from  local 

politicians who w ere receiving similar complaints from  constituents living in local authority
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housing sc h e m e s .  The FOLD sc h e m e s  w ere  se en  as a w ay o f  alleviating this pressure on both  

housing officers and politicians w h o s e  approval w a s  required in order to  progress d ev e lo p m en t  

plans.

[LA 1]... t h e  politicians w e re  o p e n  to  accep ting  th e s e  n ew  initiatives [because]

They w e re  s een  as m e th o d s  o f  solving p ro b lem s th a t  th ey  w e re  being faced 

within the ir  clinics...[and they] did see  it as providing a so lu tion  to  p rob lem s  th a t  

w e re  manifesting.

Although it is likely that at least s o m e  o f  th e  trou b lesom e ten a n ts  described had dem en tia ,  the  

n eed  for d em en tia  services did not figure specifically in th e  thinking o f  Fingal County Council 

housing officers w hen  plans w ere  being d eve lop ed  for Cherryfields (LAI). But the data sh o w s  that  

Dublin City Council participants had identified th e  particular u n m et  n e e d s  o f  ten an ts  with  

d em en tia  w h en  th ey  agreed to  participate in the  Anam Cara and St. Bricin's initiatives.

[LA2] [There was] a su b se t  of th o s e  te n a n t s  w ho  cou ld n ' t  m a n ag e  

in d e p e n d e n t  living. People  with d e m e n t ia  an d  o th e r  hea l th  p rob lem s.

So w e ca m e  u n d e r  big p res su re  th e n  to  find som e  w ay  of re -housing  th o se  

p eo p le  and  trying to  g e t  th e  health  services to  tak e  responsibili ty  for th e m  

was a big factor,  and  in m any  cases  th e r e  w as no p lace for th e m  to  go.

[LA4] ...it w a s  very p ro m in en t  in my thinking. You'd s e e  it h ap pen in g . . .an d  

every  tim e  you looked a t  so m e b o d y  w ho  p e rh a p s  had  a m e n ta l  hea lth  issue 

you had to  look b ey on d  th a t  issue and  say, is this actually a dem en t ia . . .  th e r e  

w e re  peop le  falling th ro u g h  all th e  cracks and  ending  up  in sh e l te re d  housing, 

so m e  of th e m  with dem en t ia . . .

The situation of  so m e  ten a n ts  with d em en tia  w a s  considered  to  be highly unsatisfactory and that  

provided anoth er  incentive to  support the  d ev e lo p m en t  o f  Anam Cara and su bsequ en tly  St. 

Bricin's.

The fact that older p eop le  w er e  having to m ove  out  of  their council h o u se s  or flats in order to  

access  n eed ed  health and social care services led to  o ther p rob lem s for the  local authorities  

assoc ia ted  with the  difficulties involved in re-securing the  p o ssess io n  o f  the  h o u se s  o f  so m e  o f  

th e se  p eop le  b ecau se  o f  family opposit ion  or legal reasons.

[LAI] A nd.. . they 're  n o t  able  to  m ove  back to  the ir  flat an d  w e  end  

up with a flat w e c a n ' t  t a k e  back b ecau se  technically it b e longs  to  

th e  t e n a n t  th a t  is in t h e  hospital bed...

[LAS] For a local au thor ity ,  th a t  causes  p rob lem s; you have  vacan t 

p rem ises  sub ject  to  vandalism bu t  also you 've  n o w h e re  to  m o ve  th e  

next p e rson  on th e  list. ...it could take  a coup le  of years  to  

su r ren d e r  th e  tenancy .
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Under-occupation was perceived by the Fingal participant as another problem that the FOLD 

schemes would help to  resolve.

[LA l]...a t this stage we were talking about one person occupying a three  

bed house...they w eren 't able to manage the house themselves because 

they had become quite elderly, so we were trying to encourage them  

to downsize.

There w ere many young fam ilies on the waiting list for council housing w ith  no place to go while  

individual older people w ere living in houses judged to be unnecessarily big for them  (LA I). A 

related problem was that some council houses w ere being run-dow n because ageing tenants  

w ere no longer able to m aintain them  and this was a problem  fo r both Fingal and Dublin local 

authorities (LA I, LA2 ). A Dublin County Council stakeholder observed that if these older people  

could be moved to someplace more appropriate, savings could be achieved.

[LA2] ...if residents are not getting the care they need, they allow  

their flat to get totally in bad order and it's up then to the local 

authority every now and then to do a major clean up. It's all the  

hassle that goes with that. For Instances if care services are being 

delivered, that w on't happen. It's caught much earlier, much 

earlier. Even with regard to costs, it's the human costs.

The Fingal participant who championed the developm ent o f Cherryfields also saw financial 

advantages to the scheme which presented an opportunity to acquire additional state funding for 

Fingal County Council w ith the added benefit that there would be no requirem ent fo r on-going 

revenue funding by the Council.

[LAI] When the Government would allocate money for social housing, 

so much would be allocated for voluntary and so much for the  

local authorities themselves. So in order to grab more of the kitty 

for Fingal, we got involved with the voluntary bodies...it was another 

way of increasing the housing stock for people in need... It was 

effectively w hat we'd call a 'self-financing' model. It didn't require any 

support from the Council in terms of a long term  financial drain.

The Cherryfields initiative offered an opportunity fo r Fingal County Council to  attract additional 

DOE capital funding w ith which to increase social housing stock in Fingal. As such it was a very  

attractive proposition.

Local authority  participants had mixed motives fo r engaging in the  FOLD and St. Bricin's projects. 

There was genuine concern about the vulnerable older people in social housing schemes but at 

least equal concern about the m anagem ent problems created by them . The case study schemes
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were seen as a way to relieve them o f responsibility fo r older people whose needs they could not 

meet.

2 .1 .2  Voluntary sector housing perspective

Participants from  the voluntary housing associations involved approached the development o f the 

case study schemes from a d ifferent perspective. Although they shared the concerns o f the ir local 

authority counterparts about the lim itations o f existing housing services for vulnerable older 

people, as prospective HWC providers, they put more emphasis on the benefits o f the HWC care 

model itself.

For the O'Connell Court champions, awareness o f the need fo r HWC services arose out of direct 

experience o f the terrible living conditions in which some older people were living (OCl, 0C2).

[OCl] ...you had tenements, you had absolutely no kind of services, 

you just had the basics. I do rem em ber in the late 70's, one of the

doss houses burning down in  Street and people being burned to death.

Nobody cared, that's my own personal opinion, nobody really cared...

They were determined to fill an identified service gap and accommodate the homeless older 

people whose needs were not being met by any other agencies (HSEOl, HSE06, OCl, 0C2) but 

also determined that they do so in a way that would allow this vulnerable group 'to  remain in the 

community fo r as long as possible [and] to live the ir lives w ith dignity the same as anyone else' 

(OCl). The champions were on a very personal journey to protect what they saw as the right o f 

vulnerable older people to participate in at least the semblance o f normal daily life.

[O C ljlh e y  have freedom here. They can come and go out.

They can get up when they w ant, they can go to bed when they 

want. They can refuse to have a shower, have their meals... supports 

to keep their independence for as long as possible and to be Involved 

in the community.

Awareness o f the specific need to develop dementia services w ith in O'Connell Court came later 

when some residents began to display signs o f cognitive impairment and there was the realisation 

tha t these people had no place else to go because of the general dearth of services for people 

w ith dementia, particularly those w ithou t family or money. The champions recognised 'a 

particular niche w ith regard to people w ith dementia'. New referrals came to O'Connell Court 

once it became known that people w ith  dementia would be accepted fo r admission served to 

reinforce the idea that there was a need for dementia specific HWC services.
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[0C2] W e accepted persons with Alzheim er/Dem entia as they were  

recommended by the Clinical Consultants and there was a great 

demand...every hospital in Cork and other un-supported sheltered 

housing groups were referring tenants to us.

The champions believed that the HWC approach represented a more humane and therapeutic 

approach to the long term care of people with dementia than traditional institutional care.

[O C ljW e always thought people w ith dementia should be allowed 

in the main stream because I think when you take them out of circulation 

and they're with other people with just memory loss, they deteriorate quite 

quickly...So I'm holding on to my social skills longer. ... It is memory loss. It's 

not cancer... And what's required is emotional supports, supervision from  

the point of view depending on what level they're at...

They argued that HWC can provide dignity and respect to which people with dementia are 

entitled and also assist them in maintaining a higher level of functioning than would be possible in 

an institutional setting.

Mount Bolus housing association champions were motivated in the first instance by the desire to 

prevent their own sheltered housing tenants from having to move into a nursing home in order to 

access needed care and support as they aged (MBl, MB2, MB3, MB4).

[MB3] But then they began to see the need, as people w ere no 

longer able to live totally independent in the sheltered houses... 

it became extremely difficult...there was no option but to go to 

a nursing home somewhere because they couldn't live totally 

independently in the houses that were provided... So that's 

where they set about putting up the unit; that was the vision.

M eeting a need that was there.

Among the people who could not be managed in the existing sheltered housing scheme were 

people with dementia (MB4). The fact that there were no nursing homes in the immediate area 

and older people thus had to move away (sometimes a considerable distance) in order to access 

nursing home care was a big bone of contention for the Mount Bolus champions (MB3, MB4). 

They believed that older people would be better off if they could remain living in their own 

community and the proposed Mount Bolus facility would enable them to do that. The champions 

also believed that older people who had emigrated from the area would benefit from being cared 

for in the place where they were born and plans for Mount Bolus proceeded on the assumption 

that these emigrants too would welcome the chance to avail of the new HWC services located in 

their home place (MBl, MB3, MB4).
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The s t r o n g  bel ief  in t h e  n e e d  to  ke e p  o l de r  p e o p l e  in th e i r  o w n  c o m m u n i t y  n e a r  family a n d  f r i ends  

w a s  a big mot iva t ing  f ac to r  for  t h e  M o u n t  Bolus c h a m p io n s .  So also w a s  th e i r  di ssa t i s fact ion  wi th  

t h e  n a t u r e  a n d  qual i ty  of  nur sing h o m e  care.

[MB4] And we were losing people who had grown with the  association 

and they were going out  to nursing homes and families were kind of 

stopping visiting them,  and there were all t he things tha t  were happening 

to people in nursing homes in a bad way unfortunately tha t  were 
being repor ted back to us...relatives were coming to pick up their 

belongings and stuff and the  situation for the  older person wasn' t  

getting bet ter  in the  nursing home.

The M o u n t  Bolus c h a m p i o n s  be l ieved  t h a t  t h e  n e w  facility w o u ld  a l low vu ln e ra b le  o lde r  p e o p l e  to  

s tay  living in t h e  local c o m m u n i t y  a n d  like th e i r  O'Connel l  Co ur t  c o u n t e r p a r t s  th e y  be l ieved  t h a t  

HWC wo u ld  s u p p o r t  o ld e r  p e o p l e  to  h av e  a b e t t e r  qual i ty  o f  life t h a n  th e y  w ou ld  have  if t h e y  had  

t o  m o v e  to  a nur s ing h o m e  se t t ing .  Peop le  wi th  d e m e n t i a  w e r e  n o t  singled o u t  as  being  in n e e d  of  

s e p a r a t e  specia l is t  se rv ices  b u t  w e r e  inc luded in t h e  w id e r  t a r g e t  g roup .

The  pr incipal  c h a m p io n  f ro m  t h e  hous in g  as soc ia t ion  involved in p lans  for  St. Bricin's w a s  very 

a r t i cu la t e  on  t h e  su b je c t  o f  w h y  HWC w a s  n e e d e d .  The be l ie f  w a s  t h a t  t h e r e  wo u ld  a lways  be  

p e o p l e  ( from all ag e  g roups )  w h o  n e e d e d  m o r e  t h a n  w h a t  w a s  g enera l ly  on  o f fe r  f ro m  t h e  

hous ing  se rv ices  a n d  t h a t  se rv ices  n e e d e d  to  be  d e v e l o p e d  fo r  this  g r o u p  o f  vu l ne rab le  p eo p l e  

w h o  inc luded  t h e  h o m e le s s ,  p e o p l e  wi th  m e n ta l  il lness a n d  s o m e  o ld e r  p e o p l e  (SBl).  HWC wo u ld  

fill a se rvice  g ap  in a w ay  t h a t  is m o r e  r e sp on s i ve  t o  t h e  special  n e e d s  o f  ce r t a in  ca te go r ie s  o f  

v u l ne rab le  p e o p l e  t h a n  e i t h e r  exist ing s h e l t e re d  hous ing  o r  nur s ing ca re  a l t e rna t ives .  The hous in g  

as soc ia t ion  involved in t h e  St. Bricin's p rop osa l  w e r e  al so in te r e s t e d  in dev e l o p i n g  a n e w  se rvice 

mod e l ;  t h e  p r o p o s e d  n e w  s c h e m e  w o u ld  e x p a n d  t h e  ho us ing  as so c ia t io n ' s  r e p e r t o i r e  a n d  raise its 

profi le in t h e  vo lu n ta ry  hous in g  sec to r ,  and  this  w a s  a n o t h e r  r e a s o n  to  be  involved (SBl).  Plans  to  

build t h e  d e m e n t i a  uni t  w e r e  a d d e d  o n  to  t h e  original  p l ans  fo r  con v e n t io n a l  s h e l t e re d  hous in g  a t  

t h e  sug ge s t i on  o f  ASI wi th  initial s u p p o r t  f rom  t h e  HSE (SBl,  IM6).

FOLD w a s  d i f f e r en t  f ro m  t h e  o t h e r  ca se  s tudy  hous in g  as so c i a t io ns  in t h a t  FOLD had  con s id e r ab le  

e x p e r i e n c e  of  deve lop ing  a n d  del iver ing HWC se rv ices  inc luding HWC for  p e o p l e  wi th  d e m e n t i a ,  

a l t h o u g h  t h e y  had  n e v e r  d e v e l o p e d  hous ing  se rvices  in I re land be f o r e .  Their  p e r c ep t i o n  o f  t h e  

n e e d  fo r  HWC w a s  b a s e d  on  the i r  e x p e r i e n c e  in N o r t h e r n  I re land;  FOLD m a n a g e r s  w e r e  c o nf id e n t  

t h a t  HWC w o r k e d  well  as  an  a l t e r na t ive  t o  nurs ing h o m e  c a r e  fo r  a t  l eas t  s o m e  o lde r  p e o p l e  wi th  

high d e p e n d e n c y  n e e d s  (FI,  F2). Like t h e  o t h e r  hous ing  as so c ia t io n  pa r t i c ipant s ,  FOLD hous ing
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association participants believed that HWC was m ore responsive to the needs o f m any older 

people and provided a better quality o f life than nursing hom e care settings could do (F I, F2, F3, 

F4).

FOLD managers brought w ith them  from  Northern Ireland a HWC tem plate  for the developm ent 

of the  proposed new units in North Dublin and it included the provision o f dedicated beds for 

people w ith dem entia . FOLD had prior experience o f providing dem entia specific HWC services 

and prom oted the idea with champions in the local authorities and the HSE during the early  

planning stages o f Cherryfields and Anam Cara.

FOLD as an organisation w ere eager to pioneer a new service model and also m otivated by the  

desire to expand services south o f the border.

[LA2] Probably the main reason why the FOLD one developed was FOLD 

themselves. They w ere very very keen.

[HSEl] FOLD w ere very keen at the tim e because they w ere setting up 

down here and they wanted to establish FOLD Ireland...So they worked 

very closely w ith Fingal County Council and ourselves to progress the 

whole idea around Hartstown...lt was they who brought that to our 

attention and their ethos and how they actually operate.

FOLD managers who w ere working on the north Dublin initiatives w ere supported by senior FOLD 

managers in N orthern Ireland who believed that participation in the new service initiatives was in 

the interests of the organisation (F I).

2 .2  Health sector perspective

This section focuses on the reasons why the health board/HSE champions became involved in the  

FOLD schemes and to a lesser extent in M ount Bolus, and the  findings suggest that, like the ir 

housing counterparts, it was a com bination o f factors that m otivated them  to participate in the  

case study scheme developm ents (Pasmore 2011).

There w ere a num ber o f pressures on the NAHB th a t the champions believed the FOLD schemes 

would help to  alleviate. According to  four HSE managers, the biggest pressure came from  the  

general lack o f long term  care beds in north Dublin which m ade it difficult to discharge older 

people from  acute hospitals (HSE 1, HSE8, HSE12, HSE13).

[HSE8] There was a lack of long stay beds in the Dublin NE area and 

particularly the North city area compared to the ratio around the country...
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few  private  o r public beds re la tive ly  speaking. It w/as a w/ay o f bringing  

beds into th e  system ... very linked tow ards th e  bed pressures in 

Beaum ont, th e  M a te r and Connolly.

It became a political priority for the D epartm ent o f Health at the tim e to address the gridlock that 

had developed in the  Dublin acute teaching hospitals (know^n as DATH's in health board parlance) 

th a t was  attracting much negative publicity fo r the D epartm ent (HSEl, HSE8, HSE13, N2). An HSE 

senior officer noted that the acute hospitals in North Dublin w ere 'chock a block w ith people who  

needed residential care and w ere no longer able to go hom e. The Governm ent w ere looking for 

solutions to the acute beds crisis and the hospitals w ere very exercised because the ir waiting lists 

w ere getting longer...' (HSE13).Pressure on the health boards to solve the problem o f so-called 

'bed blockers' became a m ajor stimulus to the developm ent o f the FOLD schemes.

One HSE participant observed the w ay that this political crisis worked to the advantage of the  

FOLD initiative champions.

[HSE2] ...w hat they  did have to  th e ir advantage was... all th e  political 

pressure around A&E's. That was a big lever for them ...I really  do believe  

it was to  do w ith  political pressure in relation  to  A&E as opposed to  any 

ideological drive or shift. It was political pressure in m any ways.

The gridlock in beds in the DATHs put the FOLD schemes higher on the NAHB priority list than  

they would have been otherwise and freed up resources fo r the ir developm ent. That said, the  

findings show that there  was also recognition among most o f the study participants working in 

the NAHB at the tim e that there was a gap in services for older people as well as the need fo r a 

model of care th a t was d ifferent from  available nursing hom e services.

A population needs analysis had been carried out by the NAHB in conjunction w ith Trinity College 

and the evidence from  this analysis was also used to build the case for the new initiatives (HSE13). 

There was particular concern about the lack o f adequate services fo r older people living alone in 

the  com m unity and the  belief that they w ere being inappropriately placed in residential care. An 

in term ediate service th a t offered something in betw een hom e care and residential care was 

thought to  be needed.

[HSE12] But I th in k  th e re  was also a cohort o f o lder people w ho  w ere  not 

to ta lly  m edically unfit but w ho  w e re  going to  nursing hom es and they  d idn 't  

really have a m edical need. All th e y  had was a social need, people on the ir 

ow n really.

[HSE8] A t the  sam e tim e...Th ere  w e re  qu ite  a lot o f vu lnerab le  people  and 

w e tho ug ht th a t th e y  probably could stay living in th e ir sheltered  housing but 

w ere  m oving to  residential care because th e y  needed to  have this level 

o f support. So this ticked all those boxes, th a t you w ould  have som eth ing else.
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Apart from  wanting to expand the range o f available services, HSE champions w/ere also 

dissatisfied with existing long stay services for older people at the tim e and believed th a t the  

FOLD schemes offered a b e tte r quality of life to  residents including people w ith dem entia.

[HSE13] And I also knew that the only kind of services that were 
available at that particular time were long-stay nursing care in very 
out of date and outmoded institutions of the Health Board and 
residential nursing homes...the care of people with dementia in 

nursing homes wasn't being met. I suppose they were being restrained 
in ways that we weren't happy with...

[HSEl] I had a poor sense of residential care and the fact that it needed 
to be done differently. Very negative, particularly given the age profile going 
into long stay care. ...the institutional model of long-stay care, which it very 
much was then, because it was pre-standards, pre-HIQA...

Disquiet about existing long term  care services led to  a desire to develop service alternatives that 

w ere new  and d ifferent according to  three HSE participants who w ere involved in both o f the  

FOLD schemes.

[HSE8] There was certainly a sense and a feeling that there was 
a need for something different from the other types of services that 
we provided. ...the need to do other things rather than just 
create more residential units, which we'd no money to do anyway.

[HSE13] We researched a number of models in terms of Innovative 
approaches particularly to housing or providing care for older people... 
and we wanted to look at maybe starting from a particular ethos and 
working from the needs of the individual, rather than providing something 
and trying to get the individual to fit in to what we were providing....

[HSEl] I suppose where it generated from my perspective at the time 
was looking at an alternative rather than what we had usually developed, 
which was the traditional long stay residential or nursing home care...

A form er Midlands HSE m anager had similarly identified the need to provide something in 

betw een sheltered housing and nursing hom e (M B l) . For this manager, the fact that there  was 

widespread participation of people from  the local com m unity m ade the M o u nt Bolus project 

particularly appealing; the housing approach to long term  care that the proposed service 

characterised also represented 'new  ground', something d ifferent and better than w h at was 

currently available (M B l).

The evidence is inconsistent w ith  respect to  w h eth er the HSE champions w ere m otivated by the  

specific desire to improve services fo r people w ith dem entia when plans fo r the  FOLD schemes
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w ere  developed. Two HSE participants believed that concern about dem entia was not a factor, 

and both suggested th a t it was FOLD themselves who introduced the idea of including dem entia  

specific beds in the proposed schemes.

[H SEl] [D em entia  was] Not a particu lar issue. M o re  frail e lderly, 

a choice e lem en t fo r frail e lderly...It was they  [FOLD] w ho  brought 

th a t to  our a tten tio n  and th e ir ethos and how  they  actually o perate .

[HSE8] I'm  not so sure th a t was th e  strongest part really. I th ink it was 

probably an added bonus, th e  fact th a t these w e re  d em en tia  specific 

type  o f facilities... I th ink w hen  w e  w e n t looking at it [FOLD services in 

N orthern  Ire land], w e  w ere  im pressed by th a t part o f It.

They believed th a t dedicated services for people with dem entia might not have been included in 

the plans for Cherryfields and Anam Cara if FOLD had not introduced the idea. However, four 

other NAHB participants who w ere directly involved in the planning and commissioning o f the  

FOLD schemes suggested that awareness of the need fo r services for people w ith dem entia was a 

motivating factor for at least some o f the NAHB champions.

[HSE13] ... w e  also had a backlog of need in th a t particu lar area, 

w here  people  w e re  reasonably healthy but suffered fro m  d em entia .

...Oh, th e re  was, absolutely, I m ean all the  GPs in our area w ho m  w e  m et 

regularly had lists o f people w ho  suffered fro m  d em entia . And there  

w ould  also have been some resident in th e  local au th o rity  housing and 

they  w ould  have been known by the  PHNs.

[HSE12] It was part o f the  agenda from  th e  start... w e  had p eop le  w ith  

d em entia  all over th e  place, I'd  get calls at 5 o'clock Friday evening, 

this m an is missing and w e  had nothing fo r them . And w h a t you always  

had, you had Psychiatry o f Old Age refusing to  take  th em  on, and the  

Consultant Geriatricians saying they  w e re n 't theirs and you had this constant 

row  w ith  people and fam ilies in acute distress...

Although it is not absolutely clear w hen or why dem entia specific units w ere incorporated into 

plans for Cherryfields and Anam Cara, from  the data there appears to have been recognition on 

the part o f at least some of the NAHB/HSE champions of the special needs o f people with  

dem entia and th a t this contributed to the ir enthusiasm fo r the  proposed new schemes.

The final issue th a t figured in the thinking of a num ber o f NAHB/HSE stakeholders was the 

problem  o f rising nursing home costs and the health board's need to reduce expenditure on long 

te rm  care. W e have seen above that cost savings also figured in the thinking of stakeholders from  

the local authorities.
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[HSE131 Also the cost of nursing home care was beginning to become 

very expensive and we had various different levels of subventions for 

people in nursing homes. And we fe lt we w eren 't really getting much 

value for money out of the nursing home sector...

There was widespread belief among NAHB participants at the early planning stages o f the FOLD 

schemes that HWC was less costly than nursing home care (H SE l, HSE2, HSE8, HSE9) and it was 

indeed promoted as such. This perception that it was cheaper and would result in cost savings to 

the NAHB made it an attractive service alternative fo r health board champions.

Section 3 Availability of resources

The findings from data collected from both housing and health sectors are combined in this 

section that focuses on the availability o f resources that helped to create a positive environment 

fo r the development o f the new service initiatives. These included the availability o f capital 

funding in the form of Capital Assistance Scheme funding.

3.1 Capital funding

There was a consensus among all o f the study participants that the availability o f CAS scheme 

funding was critical to the progression o f all o f the case study development plans from  the point 

o f the ir conception. Only voluntary housing associations (Approved Housing Bodies) can apply fo r 

CAS funding under the regulations; local authorities and government agencies like the HSE could 

not. Although the CAS scheme was not specifically aimed at the development of HWC services, it 

was possible to use it to  access the capital funding required to build/purchase/renovate all o f the 

case study scheme facilities and w ithout it, it is doubtfu l whether proposals to  develop the new 

schemes would have progressed at all.

A M ount Bolus participant spoke of the alacrity w ith which CAS funding was approved fo r the 

building o f a purpose built HWC facility which provided early momentum for the progression of 

plans.

[MB4] ...money was no object. So I mean 3.3m to the DOE was like, what 

a great Idea, w hat fantastic plans, here's your money. Bring it to tender.

That's literally w hat happened. Once the plans w ere finished and we moved 

into the tender stage, once they had allocated their builder, the sky was the limit.
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Four participants who were working fo r the NAHB at the tim e noted that CAS funding was 

particularly opportune because there was no com parable funding available to the health boards 

to build residential care units at the tim e.

[HSE13] ...w hat else was th e  driver and th e  'w h a t else' was finance...

N ow  as a s ta tu to ry  body like th e  NAHB, w e  cou ldn 't avail o f [the  CAS schem e] 

but FOLD could. So w e  saw an opp ortu n ity  w here  FOLD w ould  establish  

them selves in the  Republic o f Ireland... And once th a t had been done, th a t  

w ould  satisfy [DOE] criteria fo r funding and w e  w e re  able  to  tap  Into  that.

[HSE8] ...there was no [D e p a rtm en t o f H ealth ] funding [available] but w hat  

was attractive  about this was you could d raw  dow n DOE funds fo r i t . ...

The DOE funding covered the  building o f the  w ho le  com plex. It was all 

good really.

The FOLD schemes would cost the NAHB little in term s of capital costs and fo r one health board 

stakeholder, the opportunity to develop them  seemed too good a chance to pass up.

[HSE9] That was one o f the  things th a t pushed th e  FOLD developm ents; the  

capital outlay by the  health  service was going to  be reduced by 90% . It's a 

no-bralner. In building the  tw o  FOLD units, instead o f having to  spend  

10 m illion, w e  spent 500 ,000 .

Two participants noted that the availability o f capital funding fo r the FOLD schemes also m ade it 

easier to sell the new service model to board mem bers, managers and staff in the NAHB.

[H S E l] The funding cam e from  DOE to  build it. It was th e  cost factor from  our 

perspective, it was very little . It was a very easy thing to  drive...So from  th a t  

perspective it was a very easy sell and a very easy th ing to  m ove on

[HSE6] ...the health  service w e re  delighted  w ith  it because they  d id n 't have to  pay fo r it.

The data suggests that CAS funding provided an opportunity that was seized upon by stakeholders 

from  both the housing and health sectors who each had th e ir own reasons for engaging in HWC  

service developm ent. It provided the m om entum  necessary to drive the case study initiatives.

3.2  Availability o f land

The ready availability o f sites made it easier to  progress plans for the FOLD schemes, M ount Bolus 

and St. Bricin's and again the champions played a role in recognising the opportunity that it 

presented. The NAHB carried out an audit o f health board assets in order 'to create some 

leverage in funding' that would facilitate the developm ent o f new  services, and the potential to  

build the  FOLD units on sites already owned by the NAHB in H artstow n and Glasnevin was 

identified from  the audit (HSE13). The availability o f these sites m eant that plans for the FOLD
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schemes could progress w ithout having to find sites and negotiate e ither th e ir purchase or 

acquisition and according to four study participants, this m ade a big positive difference to  the  

FOLD developm ents (F I, LA I, LA2, HSE13).

[F I]  The health  board had som e land [which is] usually th e  biggest 

prohib iter o f developing any service. Land and revenue funding... 

but they  had a couple o f small plots o f land near the ir ow n facilities...

[and the] sale o f th a t land helped to  offset som e o f the  capital costs.

[LA I] O ne o f the  d ifficulties in producing social housing was the  

acquisition o f serviced sites...one o f th e  difficulties was, certa in  authorities  

had land on w hich certain  e lem ents  o f social housing could be provided, 

but it w asn 't serviced.

Following the audit, o ther NAHB sites w ere sold and some o f the profits w ere  then used to offset 

some o f the 'top up' capital costs not covered by CAS and this was only possible because o f the  

fact that the D epartm ent of Health allowed the NAHB to retain the profits from  the sale o f the 

land and use them  for local service developm ent (HSE13). This involved making an exception to 

the rules as set down in legislation.

[HSE13]...under th e  legislation th a t m oney [realised from  the  sale o f 

health  board land] w ou ld  have had to  be re turned  to  th e  D epartm ent, 

but ...we proposed to  th e  D ep artm en t th a t w e  w ould  be a llow ed  retain  

tha t funding and they  w ou ld  have included th a t in th e ir allocation  

to  NAHB even though th e  funding never w e n t back to  them ... So 

the  [top up] capital funding cam e from  DoH, fro m  our leveraging by 

selling NAHB property .

M o u nt Bolus was built on land that was transferred by the local authority fo r a nominal fee (M B4) 

and St. Bricin's was planned as a regeneration project on land already ow ned by the City Council 

(LA2, SB l) which again obviated the need to locate and acquire a suitable site. The fact that there  

w ere 'sitting tenants' on the St. Bricin's site took away some of that advantage and the details are 

discussed in the next chapter (LA2, SBl).

Section 4 Other factors

Pettigrew, Ferlie and McKee studied the rate and pace of change in 8 health authorities in the  

NHS and found '... th a t some contexts or environm ents are m ore receptive to change than others' 

(in Coghlan and M cAuliffe 1992:116). It is useful to  include a brief section on some o ther factors 

th a t w ere believed to have created the environm ent that helped to m ake the introduction of the 

new  HWC services possible.
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4.1 Economic and politica l climate

The relative prosperity in Ireland at the time tha t the FOLD, M ount Bolus and St. Bricin's schemes 

were originally planned w/as linked by three participants to a favourable climate in which to 

develop new service initiatives like the FOLD schemes (LAI, LA2, MB4).

[LA 2] The tim ing  was also very good. There was a lot o f m oney around  

at the  tim e; th e  Celtic Tiger was flying. It m ade an aw fu l lot o f sense to  do it.

Capital funding fo r voluntary social housing certainly had become more accessible and the terms 

more favourable to voluntary housing associations than previously (LA2) and the FOLD and Mount 

Bolus schemes in particular benefitted from the period o f Irish prosperity in the early to mid- 

2000's. Improvements in the Irish economy provided a positive stimulus for the development of 

these schemes.

Two study participants spoke o f the political w ill that had developed around the need for more 

housing at the tim e the FOLD schemes were being planned which they believed had translated 

into the prioritisation o f housing projects on the Irish political agenda (FI, LA2).

[LA I] Housing was flavor o f th e  day at the  tim e . Housing was from  a 

political point o f view , social housing, a ffo rdab le  housing was very  

very high on th e  political agenda at th e  tim e. So th e re fo re  any solutions  

to  housing problem s w e re  being greeted  w ith  open arm s. There  was a 

housing crisis at the  tim e: local au thority  D irectors o f Housing m et 

regularly to  discuss m utual problem s.

[LA2] The DOE was pushing fo r m ore  and m ore  housing starts.

So th e re  w e re n 't th a t m any obstacles in the  w ay  at the  tim e .

And also th e re  w e re  a n um ber o f housing associations com ing on 

th e  scene at th e  tim e...

One local authority participant noted that the local authorities in Dublin and Cork were in a better 

position than others around the country to undertake housing w ith care developments because 

they were better resourced generally (LAI). The implication was that, if the FOLD schemes had 

been proposed outside o f Dublin or Cork, development plans were much less likely to have been 

pursued or realised.

An HSE participant observed that not only were the local authorities in Dublin and Cork better 

resourced but so also were the health boards and the supposition was that this was because they 

were subject to most o f the political and media pressure surrounding the problem of delayed 

discharges already mentioned above in the context of discussion about the FOLD scheme 

developments. An HSE manager observed that the funding made available to the health boards in
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Cork and Dublin, aim ed at facilitating the hospital discharge o f older people, was not available to  

health boards outside the Dublin area at the tim e.

[HSE2] I would have been trying to drive an agenda around sheltered 

housing in my own area, where we did not have anything like the access 

Dublin had to those packages of money.

4 .2  Previous history

Past experience o f working w ith the health board to develop other types o f services was cited by 

tw o  local authority participants as a factor that helped to m oderate any hesitations th a t Fingal 

and Dublin City housing authorities might have had about entering into jo int ventures w ith  the  

NAHB (LA I, LA3). From a Fingal Council perspective, a precedent fo r working with the NAHB had 

been established which created the mindset necessary to support the Cherryfields initiative.

[LAI] The health board was looking to de-tenant St. Ita's Portrane...

W e made houses available so they became a community house for 

these people... This is one of a number of initiatives that we were involved 

in. Because of all those initiatives, the housing strategy, getting more involved 

with the voluntary bodies, getting involved with the health board to build 

houses, it was all part of an initiative that was moving at the time.

A stakeholder from  Dublin City Council similarly observed that the FOLD schemes w ere m ore o f a 

logical progression than a radical departure for the local authorities.

[LA3] It was what we wanted to  happen. But it is different from what came 

before in a way. In another way, it isn't. Because we have homeless projects 

that would have health service provision.

In Fingal and Dublin, collaborative housing developm ents w ith the health board fo r o th er client 

groups had already taken place so the case study schemes w ere only an extension o f w hat the  

local authorities w ere already doing; this helped to create the environm ent necessary for plans to 

progress (LA I, LA3). The m utual understanding and trust betw een local authority and health  

board stakeholders that contributed to the successful progression o f the FOLD projects had 

already begun to be built during earlier projects th a t crossed the health and housing divide (LA I, 

HSE13).

4 .3  H ealth service structures

A final factor that was seen by one person from  the  NAHB to  have facilitated the progression of 

the  FOLD schemes had to  do w ith the structure o f the health services before the HSE was set up.

[HSEl]The difference there is... The FOLD was generated at a tim e  

when I worked in the NAHB and we w ere an autonomy in ourselves.
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W e  w ere  a decision m aking body in ourselves. It was a sm aller structure  

...closer to  th e  ground decision making.

The suggestion was that the old health board structures m ade it easier to  plan and progress new  

service initiatives because decisions w ere m ade locally and proposals did not have to be pushed 

up the lines of authority. Study participants believe that health service structures have a bearing 

on fu ture  service developm ent and this is discussed in greater detail in Chapter 6.

Section 5 Discussion

Schon was one of the first to  suggest that 'Given the underground resistance to change...[a] new  

idea e ither finds a champion or dies' (1963 in Taylor et al 2011:412). Section 1 presented the  

perceptions o f study participants about the significant role played by individuals (including 

themselves) from  each o f the th ree agencies involved in driving the case study scheme initiatives. 

Participants identified individuals w ho in their view displayed the characteristics associated w ith  

'champions of change' as defined by Taylor et al

[They] typically share personality characteristics such as confidence, 

enthusiasm  and persistence, dem on stra te  high levels o f personal pow er, 

and excel at exercising influence [Taylor e t a! 2011:413 ].

These identified champions had the leadership skills required to  'capture the hearts and minds' of 

those on whom  service im plem entation depended (Pasmore 2011). They w ere able to convince 

others th a t HWC services w ere needed and they com m unicated a vision o f HWC that made it easy 

to  understand how HWC would be an im provem ent on the status quo (Kotter 1996, Heslin and 

Ryan 2008, Soo et al 2009, Taylor et al 2011, Crosby and Bryson 2011, Hendy and Barlow 2011). 

This was critical to getting necessary 'buy in' from  those whose cooperation was necessary in 

order to develop and deliver a service model that was largely unknown up to  that tim e in Irish 

older people's services (Fernandez and Rainey 2006). The champions displayed passionate 

com m itm ent to the HWC model which was in most cases inspired by knowledge or experience o f 

services th a t had been developed elsewhere that made it easy to imagine w hat the new HWC 

services would look like (Kotter 1996). The champions developed a credible 'change vision' and 

com m unicated it in such a way as to capture the enthusiasm o f others (Kotter 1996).The  

champions in the FOLD initiatives in particular dem onstrated extraordinary persuasive powers 

which helped them  to build com m itm ent and shared understanding across health and housing 

service boundaries which can stand in the way o f interagency service developm ent (Cameron et al 

2001).
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The da ta  show s th a t  th e  case s tudy cham pions w ere  m otiva ted  to  lead th e  case study schem e 

initiatives by a com bination of self-interest and altruism (Pasm ore 2011); th ey  w ere  under  

pressure  to  resolve certain p roblem s facing the ir  own agencies but th ey  did also hope  to  improve 

services for the  older people. The balance of th e se  concerns varied according to  the ir  roles and 

responsibilities and also to  th e  particular c ircum stances re lated  to  each case study schem e.

Borins suggests th a t  am ong  th e  d ifferent conditions th a t  cause  public service innovators to  try to 

in troduce  change are  political p ressure, a crisis, o r  internal p roblem s in th e  organisation including 

resource  constrain ts  (2002:502) and th e  da ta  suggests  th a t  this w as th e  case for local authority  

and health  board cham pions involved in th e  FOLD initiatives. Local au thority  cham pions expressed 

concern  a b o u t  th e  situation of certain ca tegories of vulnerable ten an ts ,  bu t it was the  

m a n a g e m e n t  problem s c rea ted  by th e se  people  th a t  lent urgency to  th e  need  to  do som ething 

a b o u t  it (Kotter 1996). For th e  health  board, urgency was c rea ted  by th e  need  to  add long stay 

beds  to  th e  system in response  to  th e  political crisis th a t  had developed  in th e  acu te  hospitals 

(Kotter 1996, Coghlan and McAuliffe 2003, Pasm ore 2011). From this perspective it did not much 

m a t te r  w h a t  type of  beds w ere  on offer; the  particular service model w as less im portan t  than  the  

percep tion  th a t  th e  new  schem es would help to  diminish pressure  on th e  D epar tm en t and the  

NAHB by reducing th e  n u m b e r  of pa tien ts  waiting for hospital admission which was being 

d o c u m e n te d  in th e  national n ew spapers  on a daily basis.

Voluntary housing cham pions w ere  not oblivious to  th e  opportun it ies  th a t  th e  case study 

sch em es  p resen ted  to  p ro m o te  the ir  ow n self-in terest (for exam ple  FOLD'S desire to  expand 

services into the  Republic) a lthough th e  findings from O'Connell Court and M ount Bolus suggest 

th a t  th e  balance of priorities for th o se  housing associations was t ipped  tow ard s  th e  altruistic 

desire  to  provide services th a t  would be o f  benefit  to  older people, w h e th e r  it be th e  bestowal of 

re sp ec t  and  dignity or  th e  provision of services close to  hom e (Pasm ore 2011).

Establishing th e  need  for HWC services provided th e  necessary motivation for w h a t  was 

essentially a move away from th e  familiar into uncharted  w a te rs  (Kotter 1996, Coghlan and 

McAuliffe 2003, Pasm ore 2011) bu t th e  da ta  in Section 1 suggests  th a t  th e  specific desire to  

ad d ress  th e  u nm et n eed s  of people  with d em en tia  was no t central to  th e  concerns of th e  local 

au tho ri t ie s  o r  th e  HSE cham pions  w hen  th e  FOLD schem es w ere  being planned  or to  th e  voluntary 

housing associations involved in th e  O'Connell Court, M ount Bolus and St. Bricin's initiatives. A 

FOLD cham pion  is credited  with th e  inclusion of dem en tia  specific beds in th e  FOLD schem es; she 

b rough t th e  tem p la te  from  N orthern  Ireland and c rea ted  th e  vision for th e  d e v e lo p m en t  of a
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HWC model  for  people with demen t ia .  It was  on visits to  Nor thern Ireland th a t  the  champions  

be c a m e  convinced of t h e  appropr ia ten ess  and desirability of  the  HWC model  (Armenakis and 

Harris 2009). Given th a t  t he re  w ere  so few specialist de m en t ia  services being deve loped  in the  

HSE at  th e  t ime,  it is extraordinary th a t  half of  th e  beds  in Cherryfields and Anam Cara w e r e  being 

ring fenced  for people  with d ement ia ;  without  FOLD'S participation,  it is quest ionable  w h e t h e r  

dedica ted  services would have been  included in t h e  plans.

Dedicated services for people with demen t ia  w e re  a dd ed  on to th e  original plans for  St. Bricin's 

and even  th en  w e re  restricted to t he  provision of shor t  t e rm  respite and rehabili tation (Kotter 

1996). O'Connell Court  only began  to  identify th e  need  for  dem en t ia  specific services w h e n  a 

n u m b e r  of  th e  homeless  residents began to display signs of  dem ent ia  al though once  it was  

recognised a d e e p  c o m m i tm e n t  to  providing services to people  with dem en t ia  deve loped .  In 

Mo un t  Bolus, people  with dem en t ia  w e re  included in the  larger group  of vulnerable o lder  people  

ta rge te d  for  HWC services; no separa te  specialist services w e re  p lanned or  deve loped.  The da ta  

suggests  th a t  t h e  com m it m e n t  to a vision of  HWC for people  with deme nt i a  was  not  the  primary 

motivat ion of many of tho se  involved in the  d e ve lo pm en t  of  th e  case study schemes.

Although the  St. Bricin's champions  w ere  influenced by th e  FOLD initiatives and Moun t  Bolus 

champion s  took  the ir  inspiration from o th e r  high sup por t  services th a t  had been  developed  

e l sewhe re  in Ireland, t h e r e  is no evidence to suggest  th a t  they  were  deve loped  as part  o f  a 

national  agenda  to int roduce a new  model  of  long te rm  care for people with dement ia ;  t h e r e  is no 

ev idence of  e i ther  an alliance or a ne twork  working to wards  t h a t  end.

The champions  w ho  drove the  case study  initiatives had th e  authori ty  to  make planning decisions 

and  a t  a practical level, the y  saw oppor tun it ies  t h a t  o the rs  d idn ' t  see  to  sup por t  and p r o m o te  th e  

ne w  initiatives. The availability of CAS funding was  one  such o ppor tun i ty  and the  findings show 

t h a t  it was  an impor tan t  'trigger'  for th e  d e ve lo pm ent  of  t h e  case study sc hemes  (Paton and  

McCalman 2008); it was  CAS funding th a t  m ade  HWC se em  possible and  the  availability of  capital 

funding m a d e  it an at tract ive proposi t ion to all concerned.  The availability of  CAS funding m ade  

HWC d e ve lo pm ent  a feasible proposi t ion (Kotter 1996, Armenakis and Harris 2009), a m e a n s  to 

an end.  The ev idence  from Mo un t  Bolus best  i l lustrates t h e  project  m o m e n t u m  derived from 

being able to  build th e  physical p remises  from which p lanned  services are to be delivered even in 

th e  abs en ce  of  surety ab o u t  wh at  would ha ppen  next. The availability of  sites on which to  build 

gave th e  FOLD and St. Bricin's projects a similar boos t  and m a d e  proposed  plans m ore  appea ling 

a t  the  beginning s tage  th an  they  would have be en  otherwise .
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The da ta  in Section 4 shows the  influence of  contextua l variables on the  introduct ion of  a new 

service in t he  public sec tor  including political, economic  and historical factors th a t  c r ea te  the  

cl imate for  service d eve lo pm ent  (Jick 199 in Met re  2009,  Nadler  1998, Fernandez and Rainey 

2006,  Dopson e t  al 2008). Political priorities dic ta ted t h a t  t h e  supply of  social housing be 

increased and the  local author ity champions  in Dublin were  able to  capitalise on  th a t  to suppor t  

t h e  FOLD schem es  a l though HWC was outs ide  th e  normal  scope  of  the ir  business.  Health board 

cham pi ons  likewise w e re  helped by th e  fact th a t  t h e  FOLD sch em es  would solve a political 

p rob lem in Dublin. The shared  history of  inter-agency working b e tw een  th e  local authori t i es  in 

Dublin and  th e  NAHB crea ted  the  t rus t  necessary to  advance  plans for th e  FOLD schem es  

(Cameron  e t  al 2001). Health Board s t ructures prior to th e  formation  of  th e  HSE m ade  it easier  to 

progress ideas conceived a t  local level, and  national  economic  prosperi ty m ade  th e  likelihood of  

public sec tor  service d e ve lo pm en t  in general  g rea te r .  Above all, the  data in Section 4 underscores  

t h e  imp or tance  of t iming and luck to  any proposed  service initiative (Pasmore 2011).

The findings in this chapt e r  help to explain what  m a d e  the  case s tudy sch em es  possible. The 

c o m m o n  den omi na to rs  were  t h e  availability of CAS funding and  champions  w ho drove  the  

projects.  But the  da ta  sugges ts  th a t  th e se  factors we re  in tu rn  influenced by a n u m b e r  of  o th e r  

factors and concern a b o u t  th e  u n m e t  ne eds  of  people  with d em en t ia  was  only a minor  factor.  

Ultimately it was  the  combina tion  of  t he se  factors t h a t  c r ea ted  a positive envi r onm en t  for  the  

int roduct ion of HWC and not  any single one.  In spite of  th e  optimistic no te  on which the  case 

s tudy  initiatives got  thei r  start ,  the  da ta  in t h e  next  cha p te r  suggests  th a t  t h e  champions  faced 

m any  ser ious challenges when  they  tried to imple ment  service plans.
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Chapter 5 What were the barriers to service implementation?

The previous chapter outlined the com bination o f factors that w ere critical to the developm ent of 

the case study schemes including the central involvem ent o f individual champions who believed  

that the new  schemes would address identified problems fo r older people and their own  

agencies, the capital funding opportunity provided by the CAS scheme and other internal and 

external factors that created a positive environm ent for service developm ent at the tim e. But 

Pasmore (2011) cautions that 'No m atte r how clear the need for change and how well fram ed, 

issues in im plem entation are certain to arise' and the findings from  the case studies confirm that 

the im plem entation o f the case study initiatives was indeed extrem ely challenging.

The data in this chapter shows that from  the perspective o f study participants, the challenges 

involved in the im plem entation of the case study schemes w ere not prim arily related to the fact 

that planned services w ere targeted at people w ith  dem entia but rather w ere related to m ore  

basic issues around the introduction o f a new service model for the long term  care o f older people 

as a group.

For the FOLD schemes, O'Connell Court and M o u nt Bolus, the serious complications arose a fter 

they w ere built. In the case o f St. Bricin's, which never progressed beyond the planning stage, the 

problems became apparent before building was to begin and w ere never resolved. In spite o f 

differences in the way in which the five case study schemes developed and differences in 

outcom es, clear them es em erged across the case studies. The challenges encountered by 

participants from  one case study resonated w ith the challenges experienced by the others.

The findings in this chapter are grouped around them es th a t em erged from  the data analysis. The 

first broad them e concerns the resistance that developed to the introduction o f the HWC model 

itself and the factors that contributed to it, and these are discussed in Section 1. The second 

broad them e relates to the barriers created by the lack of 'fit' betw een HWC and existing health  

and housing systems and structures which neither enabled nor supported service operations 

(N adler 1998). These are discussed in Section 2. A final them e concerns the difficulties associated 

with inter-agency service developm ent caused by the d ifferent priorities and expectations of 

partner agencies, and this is the focus of discussion in Section 3.
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Section 1 Resistance to the HWC model

This section presents the findings regarding the resistance to the case study schemes as 

experienced by study participants. Eighteen participants from both the HSE and the voluntary 

housing associations involved in the FOLD, O'Connell Court and M ount Bolus case study scheme 

initiatives spoke o f the resistance o f health professionals. This resistance was mainly reflected in 

both the ir reluctance to make referrals to the new HWC schemes and also in reluctance to 

provide services to HWC residents. The findings suggest tha t many factors contributed to this 

resistance and they are outlined below.

1.1 Confusion and lack o f awareness about housing with care

A FOLD manager observed tha t during the commissioning stage o f Cherryfields it became

'...glaringly obvious that the HWC model was unknown in Ireland' (F2). Even among those who

were directly involved in the case study initiatives, only a m inority were fam iliar w ith the concept

o f HWC before they became involved and in most cases any knowledge they had was acquired

from  previous work experience outside o f Ireland (HSE5, HSE6, HSE7, HSEll, HSE04). Apart from

this relatively small circle o f stakeholders, few people had ever heard o f HWC and fewer still

understood its implications. This lack o f understanding led to confusion that made it d ifficu lt to

attract appropriate referrals. The FOLD schemes were sometimes confused w ith conventional

sheltered housing schemes when they opened.

[H S E l] And because rem em b er w e  have a long history o f sheltered  

housing w ith  a care taker b it, particu larly in Dublin, and it was just 

seen as a housing service. And those perceptions are still th e re ...

[HSE8] I th ink th ere  was less agreem ent from  m aybe som e o f the  

nurses them selves w hen  w e  developed  it fu rth er. They w e re  quite  

happy to  re fer som ebody to  it but they  saw it still as the  old Dublin  

City Council m odel o f sheltered  housing and d id n 't really understand  

th a t w e  w e re  seeing it as a m uch m ore supportive level o f housing.

One HSE participant recalled that some local councilors thought that the new FOLD units could be 

used as hostels fo r unruly tenants (HSE12).

[HSE12] [There w ere ]... a n um ber o f councilors w ho  also saw [the  FOLD schemes] 

as a 'catch-all' in term s o f anybody w ho was d ifficu lt in th e ir area. The ones th a t  

used to  re fe r on w e re  people  w ho w ere  in sheltered  housing w ith  alcohol problem s  

and w e re  noisy and causing problem s and th e y  w an ted  them  referred ...

Such misconceptions about the nature o f services and where they f it  into the w ider scheme of

social housing caused some problems fo r the champions, but greater problems resulted from the
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tendency of many people to assume that the case study schemes were the same as nursing 

homes not least because, to the uninitiated, they look like nursing homes.

[F3] And I th ink  people thought, [w e w ere ] tre a te d  just th e  sam e as if w e  

w e re  a nursing hom e...Yes, it took people aw hile  to  understand th a t w e  w e re n 't  

a nursing m odel and they d id n 't understand w h a t th e  concept o f housing w ith  

care was. And the  hospitals d id n 't understand.

[HSEIO] ...the v iew  o f the  GPs in the  area was th a t FOLD was an institu tion;

The GP th a t [eventually] took on FOLD as a caseload had been w orking  w ith  

a no ther nursing hom e and was very fam iliar w ith  th e  nursing hom e m odel 

and fe lt/assu m ed  th a t th e re  w ould  be very little  d ifference [be tw een  FOLD 

and a nursing hom e].

This confusion about the nature and extent of services was not exclusive to the FOLD initiatives; 

one O'Connell Court participant recalls being asked regularly by health board officers, 'Are you 

fish or fowl? Are you a nursing home or are you not a nursing home?' (OCl). An HSE stakeholder 

spoke of personal confusion about the type of services to be delivered in Mount Bolus.

[M B 2] In m y discussions w ith  th e  group, w hich  w e re  very straight 

and very honest, I w ould  have m entioned  th a t from  my perspective, 

it was caught som ew here  b e tw een  (in term s o f the  physical structure) 

a nursing hom e and a nursing hom e [In o th er w ords. M o u n t Bolus looked  

like nothing o th er than a nursing hom e]. I th ink  th e re  was a lack o f clarity  

around definitions.

According to six FOLD participants, even three to four years after Cherryfields and Anam Cara 

opened, the HWC service model was still not understood by many people in the local HSE areas 

who either continued to make inappropriate referrals or made no referrals at all (F2, F4, F5, HSE3, 

HSEll, HSE12). A FOLD manager initiated meetings with hospital discharge teams in 2009 with a 

view to educating staff about the nature and capacity of services in Cherryfields because of the 

obvious confusion that still existed (F5). Other FOLD managers recalled having undertaken similar 

exercises shortly after Cherryfields opened in 2006 and at intervals after that for the same reason 

(F2, F3). The findings show that it was a big challenge to keep others informed about the nature 

and scope of FOLD services. The development of mutual understanding was made more difficult 

by the shortage of nursing home beds in North Dublin at the time and the pressure hospitals were 

under to effect discharges; it became necessary to constantly re-iterate what the FOLD schemes 

could and could not do (F2, F5, HSE12).

More surprising perhaps than the confusion about the nature and scope of FOLD services is the 

total ignorance on the part of some health professionals working in the same HSE area about 

fold 's existence even years after the two schemes opened. A local HSE manager recalled that up
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to  the  end o f 2010 there w ere still com m unity nurses who w ere com pletely unaw are o f the  

existence o f Anam Cara, although it had been open for 4 years.

[HSE3] One thing that struck me, I sent around information, time and 

time again to our PHNs but I would have fielded calls on many occasions 

years after Anam Cara opened, saying I have this little lady who was wandering 
and she's not bad enough to go into a nursing home; what do I do with her?
And I would say, have you considered FOLD and the response would be 

what's FOLD? ...I would have thought that over time [the message would have 
gotten through that] we have these services available. But there seems to be 

a big gap. I don't know how many times I had that same conversation.

In the  context o f the dearth o f dem entia specific services generally in the HSE, it seems quite  

extraordinary that the availability of the new dedicated services for people w ith  dem entia in the  

FOLD schemes rem ained unknown to many health professionals. 

In spite of the belief on the part o f FOLD and HSE managers th a t they had done all that they could 

to  disseminate inform ation about the new HWC services, five participants fe lt that m ore could 

have done to explain HWC services to o ther health professionals before the FOLD schemes 

opened (F5, HSE4, HSE5, HSE6, HSE7).

[HSE4] So maybe FOLD could have done some more around, 
well we're going to do this and this is how we're going to do it 
and what it's gonna look like.

[F5] Really what should have happened was, somebody should 
have gone into Connolly Hospital, sat down with the hospital, sat down 
with the social workers, with the people in the community and said, this 
is what we are and this is what we do. And it might have helped.

It was suggested that if there had been w ider consultation in the early planning stages w ith  those 

affected by the new service developm ents, there would have been less confusion about it and 

perhaps m ore im portantly, less resistance to it.

[HSE5] A lot more public consultation initiative not just within 

community care, the whole hospital, GP agenda... I think if they 

had gone... first and explained what they do and what they are about, 
instead of after the event, I think we would have avoided a lot of 
problems. A lot of education to the hospitals... to all wards to 

give them an understanding... around what it is we are about.

Although a large num ber o f NAHB managers and some health service providers w ere involved in 

planning the FOLD schemes, some im portant groups such as hospital discharge team s w ere
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believed to have been left out during the planning stages and this was seen as a cause o f later 

problems.

[HSE7] I th ink the th ing is actually about having the involvement 

o f all parties when you're developing a new model... tha t's  what's 

happening now but It d idn 't happen in the planning stages.

It is interesting to note that in the case o f the FOLD schemes, HSE managers in Dublin had little  

trouble accepting the concept of HWC .

[F l]The ones at [senior management] level understood but the ir 

[service] managers and the sta ff under them d idn 't fu lly  understand...

It took awhile fo r the comm unity, I suppose the hospitals, the PHN 

team and families as well to  understand the concept o f [HWC] w ith 

no nurses on site.

HSE senior managers had been closely involved w ith  the FOLD developments from the earliest 

planning stages; they had the opportun ity to see the HWC model in operation and were 

committed to implementing it in contrast to HSE managers in Cork or the Midlands who were not 

as involved in during the planning stages (MB2, OCl).

1.2 Challenge to the status quo

Ignorance and confusion about the HWC model was a barrier to the implementation o f the case 

study schemes but a greater barrier was the resistance that developed against it because it 

challenged people's ideas about what older people need and the way that the ir needs should be 

met. The problem for health professionals was always that the HWC schemes were not nurse 

managed and there were no nurses on site^^. In the words o f an O'Connell Court participant, 

HWC 'pushed people to th ink outside the box [and] Quite a lot o f people don 't want to do tha t' 

(HSE05). Others observed similarly

[HSE2] There was a lo t o f resistance to  it...The absolute critical 

difference is that it wasn't a medical model, a nursing home 

model... Traditionally all our dementia care in Ireland was located 

in long term  residential care, public and private, which is very

much shaped and driven and populated by nursing and medical 

practice. So this was a move away from tha t in to a d iffe ren t model 

o f care...[and it] met w ith much skepticism.

[F I] ...one o f biggest hurdles has been the acceptance by the medical

O'Connell Court employs team leaders who have a nursing background but they are not employed as 
nurses and are not identified as nurse managers, and the unit manager is not a nurse. Mount Bolus did 
not employ nursing staff and there are no nurses directly employed by FOLD in either Cherryfields or 
Anam Cara.
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sector (the medical and nursing professions) that HWC can work and 

you don't need a nurse to look after someone. That was a huge thing...

[F2] Other health care professionals would steadfastly say, '...yeah, yeah 

that's all fine, but where are your nurses? The challenge was how to 

change a mindset that doesn't want to change...There were some quite 
resistant health professionals.

An HSE senior officer observed that the resistance that developed was based on ageist attitudes  

and expectations about w hat older people need which he contrasted w ith expectations regarding 

the care o f children.

[HSEljAnd the perception is that older people are frail and therefore 
they need nursing home. We have a manager who came out of child 
care and he said, why are we building institutions for older people when 

we have tried to dismantle them in child care? The argument across the 
table was that well, these people are old and frail, while a child may 
improve, these people won't. Society thinks like that as well and the 

community thinks like that as well.

A nother HSE officer concluded that 'W e expect less for older people than for ourselves' (M B l) to  

explain the prevailing assumption in Ireland that older people whose needs could not be m et at 

hom e required nursing hom e care. Some of the resistance that developed against the  

introduction o f the case study scheme services did so because HWC challenged that assumption.

1.3 Perceived health and safety risks associated with HWC

Several participants observed that the absence o f nurses contributed to a lack o f confidence in a 

model which depended on care assistants rather than nurses to deliver support and care (HSEl, 

HSE2, HSE4, HSE5,0C1).

[HSEl] ...our own professionals who felt that there was high end care 

being delivered by care staff and there were huge vulnerabilities 
...how can you have a care assistant looking after very vulnerable older 
people... there's a block about it because it's almost non-professionalised.

[HSE 8] It was a lack of trust in it was the basic thing... And the Geriatricians 

were fully up for it but didn't want to refer either. What they were referring 
was the well elderly as such. They felt they [FOLD] really wouldn't be able 

to manage someone who required high nursing care - maybe high nursing 

care isn't the right term... They erred on the cautious side.

This lack o f confidence led m any people in the health sector to  the conclusion that the HWC  

model posed risks to residents (F2, MB4, HSEl, HSE2, HSE9, H S E ll).

[HSEl] I suppose our own professionals had to be worked with in 
order to support the service. The whole risk-taking element, the
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risk taking piece was something they certainly w eren 't very happy with.'

[HSE9] Lots o f people w o u ld n 't believe it w ou ld  w ork. M ostly  professionals, 
nursing and medical people w ho  like trad ition , w ho  like surety  and w ould  

try  to  convince m e th a t I needed  12 nurses on duty  night and day, and I 

w ould  say, no. 'They'd  be all killed in th e ir beds' and I'd say oh no, this is 

th e ir hom e.

The belief tha t older people w/ould not be safe unless there was round the clock nursing was 

strong.

The HWC model prioritises residents' independence, and as one O'Connell Court stakeholder 

observed, 'w ith  independence comes risk' (HSE02). An HSE manager referred to a nursing 

colleague and her perceptions about the level o f risk associated w ith the FOLD model.

[HSE3]...she's the  m edical m odel and one o f her criticisms o f the  m odel 
w ould  be th a t there 's  an a llow ance [for risk]. That's  there . T here  has to  

be readiness to  a llow  th a t this is a hom e fro m  hom e m odel and w ith in  that, 

th e re  is going to  be risk...the m edical m odel th a t w ants to  just p ro tec t people  

in a nice way.

While the model itself raised concerns about risks to residents, the fact that HWC was not subject 

to  the same standards or regulations as nursing homes exacerbated these concerns according to 

six HSE participants from the FOLD, O'Connell Court and M ount Bolus case study schemes. HWC 

schemes were not inspected by the health boards prior to the establishment o f the Health 

Information Quality Authority (HIQA) and they remained outside the HIQA regulatory system at 

the tim e o f writing. Several people spoke of the unease this caused among health professionals 

and health service managers (HSEl, HSE5, HSE 10, MB2, HSE03, HSE07).

[HSEIO] ...particularly am ongst som e o f th e  professionals, [inspection w ould] 

increase th e ir com fort in dealing w ith  the  m odel. That they  w ould  fee l tha t, 

oh w ell, it does fit in to  som e inspection process. It is regulated  and I'm  m ore  

com fortab le  re ferring  my clients to  it. The fac t th a t it doesn 't fall under an 

inspection process is possibly a barrier for som e people.

The implication was that regulation would guarantee a level o f certainty around the safety of 

residents. The absence o f regulation made some health professionals reluctant to make referrals 

because o f the perceived risks to residents in the HWC schemes.

1.4 Risk o f a second move

The data suggests that some of the resistance to the HWC model that developed resulted from 

the belief that residents would have to move again as their dependency levels increased, in other 

words they would not be able to 'age in place' in the case study schemes. According to  tw o HSE 

managers, it was a barrier to getting support fo r the FOLD HWC initiatives (HSEl, HSE12).

[HSE12] This is w h a t th e  m edical people w ould  say, w ell people
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with dementia come into FOLD and then in a year's tim e they have 

to go somewhere else... But people couldn't see past that maybe you'd 

have a good few  years in FOLD and then when you became really ill... 

they didn't see was it worth it.

One such critic believed that it would be better to send an older person directly into a nursing 

home than to refer them to HWC if there was a chance they would have to move again (HSEll).

[H S E ll] I still have huge problems with the fact that, if people do 

become very physically dependent, there's an expectation that they 

would move on. Because it is very traumatic for them  to move again.

The findings suggest that fo r some health service stakeholders and fo r families, the possibility that 

a person might have to move out of HWC as the ir dependency increases made them reluctant to 

refer people to HWC services. For all o f its faults, nursing home care did provide the security of 

knowing that residents would not have to move again.

1.5  Practical implications fo r  health professionals

Resistance developed against HWC because it was a new and unfamiliar service and perceived by 

many health professionals to  be inappropriate as well as risky. But it also developed because o f 

the perceived practical implications o f the HWC model fo r those expected to provide services to 

the new schemes including: community nurses (PHNs), therapists, consultant physicians and GPs 

in the 'patch' where the schemes were situated. According to  a number of HSE and housing 

association study participants, PHNs were among the most vocal in their opposition to HWC 

(HSEl, HSE2, HSE3, HSE5, HSE12, HSE03, F2,MB4, OCl) and the ir views were especially im portant 

because of the critical role they were expected to play in both monitoring health and delivering 

nursing services to HWC residents.

According to two HSE participants, HWC services were viewed as unwelcome competitors fo r 

already scarce health board funding (HSE9, HSE12). One spoke o f a consultant doctor who 

challenged the new FOLD developments in the belief that they would 'underm ine traditions and 

hurt [existing] services' (HSE9). The other observed that

[HSE12]...it was so stressful at the tim e because you had so many 

people telling you w hat was wrong, you know. ...I'd say people had 

their own agenda, they wanted new in-patient units built and things 

like that, you know, and they saw the money going into this and 

they said, well that's no use.

But fear about the diversion o f funding away from  other projects was a m inor consideration 

compared to more widespread concerns o f nurses in particular about the practical implications of
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HWC fo r their w ork practice. The delivery of services to HWC residents represented a departure  

from  the  normal routines o f com m unity health professionals whose w ork up to  then was 

delivered in people's homes or in health service clinics. An HSE m anager noted the shift in 

thinking which would be required in order for nurses to agree to take on the role o f delivering  

nursing services to HWC residents.

[HSE03]: If you had significant nursing needs, care needs, and you  

w e re  living [in O 'Connell Court] then  nurses w ho  w e re  try ing  to  

provide support in term s o f PHN services w ou ld  have said, w ell I'm  

prim arily  looking a fte r people living in th e ir ow n hom es. Som ebody  

w ho's living in an ins titu tio n ...there  needed to  be a shift.

Apart from  GPs, com m unity health professionals, including nurses and therapists had never 

previously worked in congregate care settings.

[HSE3)...You can ta lk  all you w a n t about Prim ary Care b u t there 's  a 

problem  th ere  because [com m unity  services staff] have never gone  

into nursing hom es and they  consider th a t it's like a nursing hom e.

According to a small num ber o f FOLD participants, there was confusion among the com m unity  

nurses in particular about w hat exactly would be expected o f them ; they w ere uneasy about the ir 

role and responsibilities vis a vis residents who w ere grouped together in large units (HSE5,

HSEIO, F5).

[HSE5] The PH N s...d idn't understand the  concept. They w e re  going  

in and they  fe lt it needed an appo in ted  nurse to  go in every day, to  

do the  rounds... It com es up and w e have to  revert back to  w h a t w e 're  

about. And th a t is delivering clinical nursing care as w e  w ou ld  do to  

any o th er person in th e  com m unity  setting.

Com m unity nurses found it hard to  reconcile the idea of delivering home care in a residential care 

setting and it took a considerable period of tim e to negotiate term s o f reference fo r them  (H SEl, 

HSE5, HSE12, O C l).

A small group o f participants believed that concern about personal accountability was another 

issue that contributed to the resistance to HWC. Lack o f faith  in a non-nursing m odel led to fears

on the part of some PHNs in particular that if they did get involved in providing a service to

residents and something w en t wrong, they would be held responsible (HSE6, HSE8, HSEl, HSE03, 

M B4).

[HSE6] ...There w e re  all the  usual fears about e ffectively  a new  

nursing hom e In th e  area, w hen  things w e n t w rong w ho 's  going  

to  [take responsibility]

It was safer to facilitate nursing hom e admissions which absolved the PHNs of fu rther 

responsibility fo r patient care (M B4).
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A very practical issue fo r PHNs that em erged from  the FOLD, O'Connell Court and M o u nt Bolus 

case studies was the fear that engaging w ith the HWC schemes would increase caseloads to  

unm anageable proportions (HSE5, HSE03, O C l, M B4). They expected th a t they would have to  

deliver nursing services to every resident in a scheme and that residents would require around  

the clock nursing. These fears w ere related to the fact th a t residents w ere congregated together 

in large num bers and also to the expectation that every resident would be as heavily dependent 

as nursing hom e residents.

[HSE03] It's a bit o f an issue; it always caused tension, because people w ill then  fall 

back on saying, w ell I can 't be going in th e re  providing a 24 hour nursing service.

[O C l]: The PHN fo r O 'Connell Court, I can understand at th e  tim e  said, 'I am  not taking  

on 69  n ew  clients in this area. This is m y area; you just parachuted  in and... I'm  telling  

my S uperin tend en t th a t I can't'.

[M B 4] There  was a real fea r and a real sense am ong th e  senior public health  nursing 

people  in this area th a t, they  have enough on th e ir p la te ... It was like w e  have to  mind  

our brief.

These concerns about caseloads w ere placed in the context o f the general under-resourcing of 

com m unity services by one senior HSE manager who observed that

[H SE05] C om m unity  services are not resourced to  provide services to  

she lte red  housing. T here  was a fea r th a t th e  level o f com m unity  supports  

th a t w ou ld  be required  will be in excess o f w h a t the  HSE can deliver on. ...some 

o f those team s really are terrib ly  overstretched and u nder resourced...

Finally, several study participants believed that PHN resistance was also related to the th rea t that 

HWC posed to the ir status and position as nurses (HSEl, HSE2, HSE03, HSE05, O C l, F2, M B l) .  

HWC is predicated on the assumption that the role o f PHNs is critical but secondary to th a t o f unit 

care managers and care staff in the day to day; it was suggested that this threatened nurses' 

customary position in Irish health services for older people. Participants noted that Irish nurses 

w ere used to being in control o f patient care and th a t in this respect, they w ere d ifferent from  

the ir counterparts in o ther jurisdictions, including N orthern Ireland (HSEl, HSE2, HSE03, HSE05, 

O C l, F2, M B l) .

[HSE2] I th ink th e re  w ou ld  have been a lot o f resistance to  [H W C ]...W ell, I'd put 

It dow n to  th e  fact th a t th e  nursing profession is very strong in Ireland...

[H S E l] The nursing fra te rn ity  are the  ones th a t are m ost engaged [in p atien t care] 

on a 1-1  basis...They have even becom e m ore  professionalised in th e ir  

approach because th e y  are now  em bedded  in a nursing fra te rn ity  o f care and  

all th e  rest. And w h at th e y  hold on to ... T here  is a trad itio n  in nursing o f control
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in this country, o f sort o f taking control o f th e  overall care o f the  patien t. ...it's  

a huge challenge and do not u nd erestim ate  it fro m  th a t respect.

Two HSE managers gave examples o f nurses' reluctance to relinquish authority over patient care. 

One cited the strong resistance from nurses that emerged when it was proposed tha t they would 

no longer be responsible fo r home help and personal care services around the country (HSEl).

The other recalled PHN resistance that had developed against a proposal to situate a meals 

service fo r older people in a local pub to illustrate the point tha t nurses took a traditional 

institutional approach to services fo r older people (M B l).

A small number o f study participants associated PHN resistance to HWC w ith nursing education 

and training (M B l, HSE05, OCl). One participant suggested that nurses are not accustomed to 

collaborating w ith other disciplines (HSE05) and tha t this presented problems for service 

initiatives like HWC that require interdisciplinary work and cross sector cooperation.

[HSE05] They d on 't seem  to have this sense th a t it w ou ld  be much b ette r  

to  p artn er up, to  collaborate m ore. That num erous people can con tribu te  

to  health  care as opposed to  just one w ay o f doing it.

It is interesting that despite concerns about personal accountability and the impact on the ir 

caseloads, several participants believed that PHNS would have liked greater involvement in 

managing and delivering services in the case study schemes (HSEl, HSE2, HSE05, OCl, M B l). They 

suggested that nurses were not happy that what they considered to be nursing roles were being 

usurped by others w ith no professional nursing background.

1 .6  GP resistance: Cherryfields

A problem specific to Cherryfields arose when the scheme opened and local GPs refused to 

provide the ir services to new residents adm itted from outside the Hartstown area.

[HSE 10] FOLD was initially taking from  q u ite  a large ca tch m en t area... 

so you 'd  have som eone com ing from  outside the  geographical area, 

m aybe from  Swords or M alah ide , w ho  had th e ir m edical services in 

Swords or M alah ide  and then  to  place th e m  w ith o u t a service in FOLD 

w ould  present a d ifficulty. So th e  GP issue was key to  placing people  

successfully...

This presented a very serious challenge because o f the critical importance o f being able to  access 

GP services for residents when needed (HSE8, HSE9, HSEIO, HSE12, FI, F2, F3). Cherryfields 

residents who came from the Hartstown area continued to have access to the ir own GPs but for 

all others, GP services had to be negotiated. A FOLD manager recalled the difficulties involved.

[F3]...lt was terrib le , it was a n ightm are ...The resident w ou ld  arrive at
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th e  door, w e 'd  ring the  GP and be to ld , I'm  not looking a fte r them ...

I rem em b er one tim e  ringing at least 26 doctors in the  Dublin 15 area  

and not one o f th e  doctors w ould  take  the  residents. ...if they  cam e  

from  outside th e  catchm ent area, w e  had to  assign th em  a new  doctor 

and th a t was so difficult.

A HSE m anager observed that GPs' refusal to provide a service was influenced by the '... 

perception that they would have to deal w ith high end cases like those traditionally w ithin  

custodial type long stay facilities' (HSEl) and in this way they w ere like th e ir colleagues from  the  

com m unity nursing service. According to some, a general shortage o f GPs in North Dublin at the  

tim e was also a factor (F2, HSE8, HSE13). H ow ever the m ajority o f those interview ed for the FOLD 

case studies believed that the main reason why residents in Cherryfields w ere unable to access GP 

services was that there  was no financial incentive fo r the GPs to take on new patients under the  

GMS paym ent system at the tim e.

[HSEIO] ...they  cou ldn 't get beyond th e  fact th a t th e re  was a nursing ra te  

[of paym ent] which was applicable fo r nursing hom es and th a t [they thought] 

should also be applicable to  FOLD Housing W ith  Care. And th a t was q u ite  a 

difficult issue which w asn 't resolved fo r a significant period o f tim e.

The enhanced paym ent that GPs received for nursing home residents did not apply to residents in 

Cherryfields because it was not a registered nursing hom e. This was the key source of GP 

resistance and according to participants from  FOLD and the HSE, it was one o f the biggest barriers 

to commissioning the FOLD scheme. The first residents moved into Cherryfields in June 2006 and 

it w asn't until N ovem ber/D ecem ber o f th a t year th a t access to GP services was fully organised 

(F3). In the interim , only a lim ited service was available from  the out-of-hours GP service and the  

situation was made worse by the fact that during this period, a num ber o f patients w ere adm itted  

directly from  acute hospitals and some of these w ere already quite vulnerable w hen they arrived  

(HSE5, HSE6). A FOLD manager spoke o f the repercussions.

[F3] The w orst thing was, w hen  D Doc cam e over to  visit th e  residents, 

because he d id n 't know  the  residents, and because D doc was only th e re  

to  give short courses fo r antibiotics or anything else, th e  first thing he 

w ould  say is 'Send th e m  into hospital.' So obviously our residents w ere  

going into hospital fo r m inor things th a t th e y  shouldn 't be going in for...

In the short term , staff in Cherryfields had to send residents to A&E to access basic medical 

assessment and trea tm en t services which they fe lt that residents should have been able to access 

from  the ir own GP. This imposed im m ediate unnecessary pressure on staff as well as traum a for 

the residents concerned (F I, F2, F3, HSE4, HSE5, HSE6, HSE7, HSEIO, HSE12) and it also had longer 

term  negative implications which are discussed in the next chapter.
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1.7  Psychiatric services

A n u m b e r  o f  s tu d y  pa r t i c ipan t s  ident i f ied p r o b le m s  a r o u n d  ac ce ss  to  psychia t r ic  se rvices  as 

a n o t h e r  bar r i e r  to  HWC im p l e m e n t a t i o n  (HSE8, H SE l l ,  HSE 12, N3, HSEOl).  W h e n  Cherryf ields  

o p e n e d ,  FOLD m a n a g e r s  w e r e  u n ab l e  t o  acce ss  psychia t r ic  se rvices  fo r  s o m e  re s id e n t s  with 

m e n ta l  h ea l th  p ro b l em s ,  including p e o p l e  wi th  d e m e n t i a ,  b e c a u s e  o f  t h e  w ay  t h a t  c a t c h m e n t  

a r e a s  w e r e  d r a w n  up  a n d  b e c a u s e  o f  p ro t oco l s  r ega rd in g  n e w  re fer ra l s  (HSE8). Res iden t s  w h o  

m o v e d  f r o m  a r e a s  which  w e r e  o u t s i d e  t h e  c a t c h m e n t  a r ea ,  ev e n  r e s id e n t s  w h o  had  previously 

b e e n  receiving a psychiat r ic  se rvice in t h e  a r e a  w h e r e  t h e y  lived, w e r e  t r e a t e d  as  ' n e w '  pa t i en t s  

on  adm iss ion  to  Cherryfields,  a n d  service  p ro toc o l s  d ic t a t ed  t h a t  n e w  pa t i e n t s  had  to  rout ine ly  

wa i t  for  six m o n t h s  in o r d e r  to  be  a c c e p t e d  for  t r e a t m e n t .  O n e  pa r t i c ip an t  b la m e d  t h e  p r o b le m s  

t h a t  a r o se  in Cherryf ields  on  FOLD'S lack of  planning,  sugg es t in g  t h a t  t h e r e  w a s  ' no o r gan i se d  

fol low up'  p l a n n e d  fo r  t h e s e  r e s id e n t s  b e f o r e  t h e y  w e r e  a d m i t t e d  (HSEl l ) .  But t w o  HSE 

m a n a g e r s  be l ieved  t h a t  t h e  six m o n t h  rule w a s  u n r e a s o n a b l e  a n d  ine qu i t a b le  (HSE8, HSE12). The 

p r o b le m  o f  c a t c h m e n t  a r e a s  in t h e  psychiat r ic  se rvices  w a s  n o t  u n iq u e  to  North  Dublin; a Cork 

par t i c ipan t  o b s e r v e d  t h a t  psychiat r is t s  w e r e  ' i n fa tu a te d  wi th  th i s  f l ipping c a t c h m e n t  a r e a  th ing'  

wh ich w a s  s e e n  to  se riously limit ac cess  to  se rvices  in c o n t r a s t  to  t h e  s i tua t ion  wi th  r e s p e c t  to  

ger ia t r ici an se rv ices  (HSEOl).  A n o t h e r  par t i c ipan t  t a lked  a b o u t  t h e  p r o b l e m s  t h a t  c a t c h m e n t  

a r e a s  c r e a te d  in t h e  Wes t .

[N3] It's terrible tha t  people that  live up the  road, because they 

don' t  live i n  can' t  access the  service. That has happened.

Q u e s t io n s  w e r e  raised by pa r t i c ipan t s  a b o u t  t h e  impl ica t ions  o f  str ict ly e n f o r c e d  c a t c h m e n t  a r e a s  

t h a t  m a d e  it difficult  for  HWC pro v ide r s  to  i m p l e m e n t  service  p lans  a n d  t h a t  i m p o s e d  h a rd sh i p  on  

re s iden ts .

1.8 Resistance from  o th er sources.

Apar t  f rom  t h e  r e s i s t an ce  o f  he a l th  p r o fe ss iona l s  including GPs as  ou t l i ned  ab ov e ,  r e s i s t an ce  to  

HWC f ro m  o t h e r  so u r ce s  w a s  ident i f ied in in t e rv iews  wi th  pa r t i c ip a n t s  f ro m  t h e  Cherryf ields,  

O'Connel l  C our t  a n d  St. Bricin's ca se  s tudies .

1.8.1 Residents and local councillors.

The d a t a  s h o w s  t h a t  r e s i s t an ce  f ro m  local r e s id e n t s  and local counci l lors  d e v e l o p e d  w h e n  t h e  

Cherryf ields  a n d  St. Bricin's HWC se rvice init iat ives w e r e  be i ng  p la n n e d  (LAI, LA2, LAB). According 

to  a local au t h or i ty  pa r t i c ipa n t  involved in t h e  d e v e l o p m e n t  o f  Cherryf ields ,  t h e  p r o b le m  a ro se
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because Cherryfields is situated in a private residential area and residents believed that the  

scheme would have negative implications for the neighbourhood.

[LAI] ...there were still objections from the local community 
about FOLD because they regarded it as social housing with 
the stigma attached... [One councillor] said, no they're social 
housing tenants, they're going to be walking around with disability 
in this community, they're going to create havoc in this community.
It was to overcome that type of perception.

Opposition to the developm ent o f Cherryfields proved to be short-lived and was resolved by 

meetings with residents and councilors (LA I) but the opposition th a t developed against St. Bricin's 

had far more serious consequences. The opposition to St. Bricin's focused on plans to incorporate  

the existing green space into the new scheme, and it caused serious delays in the planning 

permission process.

[SBl] ...the neighbours opposite it...they opposed it because we 
were taking away their open space. ...and then the councillors 
who had agreed to the proposal, changed sides and opposed the 
proposal. So we had to go through protracted planning appeals 
and eventually we got planning permission in 2008 for the scheme...

A Dublin City Council participant believed that as well as the loss o f green space, St. Bricin's 

residents shared the fears o f Cherryfields' neighbours that 'troublesom e' people m ight move into  

the  redeveloped scheme w ith negative consequences.

[LA 2] ...there were also a few difficult situations with the residents 
in the area who were concerned...that we were talking about significantly 
increasing the number of units and concern that maybe the City Council 
would change its mind and put troublesome people in. The fact that there 
were a number of significant security issues over the years, including the 

m urderof a man... brought that kind of air of distrust to it. They're the 
kind of dynamics that were at play there that made it more difficult.

Opposition to St. Bricin's was prolonged and the length o f tim e that it took to resolve it caused 

alm ost a tw o year delay in the planning process which contributed significantly to  bringing 

developm ent plans to a standstill (SBl, LA2). 

1.8.2 Resistance from  nursing home sector 

Further resistance to  O'Connell Court em anated from  the private nursing hom e sector in the early 

1990's. This resistance took the form  of a form al objection being raised in the  Dail.

[OCl] ...with the emergence of the nursing homes there would have 
been an argument from the private nursing homes against O'Connell 

Court, complaints would have been made to the Dail and to politicians 
that we were taking their business from them.
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It was  sugges ted  t h a t  private nursing h om es  saw this HWC sc hem e as an unwelcome compe t i t o r  

for  business.  There  w as  no o t h e r  evidence in t h e  findings of  concern by the  private nursing hom e  

sec tor  a b o u t  HWC de ve lop me nt .

Section 2: Structures and systems

Section 1 focused  on th e  chal lenges associated with the  HWC model  itself t h a t  p re sen te d  

especially a t  th e  imp leme nta t io n  stage.  HWC was  unfamiliar and it chal lenged accepted  cultural 

no rm s  and expec ta t ions  in Ireland abo ut  the  long te rm  care of  vulnerable  older  people.  In this 

context ,  it is no t  surprising t h a t  it also did no t  fit into any of  the  existing formal s t ruc tures  and 

sys tems  t h a t  w e re  organised to  s uppor t  the  delivery of long te rm  care services in Ireland, and this 

is the  focus of  discussion in Section 2. This lack of  'fit' (Nadler 1998) led to  a n u m b e r  of  immedia te  

practical p roblems for s takeholders  th a t  had to  be conf ronted  once th e  case study sc heme s  

reached  im ple me nta t io n  stage.

Kotter warns  t h a t  an  organisa t ion 's  systems  and s t ructures can unde rmine  a change  vision and 

refers to ' s t rong st ructural  silos'  th a t  can s tand in the way of  it implementa t ion  (1996:101-115).  

The mos t  d ramat ic  example  of  st ructural  silos th a t  e m erge d  f rom th e  findings was  the  huge 

barrier  c r ea ted  by existing funding s t ruc tures  and sys tems  in t he  heal th services th a t  m a d e  it 

ext remely difficult for  s takeholders  to  source  revenue  funding for th e  case study schemes .

2.1 Revenue funding

The last cha p te r  sh o w e d  how CAS funding ac ted  as a major catalyst for  HWC deve lop ment ,  but  

t h e  ev idence  in this sect ion suggests  th a t  (with t he  except  o f  St. Bricin's) much less a t ten t io n  was 

paid by the  champion s  during th e  early planning s tages to  th e  critical issue of  the  on-going 

resources  n e e d e d  to o p e r a te  th e  case study sc he m es  once  th ey  were  built. The ev idence from 

interviews with key stakeholders  shows th a t  it took t ime and  energy and ingenuity in so me  cases 

to  source a d e q u a t e  funding to  o p e r a t e  th e  case s tudy schem es  and t h a t  this p roblem was  never  

completely resolved.  The findings f rom the  FOLD, O'Connell Court  and Mo un t  Bolus case studies 

sugges t  t h a t  th e  case s tudy  HWC sch em es  w e re  poorly resourced  from the  s ta rt  (OCl, MB3, MB4, 

HSE3, HSE8, HSEIO, HSE12). Part icipants described the  'd isconnec t '  b e tw e e n  th e  housing and 

hea lth funding sys tems  th a t  on  th e  one  hand facilitated building of  th e  case study sc hem es  but  on 

t h e  o the r  provided no s t ra ight forward way to  fund thei r  on-going opera t ion (HSE03, HSEl, N4, 

SBl). Capital funding f rom th e  social housing budget  could be  accessed  for the  building of  HWC 

sc h em es  but  revenue  funding was  much m ore  difficult to source.  The m odes t  HSE budget  for 

she l te red  housing c r ea ted  in 2005  (see pp 30-31) w hen  divided up b e tw een  th e  four  heal th board
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regions would only cover a miniscule proportion o f revenue costs (N4) and other funding sources 

had to  be identified.

The champions had to  be creative and work around a system that did not form ally acknowledge 

HWC as a legitimate long term care alternative. One M ount Bolus participant suggested that the 

middle ground occupied by HWC made it d ifficu lt to  access funding (MB2).

[MB2] ...we would have developed a Home Care Package initiative, 

re-engineered our Home Help services in an effort to keep people 

at home. That's at one end of it. At the other you have Fair Deal, and 

the access to long term  care it has opened up. M y view is, and I've 

reflected this, is that they're caught in the middle. It doesn't fit into 

Fair Deal. [You can get] revenue funding through subvention system 

for nursing homes but not for this.

How then was revenue funding accessed to operate the case study schemes? As suggested 

above, the circumstances and variables w ith respect to the case study schemes were d ifferent 

and so also was the way in which key stakeholders addressed the problem of revenue funding.

For this reason, the responses to lack o f revenue funding in each o f the case study schemes are 

discussed separately in the follow ing sub-sections starting w ith  O'Connell Court which was 

developed first.

2.1.1 O'Connell Court

There was no health board involvement in the original development o f O'Connell Court scheme in 

the late 1980's and no health board com m itm ent to fund services prior to its opening.

[OC] I know that other services, some around longer than here, 

they refused to open services until they had funding from the HSE.

That was the mistake I would have made. W e provided services 

and ended up fighting for funding afterwards...

Participants from O'Connell Court spoke o f the continuous battle to find the money to fund 

services from the start. The expectation was that they would eventually source revenue funding 

mainly from the health board, but participants spoke of promises made by both the health board 

and the local authority that did not translate into funding fo r some years and o f the ir inability to 

meet service objectives due to lack o f resources (OCl, 0C2).

[O Cl] I had no revenue funding for the first three years...Through 

an overdraft, fundraising and not paying the Revenue Commissioners 

we paid for the services ourselves. For the first three to  four years, 

there was no funding coming from the health board. Now it started out 

with 10,000 from 1989 but for the first 3 years they would have pleaded 

inability to pay and so did the City Council. ...we eventually threatened  

to sue.

134



Delays in statutory funding w ere put down to the poor state o f the Irish economy in the late 

1980's and resultant public sector cutbacks (O C l). Revenue costs w ere  covered w ith great 

difficulty and promised funding only became available a fte r the housing organisation took legal 

action in 1992 /93  (O C l). Revenue funding was eventually secured from  the health board in the  

form  of a Section 65 grant and subsequently from  Cork City Council a fte r it was discovered that 

another voluntary organisation was receiving a Homeless Allowance on behalf o f its residents.

[OCl] ...I made up my mind, I'm not letting City Hall off. It took...constant, 

constant, constant barragement of meetings, coaxing, persuading, getting 

people on site. They gave me the bed nights for 25 of my units; we have a 

lot more but that's what we agreed on... You can have all the aspirations 

you w ant but unless you have the basic funding. But w e've had to fight hard 

to get our funding.

W ith  the Homeless Allowance came a Section 15 grant from  the health board. 'W hen you get bed 

nights from  the City Council, the HSE Adult Homeless Section gives you m oney towards the care 

services you are providing' (O C l). Benefits in kind from  the Com m unity W elfare  Officers, private  

donations, the use o f FAS schemes and volunteer labour helped to reduce the bank overdraft that 

was a constant feature  in O'Connell Court (O C l, HSE06). Study participants observed that 

revenue funding problem s w ere never resolved and the im plications for service sustainability are 

discussed in the next chapter.

2 .1 .2  The FOLD schemes

A critical d ifference betw een the FOLD scheme initiatives and the o ther case study schemes is 

that the burden o f responsibility for sourcing revenue funding fo r the FOLD schemes fell to the  

NAHB; in the th ree o ther cases, the voluntary housing associations had to assume most of the  

responsibility. The NAHB had made a com m itm ent in writing in the Service Level Agreem ent (SLA) 

w ith FOLD to fund care costs up to a maximum am ount and th a t paym ent would be made on the  

basis o f the num ber o f beds that w ere occupied (FOLD 2006). Additional revenue was to be 

generated by FOLD from  the rent paid by residents to cover accom m odation costs.

W hen Cherryfieids opened, it became obvious that the recruitm ent o f suitable candidates would  

be difficult and this posed an im m ediate problem for FOLD w ho had already employed managers 

and staff who had to be paid before the unit even opened, regardless o f the num ber o f residents 

in situ (F I, F2). Linder the SLA w ith the health board, revenue funding w ith which to operate  

Cherryfieids was to be paid on a per capita basis only when residents w ere adm itted . The site for 

Cherryfieids had been chosen because the NAHB already ow ned it but it was situated in 

Hartstow n, an area w ith  a predom inantly young population, and there  w ere few  people on the
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Fingal County Council housing list from  which to draw  prospective residents (LA I, HSE8, HSEIO, 

H S E ll).

[HSE8] And one aspect was th a t th e re  w asn 't a captive [housing] w aiting  list 

in Fingal, because Fingal d on 't have a history o f sheltered  housing in the  first 

instance, so they  d id n 't know w h ere  they w e re  going to  d raw  them  fro m . But there  

always a slight concern about the  site, which effective ly  tu rned  out to  be a problem  

at the  end In re lation  to  custom er base.

This contrasted w ith the situation in Anam Cara located in Glasnevin, an area o f Dublin which had 

a large population of older people in local authority housing, including m any in sheltered housing, 

as well as a long waiting list fo r sheltered housing. It became obvious that o ther ways would have 

to  be found to fill beds in Cherryfields. Some flexibility was exercised by Fingal County Council 

w ho allowed people from  housing lists in adjacent counties to be considered for admission (LA I, 

F I, HSE9).

[LA I] But w e  could 'play at th e  m argins o f th e  percentages'; in o th er words  

if th e re  w ere  vacant units and th ere  w e re n 't enough people com ing through  

from  th e  local au th ority  list, you could qualify  them  as social tenants  so you could 

fill them .

For FOLD the priority was on filling beds, but even if suitable candidates could be found for 

admission to Cherryfields there was a problem because despite the form al com m itm ent made by 

the  NAHB in the Service Level Agreem ent to provide revenue funding, there  was no obvious 

source o f funding w ith  which to honour it when the tim e came (HSE3, HSE8. HSE9, HSE12). All 

NAHB funding was otherw ise com m itted and no distinct budget fo r the FOLD schemes had been 

established.

[HSE8] That's th e  p roblem ; it never really got In to  the  Service Plan.

That's w hy  w e  ran into  tro ub le  in the  end; ...w e had buildings but 

no w ay o f operating  th e  service.

A NAHB senior m anager was blamed for not ensuring that the FOLD schemes w ere included in the  

NAHB Service Plan which would have led to the creation o f a specific budget to  fund services 

(HSE3, HSE8, HSE12). W hat was or was not done to create a dedicated NAHB budget for the FOLD 

schemes is not known but the end result was th a t the FOLD schemes opened w ithout a budget to 

cover the cost o f operations. This posed an im m ediate problem for FOLD who had already hired 

managers and staff who had to be paid before the unit even opened, regardless o f the  num ber o f 

residents in situ (F I, F2). It was also a problem for the NAHB w ho had to find revenue funding  

from  o ther budgets in order to  m eet the ir com m itm ents in the SLA w ith  FOLD (HSE3, HSE8, 

HSEIO).
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In the absence of a dedicated budget for HWC revenue funding, NAHB senior managers saw an

opportunity to  fund revenue costs using Delayed Discharge Initiative (DDI) funding th a t had been

allocated to alleviate pressure on acute hospital beds in Dublin and Cork by facilitating the

discharge of older people (HSE8, HSE12, HSE13). The expectation (if not the direction) was that

DDI funding was to be used to pay the individual costs o f care in private nursing homes. The

decision was made by NAHB adm inistrators to divert a portion of the DDI funding they had

received to cover care costs in the FOLD schemes.

[HSE13] ...w e in tended  to  use th e  nursing hom e funding [DDI funding] to  apply  

to  this as w e ll...p eop le  thought it was only for nursing hom es. But w hen  w e  looked  

at it, w e  saw th a t it was fo r care o f th e  elderly  so w e  tho ug ht th a t by using d iffe ren t  

term inology, w e  could use som e o f th a t funding [for th e  FOLD schem es]...

DDI patients w ere adm itted to Cherryfields directly from  acute hospital and w ithout reference to 

the nurses and GPs who would be expected to provide these patients w ith services once they  

w ere adm itted; these people brought DDI funding w ith them  thus alleviating the revenue funding  

problem  for both the NAHB and FOLD. In addition, a smaller num ber o f people adm itted  from  

hospital to Cherryfields w ere funded using Home Care Package (HCP) funding which was just 

beginning to feature in com m unity care budgets (HSE8, HSE12). As was the case for DDI funding, 

older people occupying acute hospital beds w ere again prioritised for HCP funding but 

significantly, the aim was to return older people to the com m unity and this gave the HSE the  

latitude to allocate some HCP funding to FOLD applicants (HSE8, HSE12, HSE13).

Funding was still not sufficient to cover the care costs o f residents in Cherryfields and revenue  

funding also had to be sourced for Anam Cara which was due to open in 2007. According to two  

participants who w ere directly involved, a political decision was m ade by senior HSE officials with  

regional and national responsibility fo r older people's services to allocate all o f the national 

budget fo r sheltered housing in 2007 to  the NAHB to help cover revenue costs in Cherryfields and 

Anam Cara (HSEl, N4, N5).

[H SEl]... at th a t particu lar stage w e  w e re  looking fo r funding...in  o rder 

to  be able  to  run both Cherryfields and A nam  Cara. There  was a specific 

piece given for sheltered housing and th a t e lem en t o f th a t budget all 

w en t tow ards those tw o  facilities because th e re  was a deficit.

Revenue funding for Cherryfields and subsequently Anam Cara was thus cobbled together using 

DDI funding. Home Care Package funding, and the national budget developed to support 

voluntary sheltered housing providers across the country. But as one HSE participant observed 

the  budget was never adequate.

[HSE3] W e  always had a deficit; running costs fo r FOLD w e re  about
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2 million and w e  only  m a n a g e d  to  g e t  1 million in funding, . . . the  funding  

c a m e  AFTER and w e  nev er  g o t  our full funding. W e'd  g e t  th e  m o n e y  

but then  w e 'd  s h o w  a deficit and ha v e  to  m ake  it up from  o ther  budgets .

And w e  didn't really m a k e  it up fully.

According to  several FOLD case s tudy participants, th e  decision to  adm it DDI patien ts  in o rd e r  to  

source  revenue funding had unantic ipa ted  negative repercussions (HSEl, HSE5, HSE6, HSEIO, 

H SEll,  HSE12, F2, F5) including th e  referral of a significant minority of  res iden ts  to  A&E shortly

after, already m entioned  in th e  con tex t of th e  lack of GP services a t  th e  t im e  (see p. 110). Many of

th e se  never re tu rned  to  Cherryfields and had to  en d u re  th e  additional t ra u m a  of moving again 

into a nursing hom e. Lack of GP services was a contributing fac to r  and five partic ipants suggested  

th a t  inappropriate  referrals from the  acu te  hospitals was  ano the r .  They argued  th a t  in the ir  

e age rness  to  discharge so-called 'bed  blockers',  acu te  hospital staff had inappropriate ly  referred  

DDI pa tien ts  to  Cherryfields w ho should have been  placed in nursing ho m es  (HSE5, HSE6, HSEll,  

F2, F5).

[HSE5] If... you  w e r e  trying to  exit s o m e  inappropriate  person  from your  

a cute  hospital (referral to  Cherryfields] w a s  v i e w e d  as an exit strategy.

That's w h y  t h e  kind o f  t h e  p e o p le  w h o  w e n t  t h e r e  first w e r e  inappropriate ,  

not  all o f  th e m  but s o m e  o f  th em .

This episode took place over only a relatively short  space of tim e and th e  problem  w as solved

subsequen tly  w hen access to  GP services w as nego tia ted  and adm issions criteria m ore  strictly

enforced (HSE5, HSE6, HSE12, F2, F3), how ever  th e  da ta  from interviews with several participants

suggest th a t  it a t trac ted  considerable  negative a t ten tion  no t only in Dublin bu t also in o th e r  parts

of th e  country. This served to  underm ine  th e  repu ta t ion  of FOLD and th e  'FOLD m odel '

particularly am ong decision m akers in th e  health  services (HSEl, HSE2, HSE4, HSE5, HSEIO, HSE12,

HSE04). In particular, it raised lasting doub ts  ab o u t  FOLD'S ability to  deliver on th e  promise to

su ppor t  vulnerable older people  up to  th e  end of the ir  lives.

[HSEIO]...there w o u ld  ha v e  b e e n  a lot o f  a n ecd o ta l  ta les  to ld  a b o u t  

FOLD and their inability to  c o p e  w ith  individuals. . . . that t h e  FOLD m o d e l  

w a sn 't  working, that  th e r e  w e r e  t o o  m any  hospita l  adm iss ions ,  

and that  th e y  cou ldn 't  su pp ort  p e o p le  in th e  co m m u n ity  appropriately.

And it conveyed a negative impression of th e  HWC model to  th o se  w ho o therw ise  may have been  

in te res ted  in replicating it.

[HSEl] There  w as  a lot o f  in terest  [in replicating th e  FOLD m odel]  

at t h e  t im e,  w h e n  t h e  FOLD d e v e lo p m e n t s  to o k  place,  but that  has  

abated ,  it didn't go  a n y w h ere .  The te e th in g  pro b lem s [in Hartstown]  

at t h e  beg inn ing  se n t  o u t  a bad m e ssa g e .
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An HSE service m anager w/ho explored the FOLD model w ith  a view  to  developing services outside 

Dublin observed

[HSE04] ...we looked into trying to encourage FOLD to come here.

...We felt that they didn't meet the needs... That once people got a certain 

level of dementia, they needed the nursing home model. That window of 

opportunity for the FOLD type patients, between home and nursing home, 

was too short. That's w hat we concluded. [W e heard that residents in FOLD 

had to move again within]...less than a year. I heard that people ended up 

in A&E -  I'm talking about maybe 4-5 years ago.

This person heard nothing over the years subsequently to allay concerns about the capacity of 

HWC to support residents as the ir dependency level increased which w ere generated by stories 

about w hat happened in Cherryfields. HWC services continued to be dismissed as a tem plate  for 

future service developm ent on foot o f stories heard years before (HSE04).

The data suggests that the champions may have been so seduced by the availability o f capital 

funding w ith which to build the FOLD units that they neglected to give sufficient attention  to  

securing funding w ith which to operate them  once they w ere open. It also dem onstrates the  

complex interrelatedness of the factors associated with the introduction of a new service model 

(Pasmore 2011) that makes it difficult to discuss any one factor in isolation.

2.1.3 M ount Bolus

Accounts about how the M id-O ffaly  Housing Association expected to cover operating costs when  

M ount Bolus opened w ere not wholly consistent particularly regarding the proportion of costs to  

be covered by the HSE and w hether HSE revenue funding would be required at all in the long 

term . The HSE w ere only peripherally involved during the building stages o f the M ount Bolus 

project and provided benefits in kind in the form  o f advice and support around fitting out the new  

facility through the secondm ent of a health board procurem ent officer (M B2, MBS, MB4). 

However, as was the case for O'Connell Court, no form al com m itm ent was m ade by the HSE to 

fund revenue costs in advance o f its opening (M B3, MB4) and a request fo r top-up capital funding 

had already been turned down during the late planning stages (M B2).

According to one housing association participant, there was an assumption that 'the HSE would  

support the project w ith a yearly stipend' which had happened in another supported housing 

project in County Limerick; the expectation was th a t this 'stipend' would offset at least some of 

the service costs (M B4). The same person recalled that 'Initial meetings w ith the HSE to secure 

this funding w ere fru itfu l' (M B 4). An HSE stakeholder claimed th a t no specific request fo r annual
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revenue funding had been received although there was the suspicion that the HSE would be 

expected to provide revenue funding in the long term (MB2).

Although the housing association assumed that the HSE would provide some financial assistance, 

the expectation was that they themselves would be able to fund service operations through the 

collection of rents and charges provided that residents were given access to support services 

provided by the HSE (MBS, MB4). Revenue funding for Mount Bolus would thus largely depend 

on filling beds as was the case for the FOLD schemes. It was anticipated that it would take time to 

achieve full occupancy but that with the help of the HSE, suitable candidates would be identified. 

In the meantime, the plan was to borrow from the banks to cover running costs in the first few  

years until the scheme was fully occupied (MB3, MB4).

But when Mount Bolus opened it proved impossible to find adequate numbers for admission and 

the subsequent intake of residents was much slower than anticipated (MB3, MB4). People from 

the area who had emigrated in their youth had been targeted for services during the planning 

stages but these failed to materialise after the service opened (MB2, MB4). Nor was there a large 

number of people on local authority housing lists in the region from which to draw. In retrospect, 

it was acknowledged that the recruitment of new admissions should have been extended beyond 

the immediate area to ensure larger numbers (MB4). When the housing association asked the HSE 

to help identify suitable candidates, referrals were not forthcoming. Two participants (M B l, MB4) 

claimed that the lack of referrals was a reflection of the reluctance of the community nurses to 

engage with the HWC model (see p. 103) whilst others had different explanations. The first 

explanation was the belief top up that Mount Bolus had been built in the wrong place (MB2,

HSEl, N5).

[M B 2] I'm  also aw are  o f re tire m e n t villages...[including one in 

M o a te ]. They 're  doing fine; they 're  in a d iffe re n t geographic location.

M o u n t Bolus is qu ite  rural. M o a te  isn't a m etropo lis  but it is a tow n  

and th e  facility  is located bang in the  m iddle o f th e  to w n . I'm  not saying 

you can 't do it in M o u n t Bolus but it's a little  m ore  difficult.

In addition to its location 'in the middle of a bog' as one HSE officer put it (HSEl), it was also 

suggested that some older people in the community who had been identified by the HSE as 

potential candidates for Mount Bolus were actually not interested in moving there. Two 

participants believed that when given the option, Irish older people preferred to receive required 

care in their own homes rather than in a residential care setting like Mount Bolus (MB2, MB3). In 

this interpretation of events, it wasn't the un w illin g n ess  of HSE staff to engage with the new HWC 

scheme that caused the problem but rather their in a b ility  to find suitable candidates from the 

sparsely populated locale who were willing to take up places in the new scheme.
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The contingency plan to borrow from  the banks until full occupancy could be achieved proved 

equally impossible. By the tim e that M ount Bolus opened, the banks that had already loaned the  

housing association top up capital funding, w ere not then in a position to lend m ore m oney due 

to  the dow nturn in the economy (M B 1,M B 3, MBS). The housing association then looked to the  

HSE for 'seed funding' to  cover the running costs in the short term  but this request fo r the HSE 

funding was also turned down (M B2, MB3, M B4).

[MB4] ...they came out and they had a meeting with us and basically 

they gave us, that was towards the end of her tim e, it was Spring 2009, 

they gave us the 'heads up’ that they were running out of money 

themselves to run their own hospitals and units and everything and they 

w ere cutting back in every respect with services and unfortunately we 

w ere gone, in terms of their planning. W e w eren 't In the picture at all.

In the m eantim e. M ount Bolus had adm itted a small num ber o f tenants and a skeletal staff w ere  

em ployed to m eet the ir needs. As revenue funding alternatives w ere exhausted, paid staff w ere  

dismissed, com m ittee m em bers worked as volunteers to fill service gaps and money accrued from  

the rents from  the o ther housing schemes operated by the M ount Bolus com m ittee was used to  

cover costs (M B 4). The expectation that access to HSE com m unity services (i.e. hom e helps and 

PHNs) could be used to offset service costs was never realised (M l) .  According to one 

stakeholder, as the M ount Bolus com m ittee ran out of funding options, rumours began to 

circulate that the scheme might have to close and this discouraged potential candidates from  

applying fo r admission.

[MB3] I suppose people talk, and... Once word like that got out that 

there was a risk that the place might close, then people would no longer 

move into it. It defeated itself... So that was the crucial thing. Once that 

w ent out, they couldn't fill it.

Fears that M o u nt Bolus might close became a self-fulfilling prophecy. In the absence o f secure 

revenue funding, the service was not sustainable (MBS, M B 4). M o u nt Bolus closed in Septem ber, 

only a few  months a fter it opened (M B4).

The findings suggest th a t the closure o f M o u nt Bolus seriously underm ined confidence in the  

feasibility o f HWC as a service alternative in the Irish context. Three senior HSE and DOECLG 

officers pointed to the M ount Bolus project as a notorious exam ple o f w hat should not happen in 

fu ture (HSEl, NS, M B2). For DOE, the closure o f M ount Bolus caused em barrassm ent because 

significant capital funding was allocated by the D epartm ent to build a unit that was not being 

used (N4, N5)

[N5] W e have a situation which is causing us a lot of concern at the minute
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where we have invested something like 3m-3 % million in a new facility in the 

Midlands, a brand new facility. 32 units of accommodation built with CAS 

funding and it's lying idle...

Concern was expressed about the waste o f taxpayers' m oney involved and the suggestion was 

th a t the  local authority gave CAS funding approval w ithout adequate checks being carried out 

about the  fu ture sustainability o f the project (N5). An HSE senior m anager suggested that the 

easy availability o f CAS scheme funding had allowed the M o u nt Bolus housing association to 

proceed w ith w hat was considered to be indecent haste. For tw o  HSE senior managers and the  

representative from  DOE the closure o f M ount Bolus represents the failure o f a voluntary housing 

association to consult adequately with the HSE during the planning stages o f a project (MB2,

HSEl, N5).

[MB2] But they built it anyway; it was virtually up out of the ground 

before we w ere asked.

[HSEl] M any [sheltered housing associations] tagged on to the housing 

boom and just built for the sake of building. There's the example of one 

down there in Offaly... They built with no cognizance whatsoever... 

with no level of connectivity at all [with the HSE] ...there was money available 

through DOE to go that route rather than building the tw o together from a care 

perspective and say how could HSE and housing work effectively together to 

develop a service around it.

It was suggested that the housing association involved had been on w hat was described as a 'solo 

run' w ith o u t adequate consultation w ith the HSE about how the unit would be funded once it was 

built (H SEl, MB2, N5).

The failure to fill beds led to the closure o f M o u nt Bolus w ithin only a few  months o f opening, and 

a num ber o f participants spoke of M ount Bolus as a failed project (HSEl, M B2, N5); the clear 

suggestion was that its closure sent a signal to housing and health stakeholders to proceed with  

extrem e caution when considering the possibility o f fu ture jo in t initiatives like M o u nt Bolus. One 

housing participant suggested that the lesson learned by DOECLG is to stick to housing and not 

get involved in fu ture  projects like M ount Bolus th a t depart from  the D epartm ent's main function.

[N4] There have been comments [in DOECLG] like 'How the hell did we ever 

end up paying for this here?' That Issue of demarcations is still there.

A nother participant m aintained that m em bers o f the  voluntary com m ittee who undertook the  

M o u n t Bolus project lacked the capacity and expertise to operate the High Support Unit once it 

was built.

[MB4] The biggest lesson learned was that... there's a huge difference between
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building a building and running a service.

The experience o f trying to recruit new residents fo r admission and keep the unit in operation had 

been a much bigger drain on the volunteers than had been anticipated (MB4).

There was agreement that if the economic situation had not become so bad in Ireland at the tim e 

that M ount Bolus opened, the necessary interim  revenue funding would have been available if 

not from the HSE then from the banks (M B l, MB2, MBS, MB4, HSEl, N5). All agreed tha t the 

tim ing o f the initiative was most unlucky.

2.1.4 St. Brian's

St. Bricin's was planned w ith the full knowledge and participation o f the HSE, according to key 

stakeholders from Dublin City Council and the housing association involved (SBl, LA2, LA3). As 

was the case for the FOLD schemes, plans for St. Bricin's were predicated on the assumption tha t 

the HSE would provide funding to cover the care costs o f residents w ith high dependency needs 

(including people w ith dementia) and the plans also depended upon HSE revenue funding fo r the 

day care centre as well as top-up capital funding to build it (SBl). According to a housing 

association participant, substantial HSE funding was to be a cornerstone of the scheme 

development, but as was the case in O'Connell Court and M ount Bolus, no formal w ritten 

com m itm ent had been made by the HSE up to the time that Planning Permission was approved in 

2008, and HSE funding never actually materialised. The housing association were unable to get a 

firm  com m itm ent o f funding from the HSE and the ASI who were to provide dementia services 

w ith in  the project were also unable to  access HSE funding (N6, SBl). The HSE ultimately formally 

w ithdrew  from the project in early 2009 and the reason given to the housing association was that 

they had plans to develop day care at another site (SBl). W ithout the promise o f HSE funding fo r 

day centre operations and fo r the running of planned dementia specific services w ith in the 

scheme, the project was abandoned.

The lack o f a defined HSE budget line fo r HWC was thought by one stakeholder to be primarily 

responsible fo r that fact that the St. Bricin's project did not progress (SBl). The belief was tha t if a 

dedicated budget for HWC development had been established, HSE revenue funding might have 

been forthcom ing for the redevelopment o f St. Bricin's. But other participants observed that 

given the changed economic situation in Ireland, even funding that was previously committed 

would not have been available to complete the project (LA2, LA3). A local authority participant 

pointed to planning permission delays which meant that HSE funding was being sought just at the 

tim e when both housing and health budgets began to be under threat (LA2). As was the case in 

M ount Bolus, tim ing was an im portant factor.
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2 .2  Service charges levied to case study scheme residents

Another funding issue th a t presented problems during service im plem entation concerned the  

charges levied to HWC residents in the tw o  FOLD units. Although it was not discussed by study 

participants in the context o f revenue funding, local HSE managers spoke o f the challenges 

presented by the fact that there was no clear financial assessment process in place w ith which to 

determ ine charges to FOLD residents (HSE3, HSEIO).

[HSEIO] If you 're  going into a nursing hom e, th e re  is a clear financial 

assessment process. If you 're  in a nursing hom e, there 's  a financial 

assessment and everybody knows w h ere  they  stand. W h en  FOLD 

Cherryfields was set up, th e re  was no financial assessm ent process in place.

Two d ifferent charging systems w ere developed for Cherryfields and fo r Anam Cara; in 

Cherryfields draft Hom e Care Package guidelines w ere used to determ ine charges but in Anam  

Cara the nursing home regulations w ere used. So-called 'private' applicants including all 

hom eow ners w ere expected to pay full service costs (HSE3, HSEIO). Local managers feared that 

both charging systems w ere subject to legal challenge because of the arb itrary way in which they  

w ere determ ined.

[HSE3] There's no s ta tu to ry  basis fo r tha t, no legislation. I th ink  w e  

always fe lt th a t w e  w e re  out on a lim b, th a t if w e  w e re  challenged  

w e could be in a right pickle. Both m yself and [local m anager] w ro te  

a num ber o f tim es to  th e  Local H ealth  M an ager but w e got no direction  

on it. W e  w e re  to ld  it cou ldn 't be included in Fair Deal but it w asn 't 

hom e care e ither. W e  w e re  in No M an 's  Land.

The final section in this chapter presents the findings with respect to  the o ther barriers associated 

with inter-agency collaboration that m ade HWC service im plem entation challenging.

Section 3 The challenges presented by inter-agency working

By definition, HWC developm ent requires inter-agency cooperation (O 'Connor et al 1989, Cox 

1999), and the findings presented above suggest th a t systemic issues like catchm ent areas and 

service protocols can act as barriers to achieving necessary cooperation betw een the agencies 

involved in service im plem entation. This section focuses on o ther factors that can underm ine the  

working relationship betw een agencies. The FOLD case studies present a particularly good 

opportunity to exam ine some o f the particular challenges associated w ith inter-agency working in 

the  context o f HWC developm ent in Ireland because the FOLD schemes w ere always planned as 

partnership ventures betw een the NAHB, the local authorities and FOLD housing association from
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the beginning. How ever, the findings from  FOLD are supported by the findings from  O'Connell 

Court, M o u nt Bolus and St. Bricin's which also identify problems associated with inter-agency 

collaboration.

3.1 Conflicting priorities

Participants from  Dublin City Council and DOE spoke o f the conflicting agendas of housing 

authorities and the  health boards th a t made the allocation of places in the FOLD schemes 

som ew hat fraught (LA2, LA3, LA4, NA4, NAS). Dublin City Council prioritised the needs of people 

on the local authority housing list w hile the NAHB prioritised people in the com m unity who could 

not access needed long term  care services. From a local authority perspective, there was no 

problem  in the case of applicants who w ere already on the local authority housing list who w ere  

also in need of care, but difficulties arose when the health board referred older people for 

admission to the schemes who w ere not on the housing list. The evidence shows that this conflict 

of interests created tension betw een the partners.

[LA3] W e  d rew  up an agreem ent w ith  FOLD and th e  HSE as to  how  the  

allocations w ould  w ork ...It's  w oolly  then; they  th ink It's a nursing hom e  

scenario... The system under CAS is quite  clear on how  p eop le  are  

allocated th e  units. W e  had to  copper fasten it... they  should be on 

our list or com ing from  one o f our units -  or in need o f housing...

But they  have to  be in need o f housing; it's a housing pro ject.

It's not a nursing hom e...

Local authority officers w ere convinced that care needs alone could not establish eligibility for 

services in the FOLD schemes (LA3, LA4) and CAS regulations w ere invoked to support this view. 

Because the capital funding w ith which the FOLD schemes w ere built was contingent on the  

m ajority o f residents m eeting social housing eligibility criteria, local authority officers fe lt obliged 

to  allocate the m ajority o f FOLD places to people on the housing list ( N5, LA3, LA4). Problems 

arose w hen some o f the people on the housing list w ere not deem ed suitable by the NAHB 

because they e ither did not need HWC services or because HWC services w ere inappropriate to 

the ir needs (LA I, LAB, LA4). Likewise, many of the people th a t the health board referred for 

admission to the new schemes w ere not acceptable to the local authority because they w ere not 

eligible to be on the housing list (LA I, LAB, LAS). The challenge was to find com m on ground and 

achieve the  desired balance by developing an allocations policy that satisfied both groups.

[LA I] H ow  to  reconcile housing and care needs. W e  w e re  really  

trying  to  m atch tw o  things th a t w e re  incom patib le; people  had  

to  qualify  fo r housing tenancy, so is housing tenancy or m enta l
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disability the priority. They're incompatible; in one sense so you 

had to try and get a happy marriage between tw o things that don't 

even speak the same language.

One local authority  participant observed th a t control o f services was an issue;' It's alm ost a 

te rritoria l thing, I suppose... W ho's calling the shots then; is it housing or health?' (LA3).

Although they w ere  prepared to exercise some flexibility w ith respect to  eligibility local authority  

officers still fe lt it necessary to attend allocations meetings in order to make sure that prospective 

tenants at least roughly complied w ith social housing eligibility criteria (LAS, LA4) in other words, 

to  protect the ir interest. Participants from  Dublin City Council and FOLD said that negotiations 

around the allocation o f places involved some give and take on both sides and it is now less o f a 

problem  than it was w hen the FOLD schemes opened (LA3, LA4, F2, F3).

3.2 Expectations

The findings suggest th a t some of the problems th a t developed during the im plem entation o f the  

FOLD schemes resulted from  the unrealistic expectations o f FOLD managers who had no previous 

experience o f working in the Republic o f Ireland (F I, F2, HSE3, HSE5, HSE6, HSE8). One such 

problem  developed around revenue costs in Cherryfields which w ere much higher than had been 

projected during the  planning stage. The FOLD schemes had been prom oted as a cheaper 

alternative to nursing hom e care, and this had great appeal fo r the HSE as the cost o f nursing 

hom e care began to  increase dram atically.

[HSE8] ...it was sold to us as a cheaper model o f private nursing home 

care which at the tim e was averaging between 1000-1400/bed /w eek.

W e w ere told by FOLD that this would be around 650/w eek. Eventually 

we realized, it became more expensive, I think the running costs around 

900/w eek...

Two HSE participants attribu ted  the cost differentia l to FOLD managers' unrealistic expectations 

th a t 'they could em ploy people for the same salary they could em ploy somebody in Northern  

Ireland' (HSE4, HSE8).

It was suggested by an HSE senior m anager th a t revenue costs was '...one o f the issues that 

bedeviled [HWC] at the start' and another HSE m anager recalled that the high revenue costs in 

the  raised questions fo r some people in the health services about w hether the FOLD schemes 

represent value fo r m oney.

[HSE2] So, you know, it seemed to be that you had this very high cost 
residential care and rightly or wrongly, I don't know the exact details 
but there was this sense that, for not much less, you were only getting 
middle of the road care...
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[HSE4] I m ain ta in  th e y 're  th e  dearest B&B in D ub lin ...I'm  not taking aw ay  

from  th e  care e lem en t o f th em . But they  cost abo u t 7 -8 0 0 /w e e k  and [residents] 

provide th e ir ow n fu rn itu re , th e ir own to ile tries , all tha t's  right but it is a 

significant cost o f care. Their GP services are GM S, th e ir chiropody. I have a 

question about w h a t w e  get fo r th a t m oney o th er than a d iffe ren t kind 

of care. High cost fo r w h a t w e  get.

It is interesting to note that little apparent value is put on the acknowledged provision of 'a 

different kind of care' by above health professional. The message th a t this stakeholders took from  

the FOLD experience was, why change w hat w e're  doing if it is going to turn out to  be just as 

expensive as w hat we are already doing.

Three participants believed that staff training challenges faced by FOLD managers identified  

earlier w ere  also at least partly a function of unrealistic expectations (F I, F2, HSE3).

[HSE3] FOLD found the  w ho le  staffing bit a lo t m ore d ifficu lt than  they  

antic ipated ... Particularly th e  Irish s ta ff m any w ho are non-nationals .

...getting  s taff to  th ink  in a d iffe ren t w ay and not to  fall in to  those trad itiona l 

modes o f caring... They struggled w ith  tha t; I d o n 't th ink  th e y  realised how  

difficult it w ou ld  be dow n here.

Again FOLD'S experience was lim ited to Northern Ireland w here HWC was b e tte r established as a 

long term  care model and staff m ore fam iliar w ith the concept.

A third misunderstanding developed around access to  com m unity services. A FOLD m anager 

concluded that FOLD w ere naive in assuming that com m unity services would autom atically be 

available to support vulnerable residents in Cherryfields (F2). They w ere caught unaw are when in 

the first instance they w ere unable to  access GP and other com m unity services fo r residents when  

Cherryfields opened.

[F2] W e  in FOLD tho ug ht w e  had been led up th e  garden path.

W e  had received assurances fro m  th e  HSE th a t services w ould  

be provided and th a t proved not to  be th e  case. Assurances 

given but not delivered.

Two FOLD managers acknowledged that, in retrospect, FOLD should have insisted on getting a 

w ritten  com m itm ent from  the NAHB to the effect that required services would be available 

before Cherryfields opened (F I, F2).

3 .3  Challenges involved in working with the HSE

Based on the data analysis, there was a consensus amongst stakeholders from  both the statutory  

and voluntary housing sectors that it was particularly hard fo r them  to plan and develop HWC  

services in partnership with the health boards/HSE; this was critical to  the progression of plans

147



because of the ir heavy reliance on the HSE for revenue funding. One housing sector participant 

observed that 'there was trem endous possibility o f partnership [but] the difficulty from  my 

perspective has always been trying to create a workable partnership w ith the HSE' (SB l).

Partnership w ith the HSE was difficult fo r a num ber o f reasons. Participants from  FOLD, Dublin 

City Council and O'Connell Court spoke o f the lack o f continuity o f health board managers which  

m ade partnership with the HSE difficult (F2, LA2, LA3, O C l). A FOLD m anager spoke o f the  

'unsettled operating environm ent' created by the reshuffling of HSE managers in North Dublin 

following the Leas Cross scandal which underm ined efforts to bed down services in Cherryfields 

a fte r it opened (F2).

[F2] There w ere a series of acting Managers of Services for Older People,

...who w eren 't there long enough for us to get these sorts of resolutions 

(like GP access] put into place.

The reorganisation o f health services was another problem  identified by tw o  Dublin City Council 

participants (LA2, LAS). One observed '...you had the Eastern Health Board then [it] was 

reorganised and then reorganised again...You had d ifferen t people fo r d ifferent structures (LA2).

It was argued that the large num ber o f people from  the HSE w ho attended planning meetings and 

the m ovem ent of HSE managers during the planning stages of Anam Cara and St. Bricin's made 

negotiations cumbersome.

[LA3] W e would go to meetings and there would be the design team  

for FOLD, there would be a representative from FOLD management, 

there would be maybe two people from Dublin City Council and then 

there would be ten to tw elve people from the HSE. One would be looking 

after car parks, one would be looking after access for food... it was 

cumbersome and sometimes all of those people sitting around the table 

didn't guarantee that they could make a decision. It still had to go 

somewhere else for somebody to make a decision and that was frustrating.

This centralisation o f decision making which came w ith the establishm ent o f the HSE in 

2 0 0 4 /2 0 0 5  was believed to have underm ined the im plem entation o f plans fo r both M o u nt Bolus 

and St. Bricin's (HSEl, M B l, SBl)

[HSEl] Bricin's came in at a time of the HSE and the HSE is layer upon 

layer upon layer. ...Decision making remains at the top of the organisation 

rather than down and that's a difficulty in lots of ways. ...Who actually 

makes the fundamental decision here around a complete change of 

service delivery? And that's where it stops.

[SBl] it struck me at the tim e that within the HSE it was partly the process of 

change in the HSE where everything was being centralised. And you had
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people at local level who were really afraid to make a decision on anything.

In organisational behaviour terms, for the people there, they were afraid 

to make a decision to commit to any resources but they were equally afraid 

to say, no we can't really commit this because we have no money, which 

would have been a cleaner way of dealing with it

Finally, the lack o f clarity about how  decisions are actually nnade in the HSE was noted by a retired  

health board m anager and his contention was that as decisions about new service initiatives are 

passed up the line o f m anagem ent, the 'essence' o f the project is lost, it loses priority and 

im plem entation is seriously underm ined (M B l). W ith specific reference to M o u nt Bolus, he 

observed that the m om entum  created by the champions was lost and 'the project just fizzled out' 

(M B l) .

Housing participants and even some participants from  the HSE argued that the HSE was a difficult 

partner w ith which to conduct negotiations around service developm ent and that this was a 

barrier during the planning and im plem entation stages o f the case study schemes. Stakeholder 

perceptions about HSE resistance to innovation are discussed fu rther in the next chapter.

Section 4 Discussion

This chapter outlined the findings w ith  respect to  the challenges faced by the case study 

champions during the im plem entation stage, the stage in the change process when according to 

Pasmore 'All hell breaks loose' (2011:272). The findings are organised around three central 

them es. Section 1 focused on the barrier to  service im plem entation created by resistance to the  

HWC model itself, mainly but not exclusively from  health professionals, which m anifested itself in 

the reluctance or refusal to make referrals or to  provide services to HWC residents. Section 2 

presented the findings on the way that existing structures and systems in the organisations 

involved in HWC developm ent created an 'operating environm ent' which was not conducive to 

HWC developm ent (N adler 1998). Section 3 looked at the particular challenges presented by the  

inter-agency nature o f the case study projects.

According to change theory, resistance can be expected when any proposals are m ade fo r the  

introduction o f significant change (Kotter 1996, Nadler 1998, Paton and McCalm an 2008) but it 

will be particularly strong when the proposed change challenges the organisational culture, 

including the 'shared tacit assumptions...passed on from  generation to  generation within an 

organisation and organisation m em bers do not see them  anym ore because they are taken for 

granted ' (Coghlan and M cAuliffe 2003:59). The data in Section 1 suggests th a t the introduction of 

HWC threatened the strong culture in Ireland th a t interprets old age as pathology and dictates 

th a t services be delivered through a medical model. HWC posed a particular th rea t to health  

professionals w ho have a stake in maintaining current medical and nursing m odel systems that
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reinforce that culture (Paton and McCalman 2008). The resistance of health professionals to the 

HWC model can be interpreted as sign of a dominant culture striving to protect itself and maintain 

'the way we do things around here' (Coghlan and McAuliffe 2003:59).

Community nurses were being asked to leave their comfort zone and take on new and different 

responsibilities; they had never before been asked to deliver services to residents in a group 

setting. While the introduction of HWC was believed by HSE decision makers to be necessary and 

positive, for others whose daily workload and work practice would be affected by its introduction, 

HWC represented a loss (Harvey 1995:22); for GPs the HWC model represented the loss of 

potential income, for nurses the loss of position and authority and the loss of time for other 

clients, for neighbours of Cherryfields and St. Bricin's the loss of green space and peace and quiet, 

and for private nursing homes the loss of potential business. There was no incentive for them to 

support the new service initiatives.

Nursing concerns about their role and responsibilities vis a vis HWC represent a wider 

phenomenon already identified in the Irish nursing literature. In a report commissioned by the All 

Ireland Gerontological Nurses Association, Heath refers to the concerns of Irish registered nurses 

about 'the reduction in numbers of RGNs in residential care staffing mixes' and the 'undervaluing 

of their work in residential care', specifically in the context of the 'shift from hospital type services 

towards social/household models that support normal living' (2010:54). A report on nursing roles 

in residential care settings in the U.S. suggests similar concerns on the part of American nurses.

Culture change...poses a n um ber of d ilem m as fo r nurses... In im p lem enting  

culture change, nursing hom es rep ort anecdotally  th a t nurses have difficu lty  

in m aking th e  operational changes associated w ith  resident -d ire c te d  care.

RNs are  perceived as resistant to  change, a stance associated w ith  perceived  

or real th rea ts  to  nursing autonom y, regulatory re la ted  issues and the  

professional nurse's scope o f practice and accountability .

[Burger e t al 2010:25 ]

Given the strength of the prevailing organisational culture in the health services in Ireland and the 

stake that nurses in particular had in maintaining it, nursing resistance to the HWC model was 

inevitable.

The data suggests that these reservations about the HWC model reflected health professionals' 

self-interest but also their concern for the health and safety of HWC residents who they believed 

needed a higher level of care and protection than HWC could offer, especially given the absence 

of on-site nursing services. The US literature on HWC links service quality with access to nursing 

and medical services and identifies the lack of access to nursing services in some Assisted Living 

facilities as an issue that needs to be addressed (Hyde et al 2007, Wallace 2003, Wilson 2007).
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The ability of  HWC residents  to access nursing services w h e n  n e e d e d  is a legit imate concern  but  

th e  expec ta t ion  t h a t  HWC residents  would not  be safe unless th e re  was  a nurse nnanager and 

nursing staff  p re sen t  24 /7 suggests  t h e  ageist  s tereotyping  of ageing and older people  (Butler 

1989) who  are  as su m ed  to be di fferent  from th e  rest  of  us and in need  of special ca re  and 

protec t ion .  There  was  no specific re ference in t h e  findings to  suggest  particular concern  a b o u t  the  

perceived risks posed  to  people with dement ia  by th e  abs enc e  of  nurses or  th e  lack of regulat ion,  

a l though it may have been  implicit in t h e  concerns  a b o u t  the  hea lth and  safety of HWC residents 

cited by s tudy part icipants as a barrier  to service implementa t ion .  It is interest ing in th e  contex t  

of  this s tudy th a t  Butler coined t he  te rm  ' ageism'  in 1968, a f te r  encounter ing  oppos it ion to th e  

acquisi t ion of  public housing to house  o lder  people  in no r th w es t  Washington (1989).

The findings in Section 1 raise obvious quest ions  a bo ut  why the  people  on w h o m  project  

imp lemen ta t ion  de p e n d e d ,  including th e  PHNs and the  GPs - th e  people  with th e  ability to 'derail '  

t h e  project,  had not  been  b e t t e r  p r epared  for w h a t  was  to come before  the  case study sc heme s  

o p e n e d  (Nadler 1998). The FOLD case studies d e m o n s t r a t e  th a t  'telling people someth ing  does  

not  m e a n  t h a t  they  hear,  unde rs tand  or  accept  it' (Coghlan and  McAuliffe 2003:126).  Cont inuous  

communica t ion  and th e  part icipation of as many s takeholders  as possible during th e  planning 

s tages  would have led to b e t t e r  unders tanding  of  the  HWC model  and wha t  it has to  offer and 

would have also provided t he  oppor tun i ty  for the  resisters to air th e  fears and gr ievances th a t  

m a d e  it harde r  to  engage  th e m  in joint service delivery (Coghlan and  McAuliffe 2003, Pasmore  

2011).  Bet ter  communica t ion  would have he lped to establ i sh t h e  t rust  and mutual  unde rs tanding  

which is critical to establishing the  stability n e e d e d  to successfully imple ment  plans for  the  

introduct ion of  a new service (Fernandez and Rainey 2006).

Resistance can obs truct  but  it can also be used constructively to build be t te r  working relat ionships 

and improve plans (Nadler 1998). Practical issues like case loads  might  have been  resolved with 

b e t t e r  planning and fears  abou t  risks to older people  (including the  perceived risk of  a second 

move) might have been reduced  by frank discussion early on  with housing associat ion providers 

a b o u t  quality assurance,  risk m a n a g e m e n t  and heal th monitor ing,  all legit imate a reas  of  concern  

(Moriarty and Ma nt hor pe  2010). The issue of  pa ym en ts  to  GPs was  harder  to  resolve but  th e  

de v e lo p m e n t  of  detai led service implementa t ion  plans (Coghlan and  McAuliffe 2003) would  have 

flagged it earl ier as someth ing  th a t  n e e d e d  to be e i ther  resolved or  c o m p e n s a te d  for  when  

Cherryfields op en ed .  Again, b e t te r  communica t ion  and wide r  consul tat ion during th e  planning 

s tages  would have reduced if not  e limina ted t he  resistance t h a t  was displayed during the  

Implementat ion s tage  of  t h e  case study initiatives (Coghlan and  McAuliffe 2003).
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The da ta  in Section 2 discusses the  barriers th a t  we re  c rea ted  by a lack of fit b e t w e e n  HWC and 

existing s t ruc tures and systems  within and across th e  housing and heal th sectors.  The most  

serious of  th e s e  was  the  lack of revenue  funding to  cover  HWC service costs and this reflected the  

fact  t h a t  HWC was  not  a recognised service al ternat ive and  thus  it had no claim on HSE budgets .  

The da ta  from all o f  t h e  case studies suppor t s  Fernandez and Rainey's conten t ion  th a t  wi th ou t  th e  

provision of  a d e q u a t e  resources  to sup por t  a p lanned  change ,  efforts to imple ment  change a re 

seriously u nde rm in ed  (2006:6); in this regard budge t  deficits w e re  a serious problem for 

O'Connell Court,  t h e  FOLD schem es  and Mou nt  Bolus f rom th e  s tar t  and they  eventually led to  the  

closure of  Mount  Bolus. Lack of revenue  funding led to the  eventua l  a b a n d o n m e n t  of  plans for  St. 

Bricin's.

Hasenfel t  and English suggest  th a t  the  big challenge in introducing innovation is to  source 

un co mm it t ed  funding with which to s up por t  it and t h a t  this o f ten  requires  a 'shift in the  

distribution of  resources '  which is rarely easy (1974:681).  The lack of  a dedica ted  HSE budge t  for  

HWC was  undoub ted ly  a barrier  to  sourcing funding for  all of  t h e  case s tudy  schemes ,  but  th e  

Cherryfields findings bes t  show the  problems involved in redistributing a lready com mi t te d  

funding in a large organisat ion and the  creativity and  focused de te rmina t io n  th a t  was  requi red in 

or de r  to identify potent ia l  sources of  funding and bend  the  rules w hen  necessary in o rde r  to ge t  

access  to  it. The cont ribut ion of  the  champions  ca n n o t  be denied .

The da ta  from Cherryfields and  Mo un t  Bolus i l lustrates th a t  it is no t  possible to consider any 

single fac tor  involved in t he  implementa t ion  of a change  initiative in isolation (Nadler 1998,

Burnes 2009, Pasm ore  2011). In each case location had an impact  on service take-up  which in tu rn 

directly affected revenue  funding. But th e  reluctance  of  heal th professionals to make  referrals 

and older people ' s  long te rm  care prefe rences  w e re  o th e r  factors th ou g h t  to have impacted on 

service-take up which in turn affected housing associat ions '  ability to  raise necessary funding. The 

Cherryfields da ta  shows how one  decision m a d e  in or der  to  progress  implementa t ion ,  for 

example  th e  decision to s i tua te  Cherryfields in Harts town,  can have unin tende d  knock-on effects 

(poor  service take  up) t h a t  actually und ermine  im plementa t ion  (Pasmore 2011).

The need  for  be t te r  planning se em s obvious from t h e  case study data but  the  co un te r  a r g u m e n t  is 

th a t  if th e  champion s  had delayed plans until such t ime  as mo n ey  was  firmly secured,  the  

sch em es  might  never  have be en  developed a t  all. It is also clear  th a t  be t t e r  planning would no t  

have completely resolved th e  revenue  funding problem in all cases.  But th e  de v e lo p m e n t  of  a 

detai led feasibility study or  implementa t ion  plan (Coghlan and McAuliffe 2003) at  least  would 

have al lowed for t h e  de v e lo p m e n t  of  cont ingency plans and provided an oppor tun i ty  to discuss 

available funding a l te rna tives  and t he  implications for  both HWC providers and service users with
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all project partners before schemes reached the  building stage. The data does not explain the 

process by which HWC charges for the  FOLD schemes were determined,  but it is clear tha t  the 

implications of what  was decided were not well thought  out  by the HSE.

Time taken to formalise agreements  with hospitals would have helped to ensure tha t  HWC 

residents received required follow up services and prior discussion with the psychiatric services 

would have at least clarified the limitations of the services tha t  would be on offer. The 

development  of feasibility studies and implementation plans along with bet ter  communication 

and wider participation during the planning stages (Coghlan and McAuliffe 2003) would 

undoubtedly have made the implementation of the case study schemes smoother but events in 

Mount  Bolus and St. Bricin's remind us of the  critical importance of timing and the fact that  

somet imes bad luck and unanticipated external events can override any plans regardless of the 

level of their sophistication and can ultimately lead to unsuccessful outcomes (Pasmore 2011).

The findings in Section 3 demonst ra te  that  parallel to aligning systems in order to marshal the 

resources necessary to progress the  introduction of a new service is the need to align 

stakeholders'  priorities and expectations about  service aims and objectives (Pasmore 2011).

Kotter refers to the need to develop a 'guiding coalition' to develop trust  and a common goal so 

that  stakeholders can collaborate as a team (1996) but the  data shows that  this is not easy to 

achieve. The findings confirm the findings of research carried out  in the UK about  the  difficulties 

associated with achieving the inter-agency collaboration particularly across the  health and 

housing divide (Cox 1999, Cameron et  al 2001, Dutton 2009). The findings from the FOLD case 

studies illustrate the mistrust and misunderstandings that  can develop between stakeholder 

groups even when they are involved in a formal partnership which again might not have 

developed if there had been bet ter  consultation and preparation. For example, if allocation 

protocols had been worked out  in detail well before Cherryfields opened,  it would have helped to 

reduce the tension that  developed between Dublin City Council stakeholders and the NAHB.

FOLD expectations about  service costs, access to community supports and staff training would 

have been more realistic if more research had been undertaken at the  outset  and time taken to 

focus on the  details of what  would be required in order to opera te  services and achieve service 

aims.

The problems that  housing participants attributed to health board structures are a feature of 

many public sector organisations (Hasenfelt and English 1974, Zegans 1992, Fernandez and Rainey 

2006). While there was nothing that  the local authorities or voluntary housing associations could 

have done to completely overcome some of these internal health board issues, their effect might 

have been diminished by more f requent  consultation between the  partners and the  development
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of a detailed implementation plan that would spell out in w riting the respective roles and 

responsibilities o f partner agencies (Coghlan and McAuliffe 2003). The absence of a national 

framework like the national Strategy to Address Adult Homelessness in Ireland (DOE 2008) or the 

National Housing Strategy for People w ith  a Disability (DOECLG 2011) made those negotiations 

more difficult. The HSE in particular had no mandate or obligation to support HWC development 

or delivery and the organisational culture in the HSE provided no incentive for decision makers to 

take the risks necessary to introduce a new service like HWC. In that context, the role played by 

the champions in progressing plans for the case study schemes was remarkable.

The data presented in this chapter contributes to an understanding o f the process involved in 

HWC development and the complex range o f factors that created obstacles to HWC service 

implementation in the five case study schemes. The findings show that the fact that people w ith 

dementia were targeted for services was not a particular barrier to service implementation; 

service implementation problems were more basic and centred on the difficulties involved in 

introducing a new social model o f long term  care for older people w ithout adequate planning and 

in especially in the absence o f funding structures and systems to support its development.

The next chapter looks at the implications o f the factors discussed in this chapter and other 

factors considered critical to the future development o f HWC fo r people w ith dementia in Ireland.
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Chapter 6 What is the climate for further HWC development for people 
with dementia?

The obstacles identified in the previous chapter suggest tha t despite the somewhat favourable 

environm ent during the planning stages, the implementation o f the case study initiatives was in 

every case a struggle. The fact that plans for only four o f the case study schemes were actually 

realised and only three are still in operation at the tim e o f w riting suggests the magnitude o f the 

challenges involved in the development of HWC fo r older people in Ireland. The data shows that 

by the tim e M ount Bolus closed in 2009, the momentum fo r HWC development may have already 

been lost; the failure to progress plans for St. Bricin's suggests that the time for HWC 

development may have been only fleeting.

This chapter uses the data from interviews w ith study participants to examine the current climate 

fo r the fu rthe r development o f HWC for people w ith dementia in Ireland. It is organised around 

the themes tha t emerged from interviews w ith stakeholders about future HWC development in 

Ireland and the factors that will influence it. Section 1 explores participants' attitudes to the HWC 

model and its suitability as a long term  care alternative. Section 1.1 looks at participants' 

perceptions about the need for HWC, Section 1.2 focuses on the perceived benefits o f HWC, and 

Section 1.3 presents the data on perceived weaknesses o f the HWC model. Section 1.4 discusses 

the identified need for a review o f existing services and Section 1.5 presents participants' views 

about demand fo r HWC and related factors. Section 1.6 concludes Section 1 w ith a discussion 

about the need to  generate demand for HWC.

Section 2 discusses the climate fo r fu rther HWC development from  the d ifferent perspectives of 

housing and health agencies and the special interest groups representing people w ith  dementia. It 

asks if HWC is on the agenda and how much priority if any is being placed on it.

Section 3 presents data related to the operating environment fo r HWC development. The focus is 

on the factors that will impact on future HWC development and it asks whether the conditions are 

more or less favourable than when the case study schemes were being planned and developed. 

The chapter concludes w ith a discussion of the findings presented in this chapter.

Data from  interviews w ith all 43 study participants were drawn on fo r this chapter; the findings 

from  the workshop held on 11 November 2011 are also incorporated where appropriate.
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Section 1 Attitudes to Housing with Care

1.1. Is further HWC development needed?

All but one study participant acknowledged that there  was a need to develop HWC services or 

something like it and they used much the same arguments th a t provided the original rationale for 

the case study scheme although the ir argum ents lacked the urgency and the im m ediacy of the  

original champions. The arguments included the need to address gaps in service provision, 

dissatisfaction w ith existing nursing hom e services and the desire to improve the quality o f life for 

older people whose needs w ere not being m et. Eight participants claimed th a t there was also the  

need to provide choice o f service alternatives in the Irish long term  care system (HSEl, HSE2, 

HSE3, F3, N6, N8, HSE04, M B l)  and this was put forw ard  as justification fo r fu rther HWC service 

developm ent.

[N6] But there has to be choice. And I think the principle of choice 
has been discussed in various ways and I think we have to actually 
begin to work how that choice is enabled.

Only one HSE person believed that fu rther HWC developm ent was not needed (H S E ll); this 

health professional spoke of the progress that has been made in recent years to develop  

com m unity services.

[H S E ll] ...there's lots of people that they [FOLD] might have been 
expecting to go into care are actually relatively easily supported at 
home with home support services, even though you could say that 
they're not as well supported as they should be. But still, lots of people 
are now supported at home that w eren 't in the past.

This was the unique view of one person and all others acknowledged the need fo r HWC and many 

of these also identified the benefits o f HWC com pared to  nursing home care.

1.2 Perceived benefits of HWC

A large num ber o f housing and health sector participants said that the case study schemes proved 

to  them  that it was possible to support people w ith dem entia in a HWC setting (HSE06, HSE4, 

HSE5, HSE6, HSE7, HSE8, HSE12, LA2, LA3, F I, F2, 0C 2).

[HSE8] Certainly there are people [with dementia] who are being managed 

in FOLD schemes and have not had to move on and that's the proof of 

the pudding.

[HSE06] I think the first part about group living being cumbersome and 

impractical requiring high levels of supervision, to some extent I think 

O'Connell Court would disprove that. It's not at all cumbersome and people
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are very safe in O 'Connell Court but there  isn't th e  sense th a t th e y 're  being  

m onito red  constantly. They have freedo m  as w ell.

A part from  proving that HWC settings can provide adequate  care and support to people with  

dem entia , the case study schemes also proved that HWC services can provide a b e tte r  quality of 

life to  people w ith dem entia because they can enjoy a level o f independence and autonom y in 

HWC units that is difficult to realise in a more institutionalised setting (HSE4, HSE5, HSE6, HSE7, 

HSE8, LA2, LA3, O C l, F I, F2).

A FOLD m anager noted that risk m anagem ent rather than restraint or risk avoidance is used in 

HWC settings and this allows people w ith dem entia a g reater level o f freedom  to participate in 

norm al daily life than they might have in nursing home settings (F I) . Two HSE participants stated 

that the  FOLD schemes dem onstrated that social care settings can o ffer the opportunity to  try out 

new  and d ifferent approaches to the care o f people w ith dem entia th a t would not be attem pted  

in a nursing or medical setting (HSE6, HSE7). A nurse m anager pointed to the suitability o f a social 

care m odel as opposed to a medical model fo r people w ith  dem entia who are not in need of 

continuous nursing care. Another nurse m anager acknowledged that

[HSE4] ...there 's  absolutely no doubt it's th e  right w ay to  go, 

because I th ink too  o ften  people  w ith  d em entia  are just plopped  

inappropria te ly  in residential care. Som etim es the ir needs are about 

support, supported living needs as d iffe ren tia ted  from  supported  care  

needs really. But th e  next th ing  they  know  they 're  in an inappropria te  

setting w ith  o th er people w ho  are not cognitively im paired  or w here  

they 're  in shared facilities... w h ere  the  m edical m odel is forced upon  

th em . There's a req u irem en t on them  to  alm ost conform  to  things.

For one local authority p artic ip an t, the main lesson [from the Anam Cara project] was that it 

proved that it was possible to develop HWC through partnership betw een housing associations, 

the HSE and the local authorities (LA2) although he suggested that a fram ew ork for coordination  

betw een the housing and health sectors would make fu ture service developm ent easier.

The case study initiatives proved th a t it was possible to develop HWC services in Ireland and also 

proved th a t HWC could adequately support people w ith dem entia. M any study participants w ere  

enthusiastic about the positive benefits o f HWC and the advantages o f HWC over nursing home 

care and the focus of much of the discussion was on their belief that HWC offers a better quality  

of life to residents than can be achieved in a nursing hom e setting

How ever, the data in section 1.3 shows that in spite o f th e ir appreciation of the merits o f HWC, a 

num ber o f HSE participants had reservations about the HWC model as a tem plate  for long term  

care.
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1 .3  Perceived weaknesses in the HW C m odel

A number o f HSE participants had misgivings about the HSE model and their concerns related 

mainly to  the fear tha t ageing residents w ill have to leave HWC and move again into a nursing 

home w/hen the ir dependency levels increase (HSEl, HSE4, H SE ll, HSE02, HSE04). This issue 

arose in discussions about the resistance that developed to  the case study schemes (see pp 99- 

110), but it featured even more prom inently in discussions about future HWC development. An 

HSE stakeholder stated

[H S E ll] I think it's critical... I still have a problem with people having 
to move on because I don't think it's fair. And I do think that's a key 
issue because one move is enough for any person. One move is enough.

Another agreed and asked ' How many moves can any one o f us adapt to in a lifetime? After the 

age o f 65, how many times do you want to move?' (HSE04). Two participants believed that the 

perceived trauma involved in a second move was an issue not only fo r older people but also for 

the ir families.

[HSE02]...people w ant solutions. If my mother is unwell, I w ant a solution 
that's going to be perm anent Cause if I make the decision that she goes 
somewhere, I don't w ant to have to face another move.

It was suggested that in some cases, fears about the anticipated trauma involved fo r family 

members discouraged health service managers and providers from referring older people to HWC 

services.

[HSE04] I suppose, you could say w e're being paternalistic. ...If I think that 
somebody doesn't have the emotional or social resources or... If you have 
ambivalent relatives or split relatives... AND you anticipate that it's only going 
to be for a short tim e [you wouldn't refer them to HWC because] 
you w ouldn't have the resources to support people making that transition.

A senior HSE officer recalled the damage done to the reputation o f the HWC model by the 

Delayed Discharge Initiative experience in Cherryfields when a number o f residents admitted from 

acute hospital had to be admitted to A&E w ithin a short space o f tim e (see pp 119-120). He also 

spoke o f the negative fa ll-out fo r the HSE follow ing the recent closure o f public residential care 

units which gave another reminder to decision makers that moving older people from one unit to 

another is something to be avoided.

[HSE 1] It comes up in discussion. W e're being criticised because we've  

got this issue of moving the elderly. Even where we've had issues of private 

nursing homes closing down, we know that, obviously the move is upsetting.

W e have a huge fallout, 40% mortality rate. So we don't w ant to do that.
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A second move was believed to  be a bad thing fo r older persons and also fo r family members; it 

also caused political problems for the HSE. For these reasons, the risk that HWC residents might 

have to move again undermined the case fo r the fu rther development o f HWC services.

The data in this section show/s that many participants placed value on the benefits o f HWC for 

people w ith dementia but were concerned about the length o f time that residents would be able 

to stay in HWC if the ir dependency levels increase. Some HSE participants involved in the FOLD 

case studies recommended that a review o f existing services should take place before any 

decisions are made about future development and the ir views are presented in section 1.4

1.4 Need fo r a review

A number o f study participants suggested tha t existing HWC services needed to be reviewed in 

order to determine whether they are achieving stated objectives and at what cost (HSEl, HSE3, 

HSE5, HSE13, HSE03). Four o f the FOLD case study participants believed that the HWC vision as 

presented originally has been compromised and that services have become more institutional 

than they were when Cherryfields and Anam Cara were opened (HSE3, HSE4, HSE5, HSE8).

[HSE3]...I d on 't th ink th ey 've  gone far enough; they  d on 't have 

nurses and they  have kept people th e re  until they  died. But I d on 't  

th ink th ey 've  gone qu ite  far enough w ith  th e  mission th a t I was sold...

It d id n 't quite  go th e re  for us.

[HSE8]...I had a feeling  w hen  I was in D erry th a t th e re  was a norm ality  

o f life and th a t people w ere  fre e  to  w an d er around and did w an d er around  

and a te  as they  w ished in th e  small com m unities. I'm  not so sure th a t has 

realized itself in w h a t I've seen in (FOLD schem e); I th ink  there 's  still a sense 

o f collective living and ...it's alm ost [Institu tional]

One argued that the survival o f the model depends on a review o f existing services so tha t any 

problems associated w ith its operation can be identified and put back on track (HSE3).

(HSE3) Because if they  continue th e  w ay th e y  are, som ew here  dow n the  line, 

there 's  a risk th a t they 'd  be subsum ed into  a nursing m odel or the  d ifference

betw een  them  and a nursing hom e will be less and less. It w ould  be w orth  having  

a review  ...and see w h e th e r w e  can m ove closer to  th a t.

Another stressed the importance o f determining the comparative costs o f HWC before a case is 

made for fu rther development (HSEl).

[H SEl] It's about us adjusting accordingly and seeing th a t, w e  can put in
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various levels of different services at appropriate times rather than going 

for the expensive model, because It is. Particularly now we are being 

challenged from a private/public perspective; we have to publish our costs 

of care nationally...

Although HWC is still perceived as being a less costly option than nursing hom e care (HSEl, N4), 

costs in the FOLD schemes exceeded expectations; up to now there  has been no detailed analysis 

o f the com parative costs o f the FOLD services. An HSE m anager observed th a t an independent 

review  o f existing HWC services and th e ir costs would im prove service accountability and increase 

confidence in the m odel, especially considering the substantial HSE funding involved.

[HSE5] Apart from reviewing the SLAs you need to carry out audits of the 

social care model and be assured that the care that they are in receipt of is 

what you are paying for/what was agreed. ...So then we're accountable for 

what we're spending. We're approving the client going in there... it's a service 

funded by the HSE and we need to be able to stand over it.

This person anticipated that such a review would also show the benefits o f partnership working  

including the economies of scale th a t could be achieved by inter-agency projects like HWC (HSE5). 

Two study participants believed th a t relatives should be included in any review  (HSE13, HSE03) 

one arguing for the general need fo r increased consumer participation in service planning and 

evaluation in the HSE. Only tw o  people m ade specific reference to the need to include older 

people themselves in a review of existing services (HSE03, N2)

The next section looks at the data relating to participants' views about w h ether HWC services are 

actually something that Irish older people w ant.

1.5  D em and fo r  HW C services

A prerequisite to  the successful introduction o f change is the build-up o f a sense of urgency 

around the need for change (K otter 1996). On the assumption th a t HWC developm ent was m ore  

likely to take place if there was evidence of popular 'demand'^'* fo r HWC, participants w ere asked 

if they had experienced any pressure to provide HWC services to older people, if anyone had 

complained about the lack o f available HWC services or asked th a t they be developed. It is 

im portant to  note that in discussion w ith  study participants, the term s need, dem and and w ant 

w ere often used interchangeably. M ost references to dem and for HWC w ere m ade in the context

Demand is defined for purposes of this study as an act of demanding or asking for something. It is not 
used as it is used in economics to mean willingness and ability to purchase a commodity or service. 
(Merriam Webster Dictionary, www.merriam-webster.com/dictionary/demand Accessed 31 August 
2013)
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of discussions about what stakeholders believe Irish people want or would want w ith  respect to 

having their long ternn care needs met.

Study participants in general had not experienced any 'demand' fo r HWC services. Nobody had 

put pressure on them to  develop HWC services for older people or fo r people w ith dementia.

They believed that lack o f demand for HWC at least partly explained why HWC development has 

been so lim ited in Ireland up to  now and they offered a number of factors that they believed were 

related to lack o f demand.

1.5.1 Lack o f availability o f HWC

Four participants argued that when services are not available, people don 't ask fo r them. The 

number o f HWC schemes in Ireland is still so small that few people are even aware o f HWC as a 

long term care option (LA4, HSE4, N2, N3).

[N3] There's no demand because people don't think about it... It's like this 

housing for the elderly that's in a lot of the towns around the West; people 

won't ask for it, but when they see it there, they want it.

In contrast, the ready availability o f nursing home services makes nursing home care the obvious 

choice for most Irish older people in need o f long term  care.

[N8] Look at the expansion of the private nursing homes in the 90's...
And we see the impact of that; the impact is that once the beds are there, 
we'll use them.

The argument was that when there are no other services available, no thought is given to  possible 

alternatives. The findings in Chapter Five demonstrate that even when services are available and 

nearby, they may not be known to those living and working in the area; when services are not 

available, there is less chance that people will understand that HWC is a possible long term  care 

alternative.

The following three sections present data related to the perception o f a number o f study 

participants that even if HWC services were more widely available, HWC might not be the 

preference of Irish older people and the ir families.

1.5.2 Irish preference fo r  home care

Irish people's preference fo r homecare over residential care was offered by a number of 

participants as a factor inhibiting demand for HWC services (N2, N4, N6, N7, HSE2, HSE03, M3).
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[N6]There is no obvious demand  for housing with care though it is tal<en 

for granted in Scotland. People are not  prepared to move lock, stock and 

barrel into a suppor ted envi ronment  if they can get  services at  home.

[HSE03] No, our system says we'll provide you with home support ,  we'll 
give you nursing home  care and  we see them in a cont inuum. So people 
would say, why would you move out  of your house,  go into another  house 
just to get tha t  kind of a package? Should you not  be get t ing that  in your 
own home and that ' s  part  of the  problem.

It is in t e r es t in g  to  n o t e  th a t ,  a l t h o u g h  a hous ing  as soc ia t ion  p a r t i c ip an t  a t t r i b u t e d  t h e  low t a k e  up 

o f  se rv ices  in M o u n t  Bolus to  nur s ing  re s i s t anc e  to  HWC (MB3, s e e  p 121),  t w o  HSE pa r t i c ipan t s  

be l ieved  t h a t  it i l l us t r at ed  w h a t  t h e y  be l ieved  w a s  Irish p e o p l e ' s  p r e f e r e n c e  to  r eceive n e e d e d  

se rvices  in th e i r  o w n  h o m e s  (MB2,  MBS).

A n u m b e r  o f  p a r t i c ipa n t s  a s s o c ia t e d  Irish p e o p l e ' s  p r e f e r e n c e  f o r  h o m e  ca re  wi th  a t t a c h m e n t  to  

t h e  f ami ly h o m e .  Whi le  Irish o ld e r  p e o p l e  a r e  n o t  so d i f f e ren t  f ro m  o t h e r s  in th e i r  des i r e  to  

r e m a in  living a t  h o m e  fo r  as long as  poss ible,  t h e  i m p o r t a n c e  p laced on  h o m e  o w n e r s h i p  in 

I re land w a s  be l ieved  to  be  s o m e t h i n g  t h a t  m a r k e d  Irish p e o p l e  o u t  f ro m  a t  l eas t  s o m e  o f  th e i r  

E u r o p e a n  a n d  North  Amer ic an  c o u n t e r p a r t s  (N2, N4, N7, HSE2, HSE03).  It w a s  su g g e s t e d  t h a t  by 

t h e  t i m e  Irish o ld e r  p e o p l e  finally m a k e  t h e  m o v e  f r o m  h o m e ,  th e i r  n e e d s  a r e  so g r e a t  t h a t  t h e r e  

is no q u e s t i o n  t h a t  t h e y  n e e d  an y t h i ng  less th a n  nurs ing h o m e  ca re  (HSE03).  R efe ren ce  w a s  m a d e  

t o  t h e  ' s anc t i ty  of  t h e  family h o m e '  (N7), t h e  high p e r c e n t a g e  o f  h o m e  o w n e r s h i p  a m o n g  t h e  

o ld e r  Irish po p u la t i o n  (HSE2) a n d  to  t h e  f ac t  t h a t  t h e  size o f  a p e r s o n ' s  e s t a t e  w a s  a ' t e s t a m e n t  to  

y o u r  succe ss '  in I re land (HSE03).  The public o u tc ry  t h a t  d e v e l o p e d  a r o u n d  t h e  a s s e s s m e n t  of  

p r o p e r t y  va lue s  to  d e t e r m i n e  eligibility fo r  Fair Deal fund ing  w a s  c i t ed  as  e v i d en c e  o f  t h e  

r e lu c ta n c e  o f  b o th  o ld e r  p e o p l e  a n d  th e i r  f ami l ies  in to  r e l inquish t h e  f ami ly h o m e  (N7, N8, N4). A 

vo lu n ta r y  hous ing  pa r t i c ip an t  o b s e r v e d  t h a t  t h e  ' s t r o n g  pull f a c t o r  t o w a r d s  t h e  f amily h o m e  could 

be  a d is incent ive  to  going  in to  s u p p o r t e d  hous ing '  (N4).

1.5 .3  Expectation th a t the fam ily  will provide care

A smal l  n u m b e r  o f  pa r t i c i pa n t s  a r g u e d  t h a t  a n o t h e r  r e a s o n  for  Irish p e o p l e ' s  a p p a r e n t  lack o f  

i n t e r e s t  in HWC w a s  b e c a u s e  t h e  s e n s e  o f  f amily r esponsibi l i ty w a s  still so s t r o ng  in Ireland a nd  

t h e r e  w a s  t h e  e x p e c t a t i o n  t h a t  f ami l ies  w o u ld  look a f t e r  th e i r  o ld e r  r e l a t ives  w h o  a r e  in n e e d  of  

s u p p o r t  a n d  ca re  (HSE04,  N7, N8)

[N8] I think it's strong here.  I think the re  is, in the  ether  at least, a view

that,  if you don' t  look after  your parents in some way, tha t  it's still considered 

to be a negative thing.
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The contrast was made w ith other countries where the family was not expected to play such a 

large role in providing care. The implication was that Ireland are behind other nations in this 

respect and that demand for formal long term  care might develop in years to come (N7, N8).

1.5.4 Irish fa ilure to plan fo r  the fu ture

A number of participants believed that lack o f demand fo r HWC in Ireland was related to what 

they saw as the unwillingness or inability o f Irish people to plan fo r the ir own future.

[N 8] If you th ink about planning for ageing, personal planning for ageing, 

personal planning for re tire m e n t, personal planning fo r long-term  care.

People are m yopic in a sense th a t -  w ho  does this? Very fe w  people in 

Ireland. W h at do w e  th ink about w hen  w e  th ink  about this? The only thing  

w e  th ink  is th a t I d on 't w an t to  be In a nursing hom e.

This tendency leads Irish people to  put o ff making decisions about their own future care; planning 

fo r contingencies during the transition between full health and possible physical and/or mental 

decline does not typically take place (HSEl, HSE02, HSE04, N8).

[HSE04] I th ink  nobody thinks about th e ir fu tu re . O lder people, people  

re tire  a t 65. In Am erica they will have a lready got th e ir one story bungalow ; 

people d on 't do th a t here. I th ink  they  th ink  th e y 're  going to  live fo rever.

...I just th ink Irish people just haven 't faced up to  th e  need to  plan for old age.

And they  only do som eth ing w hen  a crisis arises.

[H SEl] ...w e  w a it for a stroke, into  an acute hospital and th e  decision making  

is taken  from  you.

The result is tha t interventions come too late when the possibility o f anything short o f nursing 

home care becomes highly unlikely.

One participant observed the paradox that the least preferred long term care option available is 

the one tha t continues to be expanded (N8) and tw o participants attributed this to  planning 

failures at national level; they observed that the Irish know what they don't want, that is nursing 

home care, but little thinking has gone into establishing what it is they do want (N8, HSE4).

[N 8] The question needs to  be asked, w h a t do w e  w an t to  get from  our health  

and social services fo r o lder people? W h a t w e  expect is critical.

The lack o f a cohesive older persons' strategy in Ireland was seen by one voluntary housing sector 

participant to be a manifestation o f the absence o f forward planning at national level (F4). She 

contrasted the situation in Ireland w ith  that o f the UK where

[F4] ...every local au th o rity  was obliged to  have an o lder persons' strategy  

to  cover th e  next 20 years....A nd w h a t the  local authorities  started  doing  

th e re  was replacing th e ir existing sheltered accom m odation ... and they  e ith er
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sold that land o ff or re- configured the existing developments into Extra Care, 
which would allow for people to remain In their homes...when they became 
more frail or in greater need of personal care.

It was argued that better planning would result in the identification of the need for supported  

housing which then would generate dem and for it (F4).

1.6 Need to generate demand fo r HWC

Three participants believed that, although lack of dem and was sometimes used as an excuse for 

not introducing new  services, it was unrealistic to  assume that it would develop spontaneously 

(M B l, N2, N8). They believed th a t in o rder to  make the  case for the fu rther developm ent o f HWC  

services, dem and has to be created and this involves both raising awareness of HWC and also 

providing incentives fo r its developm ent.

[N2]0ne of the things about sheltered housing in Ireland, if you wanted 
to increase demand for it, it would need to be more acceptable to people, 
so therefore they'd need to know more about it and what's in it and what 
it's about. And it's difficult because it's not out there.

[M B l] Businesses are created on the basis that they will generate the need.
You have to get a critical mass; you have to get a certain number in before 
people will want to go in. Takes time. Have to convince people of the need 
for something and also the benefit for them. No one ever did anything unless 
there was something in it for them.

Several participants noted that expectations had to be changed about how to m eet long term  

care needs in order for dem and for new services to  be generated (N4, N6, HSEl, N8).

[N8] One o f the things we need to do is to experiment and innovate.
Housing for people with dementia; evaluate It; create an expectation 
if it's good; create a demand among people through information about 
what works, what doesn't work. Why this might be a good idea; who 
it might be a good idea for.

W hile it was suggested that the responsibility for creating dem and should be shared betw een  

stakeholders in the health and housing sectors, the voluntary housing sector came in for 

particular criticism from  one key HSE stakeholder fo r not doing m ore to  prom ote the housing with  

care model in Ireland. [HSEl]

[HSEl] The Minister was very vocal around the whole area of the cost of 

long stay care. I would have thought, the [voluntary housing sector] would 
have come in and said there was an opportunity there. We only hear about 

the HSE and about private nursing homes... We never hear from the voluntary 
sector... would they not come along and say, we can really produce an 

alternative here.

164



Similar criticism was leveled at organisations that represent the interests o f older people, 

including people w ith dementia, which are thought to  be too narrowly focused on the promotion 

o f home care services (HSEl, N4). It was thought that these organisations could be doing much 

more to raise the profile o f Housing w ith Care and other long term care alternatives to nursing 

home care.

A small number of stakeholders believed that the Age Friendly Counties Initiative would provide 

the opportun ity to generate demand fo r HWC by inform ing older people about new service model 

alternatives and giving older people the chance to th ink about the way that they themselves 

would like to have the ir long term  care needs met. They suggested that w ith better information 

and the opportunity to discuss service alternatives, older people would then be in a position to 

make informed choices about service options which can then be prioritised fo r service 

development (N2, N5, HSEl).

[HSEl] H ere w e  are as a county, w e 've  Invited  over 100  o lder people to  consult 

w ith  and w e'll have all o f the  statutories and voluntaries th e re  fro m  both the  

County Councils, ourselves fro m  th e  HSE and all the  o th e r voluntaries as w ell and  

say, w h a t are you actually looking for? W h at w ould  you like in your com m unity?

W h at should a county have? ... W h ere  do you actually w a n t to  be?

One outcome o f this public consultation exercise would be the development o f older people's 

interest in HWC which would help create the demand necessary to drive further HWC 

development (HSEl, N5, N2).

Section 2 Is HWC development for people with dementia on anybody's agenda for future 

service development?

Section one presented the data w ith  respect to participants views about the strengths and 

weaknesses o f the HWC model and its suitability as a tem plate for future service development. 

Data in the last section introduced the idea that HWC may not be a suitable response to  the needs 

o f Irish older people whose long term  care expectations and preferences may be d ifferent from 

the ir counterparts in other countries. Section 2 explores whether HWC development fo r people 

w ith dementia is on the agenda in the housing and health sectors or in organisations representing 

people w ith dementia. •
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2.1 Health sector agenda

Participants w ere asked if any progress had been made to put HWC developm ent on the health  

sector agenda. Stakeholders w ith a national brief in the HSE and the DOHC w ere more optim istic  

than the ir counterparts working at local level about the attention  that dem entia and dem entia  

services are currently receiving in the health sector at national level (HSEl, N l ,  N2).They cited the  

participation of the HSE in the developm ent o f the National Dem entia Strategy, the audit th a t had 

been undertaken of all dem entia specific services in the HSE, and the developm ent of staff 

training on dem entia awareness and practice to dem onstrate the priority th a t the HSE is placing 

on dem entia and the developm ent o f dem entia services.

[N2] The fact that there will be a Dementia Strategy developed, that 

symbolises the awareness in the Department. There are so many 

issues that are on the Department's doorstep; the fact that it is actually 

going to develop a strategy for dementia is a huge thing [given 

competing interests and needs].

It was fu rther suggested that the Positive Ageing Strategy (again headed up by DOHC) would be 

taking into consideration the predicted increases in the num ber o f 'oldest old' and the large 

percentage of people w ithin th a t category that will develop dem entia (N 2).lt was anticipated that 

the  developm ent o f dem entia specific HWC could be a fu ture  by-product o f new national policies 

(H SEl, N l, N2).

O ther HSE participants w ith local or area responsibility w ere much less convinced that dem entia  

care services w ere being prioritised fo r developm ent in the HSE in spite o f the work th a t had 

com m enced on the developm ent o f a National Dem entia Strategy and the Positive Ageing 

Strategy. Five HSE participants believed that dem entia continues to be a largely neglected area in 

the health services w here there is little acknow ledgem ent th a t the needs o f people w ith dem entia  

are d ifferen t from  the needs of o ther vulnerable older people (HSE4, HSE5, HSEOl, HSE03, 

HSE07). The low priority placed on dem entia care in the HSE was thought to reflect w ider societal 

views about dem entia and dem entia care.

[HSE4]People don't care what happens to people with dementia in 

this country... No need for specialist dementia services has been 

identified... and there is a lack of priority given to people with 

dementia in Ireland.

Tw o HSE participants fe lt that dem entia care was actually receiving less priority w ithin the HSE 

than previously; they noted that although HSE com m unity units w ere originally intended to  

provide services fo r people w ith  dem entia and o ther high dependency needs, over tim e they have 

increasingly been used to provide generic long stay nursing care services w ith no dedicated or
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specialist dementia services in evidence (HSE07, HSE4). An HSE manager suggested tha t in order 

fo r HWC fo r people w/ith dementia to be expanded, there would need to be '...a big sea change in 

terms o f how we view residential care...When people see dementia and housing they would say, 

hmmm that doesn't work...you can't supervise them, you can't look after them ' (HSE07).Two 

study participants talked about the stigma and fear surrounding dementia In Ireland which they 

believed resulted in conservative attitudes about what constitutes appropriate dementia care 

(N6, N8).

[N8] I th ink  all th e  tim e  w e 're  talking abo ut people  w ith  dem entia  

or people w ith  any sort o f cognitive issues is...stigm a, som e link to  

ageism, link to  fear...and  anxiety...w h ich  again im pacts negatively on 

our ab ility  to  th ink  beyond the  convention . People are afraid  o f this... 

they  d o n 't know  how  to deal w ith  it, they  d o n 't know  how  to organise, 

th ey 're  fearfu l o f th e  outcom es, so again you go back to  w h a t you know  

best and th a t is [nursing hom e] care. I th ink  th e re  are e lem ents o f th a t 

all the  tim e  w hen  you 're  talk ing  about people  w ith  dem entia .

A lack o f sophistication in our thinking along w ith ageist assumptions about older people were 

also thought to have limited Irish aspirations and expectations to the point where no thought is 

given to  anything except services at opposite ends o f the care spectrum, home care and nursing 

home care (HSEl, HSE04, M B l).

[HSE04]I d on 't th ink  w e 're  a sophisticated enough society ye t to  have  

acknow ledged th a t need [fo r services like housing w ith  care]. M ayb e  

older people are not valued enough to  th ink  th a t they  should have a 

fu ller, b roader life th a t one o f these assisted living facilities can provide.

An HSE senior officer referred to 'current paternalistic notions about dementia' and the belief 

that 'doctor knows best' that causes HSE decision makers to shy away from supporting the 

development o f alternative social models like HWC fo r people w ith dementia (HSE7). Others 

spoke o f the way that the organisation o f services for older people in Ireland contributes to 

lim ited expectations about long term  care models in Ireland (HSEl, HSE03, MB4).

[H S E l]...w e  have a m edical system  w hich a lm ost determ ines  

and requires th a t you require  a hospital.

[HSE05] All o f your assessments, all o f our processes to  get state  

support is invested In, it needs a m edical doctor, it needs the  m ulti-d  

team , it has to  be signed o ff by a Geriatric ian.
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A FOLD case studies participant suggested that there  is uncertainty about w hat service m odel to 

introduce even among those health professionals who recognise the need for b e tte r dem entia  

services; 'W e don't know w hat m odel w e w ant in Ireland' (HSE4).

An HSE manager w ith experience in the disability services believed that there  was no reason why  

HWC cannot be developed fo r people w ith  dem entia but added 'It's just not on the agenda. It's 

not on anybody's agenda' (M B2). Participants believed that the continued strength of the medical 

m odel in older people services prevents HWC from  receiving any priority on the HSE agenda and 

they also pointed to an organisational culture that underm ines the developm ent o f new services.

2.1.1  HSE organisational culture

Two HSE senior managers w ere highly critical of the culture in the HSE which they argued m ade it 

m ore difficult fo r staff to  think outside the box or introduce change (M B l, HSE04). One of these 

stated that the developm ent o f new  initiatives in the HSE depends too heavily on individuals who  

must 'proceed at the ir own peril' (M B l)  and another agreed th a t there w ere high personal costs 

involved in driving new service initiatives like HWC.

[HSE04] You know you have to have huge energy to get stuck into 

some of these projects; there's no natural service development within 

the HSE unless you happen to be working with somebody in administration 

or management for the HSE who are prepared to take up the gauntlet and 

the cause along with you and drive it. And I know people do, that's how  

things do change but it's at huge personal cost to a couple of people...

It was claimed that there was no incentive for individuals in the HSE to lead new initiatives like 

HWC which inevitably involve risking failure (M B l, HSE2, HSE06, N4).

[M B l] But what's in it for people in the HSE to take a risk like this?

Nothing. That is the bottom line. There's nothing in it for the HSE....

If you're in the public service, you get no reward for innovation but 

could be hung out to dry if something goes wrong.

Given the lack of reward for trying something new and the risk that a new project m ight fail, HSE 

managers are discouraged from  introducing new services like HWC, especially in tim es when  

m oney is scarce. It is easier and less complicated to keep doing w hat has always been done.

[N3] I think... the excuse for not doing anything at the moment is money.

I think no m atter w hat needs to be done, it w on 't be done because it'll be 

thrown back that we don't have the money for this. It wasn't done before, 

so they have nothing to keep up. If it was in place before, they have to 

keep it up. But there's nothing in place so you're starting new.
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Another stakeholder maintained that 'the negative influence o f scandal' in Irish public services 

also stifles the search for service alternatives by keeping the focus on the things that can go 

wrong (N8).

[N8] T here ’s a focus on w hat's  not being done ra th e r than on solutions.

[Risk m an agem en t is] seen as responsibility o f th e  regulatory  agency, 

th e  responsibility o f o thers... Absorption w ith  w h a t is w rong  w ith  th e  

system doesn 't a llow  us to  say, how  do w e  construct som eth ing th a t 

w e actually value?

Three participants believed that a blame culture fuelled by the media reinforces HSE 

preoccupation w ith safety and risk and makes decision makers reluctant to take chances 

especially w ith a client group considered to be particularly vulnerable (M B l, N3, HSE03).

[HSE03] You had a th ing  in the  paper, som ebody left a nursing hom e  

and was found dead. Look at the  organisational response to  that?  W h at 

did they  do w rong  w ith  th a t person?. Instead o f saying, w ell this was 

som ebody w ith  d em entia ; it could happen to  anybody.

They suggested that an organisational culture that prioritises risk aversion influences HSE decision 

makers to believe that it is in the ir interest to do nothing. The resultant HSE inertia was believed 

to be holding back the introduction of new services like HWC; HSE structures were perceived to 

be another inhibiting factor.

2 .1 .2  HSE structures

Two HSE participants observed that hierarchical structures in the HSE undermine innovation by 

removing decision making from local managers (HSEl, M B l). The contrast was made between the 

tim e when the FOLD schemes were being developed and the tim e when M ount Bolus and St. 

Bricin's were being planned to illustrate the inhibiting influence o f cumbersome HSE structures on 

the development of new services (M B l, HSEl). FOLD initiatives were planned at a time when the 

health boards were autonomous, decision making bodies; one participant recalled that 'I t  was a 

smaller structure [w ith] closer to the ground decision making' that empowered local managers to 

make decisions (HSEl). A M ount Bolus stakeholder observed that

[M B l]  At least w hen  th e  health  boards w e re  there , ...th e re  was always  

th e  danger th a t [new  in itiatives] w ere  going to  be raised at those m eetings...

But th a t w e n t w ith  th e  fo rm atio n  o f the  HSE and you had layers and layers 

and layers o f staff. It's like if you 're  dealing w ith  a grievance, if you 're  not 

dealing w ith  the  principals, as th e  grievance goes up th e  line and ...it becomes  

to ta lly  d iffe ren t and it gets lost, the  essence o f it. Then if... you say, well I have 

no answ er for th a t ton ight, then  you get bored and you say. I'm  b e tte r o ff 

out o f this.
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A senior HSE officer agreed that HSE structures 'dam pen down the enthusiasm [for new service 

initiatives] from  ground level; by the tim e it gets up to policy level, it's alm ost poles apart' from  

w hat had been initially proposed (HSEl). The same person believed that the proposed  

restructuring o f the HSE would solve that problem and allow fo r the better harnessing o f local 

enthusiasm around projects like HWC although this optim ism  was not shared by any o ther study 

participants.

2.2 Housing sector agenda

2.2.1 National housing agenda

Two housing participants observed w hat they believed to  be a shift in national housing policy in 

recent years away from  the provision o f long term  supported housing that negatively impacts on 

HWC developm ent for o lder people as well as fo r o ther groups (LA4, SB l). Using homeless 

services as an exam ple, one observed that although there  'has always been an identified need for 

it...currently in the homeless agency, the whole move has been to get rid o f transitional 

housing...' (SB l). The o ther participant agreed that the housing authorities now 'w ant every 

person to live out in the com m unity as an independent person... they're  trying to ensure that 

sheltered housing ...w ill never be built again' (LA4). Both considered this shift in policy to be a 

backwards step. A local authority participant noted th a t it had taken 10 years or m ore to build up 

the  m om entum  to develop HWC services in Dublin and believed that the potential to  im plem ent 

plans fo r additional services was now lost at least in part because of this shift in housing policy 

(LA4).

A DOE participant did not allude to this perceived shift in housing priorities but did re iterate the  

clear division betw een housing and health, suggesting that 'high support services' fo r people with  

dem entia w ere clearly the business of the HSE and not housing authorities (N 5). He noted that 

none o f the housing bodies in Ireland have the provision of HWC for people w ith  dem entia as 

th e ir 'core function' (NS). For this participant, the closure o f M o u nt Bolus provided the rationale  

fo r the re-alignm ent o f D epartm ent priorities along m ore traditional lines; although HWC as a 

concept was not dismissed, it was made clear that the D epartm ent had only a lim ited role to play 

in its developm ent (N5).

2.2.2 Voluntary housing agenda

According to a representative o f a voluntary housing agency, the  m ajority o f small housing 

associations (who operate 20 housing units or less) would not have either the interest or the  

resources w ith  which to develop dem entia services themselves (N4).
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[N 4] It's included under 'high dependency '. Occasionally you w ould  hear it 

m en tio ned . Aw areness is growing... but w hen  people go out to  develop a 

housing schem e, th e y 're  not th inking about tenants  w ith  dem entia .

It is usually only w hen sitting tenants already well known to staff develop dem entia that dem entia 

care becomes an issue for voluntary housing organisations who then struggle because they lack 

the  resources necessary to care for these tenants (N4, SBl).

[N 4)]...even  the  [housing association] boards w ould  say, God, w e  have a duty  

o f care, a m oral duty  but w e can 't care fo r these people, w e  d on 't have the  

skills necessary and w e  need to  get th e  HSE involved very quickly. There 'll be 

issues there; w h a t are the  options fo r th e  o lder person, th e  boundary issue.

Nursing hom e or o th er 'step up facilities' -  are th e re  not o th er options?

The priority then becomes finding a way to move tenants w ith dem entia on to w hat are 

considered to be more appropriate settings.

Despite the obvious challenges involved, the data shows th a t there  are a small num ber of 

housing associations that are very interested in e ither developing or expanding services for 

people w ith dem entia , and these include the housing associations associated w ith the O'Connell 

Court, FOLD and St. Bricin's schemes (O C l, F4, SBl). A voluntary housing representative observed 

th a t a small num ber of the larger housing associations would have both the com petence and the  

willingness to do so (N4).

[N4] Yes, there 's  a cohort or a cadre o f [vo luntary housing associations] w ho  

fee l... th a t they  can build on existing services. If the  structures w e re  in place, they  

fee l they  have the good w ill fro m  the  com m u nity ...T here  are  around 25 bodies  

th a t now  th in k  they  could m ove on...

Four voluntary housing participants suggested that, in lieu o f CAS funding, existing supported  

sheltered housing facilities could be used as a foundation on which to fu rther develop HWC  

services (N4, F4, O C l, SB l). The housing units are already there , as are the communal facilities 

from  which to deliver support services and one participant observed that

[N 4] In th e  current clim ate th e re  w o n 't be a huge am o u n t o f n ew  building  

fo r our sector or even for the  HSE, th a t'll not happen. So w hy not focus on 

w h a t w e 'v e  got at the  m o m en t and build on existing services w ith  the  

providers th a t are keen... The b o tto m  line is th e re  is in frastructu re  there .

The developm ent o f satellite services, using large housing associations as a resource to support 

sm aller housing schemes w ithin a geographic area was offered as one way that services might be 

developed in rural areas w ithout the need fo r m ajor capital expenditure (N4). Housing
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participants believed th a t a positive environm ent exists in the voluntary housing sector w ithin  

which to fu rther develop HWC services and also a tem plate  to guide it (N4, LAS, F4, O C l).

A m eeting was held recently in the ICSH to bring together HSE representatives and housing 

association managers who are providing 'high support' services to older people to discuss fu ture  

service developm ent (N4); this confirms the com m itm ent o f some voluntary housing providers to  

fu rther HWC developm ent. Although the  focus o f discussion at the  m eeting was not on the  

developm ent o f dem entia services, those in attendance included representatives o f groups 

providing HWC to people w ith dem entia (N4, HSEl, HSE2).

2 .2 .3  Dublin City Council agenda

Two Dublin City Council housing officers indicated that local authority enthusiasm fo r the FOLD 

schemes did not diminish after they w ere built, and plans for a num ber o f o ther schemes 

(including St. Bricin's) w ere subsequently developed by the Council in partnership w ith o ther  

agencies including the  A lzheim er Society o f Ireland (LA2). These housing officers w ere happy to  

collaborate with the HSE and voluntary organisations to im plem ent the service plans that have 

been developed, but like their colleague in DOE, they do not see the provision o f dem entia  

services in these schemes as the ir responsibility (LA2, LA3). The willingness exists in the local 

authority  to build these planned HWC schemes, but at the tim e the fieldw ork was being carried 

out, most of these plans had been put 'on hold' because of the lack o f public finance w ith  which 

to  fund them  (LA2, LAB). Since the fieldw ork, plans fo r the St. Bricin's scheme w ere re-activated  

and re-w orked but the housing association involved w ithdrew  from  the project in 2013 and plans 

to  include a dem entia unit w ere  dropped from  the project proposal the previous year (Dublin City 

Council undated Notes).

[LA3]And som e projects in recent tim es have fa llen , like w e 'v e  designed  

them  to  Include A lzheim er type units in our schem es. The pro ject (St. Bricin's) 

hasn't gone any fu rth er. W e  w ere  hoping to  bring it back...

A Dublin City Council participant predicted that even if existing plans are re-activated, the  

specialist dem entia service e lem ent will not be included (LA3).

[LA3] ...w hat w e 'll end up w ith  is th e  standard senior citizens schem e  

not a FOLD typ e  schem e.

There was pessimism about the realisation o f planned dem entia specific housing developm ents  

because of the additional funding required and the problems already identified around sourcing 

funding from  the HSE (LA3). The impression given is that HWC for people w ith  dem entia is low
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dow n on the list o f current priorities but that the situation could change if funding became 

available.

2 .4  Special in terest groups' agenda

The data shows th a t the developm ent of home care and hom e support services is the priority for 

both o f the organisations whose representatives w ere interview ed for this study. But it also 

reveals th a t both groups have explored HWC developm ent in the past (N3, N6, SBl, LA2), 

although in both cases the HWC vision for proposed services was som ew hat lim ited. The first 

group considered building tw o  bedroom housing units on the grounds of an existing nursing hom e  

fo r people w ith dem entia , but the model envisioned was mainly aim ed at providing support to 

carers w ho would com e to live in the units w ith the person with dem entia (N3).

[N3] Because I felt [carers] were isolated with Alzhelmers, they were out 

on their own , especially at that time. They were afraid to talk to anybody.
I thought if they all came together, it would be a lovely idea. They could 

talk about their problems together...

HWC units w ere thought to be unsuitable for people w ith dem entia who lived alone because they  

would be at risk o f wandering off; the adjacent nursing care unit was considered to be the  

appropriate place fo r these people (N3). This person's view  was th a t HWC was a good way to  

support carers but not suitable as a long term  care alternative for individual people w ith  

dem entia.

The o th er participant spoke of plans drawn up in 2 0 0 4 /2 0 0 5  for the building o f a 20 unit HWC 

scheme on a site outside o f Dublin on which a day centre had already been built; additional land 

adjacent to  the day centre had been offered to the organisation by the local county council (N6). 

The plan was to  provide sheltered housing for people w ith  low dependency needs in 18 o f the  

units and to convert tw o  rem aining units into a high support facility w ith 'supervised care' for 

people w ith dem entia needing short-term  rehabilitation or respite. It represents a m ore modest 

version of w hat was proposed for the St. Bricin's scheme.

[N6]The high dependency piece ... what we thought was, the worst

thing that can often happen when somebody broke a leg or whatever

had no place to go without supervision. And the other thing was

that was something that was attractive to some of the Consultants because

that's one of their concerns; what happens if there is an acute episode or

accident.

This organisation was involved in planning a num ber of o th er HWC service developm ents to  

include services fo r people w ith dem entia but in each case, the HWC vision was lim ited. Planned
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services w ere aim ed at providing short-term  respite and rehabilitation only. Little thought had 

been given by e ither o f the groups th a t represent people w ith dem entia to  the idea of using the  

HWC model to deliver long term  care services to people w ith dem entia in spite o f the trend  

elsewhere to do so (See Chapter 1).

The data in the next section shows that most o f those interview ed for this study believe that, 

w hatever the merits o f pursuing the fu rther developm ent o f HWC services, fu rther service 

developm ent is not a feasible option in Ireland anytim e in the near future. The factors identified  

with this pessimism are included in Section 3.

Section 3 Operating environment for HWC development

Section Three explores 'readiness' fo r fu rther HWC developm ent in Ireland in term s of the  

availability o f resources and the alignm ent o f structures and systems necessary to support it 

(Pasmore 2011). It includes discussion o f the  factors thought to have a particular im pact on the  

developm ent o f HWC for people w ith dem entia.

Participants w ere asked to identify factors that would be critical to  the fu ture developm ent o f 

HWC for people w ith dem entia . The intention was to find out w hat needed to be done in order to  

progress service developm ent, but the emphasis in th e ir responses in alm ost all cases was on the 

factors th a t that they believe will have an adverse effect on fu ture HWC developm ent. There was 

unanim ity w ith respect to  the factor that would have (and indeed already has had) the greatest 

inhibiting influence on service developm ent.

3.1 Economic recession

The overarching issue that provided the background to discussion with participants about fu ture  

HWC developm ent was the poor state o f the Irish econom y and the belief was that there would  

be no funding available w ith which to develop any public sector services in Ireland in the  short 

term  at least. The dismal economic outlook in Ireland was considered to be the factor most critical 

to  future HWC developm ent by all voluntary housing stakeholders. A FOLD champion concluded 

that

[FI] Finance is the big issue for the future...The present economic 

climate is not conducive [to further HWC development].

The economic recession in Ireland already contributed to  the closure o f M ount Bolus and the  

failure to progress plans for St. Bricin's. A participant from  the St. Bricin's case study recalled that 

' It seemed to be then, that w ith  budgets tightening from  2008 onwards, w ithin the HSE and
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everyw here, people w ere just battening down the hatches, trying to m aintain w hat they had' 

(S B l).

Housing participants believed th a t the recession will extend into the foreseeable fu ture and no 

one w ho was interview ed was optim istic about the possibility o f any significant public service 

developm ent in the coming years including HWC developm ent. A local authority stakeholder 

summed up the feelings of others in both the housing and health sectors.

[LA4] I th ink  there 's  ten  years o f no m o vem en t now. The eye is on the  

financial s ituation and nobody's m oving o ff th e  perch to  do one  

single th ing  now.

Three HSE interview ees and one local authority participant recalled that there  was a lot of 

interest in developing HWC services a fte r the FOLD schemes opened in 2006-7  but that initial 

enthusiasm had abated due to changed tim es and a changed econom y (HSEl, HSE12, LA2).

[H SEl] ...the  w ho le  idea was th a t sheltered  housing was to  becom e  

[a bigger fea tu re  o f service provision]. It w ou ld  have been discussed at 

our Task G roup..., m ade up o f th e  4  regions... And w e  w e re  looking at options, 

particu larly around the  flexib ility ... [but] funding stopped... It d idn’t develop  

any fu rth e r than tha t.

A small num ber of study participants said that the dram atic deterioration in public sector finances 

had already resulted in cuts to HWC budgets and that the effect o f these budget cuts was greatest 

on HWC for people with dem entia because o f the higher costs involved in training staff and 

providing services to people who may need 2 4 /7  supervision (N3, F I, F4).

[F I]  It's th e  unpredictab ility  o f people w ith  dem entia  and th e ir inability  

to  express w hat's  happening. They can 't te ll you w hat's  w rong. W andering , 

can 't rem em b er to  ea t etc. A lot o f risks. M o re  support is needed. N octurnal 

w andering, mixing up night and day, th a t breaks dow n caring arrangem ents.

That's w hen  people need to  m ove. That's w h a t m akes th e m  d iffe ren t and 

harder to  m anage -  not impossible if resources are provided.

They argued that budgets w ere already inadequate to address the special needs o f residents with  

dem entia; budget cuts made it even more difficult. An O'Connell Court participant observed that 

funding cuts m eant less discretionary spending including spending on the extra staff required to  

individualise care (F5). She argued that funding shortages made it difficult to achieve HWC service 

objectives and the correlation was m ade betw een social activity and residents' health and well 

being.

[O C l] I have to  beg borro w  or steal for ...Social activities and  

stim ulation  and all th a t kind of thing. That's needed. It's 

com panionship, activity and en joym ent in la te r life th a t I th ink
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promotes positive health, positive mental attitude. No budget 
for that...

She believed that funding was critical to the quality o f life for HWC residents and particularly for 

residents w ith dem entia who benefit greatly from  social interaction which they may not be able 

to in itiate themselves (O C l).

A num ber o f participants believed th a t the economic recession in Ireland was a th reat to the  

sustainability o f existing HWC services fo r people w ith dem entia w ith negative implications for 

HWC residents. But all study participants fe lt that the econom y was having an even bigger 

im pact on the developm ent o f new  HWC services. Discussion w ith  participants focused on the  

shift from  a capital funding m odel to a leasing model fo r the developm ent o f social housing (LA2, 

LAS, N4, N7, F4, SBl).

3 .2  Capital funding

As outlined in Chapter 5, capital funding available through the DOE Capital Assistance Scheme 

(CAS) provided the opportunity to  build or acquire premises fo r all o f the case study schemes. As 

such it provided the m om entum  necessary to move the projects forw ard. But the data shows that 

in recent years CAS funding has been radically reduced to the point w here it is inaccessible to  

most voluntary housing associations providing special needs housing, including those th a t might 

wish to develop HWC services fo r older people (N7,LA3, SB1,N4). The decrease in available CAS 

funding reflects changes in national housing priorities that have resulted from  huge reductions in 

the housing capital program m e since 2009; these have affected not only the voluntary sector but 

also local authority housing developm ent. A DOE stakeholder noted th a t capital funding had been  

reduced from  €1.2 billion in 2008 to  €0 .5  billion in 2010  to €400  million in 2011 which is the  

am ount th a t was spent on voluntary housing alone only three years ago (N7). The CAS budget did 

not disappear but has shrunk dram atically, and any funding left in that budget in 2011 was 

com m itted  to housing projects th a t w ere already in the pipeline according to a voluntary housing 

stakeholder (N4).

3 .3  Social Housing Leasing In itiative

For participants from  the voluntary housing sector, the loss o f CAS funding represents an almost 

fatal blow to the developm ent o f purpose built HWC facilities and its effective replacem ent by the  

Social Housing Leasing Initiative (SHLI) introduced in 2009 has done nothing to generate optim ism  

about fu ture  service developm ent (F4, N4,SB1, N7). The main distinction o f the SHLI is th a t it 

prom otes and facilitates the leasing o f existing housing stock from  the private sector rather than  

the  building o f new housing units. This poses problems for housing associations wishing to
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d e v e l o p  HWC se rv ices  b e c a u s e  o f  t h e  unsui t abi l i ty  o f  m o s t  o f  t h e  hous in g  s tock ( a p a r t m e n t  

bui ldings buil t  du r ing  t h e  Celtic Tiger  y ea r s  t h a t  w e r e  left  un f in i shed  a n d  un o cc up i ed )  t h a t  is 

avai lable fo r  l eas ing u n d e r  t h e  SHLI sc h e m e (S B l ,  F4, N3, N5, OCl) .

[N5] . . .the type of supply that ' s  coming through. . . that ' s  revenue funded,  
largely It's private, it's not  suited for specific needs,  for example people 

who have high dependency or let's say higher dependency who need 

on-site supports.

It w a s  n o t e d  by a smal l  n u m b e r  o f  s t a k e h o l d e r s  t h a t  t h e  des ign  of  ava ilable  ho us ing  s tock  in 

ge n e r a l  is n o t  a p p r o p r i a t e  to  m e e t i n g  t h e  n e e d s  o f  v u l ne ra b le  o l d e r  p e o p l e  (F4, N3, N4, HSE07) .  

For e xa m p le ,  p r o b le m s  w e r e  ident i f ied wi th  ava ilable  uni ts  t h a t  do  n o t  p rovide  th e  s p a ce  o r  

e n v i r o n m e n t  r e q u i r ed  to  m e e t  t h e  n e e d s  o f  p e o p l e  in w h e e lc h a i r s  o r  p e o p l e  wi th  d e m e n t i a  (F4). 

M a n y  o f  t h e  hous in g  uni ts  ava i l able for  leasing do  n o t  m e e t  de s i r e d  speci f i ca t ions  for  e n e r g y  

eff ici ency which  p u s h e s  o p e r a t i n g  a n d  m a i n t e n a n c e  cos t s  up  (F4). The  cos t  o f  r e-des ign ing  o r  

r e t ro- f i t t i ng  avai lable hous in g  s tock w a s  c o n s id e r e d  to  be  p roh ib i t ive  in m a n y  cases .  An HSE 

s t a k e h o l d e r  o b s e r v e d  t h a t  'wi th  CAS fu nd ing  g o n e ,  if no a p p r o p r i a t e  bui lding is avai lable ,  [special  

n e e d s ]  hous in g  g r o u p s  a r e  a t  a loss'  (HSE07).

O'Conne l l  Cou r t  is t h e  on ly  o n e  o f  t h e  case  s t u d y  s c h e m e s  t h a t  is n o t  p u r p o s e  built; a l th o u g h  CAS 

f und ing  w a s  us e d  to  ac qu i re  t h e  or iginal  p rem is es ,  t h e  SHLI s c h e m e  w a s  us e d  to  l ease  t h e  h o te l  in 

which  se rvices  a r e  cu r ren t ly  s i t u a t e d  (OCl) .  The O 'Connel l  Co ur t  ca se  s tu d y  d e m o n s t r a t e s  t h a t  it 

is poss ible  t o  use  t h e  SHLI to  ac qu i r e  v ac an t  bui ldings for  t h e  p u r p o s e  o f  providing HWC se rvices  

b u t  it also i l lus t r ate s  t h e  d r aw ba c k s .  The m o v e  t o  a v a c a n t  ho te l  in 2011  involved no  m o r t g a g e  

a n d  t h e  t e r m s  o f  t h e  l ease  s igned by O'Connel l  Cour t  wi th  t h e  local au t h o r i ty  i m p o s e d  no 

add i t iona l  f inancial  risks on  t h e  hous in g  as soc ia t ion  (OCl,  s e e  A p pe nd ix l ) .  Ho wever ,  whi le  t h e  

a r r a n g e m e n t  su i t ed  O'Connel l  Cou r t  in t h e  s h o r t  t e r m ,  t h e  hous in g  as soc ia t ion  a lways  p l a n n e d  to  

l ease  t h e  ho te l  as  an  in te r im m e a s u r e  only; t h e  longer  t e r m  plan  w a s  to  build p u r p o s e  built  

facili t ies w h e n  t h e  ne c es sa r y  f i nance  could be  o r ga n i se d  (OCl) .  A l though  t h e  ho te l  is m o r e  

m o d e r n  t h a n  t h e  p rev io us  c o n v e n t  p r emises ,  it is still in n e e d  o f  m a jo r  r e f u r b i s h m e n t  a n d  t h e  

co nf igura t ion  o f  r o o m s  is a w k w a r d  f ro m  t h e  p e r spe c t i ve  o f  del iver ing services  to  o l de r  p e o p l e  

(OCl,  HSE05).  A b o u t  1 /3  o f  t h e  bui lding is un su i t ab le  fo r  use .  O n e  HSE pa r t i c ipan t  o b s e r v e d  t h a t  

t h e  in a d e q u a c y  o f  O'Connel l  Cour t  p r e m i s e s  m a k e s  it m o r e  difficult  t o  m a k e  a ca se  for  f u r t h e r  

HWC d e v e l o p m e n t  (HSE05).

Volun ta ry  h o us i ng  pa r t i c ipan t s  in ge n e r a l  be l i eved  t h a t  ava i l able  ho us ing  s tock is genera l ly  

un su i t ab le  for  t h e  provis ion o f  HWC se rvices  to  o lde r  p eo p l e .  But  t h e  a l t e rna t ive ,  wh ich  is to  build 

n e w  facilities,  w a s  t h o u g h t  to  p r e s e n t  a l m o s t  in s u r m o u n t a b l e  cha l l e ng es  b e c a u s e  o f  t h e  pe rc e iv ed
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financial risks involved fo r housing associations (N4, SBl, F4, O C l). Under the SHLI, voluntary  

housing bodies must borrow m oney on the private m arket or through the Housing Finance 

Agency (HFA) in order to build new  facilities and both options are problem atic (SBl, N4, F3, LA3). 

According to tw o housing sector participants, HFA funding can only be accessed by negotiating  

many adm inistrative 'hoops'; only one housing association had received approval for HFA funding  

up to the tim e of the fieldw ork in the Spring o f 2011 (LA3, SB l). Using private finance to develop  

HWC was believed to put housing associations at considerable financial risk, and according to four 

housing sector participants, this is the m ajor problem even fo r the larger housing associations 

unless they have additional assets that they can use to offset capital costs, fo r example land (SBl, 

N4, LAB, SBl). One participant observed that most Irish banks would not be in a position to  

provide finance to housing associations anyway but that even if private loans could be obtained  

'...the  financial m odel....is extrem ely risky' (SBl).

[S B ljTh e  govern m en t is proposing a social leasing m odel w h ereb y  you w ould  

use private  finance to  acquire properties  or design and build and you'll 

get 80%  o f the  m arket ren t to  pay back the  loan. It d oesn 't w ork  fo r any  

property  w orth  above € 1 0 0 ,0 0 0 ; it's like this State is try ing  to  go from  

100%  capital g rant into a 100%  private  finance reg im e w ith  all th e  risk 

being placed on th e  vo lu ntary  body in one fell swoop. No country in Europe  

is like tha t.

The same person argued that if housing associations opted to use the SHLI to finance HWC  

developm ent they would be vulnerable because o f the risk that they would not be able to 

generate enough revenue to cover their loan re-paym ents and o ther costs. Under the SHLI, 

voluntary housing associations 'could literally make the wrong deal and [go] bankrupt...' (SB l).

A FOLD m anager similarly concluded that, while the SHLI could be used to develop conventional 

sheltered housing, it was not suitable for HWC developm ent (F4). The financial risks had 

discouraged FOLD from  following through on the plans fo r a num ber o f o ther HWC initiatives.

[F4] Obviously w e  w ould  love to  develop m ore  facilities, housing w ith  

care and sheltered . [But] The only w ay forw ard  ...is through  a leasing  

m o d el...[bu t] it's a long d raw n  out process. ...w e  w ould  have to  source  

private... w hich w ould  not be easy in this financial c lim ate [or through] 

th e  Housing Finance A gency...w hich also carries its risks w ith  it.

From this stakeholder's perspective, apart from  the issue of having to borrow  money, the  

requ irem ent to sign up for a long term  mortgage makes the SHLI much less attractive than the  

CAS scheme for voluntary providers in term s of being able to recover HWC costs. From a 

voluntary housing sector perspective, the introduction o f SHLI along w ith  the effective w ithdraw al 

of CAS funding has seriously slowed down if not actually stopped the developm ent o f new build
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special needs social housing in Ireland and the belief was that it would continue to do so into the 

fu ture  (SBl, F4, N4, O C l).

A local authority housing officer observed that the SHLI was not designed to stim ulate new service 

developm ent but rather to '...m op up the [housing] surplus that's been there a fter the last 

num ber o f years' (LAS). A DOE participant acknowledged that the dram atic reduction in CAS 

funding was inhibiting the developm ent o f special needs housing including HWC and also that the  

SHLI had been slow to take o ff (N5). This stakeholder recognised th a t only the larger housing 

organisations w ere likely to be approved for HFA funding but did not discount the possibility that 

the SHLI could be used to develop HWC services (N5).

3.4 Revenue funding structures and systems

The findings in this section show th a t a large num ber o f participants from  the HSE and the  

voluntary housing sector believe that the challenges involved in sourcing revenue funding for 

HWC services are nearly as great a th rea t to fu ture HWC developm ent as the scarcity o f capital 

funding. W hen asked why it is so difficult to  find revenue funding fo r HWC, they cited a num ber 

of issues that all have to do w ith the way that long term  care is financed in Ireland and the first o f 

these is the inflexibility o f the Nursing Home Support Scheme.

3.4 .1  Nursing Home Support Scheme restrictions

M any stakeholders identified restrictions imposed by regulations in the Nursing Hom e Support 

Act 2009 (known as Fair Deal) as a serious inhibiting factor to fu rther HWC developm ent and 

delivery (HSE 1, HSE5, HSE6, HSEIO, HSEOl, HSE07,M B1, F2, N2, N7, N8). The Fair Deal scheme 

was put in place to provide consistency and equity to the way th a t older people's en titlem ent to 

statutory funding to m eet long term  care costs was determ ined (DOHC website undated) and as 

such, it was an im provem ent on w hat w ent before. But Fair Deal funding can only be used to  

cover care costs in registered nursing homes and not costs in other care settings including HWC, 

and participants believed that if th a t restriction was lifted, it would free up the funding necessary 

fo r the developm ent o f alternative long term  care services including HWC.

The argum ent was that if Fair Deal funding could be used by older people to pay fo r HWC services, 

th a t funding would help to offset revenue HWC costs in the same way th a t it does in public or 

private nursing care facilities (F I, F2, HSEl, HSE3, HSEIO). That would put housing associations in 

a much better position to offer the level o f care and support services required by o lder people 

w ith dependency needs and they would thus be encouraged to develop HWC services. An HSE
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senior m anager stated that efforts to persuade the D epartm ent o f Health to  d ivert Fair Deal 

funding had so far failed (HSEl).

In the m eantim e, it is easier for the HSE to  keep referring o lder people to nursing homes than to  

struggle to find revenue funding out o f o ther already com m itted budgets in order to support HWC 

service developm ent or delivery (HSEl, HSE2, N8). In the words o f one participant

[N8] Fair Deal has served to  copper fasten the existing system 

[by absorbing all of] the tim e and energy and resources' in the HSE....

It's a paradox; the more we fund, the more we concentrate on [existing] 

long term  care [services] and the less likely w e're going to get the care 

for older people that we probably believe in. It's good for everyone 

except older people.

The inflexibility o f Fair Deal regulations was thought to inhibit HWC developm ent by denying HWC 

providers a source o f possible revenue funding but several FOLD case study participants from  the  

HSE and the voluntary housing sector believed that Fair Deal regulations had an especially 

negative impact when combined w ith the  way that eligibility and charges fo r HWC are 

determ ined.

3.4 .2  HW C Eligibility and Charges

Charges to residents are another way th a t HWC providers can obtain funding w ith which to pay 

service costs. However, the potential for voluntary housing associations in Ireland to  source 

revenue funding fo r HWC through rent and o ther charges to tenants is lim ited by DOE regulations 

th a t stipulate that eligibility fo r social housing should be restricted mainly to applicants w ith low  

income and assets (DOE March 2011). Rents in voluntary housing schemes have to be negotiated  

w ith the local authority and, fo r the m ajority o f tenants, rents are kept a t a very low level (F4 

,LA3). Furtherm ore, under DOE regulations, only a small percentage of 'private ' tenants who  

m ight be expected to pay higher rents and charges can be adm itted to any housing scheme in 

receipt o f DOE funding (F2, HSE13). Eligibility restrictions w ere a particular source of concern for 

both HSE and FOLD managers from  the FOLD case studies because unlike O'Connell Court, the  

FOLD units attract interest from  a range o f income groups and not just from  people eligible for 

council housing (HSE3, HSEIO, F I, F2). Three study participants argued that if FOLD could adm it a 

greater proportion o f people w ith  higher incomes, m ore revenue could be generated in the form  

of higher charges (F I, F4, HSE13). One HSE decision m aker concluded that the way that the  

system was set up was 'short sighted' in term s of the practical realities involved in funding HWC  

service developm ent (HSE13).
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Several FOLD participants had another related concern about the system that had been 

developed in the NAHB for levying charges to 'private ' FOLD applicants (including all 

hom eow ners). Instead o f using the Fair Deal means assessment system^^ a crude binary system  

was developed w hereby those eligible for social housing pay very low charges fo r accom m odation  

and all services and those w ith higher incomes including all hom eow ners pay full service costs.

[HSE3] There was a category called 'private funding'... We included 

the  fam ily home in our assessments...and [hom eowners] were expected 

to  pay fu ll costs. For the others, ...[the health board] w ould essentially 

pay the full care costs... So you had people in FOLD who had sold the ir 

house and are spending the ir money to  pay fo r the ir care €850 euros/week, 

ballpark. The homeowner would pay the whole amount. Others pay on 

average €108.

The inequity in the cost o f care fo r prospective HWC candidates caused disquiet among HSE 

m anagers and so did the high charges imposed on 'private' residents which w ere roughly 

equivalent to w hat would be charged in a private nursing hom e at the tim e (HSE3, HSEIO). If 

these same candidates chose to go into a nursing hom e, they would likely be eligible fo r some 

level o f Fair Deal funding, but if they go into one of the FOLD units, they are not eligible. This was 

thought to  discourage them  from  applying for even the small num ber o f places available to  

private applicants in the FOLD schemes (F I, F3, F4, HSE3, HSEIO, HSE13).

[F3] The biggest problem we've run into... Anybody who is a home owner, 

it w ou ldn 't be cost effective fo r them to  move into Housing w ith  Care and 

tha t has had an impact on our business. Because w ith  Fair Deal it would 

be cheaper fo r them  to go to  a nursing home.

[F I] We are under pressure... It is tem pting fo r families to  choose nursing 

home because o f the money aspect...[because they] are no t entitled to 

payment under Fair Deal.

FOLD and HSE participants believed that this 'all or nothing' approach to charges led some older 

people to choose nursing home care instead o f HWC in spite o f the fact that they would have 

preferred HWC and it was more appropriate to the ir needs. The current system also denied FOLD 

the possibility o f subsidising the care costs o f people w ith low incomes w ith revenue generated  

from  charges to those w ith higher incomes who can afford to pay a larger percentage o f care 

costs (F I, F3, HSE3, HSEIO, HSE13).

Fair Deal applicants undergo a means assessment of their income and assets and most applicants who 
own their own homes can expect to receive some level of funding to cover long term nursing home costs.
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3.5 Lack o f HSE strategic fram ework

Several study participants argued that there had never been any form al acknow ledgem ent by the  

HSE about its role or responsibility fo r e ither funding or providing HWC services^® in spite of 

repeated social policy recom m endations dating back to the  Care o f the Aged report in 1968 (N3, 

N4, N7, LAS, O C l, HSE03, SBl). A voluntary housing stakeholder observed that

[SBl] ...the HSE, for reasons best known to themselves, have never been able 
to respond to [those recommendations]. My perception of the HSE in terms of 
this is it's very much ad hoc, hoping that approved bodies will bear the cost and 
they put in some very incremental, usually insufficient funding.

Participants pointed to the continued absence of e ither a national housing policy fo r older people 

or a strategic fram ew ork that identifies an HSE obligation to support HWC developm ent and 

delivery and argued that if there was such a m andate, the establishm ent o f more com patible  

funding systems w ith which to support HWC developm ent and delivery would have been 

established (N 3, N4, N7, LAB, O C l, HSE03, SBl).

Housing sector participants put the  onus on the HSE to resolve the revenue problem (SB l, N4, 

LAS, N7) but one HSE official observed that the 'conversation' about an HSE role in supporting  

long term  care service options o ther than nursing home care has never taken place, and 

exploration o f a lternative services similarly never been acknowledged or addressed in any form al 

way by the HSE (HSE03).

[HSE03] In terms of HSE, we need to have a conversation that gets a decision 
that challenges the push towards nursing home. ...And we have to decide, is 
this something we're supporting or not? Is it our business or not? What makes 
it our business? Is it entirely our business or is this something that should be done 
collectively with the housing authority, so that we have a 
systemic approach.

The same officer suggested that the discussion about HSE support for HWC must also include 

discussion about the tax system which has encouraged the proliferation o f nursing homes and 

also about the role and relationship o f the HSE vfs a vis the housing authorities (HSEOS). HSE 

com m itm ent to HWC remains ambiguous^^ and this is believed to be central to  the funding issues 

th a t figured prom inently in discussions w ith  study participants about structural and systemic 

barriers to  fu rth e r HWC developm ent. But the findings show that it is the com bination o f funding

When I approached the DOH to request an interview for this study I was referred in the first instance to 
DOE because it was a 'housing matter'. (Telephone conversation 9 June 2011)

In this context it is instructive that the Inter-Departmental Committee on Sheltered Housing which was 
established in 2008 never issued a final report (N4, LA3). The ICSH hoped that this committee would help 
to clarify the respective roles and responsibilities of the HSE and the housing authorities with respect to 
revenue costs.
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a n d  t h e  in t rod uc t io n  o f  r eg u la t ion  t h a t  m a n y  bel ieve will ha v e  t h e  b igges t  n ega t iv e  im p a c t  on  

f u t u r e  HWC d e v e l o p m e n t .

3.6  Regulation

As ou t l i ned  in C h a p te r  5, lack of  r egu la t ion  o f  HWC se rv ices  a nd  t h e  pe rc e iv ed  risks a s so c i a t e d  

wi th  t h a t  c o n t r i b u t e d  to  t h e  r e s i s t a n c e  t h a t  d e v e l o p e d  ag a in s t  t h e  in t ro d u c t io n  o f  t h e  case  s tu d y  

s c h e m e s  as  ou t l ined .  O n e  mig h t  co n c lu d e  t h a t  t h e  in t r od u c t io n  o f  r eg u la t ion  w ou ld  inc rea se  

c o n f id e n c e  in HWC a n d  legi t imise it as  a long t e r m  c a r e  a l t e rna t ive .  Ho wever ,  t h e  f ind ings in this  

sec t ion  s h o w  t h a t  seve ra l  s t u d y  pa r t i c ipan t s  w e r e  c o n c e r n e d  t h a t  if r eg u la t ion  w e r e  to  be 

i n t r o d u c e d  it will c o m e  a t  t o o  high a co s t  to  se rvice p r o v i d e r s  a nd  a l so t o  r e s iden t s ;  t h e y  be l ieved  

t h a t  t h e  c o m b in a t io n  o f  r eg u la t ion  a n d  t h e  r e v e n u e  p r o b l e m s  ou t l ined  a b o v e  will t h r e a t e n  b o th  

t h e  susta inabi l i ty o f  exist ing se rvices  an d  t h e  fu tu re  d e v e l o p m e n t  of  HWC (HSEl,  N2, N3, N4, N7, 

O Cl ,  0C2) .

Par t i c ipant s  w h o  raised t h e  s ub je c t  dur ing  in te rviews  h ad  no  ob je c t i on  to  t h e  idea o f  r egu la t ion ,  

b u t  t h r e e  pa r t i c ipan t s  s u g g e s te d  c u r r e n t  nurs ing h o m e  reg u la t io ns  w e r e  n o t  a p p r o p r i a t e  to  t h e  

r eg u la t ion  o f  HWC se rv ices  a n d  a r g u e d  t h a t  s e p a r a t e  social  ca re  r egu l a t ion s  t h a t  a r e  m o r e  

p r ag m a t i c  a nd  p ro p or t i on a l  n e e d  to  be  d e v e lo p e d  b e f o r e  HWC reg u la t ion  is i n t r o d u c e d  (N3, N4, 

HSE07). A specia l  in t e r es t  pa r t i c ipa n t  ident i f ied t h e  n e e d  fo r  d e m e n t i a  specif ic r e g u la t io n s  t h a t  

a r e  sensi t ive  to  t h e  par t i cu la r  n e e d s  o f  p eo p l e  with d e m e n t i a ,  a rgu ing  t h a t  exi st ing nurs ing  

regu l a t ion s  wi th  r e sp e c t  to  d e m e n t i a  ca re  w e r e  i n a d e q u a t e  a n d  had  b e e n  ' . . . t agged o n  a t  t h e  

back  [as] an  a f t e r t h o u g h t '  (N3).

Pa r t i c ipan t s  s u p p o r t e d  regu la t ion  in t h e o r y  bu t  th e y  h a d  se r io us  misgivings a b o u t  t h e  

c o n s e q u e n c e s  o f  r egu la t ion  fo r  HWC prov ide r s  as well  a s  fo r  o l de r  pe op l e .  The first  c o n c e r n  w a s  

t h a t  r egu la t ion  wo ul d  in c re ase  se rvice cos t s  to  u n m a n a g e a b l e  p r o p o r t i o n s  (HSEl,  N2, N3, N7, 

O C l ,  0C 2 ,  N4). Th er e  w a s  a f ea r  t h a t  t h e  in t r odu c t ion  o f  n e w  rules  a n d  reg u l a t io n s  w o u ld  drive 

se rv ice cos t s  up  so m u c h  t h a t  s o m e  p r ov ide r s  wo u ld  e i t h e r  go  o u t  o f  bus ine ss  o r  s t o p  providing 

specia l is t  se rv ices  for  p e o p l e  wi th  high d e p e n d e n c y  (OCl ,  0 C2 ,  N4). A re l a t ed  c o n c e r n  w a s  t h a t  

r eg u la t ion  w o u ld  w or k  to  u n d e r m i n e  service flexibility by forc ing service  p ro v id e r s  t o  pr iori t ise 

hea l th  a n d  sa fe ty  a t  t h e  e x p e n s e  o f  qual i ty  o f  life fo r  r e s i d e n t s  a n d  rigidly d e f i ne  w h a t  hou s ing  

as soc ia t io ns  m u s t  a n d  m u s t  n o t  d o  if t h e y  a c c e p t  r esponsibi l i ty  fo r  v u ln e ra b le  o ld e r  p e o p l e  (N3, 

N4, OCl) .  S ta ke h o l d e r s  be l ieved t h a t  r egula t ion  wo u ld  limit  HWC provider s '  abi l i ty t o  c r e a t e  an 

e n v i r o n m e n t  in which  to  p rov ide  individual i sed ca re  a n d  w o u ld  also r es t r i c t  t h e  i n d e p e n d e n c e  of  

r e s iden t s .
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The impact o f the increased costs and restrictions on service delivery associated w ith the 

Introduction o f regulation w ere considered to be a particularly serious barrier to  the developm ent 

of HWC for people w ith dem entia by several participants (HSEl, N2, N3, N4, N7, O C l, 0C 2). One  

health sector participant anticipated that the process o f defining the boundaries betw een HWC  

and nursing care fo r regulatory purposes will lead to the imposition o f strict limits on the am ount 

o f care that is allowed to be provided in a HWC setting (N2). Three housing sector participants  

believed th a t regulation would make people with dem entia m ore vulnerable to being refused 

admission (O C l, 0C 2, N4). This was already a concern for O'Connell Court managers, and the  

findings from  the O'Connell Court case study suggest that these worries are justified.

In recent years, in the absence o f regulation by an independent agency. Service Level Agreem ents  

(SLA) have been drawn up betw een O'Connell Court and the HSE to regulate both the admission 

and discharge of residents. The SLA stipulates that O'Connell Court '...can only accept tenants  

who are capable o f residing in the  com m unity with the com m unity services availab le '(O C l) and it 

is now the responsibility o f the HSE Aged Care Team to determ ine who m eets this criterion  

(HSE03, 0C 1 ,0C 2). Applicants w ho do not are now refused admission and residents whose 

dependency increases beyond the defined lim it must in theory at least, move out^®. O'Connell 

Court stakeholders observed th a t since the HSE assumed responsibility fo r admissions 

approxim ately ten years ago, the num ber o f people w ith dem entia who have been adm itted to  

O'Connell Court has dropped considerably (O C l, 0C 2).

[0C2] Persons who have a diagnosis of Alzheimer or Dementia can function 

very well in supported sheltered accommodation. For the first 10 to 14 years 

of O'Connell Court, no one had a great problem with us providing supported 

accommodation for the above, however as more regulation was introduced, 

sheltered housing is no longer accepted as the ideal housing option.

People w ith dem entia who w ould previously have been targeted for admission to  O'Connell Court 

are now deem ed ineligible by the  HSE, and there was the fear that this pattern  would increase 

w ith  the introduction o f regulation to the  point w here no one assessed as dependent would be 

accepted in fu ture (O C l, 0C 2). They predicted that the com bination of budget cuts and 

regulation could force O'Connell Court to  revert to  providing conventional sheltered housing in 

future.

Section 4 Discussion

This chapter explored the clim ate fo r fu rther HWC developm ent in Ireland, including the factors 

thought to  be particularly relevant to  the fu ture developm ent o f HWC services for people w ith

According to an O'Connell Court manager, residents sometimes refuse to move which can delay the 
process, and on some occasions it is difficult to find an alternative placement in a nursing home which 
again delays the process.
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dementia. Kotter notes that unless stakeholders believe that a new idea is imaginable and 

desirable, they w ill not support it (Kotter 1996:67-83) Section 1 looks at the data related to 

participants views about whether HWC development should fake place and if so, should existing 

HWC models be replicated. It also presents participants' views about whether Irish older people 

and the ir families would want HWC services if they were available.

The data in Section 1 shows widespread acknowledgement o f the need fo r HWC and the potential 

benefits to residents but they also show misgivings about the HWC as a long term care model 

because o f concerns about the risk that residents w ill have to move again into a nursing home 

when the ir needs exceed a certain threshold. The findings in the international literature suggest 

that these reservations are justified. The consensus in the literature on HWC fo r people w ith 

dementia is tha t some residents will have to move from HWC into a nursing home setting at some 

stage and furtherm ore that people w ith dementia are more vulnerable to being moved on, even 

from  specialist HWC dementia units (Zimmerman et al 2001, Henwood 2009, Garwood 2006). But 

there is also agreement that many people w ith dementia can continue to live in HWC settings up 

to the end of the ir lives if staff are trained to work w ith people w ith dementia and if residents can 

access adequate services when needed (Vallely et al 2006, Cox 2006, Zimmerman et al 2001). 

Factors critical to decisions regarding discharge o f HWC residents include the costs involved in 

supporting or supervising vulnerable residents, the approach taken to risk management and the 

mix o f residents (Cox 2007, Garwood 2004, Garwood 2006, Zimmerman et al 2001).

The failure to m onitor and review existing HWC services highlighted by some HSE participants 

represents a serious planning failure and a lost opportunity. In the absence o f a review, it is 

impossible to determine whether planned HWC services have achieved stated objectives, whether 

they are cost effective and what the benefits are to service providers and service users. All o f that 

information is necessary to building a case for fu rther service development. A review o f the FOLD 

initiatives might have dispelled some of the concerns that contributed to resistance that 

developed to the HWC model and it also would have allowed fo r adjustments to be made to the 

original model when problems are identified (Coghlan and McAuliffe 2003). A review would have 

acknowledged successes and helped to consolidate HWC services w ith in older people's services 

and w ithin the mindsets o f stakeholders (Coghlan and McAuliffe 2003). It would have helped to 

lay the foundation for fu rther service development.

The data on participants' perceptions about the lack o f demand for HWC in Ireland are interesting 

because they point to the influence o f cultural norms, expectations and even personality traits on 

long term  care preferences and 'demand' fo r services . The data support Kenna's research 

findings which associated the priority placed on home ownership in Ireland w ith the slow
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de v e lo p m e n t  of  housing services general ly in Ireland (2000) and  th a t  may be critical to 

unders tanding  the  limited d eve lo pm ent  of  HWC. Part icipants implied t h a t  Irish people  a re  

dif ferent  from thei r  coun terpa r t s  in o th e r  countr ies w h e r e  HWC has deve loped  to  a mu ch  gr e a te r  

de g re e  and that .  The belief am on g HSE ma nage rs  and decision makers  th a t  Irish o lder  people  

would no t  w a n t  HWC services even if the y  were  available takes  urgency away from t h e  ne ed  to 

deve lop  HWC and pushes  HWC fur ther  dow n th e  list of  service deve lo pm ent  priorities (Kotter 

1996, Coghlan and McAuliffe 2003).

The da ta  in Section 2.1 shows opt imism on th e  part  of  national  health sec tor  par ticipants  a b o u t  

th e  prospec ts  for  th e  de ve lo pm en t  of  HWC for people  with d em en t ia  and this might  be partly 

explained by the ir  vested  interest  in promot ing  th e  idea t h a t  progress  is being m a d e  on th e  

nat ional  front  with respec t  to  improv eme nts  in th e  heal th services (Pasmore 2011). Recent  

de v e lo p m e n t s  including the  Genio projects which involved t he  c o m m it m e n t  of  significant HSE 

funding,  and t he  promise  of a National Dement ia  St rategy by th e  end  of 2013 (Genio w ebs i te  

unda ted)  would  s eem  to suppor t  the  view t h a t  d em en t ia  and dem en t ia  care higher on t h e  hea lth 

ag en da  than  previously. However,  many if not  m os t  of  the  r e c om m end a t io ns  m a d e  in t h e  Action 

Plan for  Dement ia  over  fifteen years ago have yet  to  be implemented  (O'Shea 2007:3) and  the  

da ta  on  th e  HSE organisat ional  culture and HSE s truc tures  in this chap te r  serves as a warning th a t  

t h e  de v e lo p m e n t  of  HWC for people  with d em en t i a  could take a very long t ime even  if it do es  

a p p e a r  in policy s ta te m en ts .  The absence  of  a national  housing policy for  older people  and  the  

lack of  a f r amework  for  HWC deve lo pme n t  a re  o th e r  critical inhibiting factors.

HSE part icipants  with m ore  local responsibilities did no t  share  the  opt imism of the ir  nat ional  

cou nt e rpa r t s  and tw o  people  even sugges ted  th a t  dem ent ia  care was  receiving less priority than  

in the  past .  Part icipants no ted  th e  incompatibili ty of  the  HWC model with th e  d o m in a n t  medical  

model  in older people ' s  services and som e of the i r  observa t ions  d e m o n s t r a te  th a t  th e  concerns  

t h a t  led to th e  resistance displayed by heal th professionals w hen  the  case s tudy sc h e m e s  wer e  

being im p lemen ted  have not  gone  away.  Kotter warns  th a t  'you can drive [resisters] u nde rg ro und  

or  into t h e  tall grass. But instead of changing or  leaving, they  will of ten sit th e r e  wai t ing for  an 

oppo r tun i ty  to  make a comeback'  (1996:131).  The da ta  suggests t h a t  the  fu ture  d e v e l o p m e n t  of  

HWC d e p e n d s  on t he  resolution of  a t  least  s om e  of t h e  concerns  of  th ose  who will a f fec ted  by the  

int roduc tion of HWC services th rough b e t t e r  communica t ion ,  wider  part icipation and  t h e  

prepara t ion  of detai led implementa t ion  plans (Coghlan and McAuliffe 2003).

The findings f rom th e  housing sec tor  suggest  th a t  a recent  shift in housing policy m ay  d iscourage 

HWC de v e lo p m e n t  for all g roups  including HWC for people  with dement ia ,  bu t  the  f indings f rom 

part icipants  in th e  voluntary housing sec tor  and in Dublin City Council show a certain level of
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com m itm ent that could provide the foundation on which to  develop fu ture services. There are 

dorm ant plans w/hich could be re-activated, willingness in the voluntary housing sector to  expand 

or develop services and an existing infrastructure on which to build. However, the willingness of 

housing providers to pursue the fu rther developm ent o f HWC for people with dem entia is 

contingent upon the availability o f funding which is currently not available. In the current 

econom ic clim ate, the extra costs involved in the developm ent o f HWC for people w ith dem entia  

push any plans fo r service developm ent much fu rther dow n the list o f priorities for both local 

authority  and voluntary housing providers and leads to w hat Pasmore refers to as 'regression to 

old habits' (2011), in this case a retreat to  core functions which is the provision of conventional 

housing.

The findings from  the special interest groups representing people w ith  dem entia and the ir carers 

are most interesting in that they suggest that, in spite o f the trend towards dem entia specific 

HWC developm ent in o ther w estern countries, it is not currently a priority fo r the Irish interest 

groups. It is also interesting to note that both groups see only a lim ited role fo r HWC although 

one m ight have expected these organisations to be the biggest advocates for change in the way  

that the long term  care o f people w ith  dem entia is delivered in Ireland. The data raises questions 

about possible differences betw een w hat individuals w ith dem entia would w ant fo r themselves  

and w hat organisations representing them  think they need.

Pasmore notes that unpredicted shifts in the external environm ent can 'm ake current plans 

obsolete' (2011:284) and Borins observes that inadequate resources resulting from  such shifts at 

a political level are a common obstacle to the introduction o f innovative programs in the public 

sector (2000:504). There was consensus among voluntary housing participants that the dow nturn  

in the  Irish economy which resulted in the shift in national housing policy from  a capital funding 

model to  a leasing model fo r social housing has halted the developm ent o f all HWC services for 

people w ith  special needs. This shift has m ade HWC developm ent an unrealistic proposition. The 

data in Section 3 shows that even if the capital funding problem  was sorted, HWC services would  

still not fit into 'the form al structures, systems and processes' used in the HSE to fund long term  

care (N ad ler 1998); the bias tow ards nursing home care in Fair Deal regulations (Cahill e t a! 2012) 

presents another m ajor obstacle to HWC developm ent. A lthough the data from  the FOLD case 

studies on service charges is very lim ited, it does provide a good exam ple o f the incom patibility o f 

existing funding systems to HWC developm ent and delivery. It also highlights the negative 

implications o f using social housing regulations to dictate both eligibility and charges for a service 

that provides accommodation and  care. It raises practical and ethical questions about the current 

system o f charges which has the effect of restricting the access o f some older people fo r whom  

HWC may be the most appropriate long term  care option and also the ir preference.
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The introduction of  regulat ion re p re se n t s  an external  const rain t  tho ug ht  to  have an especially 

negative impact  on HWC for people with dement ia.  The fears expressed by study part icipants 

ab o u t  the  introduct ion of  regulation a re  sup por ted  by the  UK and US l i terature on the  

implications of HWC regulat ion for  people  with d em en t ia  (Moriarty and M an th or pe  2010, Golant 

and  Hyde 2008, Bernard e t  al 2007). Hyde e t  al observe  th a t  regulat ion 'may have th e  paradoxical 

effect  of... put[ting] str ictures on  admission and discharge criteria t ha t  p revent  Assisted Living 

f rom serving tho se  with th e  highest  level of  impai rment '  including and especially th ose  with 

cognitive impairment  (2008:67).  Moriarty and M an th or pe  observe  th a t  an 'overly caut ious 

approach  to risk is d i sempower ing for people  with dement ia . . .can prevent  t h e m  from doing things 

th a t  mos t  people take  for  granted . . .and also act as a barrier  to  offering people  with de me nt i a  a 

full choice of  services and support . . . '  (2010:6). Regulation is someth ing  th a t  will have to  be 

negot ia ted  if HWC is to  be deve loped  on  any scale in Ireland and th e  l i terature suggests  th a t  it is 

not  easy to achieve t h e  right balance b e tw e e n  protect ion and the  individual rights of  people  with 

de me nt i a  (Oldman 2000,  Garwood 2008).

The findings in Section 3 sho w th a t  the  cl imate for fur ther  HWC de v e lo p m e n t  is poor; the  

resources necessary for  HWC d e ve lo pm ent  are  no t  available; existing s t ruc tures  and sys tems  do 

not  suppor t  HWC de v e lo p m e n t  and regulat ion was  seen  as a t h r e a t  to  t h e  sustainabili ty and 

d e ve lopm en t  of  HWC for people  with de me nt i a  in particular.  Reduct ions in CAS funding and the  

introduct ion of  the  SHLI re nd e r  th e  cu r ren t  HWC business model  obso le te ;  eligibility regulat ions 

c r ea te  inequity and  restrict  access to services. Fair Deal Regulations provide a 'perverse incentive'  

to wards  nursing h o m e  care a t  th e  expense  of o th e r  long te r m  care a lternat ives  including HWC 

and  in so doing unde rm ine  social policy objectives a imed at  the  provision of  care in th e  mos t  

appropr ia te  set t ing (Cahill e t  al 2012).

The findings in this chap ter  sho w th a t  now is not  th e  ideal t ime  for the  f ur t he r  d e ve lo pm en t  of 

HWC in Ireland as th e re  are to o  many cons traint s  including lack of  resources  and lack of the 

a lignment of  sys tems  and s t ructures necessary to  achieving th e  successful implementa t ion  of 

change (Pasmore 2011).  In th e  ci rcumstances,  a lmost  all housing sec tor  part icipants believed tha t  

HWC d e ve lo pm ent  was  no t  a realistic possibility in th e  near  fu ture (Kotter 1996).The findings in 

this cha pt e r  suggest  th a t  HWC has not  be en  sufficiently em b e d d e d  (Fernandez and Rainey 

2006:172) in e i ther  th e  prevailing cul ture of  long te r m  care in Ireland or in hea lth and housing 

systems  and s t ructures to  en su re  th a t  it will en d u re  as a model  for  fu ture  service deve lopme nt .  In 

th e  words  of  Nadler, it has no t  been  'baked  into th e  fabric'  of  th e  organisat ions  involved in its 

d eve lo pm en t  (1998:80).
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Pasmore observes tha t after change has been implemented, loss o f focus, shifting priorities and 

turnover o f key champions are threats to the sustainability o f change as are resource starvation, 

exhaustion and unpredictable shifts in the external context (2011:282). He refers to  this 

phenomenon as 'change d rift' which may be an apt description o f what has happened since 

2008/2009 to diminish the momentum fo r the development o f HWC for older people including 

people w ith dementia in Ireland.
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Chapter 7 Conclusions

Section 1 o f this final chapter presents conclusions drawn from  the research. Section 2 discusses 

research strengths and its contribution to  the literature. Section 3 discusses the lim itations o f the  

study. Section 4 makes recom m endations for fu rther research and Section 5 includes 

recom m endations fo r Irish policy and practice based on key findings.

Section 1 Conclusions drawn from the research

The findings from  this study help to explain the very lim ited developm ent o f HWC for people w ith  

dem entia in Ireland up to now. The evidence suggests a failure to gain widespread acceptance of 

HWC as an a lternative long term  care m odel for vulnerable older people in Ireland and the lack of 

a coherent strategy to support or guide HWC service developm ent (Kotter 1996, \Coghlan and 

M cA uliffe 2003 ). W hile dissatisfaction w ith  the heavy reliance placed on nursing hom e care in 

Ireland is acknowledged, there is no evidence o f consensus around the need for HWC  

developm ent in that context. Systemic and structural obstacles to the introduction o f the HWC  

m odel have never been rem oved and ad hoc efforts to overcom e them  in the short term  achieved  

only lim ited success and in some cases fu rther underm ined confidence in e ither the desirability or 

feasibility o f HWC as a long term  care a lternative (K otter 1996). Three o f the case study schemes 

continue to  operate but no evaluation has ever been undertaken to assess the extent to  which 

service objectives have been achieved; one scheme closed and plans for another failed to 

progress. In the wake of a dram atic economic recession in Ireland, almost none o f the  

stakeholders interview ed believed that the tim e was right fo r fu rther HWC developm ent.

The findings support Coghlan and McAuliffe's contention that change initiatives that challenge 

tacit assumptions about the way things are usually done are the most difficult to im plem ent 

(2003:59). The heroic struggles o f the HWC champions in Ireland described in this study illustrate 

the challenges involved in introducing a social m odel o f long term  care into a culture still strongly 

dom inated by a medical or nursing model o f care fo r older people in general. M any of the issues 

faced by the  case study champions are the same as issues faced by those who develop HWC in 

other countries. These include the challenge of sourcing adequate funding to cover costs, the  

misunderstandings and mistrust that can develop across agency boundaries and the hybrid nature  

of HWC which makes it hard to define and hard to  place within existing services and systems 

developed to support the long term  care o f older people. But the study's findings suggest that it 

may have been even m ore o f a challenge in Ireland because of the continued strength o f a culture  

th a t equates long term  care fo r older people w ith nursing home care and the existence of a rigid
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funding mechanisnn th a t  dictates  t h a t  long te rm care funding can only be al located for  care in a 

nursing h o m e  sett ing. This cont ras t s  with th e  s i tuation in o th e r  count r ies w he re  HWC services are  

being deve loped  systematically.  In Ireland th e  idea of  providing long te rm  care for  people  with 

d em en t i a  in a social care set t ing is a lmost  unthinkable,  a l though it is an acceptab le  long te r m  care 

a l ternat ive for an increasing n u m b e r  of people  in nor thern  Europe, t h e  UK, North America,  

Australia and o th e r  count ries  w he re  the  dev e lo pm en t  of  HWC for people  with d em en t i a  is a 

growing trend .

The study' s findings suggest  th a t  the  breakthrough th a t  ap pe a rs  to  have been  m a d e  in o the r  

count r ies  to  change thinking a b o u t  the  way th a t  long te rm  care is delivered to  o lder  people  has 

not  ye t  t aken  place in Ireland. It took  place for  children many years  ago and m ore  recent ly for 

adul ts  with disability for w h o m  ' in d ep en d en t  living' has b ee n  th e  aspirat ion and  group  h o m e s  the  

nor m in Ireland (DOE 2011b) but  it has  not  t aken  place for older  people.  With this b reakthrough 

for  people  with disability cam e modificat ions to th e  capital funding system th a t  al lowed social 

housing funding to  be used to build HWC and o th e r  funding mechanis ms  deve loped  to  provide 

revenue  funding in the  form of grants  and s ta tu tory  benefi ts  and al lowances.  Tha t  is ye t to 

h appen  for o lder  people in Ireland for w h o m  50-100 bed or  m ore  nursing care units remain the  

only residential  long te rm  care option.

The case s tudy scheme s  might  have marked  th e  beginning of  th e  shift in thinking requi red to 

m ake  the  breakthrough necessary to  progress HWC d e ve lo pm ent  for  older  people  in Ireland as 

well as th e  requisite rest ructur ing of  housing and health sys tems,  bu t  th e  da ta  sugges ts  

otherwise .  It leads to  the  conclusion th a t  the  d e ve lo pm en t  of  th e  case study s ch em es  does  not  

r epr e se n t  any significant challenge to  prevailing a t t i tudes a b o u t  th e  long te rm  care of  older  

people  and fu r th ermore  has not  m a d e  it any easier  for o th e r s  to take  up th e  HWC cause.  HWC 

remains  as inaccessible as it ever  was  and Irish older  people  continue to  be denied t h e  choice of 

long te rm  care sett ings.  Changes a re  being e ffec ted within t h e  nursing h o m e  sec tor  (public and 

private) to  improve th e  e nv i r on m ent  in nursing homes  to  make  th e m  more  like HWC sett ings 

(Morgan-Brown e t  al 2012),  and th e  im pro vem en t  of  hom ec a re  services cont inues  to  be the  focus 

of  much a t ten t ion  in o lder  people ' s  services, but  HWC for o lder  people  and m o s t  especially for 

people  with de me nt i a  is not  on anybody' s  agenda ,  particularly at  a t ime  w hen public sec tor  

funding is scarce.

HWC de ve lo pm en t  was  never  going to be easy in the  Irish c ontex t  because  of  th e  mindsets,  

sys tems  and  s truc tures t h a t  s tood  in its way  but  mistakes w e r e  m ade  during th e  planning and 

d e v e lo p m e n t  of  the  case study schem es  th a t  may make  it even ha rd e r  tha n  it was  before they 

w e re  developed.  Bet ter  planning would  have prevented  many of the  problems t h a t  a rose  in
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Cherryfields and b e t t e r  planning might have  resulted in m ore  w/idespread a cceptance  of  HWC as a 

legit imate long te rm  care model .  The heal th board champions  and the  housing associat ions 

involved have to take  so m e  responsibili ty for the  planning failures described in this thesis.  But 

o t h e r  factors cont r ibu ted  to the  mixed ou tc o m e s  of the  case s tudy sc hem es  t h a t  we re  not  unde r  

t h e  control of  th e  champions  and this s tudy confirms th a t  th e  success of  th e  int roduct ion of  any 

innovation also d e p e n d s  partly on timing and luck (Pasmore  2011).

It is undeniab le  th a t  th e  M oun t  Bolus and  St. Bricin's project s we re  m ore  difficult to  progress 

because  they  we re  deve loped  at  a t ime  w he n  t he  heal th services were  being res t ruc tured  and t he  

Irish eco nomy ente ring  into a d e e p  recession.  M ou n t  Bolus failed ult imately wh en  th e  funding 

requi red to  cover  service cost s could not  be sourced.  The St. Bricin's project  was  doubly 

unfo r tuna te  because  by th e  t ime  th a t  planning permission was  ob ta ined ,  no t  only was  revenue  

funding impossible to  obtain but  so was  capital funding. Bette r planning might  have improved the 

chances  for th e  survival of  t h e  Mou nt  Bolus unit but  bad t iming was  also a critical factor.

O'Connell Court  deve loped  a lmos t  as a personal  mission and  services w e re  deve loped  on a weak  

foundation;  O'Connell Court  services have always been  under - resourced  and budget  const rain ts  

and t he  introduct ion of  regulat ion may force m anager s  to  rever t  to  providing m ore  convent iona l  

she l te red  housing. O'Connell  Court  is typical of  many voluntary sec tor  housing services for  older 

people  in Ireland t h a t  we re  deve loped  with missionary zeal by local communi t y  groups  (ICSH 

2005:15).  It repre sen ts  a valiant a t t e m p t  to m e e t  th e  needs  of  vu lnerable o lder  people  using 

sys tems  th a t  do not  sup por t  th e  HWC model  but  th e  findings sugges t  a service d e v e lo p m e n t  

model  t h a t  is no longer viable or  adequ a te .

The FOLD sch em es  a re  the  only case s tudy initiatives t h a t  included t h e  di screte provision of  

dedica ted  d em en t ia  services in specially designed units equip ped  with assistive technology.  As 

such, they  should provide a beacon  for  future  service de ve lop me nt .  But th e  findings sh o w  t h a t  

so m e  HSE s takeholders  in t h e  s am e geographic a rea  we re  no t  a w are  of  the i r  existence several  

years  a fter  they  o p e n e d  and th a t  some  of the  early champions  now believe t h a t  the  HWC vision 

has not  been  realised in th e  FOLD schemes .  In spite of  p ressure  on budgets ,  Cherryfields and 

Anam Care continue  to  ope ra te ,  but  in t h e  absence  of a review, it is impossible to  eva lua te  their  

potent ial  as a t e m p la te  for  fu ture  HWC deve lopmen t .

That  the  case study initiatives were  planned  a t  all is a t r ibu te  to  th e  energy  and c o m m i t m e n t  of  

t h e  champions who  drove  th e m .  But the y  we re  deve loped on shaky founda t ions  and t h e  

envi ronm en t  was  never  conducive  to HWC d e ve lo pm en t  and is even less favourable now.  The 

da ta  leads to the  conclusion t h a t  the  t ime  may have come and go ne  in th e  shor t  t e r m  a t  least  for  

HWC de ve lo pm en t  for older people  in Ireland. Some of the  original housing and heal th sec tor
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champions have retired and those that rem ain are exhausted from  the effort o f trying to fit HWC 

into a system and culture that does not accept it as a valid long term  care alternative (Pasmore 

2011). The current economic recession has contributed to a renew ed reluctance to try to  

challenge that culture by introducing new service models.

A striking finding that emerged from  the data is how little dem entia featured in discussions with  

stakeholders about the developm ent of the case study schemes, given that each scheme was 

planned to provide (or was providing) services for people w ith dem entia. There is evidence o f a 

swell o f enthusiasm at the tim e that the FOLD schemes w ere built but it is not clear if the ability of 

HWC to address the unm et needs o f people w ith  dem entia was central to the vision th a t guided 

service developm ent. People w ith dem entia w ere in most cases included in the larger group of 

vulnerable older people who w ere o f concern, fo r pragmatic as well as altruistic reasons (Pasmore 

2011).

The challenges involved during the im plem entation stage had little to  do w ith the fact th a t the  

case study schemes w ere targeting people w ith dem entia; the challenges encountered w ere at a 

m ore basic level. The resistance that developed was resistance to the idea that older people as a 

group (and not just people with dem entia) could be cared fo r safely in social care settings and this 

may be related to the Irish long term  care culture which assumes th a t all older people whose 

needs cannot be m et at hom e need nursing hom e care. That culture needs to  change if HWC  

developm ent fo r older people is to  progress, and the data suggests that an even bigger 'sea 

change' is required before HWC becomes w idely accepted as a long term  care a lternative for 

people w ith  dem entia. Apart from  a culture change, there is a need to change structures and 

systems in the health and housing services, particularly the funding systems th a t support that 

culture and obstruct the introduction of social model alternatives. There is also the need to  

change the organisational culture in the HSE that works against the introduction o f innovation.

Section 2 Research strengths and contribution to the literature

The Irish HWC literature to date has focused on assessing the scope and scale o f existing services 

and on w h a t is required in term s o f resources and policy in order to  increase the supply of 

services (In terdepartm ental C om m ittee 1968, O 'Connor et al 1989, Cullen et al 2007). The HSE 

comes in fo r particular criticism in policy documents fo r not making a com m itm ent to fund HWC  

service developm ent delivery. The main contribution o f this study to  the Irish literature is to  

highlight fo r the  first tim e the practical implications and perceived risks o f HWC developm ent 

from  a health service perspective that help to explain the apparent lack o f political will in the HSE 

to  make such a com m itm ent. The findings on the  resistance th a t developed to the case studies 

schemes are particularly illuminating in this respect; they illustrate the continued strength of the
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medical  model  in o lder  people 's  services in Ireland and th e  difficulties of  implement ing changes  

th a t  th r e a t e n  accepted  norms  and expecta t ions as well the  professional interests  o f  th os e  health 

professionals  who have a stake in maintaining the  s ta tus  quo.  This has to be  fac tored into any 

fu ture  efforts to  deve lop  HWC and it also has implications for  o the rs  wishing to int roduce new 

social models  in th e  Irish health system.

The findings provide a good example  of  w h a t  the OECD identified as we akne sse s  in project  

m a n a g e m e n t  and im plementa t ion  skills in Irish public sec tor  organisat ions (OECD:2008). By 

highlighting th e  pitfalls and special chal lenges involved in th e  d e ve lo pm en t  of  services th a t  dep ar t  

f rom th e  norm and t he  negative implicat ions of  poor  planning, th e se  research findings could lead 

to  improved project  m a n a g e m e n t  and b e t t e r  service implementa t ion  o u tc o m e s  for  future  service 

initiatives in the  Irish public sector.  If applied,  th e  lessons learned could improve service planning 

and influence the  ou tc o m e s  of  o t h e r  service initiatives in Ireland.

This s tudy has gen e ra te d  da ta  t h a t  helps to  position Ireland am on g  o th e r  w es t e rn  countr ies  th a t  

a r e  in t h e  process of  developing services to  respond to  th e  ne e d s  of  a growing popula tion of  older 

people  and  as such also makes  a cont ribut ion to th e  internat ional  l i terature.  The f indings confirm 

t h e  cont inued  s t rength  of  the  medical  model  in o lder  people ' s  services and th e  existence of 

cultural values and norms  th a t  dist inguishes Ireland f rom many o t h e r  w es te rn  count r ies  w here  

t h e  de v e lo p m e n t  of  social model  service a l te rna tives  has progressed  further .  It will be of  interest  

to  re searchers  carrying out  compara t ive  s tudies on HWC d e ve lo pm ent  and t he  de ve lo pm en t  of  

o t h e r  nursing hom e  a lternat ives  for  o lder  people.  The da ta  will also be of  interest  to  those  

conduct ing  research  on the  prefer ences  and  long te rm  care expecta t ions of  older people  in o th e r  

count r ies  and may be of part icular  interest  to  researchers  in countr ies  w he re  th e  de v e lo p m e n t  of 

service a l ternat ives  like HWC d e v e lo p m e n t  is also a t  a very early s tage  and also slow to progress.

This thesi s  provides an excellent  example  of  the  way th a t  change t heory  can be used to  analyse 

why s om e  efforts to int roduce n e w  service models  fail while o the rs  succeed.  It adds  to  t h e  change  

imp lemen ta t ion  l i terature by offering ne w  case s tudies  th a t  confirm the  complex interact ion of 

factors  in t h e  internal and exte rna l  envi ronm en t  t h a t  provide oppor tun i t ies  but  also act  as 

cons tra in t s  on  service i mp lementa t ion  (Nadler 1998, Coghlan and  McAuliffe 2003). The mixed 

o u t c o m e s  in the  case s tudies i llustrate th e  critical impor tance  of a d e q u a t e  resources but  also 

externa l  fac tors (Pasmore  2011).  The da ta  on th e  resi stance of  heal th professionals to  t h e  HWC 

model  is of  particular interest  because  it d e m o n s t r a te s  clearly t h e  po w er  of  ' tacit assumpt ions '  

th a t  help to  maintain th e  s ta tus  quo  in any organisat ion (Coghlan and  McAuliffe 2003) and  the  

chal lenges involved in trying t o  graft  n ew  ideas o n to  an resi stant  cul ture (Kotter 1996). The
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findings m ake a valuable contribution to the literature on the challenges involved in the  

introduction o f new/ practices and services in public health sector organisations in particular.

Through the interviews conducted and the workshop hosted, this study has already helped to  

raise awareness and understanding o f HWC as a concept and as a tem plate  for future service 

developm ent in Ireland. By generating some discussion and debate, it has helped to acknowledge 

HWC as an alternative to the dom inant nursing hom e model that currently absorbs alm ost all of 

the resources allocated to the long term  care o f vulnerable o lder people in Ireland. Although the  

systemic obstacles to HWC developm ent are no less now than they w ere when the research was 

undertaken, it is hoped that this study will in tim e contribute to an eventual awakening in Ireland 

to the possibilities and benefits that HWC has to o ffer to o lder people as a group and to older 

people w ith dem entia who are particularly vulnerable to the  lim itations and excesses of services 

developed and delivered w ithin a medical model fram ew ork.

Section 3 Study limitations

This study was ambitious and required the acquisition of knowledge about a num ber o f topics 

(social housing, dem entia care, inter-agency collaboration, innovation) across several research 

'divides' including housing, health, and dem entia care and this did not allow for an in depth study 

of a num ber o f issues that em erged from  the data. There are many topics that m erit much more  

intensive investigation than was possible w ith a broad brush approach to w hat is a very complex 

topic. It was a challenge to absorb the inform ation offered in interviews and throughout the  

fie ldw ork it was necessary to  go back to the literature to understand the data that was being 

generated. The huge volum e of data emerging from  the case studies posed challenges with  

respect to the organisation as well as the in terpretation o f the findings. W hile there w ere distinct 

disadvantages to selecting a research topic that was so broad, it was very useful to capturing the  

dynamic nature o f HWC developm ent and the complexity o f factors involved.

An obvious lim itation o f this research is the fact that the views o f older people w ere not solicited 

fo r inclusion in the data relating to  the climate fo r future HWC developm ent. The data presented  

includes the views of housing and health managers about HWC as a service model and w hat they  

perceive to be the views of older people, but it does not add anything to our knowledge about 

w hat older people themselves think about HWC. Evidence from  the international literature  

(Wilson 2007, Tinker et al 2013, Howe et al 2013) suggests that given the choice, older people 

prefer HWC over nursing hom e care and it would have been interesting to explore the views of 

older people including HWC residents, especially given the data suggesting that some HSE 

managers believe that HWC would not be the preference o f Irish older people or the ir families. 

The findings point to  the need to generate dem and for HWC in order to  create the urgency

195



required to progress service developm ent; this cannot be achieved w ithout consulting older 

people themselves.

The HWC schemes selected fo r this study fit into the category defined above, but it is very 

possible that there are other voluntary housing schemes providing services fo r small numbers of 

people with dem entia . Charleville in County Cork is an exam ple o f a 'supported housing scheme' 

that aims to provide full care' to older people including those w ith disability^®. M any other 

housing associations may be supporting individual tenants who develop dem entia while in 

residence, but typically they do not have a policy o f adm itting people who have already been 

diagnosed as having cognitive deficits nor do they ring fence services fo r people with dem en tia^  . 

The list o f cases selected fo r this thesis may not be exhaustive but tim e constraints prevented a 

com plete traw l o f all voluntary housing schemes in operation in Ireland at the tim e of the 

fieldw ork in order to  identify more cases and no o ther schemes w ere identified during extensive 

discussions on the topic w ith stakeholders from  either the health or housing sectors.

I am aware o f a num ber o f dorm ant proposals for the developm ent of HWC services involving 

Dublin City Council and voluntary sector service providers including FOLD and the A lzheim er 

Society o f Ireland and closer scrutiny o f these and o ther similar proposals unknown to me might 

have provided new and d ifferent data especially w ith  respect to fu ture  service developm ent. Yin 

observes that convenience, access and geographic considerations influence the selection o f cases 

(2009:93). St. Bricin's was chosen because it is situated in Dublin w here I live and because access 

to those involved in its planning was available to me. St. Bricin's is representative o f a num ber of 

cases in which the developm ent o f HWC services fo r people w ith  dem entia was planned; it was 

used to represent this group of unrealised HWC developm ents but it may not be typical, and this 

is a lim itation of this study.

HSE participants w ere over represented in the sample o f people selected for this study and this 

reflects the large num ber o f HSE officers who w ere involved in the FOLD scheme initiatives in 

particular. There was very high turnover o f HSE managers in the  mid 2000's when the health  

services w ere being structured (see p .150 for details about the  im pact o f the lack o f continuity of 

HSE managers on inter-agency negotiations). The high num ber o f HSE participants reflects that 

turnover and also the easy access I had to HSE officers having only recently retired from  the HSE 

myself. The data fo r the o ther schemes which w ere not developed through a form al partnership  

w ith  the HSE relied on far few er participants and th a t is a lim itation o f this study.

Interview with ICSH participant 11 May 2011 
interview with ICSH participant 11 May 2011
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In r e c e n t  y ea r s  t h e r e  has  b e e n  con s id e r ab le  act ivi ty in t h e  pr iva te  s e c t o r  a r o u n d  t h e  d e v e l o p m e n t  

o f  ' i n d e p e n d e n t  living' uni ts  on  t h e  c a m p u s  o f  exi st ing p r iva te  nur s ing h o m e s .  Data r el a t ing to  

d e m a n d  fo r  se rvices  an d  t h e  e x p e r i e n c e  a n d  e x p e c t a t i o n s  o f  p r ivate  s e c t o r  s t a k e h o l d e r s  a b o u t  

t h e  HWC m o d e l  wou ld  hav e  s t r e n g t h e n e d  t h e  f indings by help ing  to  p u t  t h e  d e v e l o p m e n t  o f  t h e  

ca s e  s tu dy  s c h e m e s  into a w id e r  pe r spe c t i ve .  It wo u l d  ha ve  e n r i c h e d  t h e  f indings o n  fu nd ing  

s t r u c t u r e s  a n d  t h e  im pa c t  o f  Fair Deal on  HWC d e v e l o p m e n t  a n d  d e m a n d  for  HWC se rvices  in 

par t icular .  T ime  a n d  s p a c e  co n s t r a in t s  d i c t a t ed  t h e  omis s ion  o f  such  p r iva te  s e c to r  ini t iat ives in 

I re land a n d  th i s  is a n o t h e r  l imi ta t ion of  t h e  s tudy.

Only t h e  v iews  o f  local a u th o r i ty  hous ing  of ficer s f ro m  Dublin w e r e  inc luded in t h e  s tudy.  Dublin 

C o un ty  Counci l  in pa r t i cu la r  is d i f f e r en t  to  m o s t  o t h e r  local a u t ho r i t i e s  a r o u n d  t h e  co u n t r y  in t h a t  

it h a s  a m o r e  progress ive  r eco rd  wi th  r e sp e c t  to  t h e  d e v e l o p m e n t  o f  social h ou s in g  fo r  p e o p l e  

wi th  specia l  n e e d s  (Cullen e t  al 2007) .  It w o u ld  ha ve  b e e n  in te res t i ng  t o  h e a r  t h e  v iews o f  local 

au t h o r i ty  off icers  f rom  o u t s i d e  Dublin which  mi g h t  h av e  d i f fe red  f ro m  t h o s e  o f  the i r  Dublin 

co u n t e r p a r t s .

Section 4 Recommendations for research

A key  r e c o m m e n d a t i o n  ar ising f ro m  th is  s tu dy  is t h a t  an i n d e p e n d e n t  ev a l ua t io n  o f  exi st ing HWC 

se rv ices  be  u n d e r t a k e n .  This is crit ical to  in fo rming any  f u r t h e r  d iscuss ion  o r  d e b a t e  a b o u t  HWC as  

a long t e r m  c a r e  a l t e r na t ive  for  o ld e r  p e o p l e  wi th  d e m e n t i a  in Ireland.  Cu r r en t  in fo rm at io n  a b o u t  

se rv ice  cos t s  a n d  ben ef i t s  is an e cd o t a l .  An i n d e p e n d e n t  analysi s is r e q u i r ed  to  d e t e r m i n e  t h e  

c o m p a r a t i v e  cos t s  o f  HWC a nd  nurs ing  h o m e  ca re ,  t h e  be n e f i t s  to  all s t a ke ho ld e r s ,  a n d  w h a t  

a s p e c t s  o f  exis t ing HWC service provis ion w o r k  a n d  do  n o t  w o rk  f ro m  t h e  pe r s p e c t iv e  o f  service 

p rov ide r s ,  f u n d e r s  and  service use rs .  Critical to  such an eva lu a t io n  is t h e  inclusion o f  t h e  v iews  o f  

HWC re s id e n t s  t h e m se lv e s .  Family m e m b e r s '  v i ew s  a re  al so i m p o r ta n t ,  bu t  e f f o r t s  sh ou ld  al so be  

m a d e  to  o b ta in  t h e  p e r sp e c t iv e  o f  o l de r  p e o p l e  including p e o p l e  wi th  d e m e n t i a ,  m a n y  o f  w h o m  

a r e  still c a p a b l e  o f  express ing  o b s e r v a t i o n s  a n d  p r e f e r e n c e s  wi th  r e s p e c t  to  th e i r  ca re  

e n v i r o n m e n t  (Downs  1997,  Dewing 2002)  HSE m a n a g e r s  a p p e a r e d  t o  p u t  little value  on  t h e  

be n e f i t s  o f  HWC for  o lde r  peop le ;  a service e v a lu a t io n  is r e q u i r ed  in o r d e r  to  d e t e r m i n e  t h e  

be n e f i t s  a s  well  as  t h e  cos t s  o f  HWC.

T h e r e  is a l so a n e e d  for  r e s e a r ch  to  be  u n d e r t a k e n  on  t h e  d e m a n d  fo r  HWC se rvices  t h a t  inc ludes  

t h e  v iews  a n d  e x p e r i e n c e  o f  pr iva te  nur s ing  h o m e  provide rs ,  r e s id e n t s  in i n d e p e n d e n t  living un i t s  

a n d  o ld e r  p e o p l e  in o r d e r  to  inform f u tu re  policy an d  p lann ing .  Such r e s e a r c h  shou ld  inc lude t h e  

im p a c t  o f  Fair Deal on service t a ke  up.
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Section 5 Recommendations for Policy and Practice

The study shows th a t much more work needs to be done to raise awareness of social m odel 

alternatives to nursing home care for older people in general and also for people w ith dem entia . 

The data points to  the need to start w ith  the special interest groups that represent people with  

dem entia in Ireland. The lack of priority placed on HWC and perceptions about the lim ited  

potential role o f HWC in the overall provision o f services for people with dem entia is rem arkable  

considering the w ork th a t has been undertaken in o ther countries to pro-actively target people 

w ith  dem entia fo r HWC services (M ollica 2009, Tinker et al 2013) and to prom ote HWC as a long 

te rm  care alternative w ith particular benefits to people w ith dem entia (Z im m erm an et al 2001, 

Vallely et al 2006).

There is also the obvious need to change the mindsets o f stakeholders in the health services 

about long term  care alternatives fo r older people including people with dem entia. W itho u t the  

com m itm ent and support o f the HSE, HWC developm ent will not take place even if the econom y  

suddenly im proves and resources again becom e available fo r service developm ent because of the  

huge num ber o f o ther conflicting priorities facing health service decision makers. The data 

showed reservations on the part o f a num ber of HSE adm inistrative officers and health  

professionals about w hat they see as the  risks of HWC to older people. Training of health and 

housing officers and staff in risk m anagem ent is essential to progressing a HWC agenda fo r people 

w ith  dem entia . The merits o f HWC for people w ith dem entia are well docum ented and ways need 

to  be found to disseminate that inform ation and engage the relevant health and social care 

w orkers in discussion about HWC as a service alternative.

This study led to the conclusion that HWC developm ent would not progress unless the culture of 

long term  care in Ireland changed, but changes to the structures and systems that support this 

culture at the expense of social model alternatives like HWC are also essential. The findings o f this 

study show an obvious need to change the way th a t long term  care funding is allocated in Ireland 

because o f its bias tow ards nursing hom e care. Funding should not be dictated by the care setting 

in which long term  care is delivered but rather by the  needs of individual o lder people in w hatever 

care setting is most appropriate; this particular Rubicon has been crossed in all o f the o ther  

countries cited in this thesis and it needs to be addressed as soon as possible in Ireland. The 

promised review of the NHSS (Fair Deal) scheme should be prioritised and should include 

+consideration o f funding systems developed in the  UK and o ther countries to  allow long term  

care funding to be used in HWC settings as well as in nursing hom e settings.

The situation o f HWC developm ent w ith in  the social housing fram ew ork needs to  be revisited 

because of the negative implications fo r HWC providers and fo r older people, and this is directly
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r e l a t ed  to  t h e  p r o b le m  of  long t e r m  ca re  f und ing  m e c h a n i s m s  ident i f i ed  ab ov e .  Cu r r en t  

r egu l a t ion s  t h a t  s t ipu la te  t h a t  HWC r es id e n t s  in vo lu n t a ry  hous in g  s c h e m e s  be  el igible fo r  social 

hous in g  res t r i c t  t h e  acce ss  o f  o ld e r  p e o p l e  wi th  h ighe r  in c o m e s  an d  a s s e t s  ( including all 

h o m e o w n e r s )  t o  HWC services .  This u n d e r m i n e s  t h e  a c h i e v e m e n t  o f  t h e  m u c h  d o c u m e n t e d  Irish 

social  policy goal  o f  del iver ing long t e r m  ca re  in t h e  m o s t  a p p r o p r i a t e  se t t i ng  (DOHC 2001)  and  

al so low ers  t h e  t h r e s h o l d  o f  r e v e n u e  t h a t  can  be  r aised by HWC pro v id e r s  f ro m  r e n t s  a n d  cha rges .  

R e c o m m e n d a t i o n s  by G ra n t  T h o r n t o n  to  ch a n g e  eligibility r e q u i r e m e n t s  shou ld  be  c o n s id e r e d  in 

t h e  c o n t e x t  of  c re a t ing  m o r e  e q u i t a b l e  ac ce ss  t o  se rvices  b u t  al so o f  g e n e r a t i n g  in c om e  for  HWC 

pr ov ide r s  (2009)  e spec ia l ly given t h e  r ed uc t io n  in s t a t u t o r y  fu nd ing  n o w  avai lable for  t h e  

d e v e l o p m e n t  o f  social housing .  Similarly ch a r g e s  for  HWC se rvices  in b o th  t h e  publ ic a n d  p rivate  

s e c to r s  n e e d  to  be  r ev iewed .

T h er e  a re  l e s sons  to  be  l e a r ne d  f ro m  t h e  disabil i ty s e c to r  in Ireland w h o  ha ve  m a d e  t h a t  

b r e a k t h r o u g h  in th ink ing t h a t  is so ce n t ra l  t o  t h e  in t r od uc t io n  o f  c h a n g e  t o  t h e  w ay  t h a t  long t e r m  

ca re  is de l ivered .  The r e c e n t  Housing  S t ra t egy  fo r  Peo p le  w i th  Disabili t ies (DOECLG 2011)  p rov ides  

t h e  ne c es sa r y  f r a m e w o r k  for  t h e  in t e r -a ge nc y  d e v e l o p m e n t  o f  HWC; a similar  f r a m e w o r k  could be  

d e v e l o p e d  for  o ld e r  peop le .  Likewise t h e  smal l  g r o u p  h o us i ng  t h a t  is t h e  n o r m  in t h e  disabil i ty 

s e c t o r  (DOE 20 11 b :3 5)  p r ov ides  an  Irish m o d e l  for  t h e  d e v e l o p m e n t  o f  HWC for  p e o p l e  wi th  

d e m e n t i a .  But t h e  f indings s h o w  t h a t  it is n o t  t h e  lack o f  a t e m p l a t e  t h a t  inhibi ts  HWC 

d e v e l o p m e n t  in Ireland b u t  r a t h e r  t h e  lack o f  will a n d  inspi ra t ion  to  in t r od u c e  a n e w  service 

mo d e l  t h a t  cha l l enges  t h e  d o m i n a n t  cu l tu re  o f  long t e r m  ca re  for  o ld e r  pe op le .
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APPENDIX 1: Detailed description of the five case study initiatives

1. O'Connell Court^^

O'Connell Court originally occupied a fornner convent in a residential area o f central Cork City 

which was acquired in 1989 by the voluntary housing association o f the same nam e established to  

provide housing for homeless older people. 66 residents w ere originally accom m odated in the old 

premises which date back to the 19th century and earlier, and during the 1990's residents 

included up to tw enty  people w ith dem entia (O C l). Because of concerns about health and safety, 

in 2011 O'Connell Court services moved to a hotel situated in Togher outside Cork City that had 

been earlier vacated by its owners. O'Connell Court are now 'sub-tenants' o f Cork City Council and 

pay a nominal rent to occupy the premises; the original 3 year lease signed in 2011 was recently 

extended fo r another 2 years (O C l). Togher has a high proportion o f council housing and is 

recognised as an area o f disadvantage w ith attendant economic and social problems (Cork Local 

Voluntary Youth Council 2013). The population includes a mix o f young fam ilies and older people.

O'Connell Court is situated at a busy intersection; there is a Catholic church next door and a 

grocery store, barber shop, prim ary school, pub, GAA club and a few  o ther small shops in the  

im m ediate vicinity. A bus that goes into Cork City every day stops outside the main entrance. 

There is a gate at the entrance, a car park and some areas planted w ith shrubs in front o f the  

building. The building is tw o  storey and downstairs there is a reception area w ith hotel-type  

podium and desk; living room chairs and couches are arranged in clusters in the reception area fo r 

residents and visitors w ho choose to sit there. A large dining area is situated o ff the reception  

area with a raised alcove th a t doubles as an activity room. O ther rooms include a television room, 

an office fo r managers and staff, and a corridor that leads to  13 o f the total 50 double bedrooms. 

A nother corridor leads to toilets and an area used by the Cork Alzheimers Foundation (CAF) to  

provide day care fo r people w ith dem entia from  the com m unity. It is rented by CAF and is 

separately managed. Upstairs are the rem aining bedrooms and function rooms that are not used 

by O'Connell Court because there is no lift going up to them .

The new premises in Togher w ere described by the  m anager as an im provem ent on the old 

convent; it is m ore m odern, all rooms have en suite bathroom s and the bedrooms themselves are 

quite spacious, given th a t except in one case w here tw o sisters share a room, individual residents 

occupy w hat w ere built as double rooms. But the num ber o f bedrooms dictated that the num ber

The data gathered for this section came from direct observation during site visits, interviews with case 
study scheme managers, interviews with other study participants and available documentation.
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of residents  had to  be reduced  from 66 to  51, and a b o u t  1/3 of th e  to tal space, configured and 

outfit ted  as function rooms, is not used. According to  th e  m anager,  th e  m ove from city cen tre  

caused considerable  upse t  to  residen ts  a t  th e  time, som e  w ho  had lived in th e  old prem ises  for 20 

years and w ere  used to  being close to  city cen tre  (OCl). But th a t  has diminished over t im e and 

th e  advan tages  of being s itua ted  in a small com m unity  w ere  no ted  including th e  fact th a t  it is 

eas ie r  to  engage with th e  locals who are  now familiar with th o se  O'Connell Court res idents  who 

a re  able to  m ove ab o u t  th e  area.

There are  19 staff positions in O'Connell Court with som e  staff  job  sharing. Staff include th e  

m anager,  a part  t im e  receptionist, te a m  leaders, care  sup p o r t  staff, cooks, o n e  m ain tenance  

person  and o n e  dom estic  worker. The m an ag er  previously worked  in th e  social services. The four 

te a m  leaders have all had som e training in nursing; a l though they  are  no t em ployed as nurses  

strictly speaking, par t  of the ir  brief is to  supervise and adm in is te r  m edications. For each of th e  4 

shifts, th e re  is a minimum of one  team  leader and tw o  care sup p o r t  staff on duty  to  look a f te r  51 

residen ts  (a ratio of 1 staff to  17 residents), with th e  m an ag e r  taking on w ha tev e r  jobs th e re  are 

to  do w hen  n eed ed  (OCl). V olunteers com e daily and are  relied upon to  organise activities 

including a r t  classes, walking groups and health  p rom otion  campaigns. They also visit res idents  

w ho  get few  visitors and th ey  accom pany residents  in taxis w h en  they  go to  o u tp a t ie n t  clinic 

ap p o in tm en ts .  There is a long tradition o f  res ident involvem ent in a writing g roup  in O'Connell 

Court and a collection of poem s and essays by res idents  has b een  printed and d is tributed  for 

several years as par t  of th e  Bealtaine Festival (HSE05). O'Connell Court res iden ts  are currently  

involved in 'Get Vocal' an in tergenerational com m unity  dev e lo p m en t  project funded  by Age and 

O pportun ity  a im ed a t  increasing th e  participation of  older people  in th e  com m unity. O ther 

pa r tne rs  in th e  project include th e  HSE Primary Care Team, local schools and businesses.

Residents partic ipated  in a quiz a t City Hall a t  Christmas th a t  included tw o  s tu d en ts  and tw o  older 

people  from all Cork parishes. After th e  quiz, o n e  of  th e  res idents  involved s ta ted  his p leasure  at 

having b een  identified as rep resen ting  Togher and no t  O'Connell Court ( O C l ) .

The g rea te s t  proportion  o f  O'Connell Court res iden ts  are  refe rred  by th e  HSE Psychiatry of Old 

Age Team and th e  Homeless Services from both th e  HSE and th e  local authority  with a diminishing 

n u m b er  in recen t  years  from Geriatricians and hospitals (OCl, 0C2, HSE02). Residents a re  also 

referred  to  O'Connell Court from o th e r  housing agencies, from  PHNs with som e  self-referrals. The 

Aged Care Evaluation Team from th e  HSE have b een  directly involved in adm issions and 

discharges since 2000 /2001  (HSE03, HSE05, OCl). The Team carry ou t  an a sse ssm en t  of every  

person  re ferred  for  admission and they  also assess  residen ts  w ho  are  being discharged from 

hospital following an acute  episode . In addition, th e  Aged Care Evaluation Team conduct  bi

annual a sse ssm en ts  of 'bo rderline ' res iden ts  to  d e te rm in e  if th e ir  needs  can con tinue  to  be m e t  in
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O'Connell Court. The CSAR assessment tool is used and the criteria for admission include 

applicants' ability to carry out Activities o f Daily Living and o ther indicators o f physical and m ental 

capacity (O C l, HSE03). There is currently a waiting list fo r places in O'Connell Court.

There is overlap betw/een residents o f O'Connell Court who come w ith m ental health problems 

and those th a t are categorised as homeless (O C l). Two housing association participants observed 

that while in the 1990's about a quarter o f residents had cognitive im pairm ent including 

Alzheimers, the num ber is now reduced to only a few  (O C l, 0C 2). The Psychiatry o f Old Age team  

have a close relationship with O'Connell Court; there  are weekly visits from  the com m unity  

psychiatric nurse and the psychiatrists also visit (O C l, HSE04). PHNs visit as needed as do other 

HSE Primary Care Team therapists and typically there  are now no delays in accessing a service that 

is requested. Ophthalm ology services are provided on site by a company that accepts medical 

card holders and a local dentist provides an excellent service to residents according to the  

m anager (O C l).

An HSE Com m unity W orker visits regularly and is involved in decisions regarding funding to  

O'Connell Court; the current incum bent was involved in the developm ent o f the 'G et Vocal' 

initiative (HSE05). Chiropody is provided by a chiropodist em ployed by O'Connell Court who visits 

as needed. Hairdressing is provided on site and Alcoholics Anonymous support (including 

occasional meetings in O'Connell Court) is available to residents. Counselling can be accessed 

through the M enta l Health Services. A M inister o f the Eucharist gives com m union to residents 

who desire it; those who are able attend mass in the church next door. Residents who can use 

the bus do so and those needing to attend out-patien t appointm ents are transported in taxis.

O'Connell Court residents pay €6 8 /w e e k  in rent that covers the cost o f their accom m odation, 

heat, electricity, maintenance and cleaning. In addition they pay charges fo r o ther services that 

include meals, personal care, laundry, hairdressing, chiropody, taxis, clothing and activities. 

Depending on the ir incomes, residents pay up to a m axim um  of € 8 2 /w e e k  in service charges, 

bringing to ta l charges up to a m aximum of € 1 5 0 /w e e k  (O C l). O'Connell Court pays the balance of 

drug charges not fully covered by the medical card. All residents are social w elfare recipients with  

no o ther income or assets and tw enty  tw o qualify for rent allowance. In the application form  it is 

stated that those adm itted may not be able to rem ain living in O'Connell Court if the ir needs 

cannot be m et there (O'Connell Court brochure: undated). The m anager stated that although 

some residents sign rent books when they move in others (including those addicted to alcohol or 

drugs) are given a 'license' to  reside there w ith certain conditions imposed^^. All are considered 

to have the rights of tenants in any rented accom m odation, that is they cannot be evicted w ithout

An O'Connell Court website dated 2013 states that applicants 'currently addicted to alcohol or using 
drugs will not be accepted.

229



due process (OCl). The O'Connell Court website states that a €13 million project to redevelop the 

old convent buildings is planned (O'Connell Court website: 2013).

2. Cherryfields

Cherryfields is located in an area o f a northwest suburb o f Dublin populated mainly by young 

families including a significant proportion o f non-nationals who settled in Ireland during the Celtic 

Tiger years. It is situated in Fingal County, a relatively new local authority area established in 

1993 (LAI) in was the Northern Area Health Board catchment area, now HSE North East. The site 

was owned by the health board before plans fo r Cherryfields commenced (HSE 1, HSE8, LAI). 

Cherryfields is surrounded by housing estates and there are shops and a pub in close proxim ity to 

it. Formal planning fo r this development started in late 2001-2002, the building began in 2004 

and the facility opened in 2006 (FI). Cherryfields is better resourced than O'Connell Court in 

terms o f the standard o f the physical facilities and staffing ratios.

To the casual observer, Cherryfields is not unlike a modern nursing home in appearance, although 

there are no nurses, no staff in uniforms or medical equipment in evidence. Cherryfields is a 

purpose built two storey brick building w ith an attractive open 2 storey atrium area at the 

entrance to the building. This area has seating fo r residents, a television and staff offices. O ff this 

central area, there are single en suite rooms fo r all residents, individualised w ith residents' own 

furn iture and other effects, which serve as both bedroom and sitting room. The design o f the 

building was aimed at allowing resident movement w ith in a safe environment (F2). The 

bathrooms are designed to be disabled friendly and the living/sleeping space is slightly larger than 

usually found in a conventional nursing home (FI). Assistive technology is used to support 

individual residents, particularly those w ith dementia, and it includes bed sensors that alert staff 

to  unusual movement in and out o f bed, 'wander alerts' that let staff know if someone wanders 

out o f their room, and 'fall alarm ' pendants that te ll staff when someone has fallen (F2).

Residents' rooms are arranged in groups o f 8 along corridors named for Dublin streets; at the end 

o f each corridor there is a small kitchenette/dining area used by residents from respective 

corridors. Upstairs an open balcony provides a space w ith seating which connects to the corridors 

in which residents' rooms are located and also w ith  the day centre area. The ground floor 

accommodates 27 people w ith  dementia or dementia related conditions; some of these may also 

have physical fra ilty  but not all (F2). The upper floor, which can be accessed by lift, 

accommodates 29 older people defined as 'frail elderly', that is people w ith physical fra ilty  rather 

than cognitive impairment. Although the atrium area is attractive to the eye, FOLD managers 

suggested that because it is accessed directly through the fron t door, residents' privacy is 

compromised (F2, F3).
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C o m m u n a l  a r e a s  inc lude a ' l ibrary'  w i th  a small  col lect ion of  b o o k s  a s  well  as  a c o m p u t e r  a n d  pool  

t a b le .  T h er e  is a smal l  b a r  whi ch  a c c o m m o d a t e s  a b o u t  20 p e o p l e  which  is o p e n e d  o n  special  

o cca s i o ns  b u t  also u s e d  as  t h e  sm ok in g  r o o m  for  r e s id e n t s  living do w ns t a i r s .  T h er e  is also a 

g r o u n d  f loor  b a t h  a n d  as s i s t ed  s h o w e r ,  a sh o p  a n d  a music r o o m  as  well  as  a l a undry  a n d  k i t chen  

w h e r e  all o f  r e s id e n t s '  m e a l s  a r e  p r e p a re d .

A c c o m m o d a t i o n  fo r  t w o  day  c e n t r e s  w a s  inc luded  in t h e  p lans  fo r  Cherryf ields .  Day c e n t r e  

a c c o m m o d a t i o n  o n  e a c h  f loor  inc ludes  a large d ay  r o o m /d in i n g  a r ea ,  d isab led  to i l e t s  a n d  sh o w er ,  

a sma l l e r  act ivi ty r o o m / k i t c h e n  a n d  an  office.  At t h e  t i m e  o f  t h e  f ieldwork,  t h e  day  c e n t r e  o n  t h e  

g r o u n d  f loor  w a s  n o t  in use  h o w e v e r  t h e  day  c e n t r e  a r e a  on  t h e  first f loor  w a s  be ing u se d  2 

d a y s / w e e k  by t h e  Alzhe imers  Socie ty o f  I reland t o  p rovide  d a y  ca re  for  p e o p l e  wi th  d e m e n t i a  

living in t h e  co m m u n i t y .  Since th e n ,  ASI day  ca re  services  h a v e  b e e n  e x p a n d e d  a nd  m o v e d  

d o w n s t a i r s  a n d  a n u r se  m a n a g e d  HSE day  ca re  c e n t r e  fo r  o ld e r  p e o p l e  in t h e  c o m m u n i t y  occ up i es  

t h e  ups ta i r s  s p a c e  (F3).

T h r e e  t w o  b e d r o o m  b u n g a l o w s  w e r e  buil t  on  t h e  pe r iph e ry  o f  t h e  ma in  bui lding a n d  t h e  in te n t i on  

w a s  t o  use  t h e m  fo r  co u p l e s  w h e r e  o n e  p e r so n  had  d e m e n t i a ,  b u t  t h o s e  p lans  w e r e  n o t  r ea l ised 

b e c a u s e  o f  a f ai lure to  ident i fy su i t ab le  app l i ca n t s  f rom  e i t h e r  t h e  local a u th or i t y  o r  t h e  NAHB 

(F2). The b u n g a l o w s  a r e  n o w  a l lo ca t ed  to  co up le s  o r  individuals w h o  m e e t  local a u th or i t y  

eligibility cr i t er ia  for  Council  hous in g  a n d  th e y  o p e r a t e  in d e p e n d e n t l y  of  Cherryf ields  (F2).

The  to ta l  s t a f f  c o m p l e m e n t  inc ludes  k i tchen  staff ,  l aundry staff ,  d o m e s t i c  s t af f  a nd  ca re  staff .  The 

rat io of  ca re  s ta ff  to  r e s id e n t s  is o n e  s ta ff  to  8 / 1 0  re s i de n t s  up s ta i r s  a nd  o n e  s t a ff  t o  five r e s id e n t s  

d o w n s t a i r s .  All ca re  s t a ff  a r e  t r a i n e d  in d e m e n t i a  ca re  a n d  m o v e  b e t w e e n  t h e  g r o u n d  f loor  and  

f irst  f loor.  Care  s t a ff  have  t r aining  up  t o  Fetac Level 5 and  a l m o s t  all ca re  s t a f f  including t h e  

m a n a g e r  h av e  h ad  p rev ious  e x p e r i e n c e  work ing  in a nur sing h o m e .  Care  s t a ff  o p e r a t e  a key 

w o r k e r  sy s t e m  a n d  th e i r  role inc ludes  m on i t o r in g  and  supervi s ion ,  pe r s on a l  ca re ,  a n d  act ivi t ies 

wi th  a n  e m p h a s i s  on  p r o m o t i n g  h ea l th  (F5).

An HSE Pr imary  Care  C e n t r e  c o m p l e t e d  a f t e r  Cherryf ields  o p e n e d  physical ly adjo ins  Cherryf ields,  

a l th o u g h  ac ces s  to  it is s e p a r a t e .  P r imary Care Services  a c c o m m o d a t e d  in t h e  C e n t r e  inc lude t h e  

Out - o f - Ho urs  GP service.  C o m m u n i t y  Nursing,  Occ up a t iona l  Th erapy ,  S pe ec h  a n d  Language,  

Nut r i t ion,  P h ys io th e ra p y  a nd  C o m m u n i t y  W e l f a r e  Services.  Re s iden t s  o f  Cherryf ields  access  

c o m m u n i t y  se rvices  in t h e  Hea l th C e n t r e  in t h e  s a m e  way  as  p e o p l e  living in t h e i r  o w n  h o m e s  

a l th o u g h  C o m m u n i t y  Nurs ing is a c c e s s e d  f rom  a n o t h e r  h e a l t h  ce n t r e .  Hea l th c e n t r e  s ta ff  also 

p r ov i de  s u p p o r t  to  Cherryf ields  s t a ff  in t h e  fo rm  o f  advice a n d  t r ain ing (F3, F5).

Connol ly Hospi ta l  is t h e  n e a r e s t  a c u te  hospi t al  t o  Cherryf ields.  Apar t  f ro m  prov iding  A&E se rvices  

a nd  physic ian se rv ices  (including Ger iat r i c i an  services)  on  an  o u t - p a t i e n t  a n d  in -p a t i en t  basis,  t h e
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Geriatrician Outreach Team work closely w ith staff to assess the needs o f applicants for places in 

Cherryfields and to m onitor the health needs o f residents on a regular basis, including conducting 

on-site assessments when necessary (F2, F3, F5, HSE6, HSE7). Psychiatry o f Old Age services both  

refer patients for admission and also provide an on-going service to residents with m ental health  

problems (F2, F3, F5, H S E ll).

The service model as described in the Service Level Agreem ent betw een FOLD and the HSE aims 

'...to  deliver a model o f individualised care and support which is responsive to the full range o f 

complex needs o f the resident and based on individual assessment o f need that is reviewed  

regularly' (NAHB 2006). The main difference betw een the services delivered to residents with  

dem entia and so-called 'frail elderly' is the level o f supervision th a t the fo rm er group receive (as 

evidenced by higher staff ratios on the ground floor) and the level o f direction w ith respect to  

activities. The residents upstairs take a greater role in dictating the ir own daily routines and 

activities (F2, F3, F5).

Residents o f Cherryfields receive 'room  and board', social care, personal care, health m onitoring, 

assistance w ith medications as required, and may also avail o f activities organised by staff which 

include; music therapy and arts and crafts (F2). Outings to the local pub or to  concerts or shows 

are scheduled periodically as are visits from  local schools and voluntary groups. Age Action 

facilitate m onthly Advocacy meetings which are attended by approxim ately 20 people; the  

minutes are transcribed and given to the M anager (F5).

Heating and electricity costs as well as laundry and cleaning are included in weekly charges. 

Residents typically pay rent o f 108 euros/w eek and fo r the m ajority o f residents, most if not all of 

the  social care costs are paid by the Health Service Executive (HSEIO). Care costs w ere €875  

/w e e k  at the tim e of the fieldw ork. Residents w ith  income and assets above the eligibility for 

social housing threshold, including those who ow n(ed) homes, pay full care costs (HSEIO).

Referrals to the FOLD schemes come mainly from  the local authority, HSE com m unity services, 

and the hospitals but also include a num ber o f self-referrals (F2, F3, F5). Applicants fo r admission 

to  the FOLD schemes must dem onstrate both a need for housing and a need fo r social care and 

support (F3). An Allocations C om m ittee which includes HSE, FOLD and local authority  

representatives considers all applications (HSE 10, F2, F3). In general, applicants must be on the  

local authority housing list or be eligible fo r same although allowance is m ade fo r the admission of 

a small percentage o f 'private' applicants^^ and a medical assessment carried out by a GP or a 

Consultant physician is required. People betw een the ages o f 55 and 65 are eligible fo r admission

As stipulated by the DOE social housing regulations.
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in cases where they can pay the full cost o f accommodation and care themselves or where costs 

can be met by the HSE (FOLD 2011).

Residents sign a 'license to occupy' prior to admission w ith conditions that restricts the ir right to 

permanent residency in certain circumstances (FI). These conditions include; knowingly causing a 

nuisance to other residence and knowingly endangering the safety o f the home or well-being of 

other residents. (FOLD 2011).

Families are expected to continue to be involved w ith residents after admission and most do so 

although the level of involvement varies according to FOLD managers (F5). Residents are expected 

to supply the ir own toiletries which are usually purchased by family members who also may assist 

in purchasing clothing and other personal items. Family visits are encouraged and there are few 

lim its imposed in terms o f formal visiting tim e restrictions (F5). Some residents are able to go to 

the local post office, shops and pub themselves but most do so accompanied by family members 

or FOLD staff. There are regular outings and local school children are invited in fo r special events

3. Anam Cara

Anam Cara was planned at the same time as Cherryfields, using roughly the same design 

principles; it was the second o f tw o projects managed by the same FOLD senior manager and it 

opened in 2007 (FI). Staffing, services and activities in the tw o facilities are much the same in 

both units as is the organisation and allocation o f services. As such, it is mainly the differences 

between Anam Cara and Cherryfields that are detailed in this section and information is derived 

from  site visits, available documentation and interviews w ith FOLD and HSE managers.

Anam Cara consists o f a two story purpose built brick building w ith  accommodation fo r 55 

residents which like Cherryfields, was built on land owned by the health board. But unlike 

Cherryfields, there are two health board nursing care facilities fo r older people on the same site 

which is situated in a well- established residential neighbourhood in Glasnevin in North Central 

Dublin. Anam Cara is also adjacent to a Dublin City Council sheltered housing scheme scheduled 

fo r re-development by FOLD and Dublin City Council (LAS); the aspiration is to develop 

independent living units on the site but plans are currently on hold (F4, LA3).

The Anam Cara site is smaller than Cherryfields and this dictated slight deviations in the layout of 

the building (F2). The entrance is through a reception area (w ith offices) separate from the atrium 

which functions as a sitting area fo r residents. This affords residents more privacy than in 

Cherryfields where the main entrance opens directly into the atrium area (F2). Anam Cara is 

physically attached to the more modern of the tw o health board (now HSE) community nursing
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units on the site and staff can move betw een units using a com m on corridor on the first floor. 

Residents' rooms are situated along tw o corridors that stretch out from  the  atrium  area. Anam  

Cara was built w ith tw o  day centre areas, one upstairs and one on the ground floor which like 

Cherryfields w ere not being used to full capacity at the tim e the  fieldw ork was carried out in 

2011. The upstairs day centre was being used by the HSE to provide a nurse managed com m unity  

day care facility but the  downstairs day centre was vacant (F3, HSE4). M ore  recently, the ASI have 

been using the downstairs facilities to provide day care services for older people w ith dem entia  

living in the com m unity (F3).

There is no health centre on the campus that Anam Cara shares, how ever offices fo r the  

Com m unity Intervention Team , some o f the Primary Care Team  and the Com m unity Geriatrican  

adjoin Anam Cara. Services can be accessed by Anam Cara residents by appointm ent or 

som etim es on short notice in an em ergency (F3). Public Health Nurses visit regularly to treat 

residents and also give advice and support to staff: they w ork under the direction o f the same 

Director o f Public Health Nursing who manages the com m unity nursing services available to 

residents in Cherryfields.

Unlike Cherryfields, meals are prepared in the main kitchen o f the adjacent com m unity nursing 

unit; the kitchen in Anam Cara is only used to plate the food cooked next door. Anam Cara in turn  

do the laundry for both units and a beautician service is shared betw een them . The developm ent 

o f 'shared services' betw een the tw o facilities was undertaken to minimise service costs and 

maximise efficiency and these arrangem ents are working well, according to stakeholders (F2, F3, 

HSEl, HSE4, HSE13). There is some m ovem ent o f residents betw een the tw o units although the 

num bers are very small (HSE4, F3). The Director o f Nursing in the com m unity nursing unit was a 

m em ber o f the Steering Group during the planning and building stages o f Anam Cara's 

developm ent and has given advice and support to  FOLD staff over the years but has no direct role 

in the running o f Anam Cara (F2, F3, HSE4).

A group including a FOLD m anager, HSE managers and a local authority representative make 

decisions about admissions to  Anam Cara and the criteria fo r admission are the same as for 

Cherryfields (FOLD Policy Handbook undated). At the tim e of the  fieldw ork, the financial 

assessment carried out by the HSE to determ ine how much residents must pay for care and 

support services in Anam Cara was based on the nursing hom e subvention assessment rather 

than the Home Care Package Guidelines used in Cherryfields; charges to some residents w ere thus 

typically higher than the m axim um  €108  paid by residents eligible fo r local authority housing in 

Cherryfields (See Chapter 6 fo r details.)

234



Anam Cara residents go to  the local post office to collect their pension if they are able and also to 

local shops and a nearby pub. More dependent residents are brought to the pub on occasion. 

Residents from  Anam participate in activities organised by the adjacent nursing unit and vice 

versa. A Neighbours Day organised for the first tim e in 2009 was poorly attended but there were 

plans to  hold another (F3).

4. Mount Bolus Case

The M ount Bolus High Support Unit fo r older people (referred to herein as Mount Bolus) is 

situated in the village o f M ount Bolus which is 15 kilometres from Tullamore, the nearest big 

town. The village contains a church, pubs, a convenience store which also houses a post office. It 

is located a short distance o ff the main road in a small residential area that includes a sheltered 

housing scheme, social housing fo r families as well as private houses. The surrounding area is 

rural and sparsely populated.

M ount Bolus was built as the third phase o f a social housing programme developed by the Mid- 

Offaly Housing Association w ith the support o f the Congregation o f the Sisters o f Mercy (Sisters o f 

Mercy website). The programme began w ith the building o f a small sheltered housing scheme 

consisting o f ten houses and a small resource centre in the early 1990's (Offaly Express website). 

The second phase was undertaken in 1999/2000 in collaboration w ith Respond Housing 

Association who provided architectural services and advice at the building stage (MB4). Phase 2 

included the building o f 12 social housing units fo r couples w ith young children and a larger 

resource centre that housed a kitchen for the preparation o f meals-on-wheels, an oratory and a 

communal area fo r meetings and activities (M B l). The health board provided grants fo r ou tfitting  

the kitchen and also paid the salaries o f the home helps employed to  deliver services to residents 

o f the sheltered housing scheme (M B l).

In 2002, discussion began about the development of a high support unit fo r older people who 

were no longer able to live tota lly independently but not so dependent as to need nursing home 

care, and the target group included older people w ith cognitive deficits (MBS, MB4). The unit was 

to be located on a piece o f land owned by the County Council very near the existing sheltered 

housing scheme. A nominal sum of €1000 was charged to  the housing association fo r the transfer 

o f the property (MB4). Respond again provided architectural services at the initial planning stages 

but the decision was then made by the housing association to engage a local architect to 

complete the plans.

The High Support Unit opened in 2009 and consists o f a modern tw o storey structure built to a 

high standard and situated on a slight incline surrounded by lawns. It was built to  provide social 

care and support to older people including those living abroad who wished to return to County
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Offaly. It was anticipated that people In the earlier stages o f dem entia would be among the frail 

older people accom m odated in M ount Bolus (M B4). There are 30 single bedrooms with en suite 

bathroom  facilities. Entrance is through a large reception area and facilities include a lounge area 

fo r residents and visitors, kitchen, dining area, a library, activities room, a trea tm en t room fo r  

chiropody and o ther services, staff offices and a chapel. GP, nursing and therapy services w ere to  

be accessed for residents as needed in the  same way that they are accessed by people living in 

the com m unity (M B4). W hen the unit opened, staff included a m anager (from  a business 

background) and a small num ber of care assistants and volunteers from  the com m unity including 

housing association m em bers (M B3, M B4).

Admission was lim ited to older people who w ere eligible fo r the county council housing list and 

also eligible fo r rent allowance (MB4)^''. Residents w ere charged approxim ately € 2 2 0 /w e e k  to  

cover accom m odation, the cost o f meals, laundry and non-nursing supervision. The expectation  

was that 'sundry expenses' would be covered by relatives and general fundraising and th a t rent 

allowance would offset total service costs estim ated to be around € 3 4 0 /w eek . The fam ilies of 

residents would also be expected to w ork in partnership w ith  the housing association to support 

the ir relatives.

The housing association assumed that referrals would be forthcom ing from  the com m unity  

nurses, the local authority and the hospitals; they also hoped that the new unit would a ttract the  

interest o f older people born in the area who w ere living abroad and wished to return hom e  

(M B l, M B4). But in the event, only six residents w ere adm itted to  M ount Bolus High Support Unit 

after it opened in M ay 2009. One o f these residents had been living alone in Dublin and was in 

the early stages o f dem entia, and there w ere fears about her safety: she moved to  M o u nt Bolus 

because o f fam ily connections in the area. Others came from  the midlands. They w ere described 

as a 'mixed bunch' who w ere physically well when they w ere adm itted, although tw o  people 

became ill shortly a fte r admission, including the resident who moved from  Dublin whose health  

deteriorated significantly w ithin a short tim e (M B4).

The High Support Unit closed only months after it opened in 2009. The resident from  Dublin 

moved into a nursing home and the o ther residents w ere supported to either return to th e ir  

fam ilies or find alternative accom m odation. The Unit rem ained vacant for alm ost tw o  years until 

the Acquired Brain Injury organisation (ABI) signed a lease to  use it as the ir M idlands base o f 

operations in 2011.

The information about charges and service costs and admissions was sent by email by a Mount Bolus 
participant following consultation with housing association committee members.
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5. St. Brian's Park

The St. Bricin's Park HWC project (St. Bricin's) was part o f Dublin City Council's Strategy for 

Accommodation fo r Elderly Persons in Dublin City' which had tw o objectives, the 'Redevelopment 

o f existing DCC complexes replacing bed-sits w ith  one/tw o bedroom apartments [and]

Maintaining a strong focus on enhancing support and care services' (Dublin City Council undated). 

In this context, in 2004 Dublin City Council requested Circle Voluntary Housing Association to 

undertake the redevelopment o f St. Bricin's. Plans included the demolition o f an existing Dublin 

City Council sheltered housing scheme for older people built in the 1970's on 2 acres o f land in the 

North West Inner City; the old scheme consisted o f 68 bedsit units laid out in three blocks. One 

o f the units was used to deliver meals on wheels and other services to residents and older people 

in the area (Letter from DCC to DEHLG 3 Feb 2009).

The original redevelopment plan was to design a mixed tenure scheme o f affordable, general 

needs and sheltered housing fo r older people (SBl). The plans changed subsequently and a new 

proposal was put forward for a scheme exclusively fo r older people that would include 18 two 

bed units and 64 one bed units. Six o f the two bed units were to be allocated to Cheshire Ireland 

fo r persons w ith  disabilities, and a 12 bed Respite Unit fo r people w ith  Alzheimer's was to be 

included to be managed and staffed by the Alzheimer Society of Ireland (ASI). The Respite Unit 

would 'feature a secure sheltered environment w ith its own garden area, individual bedrooms 

and a shared kitchen, dining and living room' (Irish Times 5 June 2007:4). A Day Care Centre 

providing meals, assisted bathing, medical treatm ent, hairdressing and other services was central 

to  the plans and was to be managed by Circle Housing Association. Following further 

consultation, the plans changed again to include only 6 tw o bed units, and the idea o f involving 

Cheshire Homes appears to have been dropped from the plans although the Alzheimer's unit 

remained (Dublin City Council correspondence 3 Feb 2009). Planning Permission was granted for 

the revised proposal in 2008 (SBl).

Tenants targeted fo r the new scheme included current tenants o f the old sheltered housing 

scheme and other older people who were either on or eligible to be on the Dublin City Council 

housing list. These tenants would be expected to pay rent o f about €60/week depending on their 

circumstances and day care and service costs would be extra(lrish Times 5 Dec 2007). Those 

tenants who were eligible were expected to receive rent allowance from  the Community Welfare 

Officer to offset their housing costs (SBl). There was no data available to indicate how eligibility 

fo r the Alzheimer's unit would be determined or about charges for services in the unit.

At the beginning o f January 2009 it became apparent that the HSE would not proceed w ith plans 

to contribute to the capital and revenue cost o f associated w ith the proposed Day Care Centre.
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(Dublin City Council Notes undated). In M ay 2009, the A lzheim er Society o f Ireland form ally  

w ithdrew  from  the St. Bricin's project (Dublin City Council notes). A revised proposal was 

subm itted by Circle Voluntary Housing Association to DOEHLG in 2010 fo r the developm ent o f 76 

sheltered housing units for older people, to  include 16 tw o  bed units and 60 one bed units but in 

April 2013 they w ithdrew  from  the project. Dublin City Council then m ade the decision to 

'exam ine the options to refurbish/rem ediate the complex' (Dublin City Council 9 April 2013). 

There are some tenants still in residence in St. Bricin's Park but the num ber o f vacant units 

reflects the difficulty in allocating w hat are considered to be sub-standard housing units^^.

Telephone conversation with Dublin City Council housing officer 24 June 2013
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APPENDIX 2: Draft Report^® of HSE Sheltered Housing Working Group

ADVANCING THE NATIONAL AGENDA: Community Services 

Sheltered Housing Working Group: Draft Report

1. Introduction

2. Summary o f Recommendations

3. HSE Funding fo r Sheltered Housing

4. Issues for Discussion at higher level

5. Appendices
a. Terms o f Reference
b. Working Group Membership
c. Application Form fo r HSE Funding for Sheltered Housing
d. Draft Template Three Year Service Level Agreement betw/een HSE and Sheltered 

Housing Service Provider
e. Low Support Sheltered Housing Scheme -  Kilmihil Community Association Ltd, Co 

Clare
f. Medium to higher support sheltered Housing Scheme -  The Charleville Sheltered 

Housing Services Example
g. Medium to higher support sheltered housing scheme -  The Sue Ryder Foundation 

Example
h. High Support sheltered housing scheme -  O'Connell Court, Cork
i. Special Needs Sheltered Housing -  Funding fo r High Support Sheltered Housing ( 

fo r people w ith identified special needs) The FOLD Example
j. Case Example -  The Nestling Project
k. Service development involving partnership between the HSE, a local authority, 

sheltered housing provider, and a voluntary day care provider.

1. Introduction

The Sub-Committee were asked, in the first instance, to develop criteria fo r the allocation of HSE 

dedicated funding for sheltered housing. Considerable work and consultation was involved in 

producing the follow ing documents;

•  Summary of Recommendations o f the Sub-Committee
•  HSE Funding fo r sheltered housing: position paper

The format of this report was revised because of space limitations.
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•  Appendix C: Application Form fo r HSE funding fo r sheltered housing
•  Appendix D: Service Level Agreement template
•  Appendices E -  K: models o f supported sheltered housing practice

The Summary o f Recommendations highlights recommendations tha t came out o f the main 

document, HSE Funding fo r Sheltered Housing: Position paper and so there is some overlap 

between the two documents.

The Appendices give examples o f a range o f ' best practice' supported sheltered housing 

developments to illustrate; a) the comm itment o f voluntary housing associations to providing 

services required by the ir older tenants in spite o f the lim ited availability o f revenue funding; 

examples where HSE funding has enabled other voluntary housing associations to develop 

required services at a higher level; and examples o f innovative, interagency supported sheltered 

housing developments involving the HSE which illustrate the potential fo r certain areas o f future 

development.

1. Summary of Recommendations

1. The HSE budget for sheltered housing should be raised significantly in order to meet at least 

the minimum costs o f social care provision in sheltered housing schemes, as estimated by the 

ICSH in 2004 (p.4 o f main report fo r details);

•  €50/resident/week represents the estimated cost o f social care 
in a low support social housing scheme fo r older people.

•  €100/week/resident is the estimated cost o f social care in a higher support social housing 
scheme for older people.

An increase to €5m is recommended in the short-term, although significantly more w ill be 

required in future to support sheltered housing providers to help achieve the national policy 

objective o f keeping older people in the ir own communities as the ir dependency levels increase in 

old age.

Funding to individual sheltered housing providers should reflect current costs o f care provision as 

outline in page 10 o f main report.

2. The HSE should acknowledge the important role of sheltered housing in promoting older 
people's health and welfare, in meeting needs for social care and security, and in helping older 
people to remain living in their own communities as the ir level o f dependency increases. 

Sheltered housing is an acceptable alternative to  fu ll-tim e nursing home care fo r many older 

people in Ireland.

3. Residents of sheltered housing schemes should be eligible for any community services that 
are available to the general population based on an assessment o f the ir need, including; home 

help services, meals services, home care grants, home care packages, domiciliary rehabilitation 

services, respite services, day care services and other available community services.

4. The HSE should pro-actively support sheltered housing initiatives that provide services that 
complement existing HSE service provision for older people in the community.
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5. The HSE sheltered housing budget should be utilised to cover the costs associated with the 

developm ent and delivery of social care services u/hich promote health and welfare of older 

people and which support vulnerable older people to remain living in the community. (See list 

on page 2-3)

6. Voluntary social housing associations currently providing social care services to older people 

should be targeted for HSE funding in the first instance. Existing LHO budgets for community 

support services (home help, home care packages, meals, day care etc.) should be employed to 

support both voluntary sheltered housing schemes and local authority sheltered housing 

schemes. In the longer term, an integrated budget should be developed to support service 

developments in sheltered housing schemes across the public, voluntary and private sectors.

7. Sheltered housing providers should be eligible for HSE funding subject to the completion of 

an Application Form (Appendix C) and decisions should be made with reference to stated criteria 

for prioritisation of funding (p.6).

8. Service Level Agreements of 3 years' duration, subject to review every 12 months, should 

govern the relationship between the HSE and sheltered housing providers. SLA's should include 

details that ensure appropriate accountability for expenditure of public funds. (Details on p.7, 

sample SLA in Appendix D)

9. An HSE officer in each Local Health Office should be named to oversee the administration of 

the funding scheme for sheltered housing and the monitoring and evaluation of service 

developments, (p.8)

10. The HSE should proactively seek out opportunities to develop new social care services in 

existing sheltered housing schemes in order to m eet the needs of older residents as they age.

11. The HSE should also explore new models for the developm ent of new sheltered housing 

services for older people with special needs (including people with dementia) involving 

partnerships with the local authorities and voluntary sheltered housing associations. (See F.O.L.D. 

example, Appendix I)

3. HSE Funding for Sheltered Housing

It is the understanding o f Sub-Committee members from the Irish Council fo r Social Housing and 

the Department of Environment, Heritage and Local Government that the dedicated funding 

allocated to the HSE for sheltered housing 2005-2007 was granted in recognition of the specific 

difficulties that voluntary housing associations encounter in accessing revenue funding fo r the 

provision of social care services to their tenants. As such, they believe that the HSE budget 
should be allocated exclusively to existing voluntary housing associations. Other Sub- 
Committee members, including members from the local authorities and the HSE, identified a 

need to support sheltered housing service initiatives across sectors, including local authorities, 
in the interests of establishing equity of access to social care services fo r sheltered housing 

residents, regardless o f the provider. Obviously, overall funding fo r sheltered housing would 

need to be raised significantly if all sectors are to be included. There is brief reference to this 

issue later in this paper. It is against this background that the following recommendations were 

made.
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1. Funding Rationale: Promotion of 'Ageing in Place'

The Promotion of 'ageing in place' has become central to public policy statements (for example, 

The Years Ahead 1988) which recognise the need to facilitate older people's preference to remain 

living independently fo r as long as possible in their own homes and communities. (Garavan et all 

2001, Hanlon 2005, ESRI 2006) W hile most Irish older people do remain living in their own homes 

as they age, the ir housing circumstances may be far from  adequate and may seriously undermine 

the ir mental and physical health as well as their overall quality o f life.

While some older people require repairs and adaptations to existing accommodation in order to 

continue living at home in com fort and safety, others need or want alternative accommodation as 

they grow older. (Layte et al 1999, Garavan et all 2001). Sheltered housing is a positive 

alternative fo r the latter group which not only offers older people an appropriate physical 

environment but also offers company, social activities, social care services, and security tha t may 

not be available to them in the fam ily home. For some older people, sheltered housing w ill be the 

next best alternative to remaining in the family home. In rural areas, where older people often 

make up a greater proportion o f the population, lack o f access to services (including Gardai, GPs, 

shops, post office, laundry, hairdressing and others), geographic isolation and lack o f transport 

combine to pose particular challenges to  those older people wishing to remain living in the ir local 

communities. Sheltered housing schemes can take on a critical role in rural areas and can help to 

make up for the lack o f availability o f alternative services fo r people as they age.

Sheltered housing represents a social model of care which is preferable to current the dominant 

Irish nursing home care model in that it offers independence, privacy and dignity to older people 

who may need help w ith Activities of Daily Living as they age but who do not require continuous 

nursing/medical services. Some sheltered housing schemes have demonstrated the ir ability to 

support vulnerable older people who might otherwise have had to move into fu ll-tim e residential 

care in a nursing home or hospital. The HSE should pro-actively support sheltered housing and 

consider it one option in care continuum for older people who choose to avail of it.

2. Principles
This Sub-Committee recommends that the follow ing principles form  the basis o f future 

relationships between the HSE and sheltered housing providers;

a) Sheltered housing units are individuals' homes. As such, sheltered housing residents should 

have the same rights as any other citizens who live in their own homes.

b) Residents of sheltered housing schemes should be eligible for any community services that 
are available to the general population in the community, based on an assessment o f the ir need, 

including home help services, meals services, home care grants, home care packages, case 

management, domiciliary rehabilitation, respite services, day care services and other available 

community services.

c) The HSE should be particularly supportive of sheltered housing initiatives that provide social 
services which complement existing HSE service provision to  meet local needs.
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3. Revenue Costs

Voluntary housing associations receive capital funding from the Department o f the Environment, 

Heritage and Local Government fo r building sheltered housing schemes but this funding cannot 

be used to cover revenue costs. W ithout access to revenue funding, voluntary housing 

associations find it difficult/impossible to develop needed social support services for residents. 

This, in some cases, leads to inappropriate placement o f residents in long-term nursing home or 

hospital care. HSE dedicated funding for sheltered housing (2005-2007) should be allocated to 

offset a proportion of revenue costs associated with social support service provision in 

voluntary sheltered housing schemes, in the first instance.

4. Capital Costs

In some cases, HSE capital funding w ill be required in order to cover the start-up costs o f new 
service developments (in the voluntary or statutory sectors) particularly in the case of sheltered 
housing schemes for older people with special needs. This funding should be negotiated on the 
same basis as revenue funding, i.e. subject to application and governed by a Service Level 
Agreement between the HSE and the housing provider.

5. Funding Priorities

HSE funding earmarked for sheltered housing should be used to develop and provide social 
support services aimed at promoting health and welfare and at supporting vulnerable older 
people to remain living in the community.

These services may include provision of;

•  domestic home care and personal care services
•  meals services
•  security/alarm systems
• social day care services
•  chiropody services
•  physiotherapy and other rehabilitation services
•  laundry services
•  information and advice services,
•  recreational activities
•  transport

Service initiatives that promote service integration at local level or that involve partnerships with 

o ther agencies/providers should receive priority consideration.

Services may be provided directly by the sheltered housing provider or may be purchased by 

them, and services may be offered to residents as well as to people living in the community. 

Funding may be used to pay staff salaries where services are provided directly by the housing 

provider.
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6. Eligibility for HSE funding

a) Proposals for existing services
•  Applicants m ust have approved status as a housing association.
•  Applicants fo r  fund ing may apply by filling  o u t a standardised HSE application fo rm . (See 

Application Form, Appendix C)
•  Applicants m ust include the  fo llow ing  in fo rm a tion  in th e ir applications fo r funding;

location o f housing pro ject, age p ro file  o f tenan ts /ta rge t group, evidence o f need fo r
services, descrip tion o f proposed services and breakdown o f costs, service capacity and 
timescale fo r service deve lopm ent, etc. For high support services, details about 
admissions and discharge policies, e lig ib ility  criteria , assessment o f need and o the r 
in fo rm ation  may also be requested.

•  Proposals m ust be consistent w ith  HSE policy objectives.

•  Proposed services m ust m eet expected standards.

b) Proposals for funding of new sheltered housing developments.
•  O utline applications should be subm itted  p rio r to  new service developm ents.

•  N egotiations should take place betw een HSE and housing provider at the early planning
stage.

•  The level o f deta il required fo r new  deve lopm ents w here substantial funding is involved 
w ill be greater than w ha t is requested in Appendix C.

•  The HSE should give w ritte n  co m m itm e n t to  allocate fund ing p rio r to  developm ent, 
subject to  a service level agreem ent o f respective responsibilities.

7. Criteria for prioritisation of funding

•  Current availab ility  o f same services to  res iden ts /o lder people in the  locale.
•  Projected im pact o f the service deve lopm ent -expected  positive outcomes fo r  o lder 

people.
•  Involvem ent o f the  res iden ts /com m un ity  in service planning.
•  How w ell services w ill be in tegra ted w ith  existing com m unity  and residential care 

services?

•  Evidence o f value fo r  money. (How do costs o f proposed services compare w ith  costs o f 
sim ilar services provided by HSE o r o th e r providers?)

8. Funding Process

a) W ritte n  app lica tion m ust be filled  o u t and subm itted  to  a designated HSE o ffice r in LHO. 
(See Appendix C for Application tem plate.)

b) Negotiations take place between HSE and sheltered housing association around details o f 
the  proposal. This may include consu lta tion  w ith  LHO health professionals.

c) HSE approve Applica tion  w ith  o r w ith o u t m od ifica tions to  original proposal.

d) Service Level Agreem ent is developed by housing association and HSE officer. (See 
Appendix D for SLA tem plate.)

e) HSE and housing association sign Service Level Agreem ent.

f) Service Level Agreem ent reviewed at 12 m on th  intervals, at m in im um .
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9. Accountability for HSE funds allocated; Service Level Agreements

Contracts/service level agreements between HSE and sheltered housing providers o f 3 years' 
duration should be in place and should be reviewed every 12 months. (See Appendix D)

These should include details re;

•  Quantum o f services to be provided.
•  Assessment o f individual need for services.
•  Staffing numbers and qualifications (as appropriate).
•  Criteria fo r access to services.
•  Defined minimum service standards (as appropriate).
•  Details outlining what docum entation/records/reports the HSE requires from  the provider 

and at what intervals.
•  HSE responsibilities related to payment of funds.
•  Legal responsibilities o f sheltered housing provider

10. Designated HSE Officer

An officer should be named in each Local Health Office to oversee the administration of the
funding scheme for sheltered housing. This officer would also have a role in; liaising w ith  housing

authorities and housing associations in the planning o f new sheltered housing schemes and 

related services; taking responsibility for processing funding applications and for administering 

funds; liaising w ith senior HSE management about issues relevant to the scheme; evaluating 

service developments, and working w ith both local authorities and the Irish Council fo r Social 

Housing to promote best practice and innovative development.

11. Present funding requirements and recommendations for the future.

Current funding levels

There are a tota l o f 20,000 sheltered housing units for older people in Ireland. Of these, 13,000 

units are provided by local authorities and 7000 units are provided by voluntary housing 

organisations. (NESF 2005) It is difficu lt calculate the average amount o f HSE funding that 

sheltered housing scheme providers are receiving for providing social care services to residents, 

however we know that the range o f current payments goes from €0 per year to  over €100,000 

per year. (The level o f HSE funding being provided in the FOLD example in Appendix I is unique 

and thus is not included here.) Research by the ICSH in 2004 showed that 48 out of 79 (or 60% 

of) voluntary housing associations in the study were receiving no revenue funding at all to 

provide social care services for older residents.

HSE new development funding fo r sheltered housing fo r older people w ill reach €928,000 

annually by 2006 and w ill go up to €1.5m in 2007. Although a welcome development, if this 

funding were distributed evenly between all residents o f voluntary housing schemes, the 

allocation would be less than €130/year per unit.

The Irish Council fo r Social Housing calculated the approximate costs o f providing social care 

services in sheltered housing schemes in 2004, as below, and it is obvious tha t the current budget
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fo r sheltered housing w ill have to be increased to meet even the minimum costs o f social care 

services

Current range of Social Care Costs (ICSH 2004)

ICSH estimate that the funding required by social housing organisations in order to provide 

support services to older residents w/ill fall w ithin the follow ing range;

Type of schemeType of services provided

Group Schemes* Visiting support services:

Cost

(15-20 units) Day care centre 
Social events 
Laundry
Meals on wheels

€50 per week per unit 

€2,600 per unit/year

Total cost: €52,000/year/ 20 

unit scheme.

Type of scheme Type of services provided Cost

support

housing

On-site services include:

Care support staff 
Personal care assistance 
Warden/manager 
Meals
On call services 
Chiropody

"DOE definitions of categories of sheltered housing

Higher

sheltered

schemes*

(20-25 units)

€100 per week per unit 

€5,200 per unit/year

Total cost: €104,000/ year 
for a 20 unit scheme

Comparative Costs

The cost o f providing services to residents o f local authority sheltered housing schemes would be 

similar. These costs are relatively low compared to  the cost o f direct HSE provision or the cost of 

other service alternatives, including individual enhanced home care packages and especially 

private nursing home care costs.

ICSH estimated cost o f 'higher support' service provision in a voluntary sheltered housing scheme 

= € 5,200/year per person (unit)

Cost o f a maximum enhanced 'home care package' in the Dublin region 

@ €525/week = €27,300/year per person

Average cost o f a contract bed in a private nursing home in HSE Dublin Mid-Leinster 

€40,000/year per person
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The marginal costs of supporting sheltered housing providers to develop or increase provision of 
social care services to residents as their dependency levels increase are much lower than the 
alternative options of full-time institutional care. There are also advantages to voluntary service 
provision over direct HSE service provision, in the context of staff ceilings and other constraints. 
Added benefits of not-for-profit service provision include the organisational ethos and 
commitment of these organisations to the community in which services are situated.

Recommendations for Future Funding

1. The HSE budget for sheltered housing must be raised significantly in order to meet even the 
minimum costs of social care provision for residents as they age. An increase in the national 
budget to €5m would provide lower support services (as described above) to 1923 older people 
per year, and 'higher support' services to only 960 older people per year.

2. HSE funding levels to each scheme should be directly correlated to the cost of social care 
service provision to residents whose needs have been assessed.

• A minimum of €50/week per resident should be provided to sheltered housing schemes 
which offer low support social services (as outlined).

• Funding up to a much higher level will be required to meet the social care needs of 
residents with special needs. (See Appendix I F.O.L.D. example)

3. The current dedicated HSE budget for sheltered housing should, in the first instance, be used 
to support voluntary housing associations to develop and deliver social care services for older 
residents.

4. Other HSE community support service budgets (home help, home care packages, meals, day 
care) should also be used to support new social care service developments for older residents in 
both voluntary sheltered housing schemes and local authority sheltered housing schemes.

5. An integrated budget which includes funding for provision of services to residents of both 
voluntary and local authority sheltered housing schemes should be established as a priority.

6. Proactive effort should be made by the HSE to determine whether, with additional funding, 
social housing providers could give support to residents that would diminish their need to transfer 
into full-time residential care in a public or private nursing home.

7. Funding should be allocated for new sheltered housing developments that target older people 
with high dependency needs, including dementia, as an alternative to full time nursing home care, 
subject to the conditions above in text.

4. Issues for Discussion at higher level (to be finalized at last meeting of WG on S"" September)
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A. Terms of Reference

•  To examine current policies/procedures and service initiatives
•  To define 'best practice models'.
•  To formulate a national position in relation to the role of sheltered housing in the 

continuum of care.
•  To address issues relating to the provision of community supports/services in sheltered 

housing facilities.
•  To formulate recommendations regarding appropriate models of care provision.

B. Working Group Membership (Names removed)

Membership Title

Janet Convery (Chair)
Director o f Services fo r Older People, Dublin 
Mid Leinster

O'Connell Court Housing Association 

Cork

Sue Ryder Foundation 

Centre fo r Housing Research

TO

FOLD

Older Persons Unit, Dublin City Council

Representing Voluntary Sheltered Housing 
Scheme residents

Irish Council fo r Social Housing 

Kilmaley Day Centre, Co Clare 

HSE Western Area

Department o f the Environment, Heritage 
and Local Government

Sheltered Housing Scheme Resident

Development Officer, HSE Southern Area

"Nestling Project" Dundalk Institu te o f 
Technology

Research Officer, NCAOP

Services fo r Older Person, Local Health 
Office, Dublin North Central
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C: Application fo r HSE funding tem plate

SHELTERED HOUSINGm y wIf Application Formuz
Feidhmeannacht na Seirbhise Slainte

Health Service Executive

Application fo r funding tow ards revenue costs associated w ith  provision of on-site care and 

support services fo r older people in sheltered housing schemes. This Application should include 

the following inform ation;

1. Name of Sheltered Housing Provider:

Address:

Tax Reference/Charitable Status Number:

Year Organisation was established:

2. Contact Person for Correspondence:

Name:

Position

Address:

Telephone No:

Fax No:

E-mail Address:

3. Location of housing project

(a) HSE Area:

(b) Local Authority Area:
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4. Number of housing units?

5. Age and Gender of residents:

AGE MALE FEMALE TOTAL

Under 65 _______  ______  ______

65 -  74 _______  ______  ______

7 5 - 8 4  _______  ______  ______

85+ _______  ______  ______

TOTAL ________  _______ _______

6. W hy is funding being requested? Is it for new or existing services?

7. Proposed date of commencement of new services:

8. Provide a description of in-house services already provided to tenants by the provider (e.g. 

warden, meals, day care, activities, laundry, recreational activities, transport, nursing, 

domestic care, personal care, rehabilitation, etc)

9. Provide a description of local community services already available to residents from HSE or 

from Voluntary Groups (e.g. PHN Services, Home Help, Personal Care, Rehabilitation, Meals on 

Wheels, Home Care Grants, Home Care Packages, Respite, other)

10. Total estimated costs of proposed /  existing care and support services. (Attach a 

breakdown of start up and annual costs such as staffing, services, overheads, etcs).

11. Estimated cost of services per person (unit costs)

12. Total revenue funding sought from  HSE:

Total revenue costs for 12 month period

13. Funding received, if any, from  other sources for service developm ent including Section 

39 HSE funding (Please state amount of funding and funding source)

14. Are there any other details relevant to this Application? If so, please provide below;

15. Signatures
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D: Service Level Agreement Template

SHELTERED HOUSING

H~
Three Year Service Level Agreement

Feidhmeannacht na Seirbhise Slainte
Health Service Fxecutive

Beginning Day/month/year

Ending Dav/m onth/vear

(3 Year Service Level Agreement between HSE and Sheltered Housing Service Provider - to be

reviewed 12 nnonthly)

*  Level o f  de ta il required w ill vary depending on am ount ofHSE fund ing  involved.

1. PROJECT DETAILS

Name of Project: ____________________________________________________

Location of Project: ____________________________________________________

Type of Housing Scheme: _____________________________________________________

(e.g. low support group housing scheme for the elderly, high support sheltered housing scheme 

fo r the elderly, dedicated service fo r people w ith special needs etc)

2. ORGANISATIONAL STRUCTURE OF HOUSING PROVIDER (AS APPROPRIATE)

Details of management structure:

(Board of Management responsible fo r service, support staff report directly to a management 
committee).

Staff and Volunteer Structure:

251



3. CORPORATE REQUIREMENTS

□  Compliant w ith  Legislation and Corporate Governance

□  Charitable Status Number: _____________________

□  Compliant w ith Approved Status regulations under the Housing Miscellaneous Provisions Act 

2002

□  Compliant w ith Health & Safety Legislation

□  Compliance w ith Rental Regulations -  Tenancy Agreements etc

□  Insurance coverage

□  Tax Status

4. RELEVANCE OF PROPOSED SERVICE DEVELOPMENT TO HSE NATIONAL AGENDA

(e.g. For example, proposed services w ill support older people to stay longer in their own homes, 

thus preventing unnecessary and premature placement in a nursing home. Proposed services 

complement existing HSE community services)

Provide details

5. TARGET GROUPS

(e.g. For what group are services being developed? Any resident who demonstrates need for 

services? Informal carers? A specific cohort o f residents (75+, male residents/female residents, 

people w ith physical disability, people w ith dementia)

Provide details
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6.H0USING PROVIDER'S POLICIES - ELIGIBILITY FOR PROPOSED SOCIAL CARE SERVICES

(e.g. .How w ill residents and people in the community, i f  appropriate, access proposed services? 

Who can make referrals? What is the process? Are residents expected to pay a charge fo r  

services?

Provide details;

6. SERVICES TO BE PROVIDED W ITH  HSE FU ND IN G  (INCLUDING  Q U A N T U M  OF 

SERVICE)

For example;

•  Employment o f Care Assistant/home help worker
•  Employment o f warden
• Employment o f part tim e nurse
• Employment o f part-time chiropodist/therapist
•  Provision o f Meals
•  Provision o f Laundry services
•  Employment o f Manager
•  Development o f social activities

Provide details:

Indicate whether staff w ill be directly employed by Housing Association or w ill be employed on 

contract. W ill they be full time? If part-time, how many hours of service will they provide?

Provide details:

W hat is anticipated service capacity (e.g. number o f meals/week, number o f hour's service, 

number o f service recipients, etc?)

8. EXPECTED OUTCOMES FOR RESIDENTS

What outcomes for residents are anticipated from  proposed service developments e.g. improved 

mobility, improved nutrition, reduced social isolation? Provide details:

What criteria w ill be used to evaluate service development? Provide details:
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9. STANDARDS

(HSE, or other, standards which must be met by Housing Provider in the provision o f proposed 

services (e.g. health and safety, professional, confidentiality, training o f s taff etc.)

Provide details

10. ADDITIONAL FUNDING

Provision for additional funding required above Agreement Amount. If HSE funding does not 

cover all costs, how w ill they be met?

Provide details

11. PAYMENT OF FUNDING

Funding w ill be forwarded by the HSE to the organisation in advance for each financial period. 

Details: AMOUNT DATE

€   _______

€  _______

€  _______

€  _______

Other details regarding payment

12. RESOLUTION of DIFFICULTIES

Procedures fo r the resolution o f difficulties w ith respect o f this Agreement. For example, ‘The 

Adm inistrator /  Manager w ill meet w ith the HSE designated officer w ith in 7 days follow ing the 

identification o f problems by either party ' etc.

13. SERVICE LEVEL AGREEMENT REVIEW

Schedule o f reviews for the duration o f the Agreement:

1®* Review:   2""* Review:   3̂ '* Review:

Date o f next review: ________________

Who w ill attend reviews?

Others: Any other protocols? If so, provide details:
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E: Example of low support sheltered housing scheme; Kilmihil Community Housing Association

This scheme is a 'low  support' sheltered housing scheme, providing 16 two bed- roomed homes 

fo r older people who require a level o f support in order to remain living in the community. The 

project is capital funded by the Department o f the Environment, Heritage and Local Government 

but, to date, no revenue funding has been allocated by the HSE to support this development.

The scheme is based on a social care model. Dependency and health status varies w ith  your 

tenants over 65 years old, six tenants over 70 years old and six tenants over 80 years old. Four of 

the tenants have actually moved into the scheme from nursing homes. The health o f some o f the 

tenants has actually improved since the ir referral to the scheme.

Services include day care m a communal centre, w ith kitchen and catering facilities. The project is 

founded on the principle o f respect fo r the contribution o f older people to the community, and 

service objectives include; improve the quality o f life of residents; assist residents as they become 

more vulnerable; provide an environment where residents can continue to participate as 

members o f the local community. Services are aimed at supporting older people to remain living 

in the ir own community and at preventing unnecessary admission to a nursing home.

Existing social care services are funded through contributions and rely heavily on the willingness 

o f volunteers to deliver services. Two applications for funding from  the HSE have been refused.

There is demand in the area fo r day care services to be operated that would be accessed by 

tenants and older people in the community. The Association have the facilities to provide this 

service and have costed it as follows;

2 days day care per week x 40 older people €120,000

= €3,000 p.a. per person

= €58 per week per person

This investment would prevent unnecessary admissions to  nursing homes or hospitals from  both 

residents in the scheme and in the w ider community. As already noted, 4 tenants have come from 

nursing homes.

Provision o f social care services, even at a lower level, requires dedicated revenue funding in 

order to ensure continuity o f services for an ageing population. At modest marginal cost, a new 

day care service could be developed in Kilmihil which would further benefit tenants o f the 

sheltered housing scheme but also other older people in the community.
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F: Example of medium to higher support sheltered housing scheme: Charleville

The sheltered housing scheme in Charleville, County Cork provides accommodation and social 

care services fo r 30 older people. This is a vital service fo r not only residents but also fo r older 

people living in the Charleville community.

The scheme, capital funded by the Department o f the Environment, Heritage and Local 

Government, consists o f accommodation units grouped around a communal facility which 

includes dining area, kitchen, facilities fo r people w ith disabilities and space for activities.

The residents in the Charleville scheme are mainly fra il elderly. Services to residents include; 

communal meals (which can be delivered to residents' homes when necessary), support w ith 

personal care and household chores, assistance w ith laundry, and, in the event of hospitalisation, 

preparation o f home for discharge. Should a resident require extra care, e.g. post-hospitalisation, 

there is a group house on-site which offers higher support levels.

The age structure o f current residents is as follows:

Age category Number of residents

65-74 years 14 residents

75-79 years 3 residents

80-89 years 10 residents

90 years + 2 residents

The staffing o f the project consists o f Care Assistants and a Co-ordinator. There is also a part-time 

nurse and cook. The support services offered help to maintain residents in the ir own community, 

and w ithout these services, 15 of the residents would require admission to fu ll-tim e Nursing 

Home Care.

The tota l cost o f running this service fo r 30 people is in excess o f €200,000 per year (or €6,700 per 

person).

Current HSE funding = €86,000 per year.

The balance o f costs (€114,000/year) have to be raised through co-payments from  residents, 

donations and fundraising in the community. This is a considerable burden to be placed on a 

voluntary housing association.

The amount sought from the HSE for 2006 is €100,000 (€3,350 per resident/year), which still only 

covers 50% o f tota l annual service costs.
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G: Exam ple o f m edium  to  higher support sheltered housing scheme: The Sue Ryder Foundation

The Sue Ryder Foundation in Ireland is a long established voluntary housing association th a t has 

provided supported sheltered housing for older people since 1981. Sue Ryder currently manage a 

total o f 219 units o f accom m odation (see Table below/), and w ith in  the coming years, they plan to 

develop m ore units. The schemes are capital funded by the D epartm ent o f the Environment, 

Heritage and Local Governm ent but, to date. Sue Ryder do not receive any significant revenue 

funding w ith  which to  provide social care services to residents.

Sue Ryder Foundation Housing Schemes

Location No. o f Units

Ballyroan, Co. Laois 25 Units

Owning, Co. Kilkenny 25 Units

Dalkey, Co. Dublin 54 Units

Holycross, Co. Tipperary 40  Units

Kilminchy, Co. Laois 75 Units

Sue Ryder sheltered housing schemes provide support to  tenants to rem ain living w ithin the  

com m unity, and the average age o f tenants is mid '70s, how ever in Dalkey, Co Dublin, the average 

age is higher at over 80 years and in Ballyroan it is 82 years. Dependency levels among tenants  

vary and the m odel provides for additional support services to  m eet care needs as required. 

Com munal areas in Sue Ryder schemes take the form  of e ither a day room as part o f the complex 

or a separately built centre on-site w here the tenants gather fo r meals and social events.

Social care services typically include; the provision of meals, a supervisor on call 24 hours a day, 

alarm systems, day centre, social activities, laundry, hairdresser, visiting chiropodist and 

dom iciliary nursing service. These services are provided through a com bination o f care workers 

and other support staff.

The total annual operating costs at a Sue Ryder sheltered housing scheme ranges from  

€ 5 7 3 4 /y e a r per unit (in Kilminchy) to € 8 5 3 2 /y e a r per unit in Dalkey.

Rents only cover m inim um  m anagem ent costs, utilities costs and the cost o f maintaining the  

physical facilities in each scheme. The costs associated w ith  social care services must be covered 

from  co-paym ents from  tenants (up to € 80 /w eek ), donations and fundraising.
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Recently the HSE has offered funding o f €10,000 fo r services at both projects in Laois and this is 

welcome, although it only covers a fraction o f to ta l annual costs of service provision. The other 

Sue Ryder schemes receive no HSE funding. Continued provision o f services at existing levels is 

unsustainable w ithout HSE revenue funding.

Higher levels of funding (at levels suggested on page 5-6 of the main document) are required to 

sustain the current level o f service provision and also to fu rther develop services to meet the 

needs o f tenants as they get older.

H: Example of high support sheltered housing scheme: O'Connell Court, Cork

O'Connell Court is a high support sheltered housing scheme fo r older people and for homeless 

adults w ith mental health problems. Accommodation o f 66 units, including 25 units fo r homeless 

adults consists mainly o f bed-sits together w ith  lounge/dining areas, day care centre, place of 

worship, gardens, communal kitchen plus a catering kitchen and assisted bathroom x 1.

Support services that are available to tenants include; full /partia l board, snacks, hairdressing, 

chiropody, security, advice & information, personal assistance, cleaning service, laundry, spiritual 

support, social & recreational programme, supervision o f medication fo r persons w ith mental 

health disabilities. A part-tim e nursing service is also available plus dressings (when applicable). 

The Public Health Nurse does not currently provide a service in O'Connell Court, however there 

are o ther staff on duty 24/7, a weekly GP surgery, pharmacy delivery, paper and shop delivery 

service, and taxi and carer support to OPD clinics. There is a day care service and HSE staff, 

including the community mental health nurse and social workers, have access to a visitors' room 

fo r consultations w ith tenants.

O'Connell Court provide services for older persons who are social welfare recipients, and priority 

is given to those w ithout relatives or fam ily support. None o f our tenants are 'private tenants'. 

We provide 25 units fo r older homeless adults w ith  mental health issues.

There is a Service Level Agreement w ith HSE South. Funding is provided under Sec. 39 for home 

help type services. Up to Dec 2005 core funding was €68,000.00 per year fo r provision of these 

services; from 2006 funding has been increased to  €135.000.00.

O'Connell Court receive the 'bed allowance' from  Cork City Council fo r the 25 homeless beds and 

this amounts to €128,000.00 per annum. They also receive an annual grant o f €42,500.00 under 

the Homeless Strategy.
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Tenants pay service charges fo r the services they use, and charges are levied, depending on their 

means. Tenants retain the ir Social Welfare entitlem ents i.e. Free Fuel, ESB and other allowances.

All tenants are assessed bi-annually by the HSE to  determine the ir suitability to remain in 

sheltered accommodation. HSE take responsibility fo r placing any tenant they deem no longer 

suitable. We have technical support from the HSE who assess, on our behalf, any applications 

received from  hospitals.

Because people w ithou t family support are catered for, the association ends up providing clothes, 

paying fo r items not covered on the GMS, covering taxi fares, providing toiletries, paying life 

insurance arranging funerals etc.

In 2005 O'Connell Court incurred a loss o f €14,750.00

There is a high level o f support to tenants in O'Connell Court and costs to the HSE are relatively 

low, compared to service alternatives including nursing home care.

I: Example of high Support/Special Needs Sheltered Housing; the F.O.L.D. example.

A new 27 bed sheltered housing facility was recently developed in Hartstown in a partnership 

between the Department o f Environment, Heritage and Local Authorities, the form er Northern 

Area Health Board, Dublin City Council, and F.O.L.D., a social housing provider from  Northern 

Ireland. The scheme was built on a 'campus' tha t also accommodates a sheltered housing unit fo r 

older people from  the general population as well as an HSE Primary Care Centre. The (former) 

health board gave the land to the local authority as part payment fo r the capital costs o f building 

the residential care units. The health board committed a fu rthe r 5% of capital costs. F.O.L.D. 

undertook to both build the unit and also to provide care services for residents. Revenue funding 

to F.O.L.D. was guaranteed by the health board at a rate o f €687/week per resident. This figure 

was derived follow ing a budget analysis which calculated the anticipated costs o f care for 

residents w ith dementia. A Service Level Agreement w ill govern the relationship between the HSE 

and F.O.L.D. w ith respect to this development.

The F.O.L.D. facility was developed on a social care model and aims to  maintain residents until the 

end o f the ir natural lives, i.e. they should not have to move later into another service if the ir 

dependency level increases unless in extraordinary circumstances. There are no nurses employed 

in the dementia unit; Care Managers and Care Assistants provide required day to day social care 

services and other health and welfare services are accessed fo r residents as they would be fo r any 

older person living in the community. F.O.L.D. have a distinguished record o f best practice service 

provision in Northern Ireland, particularly in the area o f social model dementia care.
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The HSE revenue investm ent in the F.O.L.D. facility, although very high by Irish standards, 

represents value fo r m oney compared to  the cost o f specialist care in a private nursing home.

Cost o f care to HSE fo r one resident o f the F.O.L.D. dem entia unit = € 687 /w eek

Cost o f care per resident for one year = €35 ,724

The comparative cost o f care (i.e. a contract bed) in a specialist private nursing hom e for people 

w ith  dem entia in the Dublin region = €1200+  per week.

The cost o f care per resident in above unit = € 6 2 ,400 /year

The cost o f care in a public residential care unit would be similar.

*ln  the U.K. the M ethodist Housing Association is paid £620  (sterling) per resident per w eek by 

the  NHS/health trusts to provide places for people w ith dem entia in their dedicated social 

housing schemes for this client group. (Using a conversion rate of €1 .47  euro = £1, payments = 

€911 .40  per week.) Increasingly, M H A  are moving into the area o f service provision fo r people  

with dem entia and there is considerable dem and for the ir services from  the NHS. In Scotland, 

'Special Needs Housing' is expanding faster than nursing hom e or residential care options.

J: Case example: The Nestling Project

The 'nestling project' is a collaborative initiative in the North East o f Ireland, aim ed at leveraging 
advances in sensor and hom e-based ICT technologies to enhance the quality o f life and well-being  

o f older people living independently in our community.

The project partners include Louth Local Authorities, Dundalk Town Council, Health Services 

Executive -  Dublin-North East Area, Dundalk Institute of Technology, National Centre for Sensor 
Research -  Dublin City University, Centre fo r Health Informatics, University o f Ulster, M agahy & 

Co.

It aims to m eet older people's aspirations to  be able to 'age-in-place' in com fort and dignity.

A living, life-enriching hom e environm ent, enveloped by an integrated and pro-active com m unity  

support infrastructure are the essential and interdependent elem ents.

The project sees ICT services, nestled in the hom e, as a catalyst that can fuse these tw in  spatial 

and social/healthcare streams together into a cohesive environm ent that can foster well-being, 

nourishing older peoples' m otivation to  m aintain independence w ith confidence and self-belief.

The project is progressing through a th ree pronged approach involving
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•  a 15 unit p ilot 'aware' homes project at Barracks St, Dundalk,
•  a pilot cross-community services integration programme for older people, and
•  An research centre at DKIT w/here our understanding of the interplay betw/een spatial and 

building patterns, nestling (ambient) technologies and distributed community services can 
be fu rther investigated and developed.

Together, these components provide the foundation fo r building the project's sustainability, and 
w ill deliver guidelines, models, demonstrators, tools, and integrated applications tha t can be 
made available to the w ider population in the North East region and beyond.

These outputs can help influence the quality o f new housing provision going forward, the 
adaptation o f existing homes for aging-in-place, and the more effective, joined-up, organisation 
and delivery o f services to older people in the ir homes. The models should also be expandable to 
other target groups such as those w ith physical or intellectual disabilities.

K: Service development involving partnership between the HSE, a local authority sheltered 

housing provider, and a voluntary day care provider.

The Alzheimer Society o f Ireland established a new day care service for older people with 

dementia in a church hall in Dundrum, Co. Dublin in 2003, w ith funding from the HSE. Over time, 

the premises proved to be unsuitable; the toilets did not have disabled access, there was no 

shower fo r personal care and the cooking facilities were extremely lim ited. ASI looked for an 

alternative venue for the ir day care service.

Dublin City Council identified a community building adjacent to Woodstock Sheltered Housing 

Scheme in Ranelagh as a potential site fo r the re-location o f the ASI day care service.

Following negotiations between the HSE, the ASI and Dublin City Council, it was agreed that 

Dublin City Council would bear the cost o f carrying out necessary works to the community 

building in Woodstock to bring it up to required standard so that it could be used for day care for 

people w ith dementia. New facilities included disabled access toilets and shower, a laundry area 

and a new kitchen.

The HSE participated in the planning o f the new service and agreed to continue to fund the 

operation of the day care centre follow ing its re-location. There was agreement tha t residents 

from  Woodstock who were in need o f dementia specific day care could avail o f the new service, 

as well as current service users from the w ider community.
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The day care centre in W oodstock currently provides services fo r 17 people with dem entia, two  

days a w eek. The centre is used by residents and o ther com m unity groups on other days.

This is a good exam ple o f th ree way inter-agency cooperation (betw een Dublin City Council, the  

HSE and the A lzheim er Society o f Ireland) and sharing o f responsibility for the provision of 

support services to people w ith dem entia, including those living in sheltered housing.
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APPENDIX 3: Information letter to case study scheme managers

Janet Convery
School o f Social Work and Social Policy 
Trinity College Dublin

Date

Development of Sheltered Housing for People with Dementia: Expectations and Experience in 

the Irish context. 

Information for Case Study Scheme Managers

Thank you fo r agreeing to participate in my PhD research on the development of sheltered 

housing fo r people w ith dementia and specifically fo r perm itting me to use your sheltered housing 

scheme as a case study. My study w ill explore perceptions about the role o f housing w ith care in 

meeting the long term  care needs o f people w ith dementia and the factors that have influenced 

development o f sheltered housing fo r people w ith dementia in Ireland up until now from the 

perspective o f key stakeholders. Your views on the challenges involved in service delivery and 

benefits to service users are also o f interest. As one o f the small number o f voluntary sheltered 

housing organisations tha t provide dedicated services to people w ith  dementia, it is very 

im portant to capture your views and experience in the research.

Below I w ill outline the way in which I w ill conduct the case studies and the protocols that will 

govern data collection, the w riting o f the research study and storage o f information gathered.

Case studies will involve;

1) Observation o f the daily activities o f the scheme in communal areas (not in the bedrooms of 

tenants unless invited) over a period o f 5 days in order to better understand what goes on there 

and how services are delivered as well as to familiarise myself w ith tenants and fam ily carers”  

who may be interviewed as part o f the research.

2) Examination of relevant documentation: policies and practice regarding people w ith 

dementia, referrals and discharges, and documents relating to the development o f services fo r 

people w ith dementia.

3) Interviews w ith scheme Managers/agency management

4) Interviews w ith a sample o f staffs®

5) Interviews w ith others outside o f your agency who were involved in the development o f the 

sheltered housing scheme.

6) Interviews w ith  a sample o f people who make referrals to your scheme and who provide a 

service to tenants.

Note: interviews with residents and family carers were not ultimately Included In the fieldwork. 
Staff were not included in the sample of participants interviewed.
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7) Interviews with a sample of tenants with dementia^® about how and why they moved there and 
their experience of living in the scheme.

8) Interviews with a sample of family carers about their experience of the service and their 
expectations of it re: capacity to deliver long term care.

Timescale

I expect that the work under Numbers 1, 2 and 3 to take from 1-2 weeks. Interviews with tenants 
and family members will take a further 1-2 weeks, depending upon their availability. I may also 
have to do follow-up visits with you to verify the evidence collected. I will, of course, consult with 
you about exact dates and I will also be mindful of the need to work around your routines and 
staff rotas while in [name o f sheltered housing scheme].

Selection of staff, tenants and family members for interview

I will be asking your advice regarding selection of staff, tenants and family members for interview. 
Obviously I will be hoping to interview tenants with dementia who still have the ability to 
communicate and who you think will be able and willing to answer a few brief questions about 
their experience of life in your sheltered housing scheme. Similarly I will be asking you to 
recommend family carers^° who are familiar with the scheme and who would be happy to talk to 
me. Obviously my ability to interview them will depend on their willingness to be interviewed and 
also on their availability. I will obtain written consent from participants where possible and verbal 
consent where appropriate and I will inform them that they can withdraw from the research at 
any time if they wish.

It will also be helpful to me if you would share with all staff some background to the research 
before I arrive and ask their permission for me to observe daily activities in [name of case study 
scheme] . I would be happy to attend a staff meeting and discuss the proposed research if that is 
appropriate. I don't plan to conduct formal interviews with individual care staff but it will be 
important for them not to be threatened by my presence during the fieldwork research.

Anonymity and confidentiality

Every effort will be taken to protect the confidentiality of those interviewed, including yourself.
No names will be used and nothing of a personal nature will be written in the research findings.
In conjunction with the Data Protection Act, interview recordings and transcripts will be held for a 
period of twelve months after the submission of the final PhD dissertation and will then be 
destroyed. All information from the study will be stored securely in the meantime. I enclose a 
Consent Form for you to sign as well as a form indicating that staff have consented to the 
inclusion of observation in the research study. Consent, once signed, can be withdrawn at any 
time. There will, of course, be no negative implications for anyone who does not wish to 
participate in this study.

See footnote 1 above 
See footnote 1 above
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Thank you very much again for agreeing to participate in the research and for taking the tim e to 

read this letter. I look forw ard to working with you.

Yours sincerely,

Janet Convery

PhD candidate: Living w ith Dem entia Programme 

School o f Social W ork and Social Policy 

Trinity College Dublin 

converjb@ tcd.ie

Supervisor: Dr. Suzanne Cahill 

School o f Social W ork and Social Policy 

Trinity College Dublin
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APPENDIX 4: Letter to Mount Bolus housing association

Mid Offaly Housing Association

Mountbolus

County Offaly

Date

Dear________

Thank you for taking my phone call and also for offering to  help to put me in touch w ith  members 

of your Board. As promised, below are brief details about my PhD research which is on the 

subject o f Sheltered Housing for People w ith  Dementia in Ireland. My choice of research topic 

reflects an interest developed over the years from  my experience as a member o f the National 

Council on Ageing and Social Policy, as a member o f the (then) National Council o f the Alzheimer 

Society o f Ireland and as Director o f Services for Older People in HSE Dublin Mid-Leinster from 

2000 until my retirem ent in 2009.

Research methodology

My PhD research, which is a qualitative exploratory study, is focused on the factors that made 

the development o f three Irish high support sheltered housing schemes possible and what is 

required in order to sustain or replicate them in future. I have been conducting interviews w ith  

people who were directly involved in the three schemes referred to (two Housing w ith  Care 

facilities developed by FOLD in North Dublin and O'Connell Court in Togher, Co. Cork) which are 

being presented as case studies. I am also interviewing other key stakeholders who have 

responsibility fo r housing and health services at regional and national level.

It is in above context that I am interested in talking to people who were directly involved in the 

negotiations and planning for the development o f [x project ] The experience and views o f your 

Board members are o f great interest, particularly from the perspective o f future service 

development.

If there is a Board member or Board members who are willing to participate in my study, I would

be very grateful. As I said to you on the phone, I can come to meet them in  at a time and

place that is convenient fo r them. The meeting w ill take no more than one hour. I am using a 

voice recorder to record interviews for the research but will only use it w ith  permission. No direct 

quotations w ill be used in the final dissertation w ithout permission.

Ethical Committee Protocols: Anonymity and confidentiality

Should your Board member(s) agree to meet me, every e ffo rt w ill be taken to protect the ir 

confidentiality. No names w ill be used and nothing o f a personal nature w ill be w ritten  in the 

research findings. In conjunction w ith the Data Protection Act, interview recordings and 

transcripts w ill be held fo r a period o f twelve months after the submission o f the final PhD 

dissertation and w ill then be destroyed. All information from the study w ill be stored securely in 

the meantime.
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I attach a Consent Form to be signed by anyone who agrees to participate in the research. There 

will, o f course, be no negative implications if people choose not to participate in the study and 

consent can be w ithdrawn at any time.

Many thanks again for your help.

Yours sincerely,

Janet Convery

PhD candidate. Living w ith Dementia Programme 

School o f Social W ork and Social Policy 

Trinity College Dublin 

converjb^tcd .ie

Supervisor: Dr. Suzanne Cahill 

School o f Social Work and Social Policy 

Trinity College Dublin
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APPENDIX 5: Consent Form

Consent Form

Please tick the boxes as appropriate

1. I have read the information provided. OYES O N O

2 . 1 have obtained all details about the study. OYES O N O

3. I have had the chance to ask questions and these

have been answered to my satisfaction. O  YES O N O

4. I am aware that I have the right to refuse to participate 

In this study and that there will be no negative 

Implications for me if I do. OYES O N O

5 . 1 have based my decision to take part in

the study on the information provided. OYES O N O

6. I am aware that anything I say will be in confidence 

and that my name will not be used anywhere in 

the research findings.

OYES O N O

7 . 1 am aware that my participation in the study includes one interview with the possibility 

of follow up contact to check the accuracy of that is recorded.

OYES O N O

8. I understand that I can decline to answer any question

and stop the interview at any stage. OYES O N O
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9. I am aware that I w ill be asked fo r permission fo r the interview 

to  be recorded. OYES O N O

10. I am also aware that the researcher will as my permission before 

using any direct quotations in the final study. OYES O N O

11. 1 have been informed that I can w ithdraw  my consent to participate 

In the interview at any time and w ithou t any adverse consequences.

OYES O N O

12. I now consent to participate in the study.

OYES O N O

DATE:

PARTICIPANT NAME (PRINT); 

PARTICIPANT SIGNATURE:
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APPENDIX 6: Sample letter to prospective study participant

Senior Officer, Local Authority

The Development of Sheltered Housing for People with Dementia:

Expectations and Experience in the Irish Context.

Dear_____________,

Thanks very much fo r agreeing to be interviewed by me as part o f my PhD research. As promised, 

below are some details about my PhD study on the subject o f sheltered housing fo r people w ith 

dementia in Ireland. My choice o f research topic reflects an interest developed over the years 

from  my experience as a member o f the National Council on Ageing and Social Policy, as a 

member o f the (then) National Council o f the Alzheimer Society o f Ireland and as Director of 

Services for Older People in HSE Dublin Mid-Leinster from 2000 until my retirem ent in 2009.

Background to the study

As you may know, 'Housing w ith care' is an accepted long term  care option fo r an increasing 

number o f older people w ith  dementia in the UK, Northern Europe and the US. However, there 

has been very little  service development in Ireland, to date, and no research undertaken on the 

subject. The recent development o f three sheltered housing schemes in Ireland offering 

dedicated services fo r people w ith dementia provides the opportun ity to explore the factors that 

have influenced service developments in Ireland up to now. The number o f people w ith dementia 

is projected to rise dramatically in the next 30 years and it is hoped that this study w ill stimulate 

and inform fu rther discussion and debate about 'housing w ith care' as a service alternative for 

people w ith dementia in Ireland.

Research methodology

As part o f this qualitative exploratory study, I am conducting semi-structured interviews w ith 

people who were directly involved in the development o f the three sheltered housing schemes 

mentioned above, including the two FOLD Housing w ith Care developments in North Dublin and 

O'Connell Court in Cork, which are being used as case studies fo r this research. I am also 

interviewing decision makers who have regional or national responsibility fo r older people's 

housing and health services in either a policy or planning capacity. Your views are of particular 

interest to me because o f your involvement w ith Anam Cara Housing w ith Care facility in 

Glasnevin.

Interviews

During the interview, I w ill be looking to explore the following; your experience o f the 

development o f Anam Cara; the issues involved in 'housing w ith care' service development in the 

Irish context; and the possibilities and challenges o f future service development from  a housing 

perspective.
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The interview  will take no m ore than one hour. I ann using a voice recorder to record interviews  

for the research but will only use it w ith your permission. No direct quotations will be used 

w ithout your permission.

Anonymity and confidentiality

Every e ffo rt will be taken to protect the confidentiality o f those interview ed. No names will be 

used and nothing of a personal nature will be w ritten  in the research findings. In conjunction with  

the Data Protection Act, interview  recordings and transcripts will be held for a period of tw elve  

months after the submission of the final PhD dissertation and will then be destroyed. All 

inform ation from  the study will be stored securely in the m eantim e. I attach a Consent Form to  be 

signed by you if you agree to participate in the research. There will, o f course, be no negative 

implications if you choose not to  participate in the study and you can w ithdraw  your consent at 

any tim e.

I'm  looking forw ard to m eeting you as arranged on 27 April. Thanks again for your cooperation. 

Yours sincerely,

Janet Convery 

converib(5)tcd.ie

Supervisor: Dr. Suzanne Cahill 

School o f Social W ork and Social Policy 

Trinity College Dublin
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APPENDIX 7: Interview Schedule: Case study participants

(For interviews with people involved in the development of the case study schemes including 
housing association managers, the HSE, the local authorities)

Introduction: The case study schemes, including the two sheltered housing schemes developed 
by FOLD in North Dublin, are highly unusual in the Irish context. In spite of policy 
recommendations dating back to 1968 (Care of the Aged Report, followed by The Years Ahead 
1988, the NCAOP report on sheltered housing in 1989, the Mercer Report etc.) there has been 
only very limited development of high support sheltered housing or 'housing with care' services 
for older people in Ireland. More recently the Towards 2016 Partnership Agreement makes a 
commitment to encourage the further development of sheltered housing with varying degrees of 
care support and the Positive Ageing Strategy also promises to set out policy in relation to the 
provision of sheltered housing for older people including for the integrated management and 
delivery of housing and related care services.

It is against this background that my research is being conducted.

Purpose of the Research: to explore how and why these schemes developed when they did; the 
implications of introducing a new social model of long term care; the perceptions of key 
stakeholders about what distinguishes these services from traditional residential care models; and 
what is required in order to sustain and replicate these developments.

1) How did this development come about?

Who initiated it?
Who supported it?
What was the sequence o f events?

2) What was your specific role in the development of this service?

How did you beconne involved?
Were you aware o f this type o f service prior to becoming involved?

3) This is an unusual development in the Irish context. What particular combination of factors 
do you think made it possible?

How do you think it got prioritised (in service plan/budget) in the firs t place?
Why did it  come about when it  did?

4) Was the need for dementia specific services an acknowledged factor in the development of 
the FOLD schemes? Did dementia figure in the discussions/plans? How was it  decided to set aside 
half o f the beds fo r people with dementia?(Was FOLD selling it  as a dementia specific service?)
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5) The Action Plan fo r Dementia (1999) found '...little support during the consultation process for 

group-living or sheltered accommodation for people with dementia' and that

' Group living arrangements were likely to be cumbersome 

and impractical, requiring high levels o f supervision and

a fram ework for coordination which is not in evidence in existing Community Care 

structures in Ireland'.

Do you think tha t the case study schemes represent a change in thinking about the feasib ility  o f 

housing options fo r  people with dementia? Has anything changed since publication o f the Action 

Plan to make service development more likely?

6) Do you think there was a demand for this type of service?

I f  so, where did demand come from ?

7) This development represents the introduction of a new social model of long term care that is 

different from traditional residential/nursing home care. What were the implications from your 
perspective?

8) What other issues arose which had to be resolved in order for this development to be 

realised?

Specific to this service development?

Barriers that would apply to other sim ilar development initiatives. Why are there so few  such 

developments?

How were these barriers overcome?

9) Is this scheme sustainable in its present form? What is required in order to sustain 

it/replicate it?

10) What lessons were learned from the development o f this service?

W hat could have been done differently? Better?

11) Is there anyone else that I should interview about this development?
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APPENDIX 8: Interview schedule for 'experts'

Introduction: In spite o f policy recommendations dating back to 1968 (Care o f the Aged Report, 

followed by The Years Ahead 1988, the NCAOP report on sheltered housing in 1989, the Mercer 

Report etc.) there has been only very lim ited development o f high support sheltered housing or 

'housing w ith care' services fo r older people in Ireland.

The three sheltered housing schemes used as case studies fo r this research are among the very 

few  sheltered housing schemes in Ireland that offer 24/7 care and support and the only ones that 

formally o ffer dedicated services fo r people w ith dementia.

The Towards 2016 Partnership Agreement makes a com m itm ent to encourage the fu rther 

development o f sheltered housing w ith varying degrees o f care support. The Positive Ageing 

Strategy promises to set out policy in relation to the provision o f sheltered housing for older 

people including fo r the integrated management and delivery o f housing and related care 

services.

I t is against this background tha t this qualitative exploratory study is being undertaken.

Purpose of the Interviews with Policy Makers and Service Planners;

To explore the views o f key stakeholders about why the development o f 'housing w ith care' 

services has been so lim ited in Ireland and what factors have influenced service development up 

to now.

To explore the issues associated w ith the introduction o f what is in Ireland a new long term  care 

service alternative.

To find out what is required in order to sustain and replicate existing housing w ith care services.

'Housing with care' services are defined as; self-contained accommodation with communal 
facilities, the provision of meals and the provision of individualised packages of care that are 

flexible and adaptable to changing needs on a 24/7 basis.

1. Are you fam iliar w ith  the concept o f 'housing w ith  care'?

Do you have personal experience o f this type o f service or do you know o f any such 

services here or abroad?

2. Does your agency/Department/organisation have a policy on housing w ith care/housing for 

older people/long term  care o f people w ith  dementia? W hat implications does Towards 2016 

have for your organisation/agency/Department?

May I have a copy o f any related documentation?
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3. Have you been involved in policy discussions about sheltered housing/housing w ith  care?

In your own agency/Departm ent?

In an in terdepartm enta l fo rum ?

If  so, w h at was the thrust and outcome o f these discussions?

W hat issues arose in this context?

4. 'Housing w ith  care' developed historically as a social m odel alternative to residential care for 

people whose needs cannot be m et in their own homes.

W hat have been the barriers to the developm ent o f social m odel service alternatives up to  

now? W hat factors have m ade it difficult?

6. The Action Plan for Dem entia (1999) found '...little support during the consultation process for 

group-living or sheltered accom m odation for people w ith dem entia ' and that

' Group living arrangem ents w ere likely to be cumbersome 

and impractical, requiring high levels o f supervision and

a fram ew ork fo r coordination which is not in evidence in existing Com m unity Care 

structures in Ireland. (1999:61)

Your comments?

Do you think th a t the case study schemes represent a change in thinking about the feasibility  o f 

housing options fo r  people with dem entia?

Has anything changed since publication o f the Action Plan to m ake service developm ent more  

likely?

7. Do you think 'housing w ith care' can be a practical option fo r people w ith dem entia?

Can it m eet their needs?

Are there particular benefits o f 'housing with care ' fo r  people with dem entia?

8. W h at is required in order to fu rther develop housing w ith  care services for people with  

dem entia in Ireland?

W hat factors m ight make it easier to develop housing with care services fo r  people with  

dem entia  in Ireland?

W hat needs to change in order fo r  it to happen?

8. Is there  anything else you would like to say on the subject?

9. Is there  anyone else in your agency/D epartm ent/o ffice  I should talk to?
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