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Category 2 = Belonging & Connectedness  

 

Belonging and connectedness 
• Individual -  Knowing the person 

De-personalisation 
Dignity 

• Environment -  Noise Structure/space 
Contrasting environment 
Garden/nature 
Bright/Dull 
Space 
Design flaws/Depressing 
Lack/sense of home 
Comfort 
Safety 
Institutional – e.g. seating 

• Loneliness - Boredom 
Isolation 
Monotonous 
Worry 

• Connectivity -   Connection to past family 
Connection to past life 
Connection to past role 
Connection to outside world 

• Inclusion 
• Environment 
• Isolation 
• Family 
• Celebration 
• Loneliness 
• Social outlet 
• Belonging 
• Change 

 

reflects an observation of the data as 

reflecting   the   way   in   which   the 

practice  development  programme 

enabled   movement  towards   a 

greater sense of belonging and 

connectedness among residents and 

staff in the residential settings.  The 

practice developments and culture 

changes initiated and implemented 

over  the  2  year  programme  was 

seen to instil a greater sense of 

belonging    and  connectedness  in 

most of the participating sites.  At an 

individual level, the data reflected a 

greater  sense  of  ‘knowing  the 

person’ 

 
 
“Yes, meaningful conversations and 

 

interactions with residents can be seen.  Staff seem aware of residents’’ likes and 

dislikes” (observation note). 

 
 
This was demonstrated for example through improvements that were evident in care 

workers in terms of taking more account of residents’ biographies 

 
 

“J says that she enjoys getting her hair done.  She was a brunette when she was 

young.  He does not colour her hair as ‘the grey ones are as easy to carry as the 

white’!  She enjoys living in this house – there are ‘special doors’ (she looks down at 

her co-tag).  J says that she likes the garden and the birds that come in to the feeder 

– ‘I like to walk around the garden’.  She says that she would like an open fire and 

someone to talk to when she is back in her room …” (Interview with resident) 

 
 
This progress was evident in the range of activities planned in action plans and in the 

focus on knowing the person that featured in the observations. In addition, the 

narrative data demonstrated a sense of belonging by residents and more engaged 

relationships with care workers and teams 
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“Most of the people who entered the day room did not acknowledge the residents 

who were there. One nurse was an exception to this and she did interact with the 

residents.  She placed her hands on residents’ shoulders when she was asked a 

question and she looked into their eyes.  The residents smiled and seemed 

comforted by this.  The nurse asked if the sun-glare was disturbing them [the 

residents] and explained that she would close the blinds to prevent it being a 

problem.  A resident asks the nurse what time it is.  She takes the time to explain the 

time and that tea would be served shortly. Quiet calm respectful communication. 

Non-threatening and friendly” (observation note) 
 

 
 
These activities were seen to contribute to a greater sense of reducing 

depersonalisation and preserving individual dignity 

 
 

“I get good care here and the staff take a genuine interest in me.  I love music and 

really enjoyed ‘scriocht’ [traditional Irish storytelling and poetry activity] last year.  It 

reminded me of being at home with my friends and neighbours … I am very thankful 

to those who care for me and try to improve life for me in all their different ways” 

 
 
Paying attention to the environment was an important part of this category.  Whilst 

acknowledging that in most cases, the environment of the care settings in each of the 

participating units did not reflect contemporary evidence about residential care 

environments, an increased focus on developing the environment was seen to occur. 

In previous rounds of data collection, issues of noise, environmental constraints and 

a lack of ‘homeliness’ were noted.  Whilst not completely eradicated (and it would be 

unrealistic to expect that!), the data reflects a greater emphasis on paying attention to 

environmental aspects and considering how these could be improved.  Changes to 

the environment have included changes to the management of noise, better use of 

space,  colour  and  light,  and  gardens,  all  with  the  impact  of  providing  more 

comfortable spaces for living and reducing the institutional ‘feel’ of the care setting 

(e.g. seating arrangements). 

 
 

The overall impression from the first observation carried out [4 months previous] was 

of a great improvement in the décor of the room.  The room was bright, freshly 

painted and looked great.  The tables and chairs and furniture in general in the room 

was very much improved.  The small tables were much more conducive to a homely 

dining area.  The tables were spaced out well with easy access for residents.  In the 
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room there were some pictures on the walls and some memorabilia displayed on 

shelves (observation note) 

 
 

Calm music in residents’ lounge.  Very soothing, resident friendly, not loud 
 

(observation note). 
 

 
 

There are nice paintings and artwork on the walls … it is a warm day so the windows 

are open which leaves a pleasant breeze.  There is toast being made for the 

residents, the smell is pleasant and fills the room.  The residents seem happy to see 

each other and greet each other warmly as the two staff members do.  There is a 

good ‘banter’ – a happy atmosphere.  There are magazines on the coffee tables – 

some of them are out of date.  There are bowls of fruit available. When each 

resident enters the room they are greeted warmly, often b other residents but the 

staff are friendly and cheerful too (observation note). 

 
 

Chairs and space arranged in different settings throughout the room.  Looks homely. 
 

Fish tank being cleaned, residents interacting with the man cleaning the tank. 

Photographs of the residents on the mantle.  Decorations for St Patrick’s Day up 

around the room … Nice radio (old style), pictures nice on the wall (observation note) 

 
 
However, whilst it is evident that staff have become much more aware of the need to 

create an aesthetically pleasing environment as a part of being person-centred and 

have done much to address environmental issues, there is still much work to be 

done, as the following data extracts illustrate 

 
 

The visitors room feels sparse, chairs not comfortable (observation note) 
 

 
 

The tables were very sparsely dressed with condiments and napkins and some 

cutlery on the table.  Sugar was on the table, stored in a plastic Tupperware 

container.  Lovely serviettes were placed on the table except for one table where 3 

men sat and who had none (not sure why?).  There were mugs but no drinking 

glasses or drinks on the table for residents.  No refreshment/choice was offered to 

the residents during the meal except for tea at the end of the meal (observation note) 
 

 
 

Room very cluttered and dull, some effort made to make it Christmassy . Lots of 

chairs and equipment stored in room – wheelchairs, physio equipment.  Parallel bars 

and physio screen impact hugely on the atmosphere.  Clock up high on wall difficult 
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to read.  Large date calendar on wall easy to read.  Blue blinds on windows contrast 

with wall colour and make room appear cold.  Random positioning of tables and 

chairs (observation note) 

 
 

“Everybody is very well trained here and that’s very important.  People have been 

very encouraging. I like the free and easy attitude of staff; they do not try to control 

the patients … The dayroom is depressing, no proper storage, mismatched furniture, 

looks like an old peoples home.  I would like to see a better dayroom and nice 

garden” (Resident story) 

 
 
However, the issue of balancing a person-centred approach and meeting safety 

requirements is one that continues to complicate the extent to which a full person- 

centred approach can be maximised and there is indeed an issue of managing risk, 

meeting regulatory requirements/demands and meeting individual needs in a person- 

centred way, as illustrated by this reflection from one of the internal facilitators: 

 
 

“During the observations there were a few issues with signage over resident’s beds 

that privileged staff and not residents and were there as a risk management measure 

and were not very person-centred. While the signage was observed during the 

observations, it was in the feedback to the ward that it became apparent that this 

was for risk management.  Another problem was that strip lighting was on and 

seemed very bright and harsh during an evening observation but it was only again 

during the feedback that staff stated that they wanted to have bedside lamps but in 

order to comply with HIQA hygiene standards and risk management of the hospital, 

they were unable to have them.  The challenge of the relationship between risk and 

person-centredness became obvious when the action plans were being 

implemented, as participants had to address the risk in order to get approval for the 

action” (Internal Facilitator Reflection) 

 
 
Alleviating loneliness due to boredom and isolation is a key theme in the data.  The 

data reflects an increased focus on alleviating loneliness and reducing isolation 

 
 

Took residents in St Josephs on a Christmas Shopping Trip to Dundalk, this was 

something that came out of the narrative work and conversations with residents that 

they would like to go Christmas shopping and it was a great success (North East 

Area Action Plan) 
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Across all three sites, programme facilitators at unit level worked with residents and 

staff on the development of individualised activity plans.  These plans were based on 

activities/programmes the resident wanted to partake in.  For some residents, trips to 

the local pub, local cinema, the resident’s home place, local matches has now 

become the norm. Other activities have been introduced within the units based on 

the specific identified need of individual residents (Midlands Area Evaluation data) 

 
 

A resident through her narrative shared a life long dream to travel to Lourdes but 

because of her medical condition never thought this could be possible.  In 

collaboration with the family staff and members of the multidisciplinary team, this was 

organised.  She fulfilled her life long dream accompanied by members of her family 

and staff members from the hospital (Midlands Area Evaluation data) 

 
It was generally reflected by participants in the analysis of the data, that the care 

environments are largely ‘monotonous’ and that there is a need to pay more attention 

to activities that act as diversions from day-to-day worries that residents may have 

and that lead to a greater sense of belonging and engagement 

 
 

“It’s a shock being a geriatric when you were healthy up to this … it could be terminal 

here, problem of passing the time. I get the books and pass the time with them.  I 

find it hard in the late evening.  Spirits tend to go down in the evening.  Playing cards 

helps a bit with this” (Resident story) 

 
 
One way of alleviating loneliness is through the maintaining of connections with the 

older person’s ‘life-world’.  Having social outlets is critical to this kind of engagement 

and there is evidence from the participating sites action plans and reports of 

achievements that a range of activities have been put in place to develop ways of 

engaging with communities and social activities.This example from the 

participating sites in the Midlands illustrates this work: 

 
 

A similar theme that emerged from the narratives across the three areas, highlighted 

how the residents were lonely and missed the connection with the outside 

community.  For some they found the day really long with little to do, in particular the 

evenings for some were very lonely and boring. Several actions arose from this 

across the sites. In St Vincent’s Hospital an action plan was developed to address 

the establishment of a volunteer programme.  This would involve the local community 

and link in with the national volunteer project.  A series of communication strategies 
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were identified to invite local people of all ages to get involved in volunteering.  This 

included a visit to the hospital from the former Taoiseach, Albert Reynolds to promote 

the programme.  A volunteer programme is now established with all the required 

protocols in place from Garda vetting to education and training programmes for 

volunteers. 

 
 

Music evenings for the residents are now facilitated by members of the active 

retirement group in St Vincent’s.  A kitchen has been developed for the diversional 

therapy department in St Vincent’s this is now used by for cookery sessions where 

the residents are actively involved in cooking/baking, using their own recipes.  This 

time provides a great opportunity to socialise and reminiscence about times past and 

has become very popular.  Plans are under way to install a new computer into the 

diversional therapy unit where the residents will have access to the computer and 

have the opportunity to learn new skills.  Gardening has also been included into 

weekly activities - this was highlighted by one of the residents in his narrative. 

 
 
Paying attention to the life-world of the residents was increasingly recognised as 

important by participants, as illustrated by this poem, written with a resident at Bantry 

Hospital, Cork 
 
 
 
 

Meanwhile in St Josephs Unit 
 

In the unit of St Joseph’s you won’t hear too much noise 
 

Some of us are silent an odd one sits and sighs 
 

But look behind the faces and put away the chart 
 

I’m sure my pulse is normal but try to read my heart. 
 

 
 

In my years before St Josephs’ I had some golden hours 

and I walked with my true love among the leafy bowers 

and if my eyes look vacant and sometimes I don’t hear 

I may be gone to shelter from the rain that fills my tears. 
 

 
 

There was a time believe me when friends were near and dear 

And I drank the cup of kindness and laughed without a fear So 

when you think I’m hungry and I push away the food 

I am struggling with my demons and don’t mean to be rude. 
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And, staff, I do take notice when you greet me with a smile 

And I really mean to thank you when you go the extra mile 

But sometimes I am angry though I know it doesn’t help 

And when you lose your patience I can only blame myself 

 
 

In the unit of St Joseph’s there are some who dare to hope And 

some whose hopes are fading feel like giving up the ghost But 

life is very precious though the deal you got is raw 

There’s no room or self pity with your back against the wall. 
 

 
 

So please listen to my story and try to make the time 

You might just learn a lesson and be a bit more wise 

I will try hard to respond and not be such a pain 

With a little understanding we both can stand to gain. 
 

 
 

In the unit of St Joseph’s life may seem very bleak But 

life is still worth living for the sad and for the weak And 

one thing is for certain as you go about your chore The 

day is so much brighter when you look into my soul 

 
 
A significant finding in the baseline data was the lack of connection between the 

older person and various dimensions of their life.  In the final data set, participants 

recognised a number of themes that reflected the attention to re-connecting and 

maintaining relationships – with family, past life, past role and to the outside (similar 

to social outlets theme) as illustrated through the following data extracts: 

 
 

When I was seventeen I was told I was going on holiday and that is when I came to 

here where the nuns were, to the big grey building.  I worked for the nuns looking 

after the flowers and the vegetables. I like my music, I like to listen to it and play the 

mouth organ.  I am very happy here and everyone is very good to me. I go to Knock 

and to Lourdes (Religious Shrines) every third year. I have my own television and I 

watch lots of films. I watch it when everyone is in bed. I put the sound down low and 

watch the picture.  I like all sorts of films … (he proudly showed off his collection). 

Every evening I listen to my music while having a cup of tea.  Most days I don’t think 

about my past experiences, however, some days it just comes in to you.  But I am 

very happy here [Narrator’s note:  he also showed off his picture album which had 

photographs of all his birthdays since he came to (hospital name) and there was also 
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photographs of day trips out they have had.  He could name everyone and told us 

those who had died and those still alive] (Resident story) 

 
 
However, this is an area of practice that needs much more consideration and 

continuous planning based on an assessment of individual resident’s needs, wants 

and desires with respect of their social connections – a key aspect of being person- 

centred.   Engaging in these activities helps to maintain a sense of inclusion in the 

community and a greater sense of belonging that enables the older person to grow 

and change as well as experience change in their daily life. 

 
 
Finally in this category, the theme of ‘celebration’ was identified.  Throughout the life 

of this programme, participants identified the need to pay attention to celebration for 

residents  and  staff. Developments  were  put  in  place  that  celebrated  staff 

achievements and also that celebrated older people and their lives.  Examples of this 

included more individualised attention to residents’ birthdays and the planning of 

events at Christmas that were focused on the desires of residents rather than on an 

‘established routine’.  Initiatives were put in place that celebrated being more person- 

centred, such as the welcome cards designed by participants in the South East (see 

individual site report – Chapter 2) 

 
 
In summary, it is clear that participants in the programme invested a lot of effort and 

energy into developing a greater sense of belonging in the settings and developed a 

range of creative approaches, building on the ongoing evaluation data that reflected 

the uniqueness of their individual context.  Whilst it is recognised that in no way is 

this work ‘finished’ and it requires an ongoing commitment to further development, it 

also needs to be recognised that many of the environments are not conducive to 

contemporary practice in residential care for older people and the work that staff do 

to reduce the imagery and impacts of institutionalisation is to be applauded. 
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Category 3 = Hope and Hopelessness  

 

 
Category 3 = Hope and Hopelessness  

 
• Hope 
• Loss – Health 

Independence 
Identity 
Self Life 
Freedom 

• Hopelessness – Worry 
Ignored not 
included 
Loss 
Depression low 
spirits 
Sad 
No enjoyment 
Sense of 
hopelessness 

• Acceptance - Making the best 
Loss of 
independence 

• Voiceless - Fear of future 
Fear of Dying 
Staying quick 
Fitting in 
Ignored not 
included 

 
 
The category of ‘hope and 

hopelessness’  reflected  the 

contradiction  that  was  evident  in 

the data, i.e. a greater sense of 

hope being instilled into residential 

care settings, seeing them as a 

place of growth and development, 

whilst at the same time a prevailing 

sense of hopelessness existing. 

 
The theme of ‘hope’ was reflected 

in the variety of activities that had 

been developed to enable older 

people in residential care settings 

to have a more meaningful life, 

irrespective of disability (physical 

and/or cognitive).  However, overall 

there continued to be a prevailing sense of hopelessness, predominantly reflected in 

the themes of loss, hopelessness, acceptance and voicelessness. 

 
 
The theme of ‘loss’ is not unsurprising as it is recognised that loss is a common 

experience for older people.   The areas of loss identified in the data are also not 

surprising – loss of health, independence, identity, self, life, freedom 

 
 

I like reading and doing crosswords.  I tend to spend a lot of time in my room but I get 

involved in activities when they are available.  I enjoy listening to classical music … in 

the afternoon I go for a nap just before tea time I don’t sleep very much so I tend to 

read quite late into the night.  My sleep is always broken waking during night to go to 

toilet.  This is very tiring and I feel ‘sick of it all’.  I feel obsessed.  I feel I am 

troublesome because of going to the toilet.  The incontinence has become a phobia. 

I am absolutely shagged and my bones are like biscuits and I feel very apprehensive 

about the future … I feel inept in my life, I have been a perfectionist.  Little things 

make me intolerant. I constantly compare how I would do it myself. I feel I need to 

relax more … I miss my old home and I am still unable to let go ...” (Resident’s story) 
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Participants in the programme recognised the difficulties inherent in addressing these 

issues as they are often at the core of older persons’ life experiences.   However, 

activities that enabled greater participation in the daily life of wards/units, activities to 

enable social connection and activities that enabled connection with past lives (see 

Findings Chapter 1 for examples of these) were implemented and were successful in 

addressing issues of loss for many residents. 

 
 
The implementation of these activities has an added benefit of dealing with issues of 

hopelessness. The first and 2nd  round of observations of practice identified how 

‘hopeless’ some residential care settings are, often reflected by a lack of meaningful 

activity, a lack of meaningful social engagement and a lack of attention to maximising 

the older person’s ability to do things for themselves (no matter how small).  A has 

been illustrated in category 1 and 2, much effort went into addressing these issues by 

programme participants. 

 
 
However, hopelessness continued to be seen in resident’s narratives through their 

worries, sadness and depression and a feeling of being ignored. Older people 

seemed to accept their lot and make the most of their loss of independence and were 

content with where they were at.  The voicelessness was underpinned by fear – fear 

of the future, fear of dying, fear of function and fears of not being included or fitting in: 

 
 

“Time is long, boredom sometimes.  I’d love to get home but there would be no one 

there.  Just to get out would be great – great to get away from it. I will go out in the 

weather when the weather is good. I go down in the lift but my husband used to 

come down four times a week before he died.  He is a terrible loss.  The girls are 

working and live off away from here. I’d like to get out while I’m able …No, I don’t 

feel I have a say in how things are done here – No say, no, just get on with it …” 

(Resident story) 

 
 

“There is no pressure on you to do anything.  I like that because I find it hard to 

decide and they are very kind, the nurses, and I am not just saying that, they are very 

caring and very kind.  The only big choices I have to make is if I will get up or if I will 

stay in bed.  Most of the time I get up but some of the time I prefer to stay in bed. 

Sometimes I choose my clothes, well they ask me what will I put on and would I like 

this or that on, and sure I don’t care … I don’t talk to the others much , don’t know 

why that is, sometimes it is not easy because you are inclined to close up at least I 
 

am anyway and it isn’t easy to talk to people” (Resident’s story). 
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“… on getting older – you just have to get on with it.  You can’t turn the clock back.  I 

have retired but I would still rather be working. I am happy here. I have been here 

almost a year now.  I get plenty to eat and enough cigarettes.  I would like to get 

outdoors more. The staff are alright.  They have rules and you have to abide by 

them, but I get on ok with all of them. I spend a lot of time on my bed but I don’t 

sleep well at night.  I miss my family” (Resident story) 

 
 
Paying attention to narratives and stories enabled the sense of older people being 

voiceless to be addressed.  Some facilitators viewed the sense of hopelessness as a 

bleak view of residential care and despite the range of activities put in place to 

address these issues, recognised that instilling a sense of hope needs to be a key 

strategic issue for the ongoing development of residential services for older people. 

The  following   poem  by  a  programme  participant,   illustrates   the  heightened 

awareness that occurred regarding the need to pay attention to people’s lives and to 

continuously facilitate them having meaningful lives: 
 
 
 
 

Person-Centred Care  
 

(by  Mary Kinnaird CNM1 St John’s Hospital, Ennisco rthy, Wexford)  
 
 

How would it feel if you or me, 
 

Were suddenly known as ‘pet’ or ‘dearie’. 
 

Are we aware of what we say, When 

we do our work from day to day. 

The language we use may sometimes offend, 

The people we care for and attend. 

 
 

How would it feel if you or me, 
 

Were suddenly the stroke down in bed three, 

Who wears a nappy and needs a feed, That 

wears a bib, ‘an important need’. Lying there 

unable to say 

I don’t feel like porridge today. 
 

Or, I don’t eat fish and can’t you see, 

The tea is too hot it’s burning me. 
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How would it feel if you or me, Were 

dragged from bed to go potty, 

In a great big metal frame that scares, With 

half pulled curtains and lots of stares. 

There’s lots of chatting going on, 

But no-one speaks to us. Not one. 
 

Wishing to speak, just to say, 
 

‘Nurse, I feel so lonely today’. 
 

 
 

How would it feel if you and me 
 

Changed our attitudes to see, That 

the lady in bed three is Mary. She’s 

had a stroke and cannot speak, But 

her prognosis is far from bleak. She 

needs assistance with her meal, 

A choice would be nice she may well feel, 

So don’t just leave her a slice of bread, 

She may want porridge, please ask her, 

She will nod her head. 

She is very nervous in the hoist, 

Just reassure her in a gentle voice. 

She likes music, and did you know 

She was in a band some years ago. 

She has a daughter and likes when you say, 

If she will or won’t be visiting today. 

 
 

How would it feel if you or me, 

Suddenly found ourselves to be, 

Dragged and hoisted, fed hot tea. 

Stripped of our identity, 

Unable to shout ‘it’s me Mary’ NOT, 

The stroke over there in bed three. 
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Category 4 = Meaningful Relationship  

 
 
 

Category 4 = Meaningful Relationship  
 

• Communication – PCC Language 
Active Listening 

• Teamwork -  Tasks or systems of work 
Time 
Staff attitudes and 
behaviour 
Lack of 
Autonomy/decision 
making 

• Routinised Care - Authority and rules 
• Intentionality - Positive Practice 
• Communication/language 
• Staff Attitude 
• Rituals 
• Lack of Privacy and Dignity 
• Communication 
• Individuality 
• Communication 
• Patient Satisfaction 

 
 

teamwork, routinised care and intentionality. 

The final category ‘meaningful 

relationships’ links with and in 

many ways   consolidates the 

previous  three   categories 

(choice,   belonging  & 

connectedness,   and   hope  & 

hopelessness)  as  the  focus  of 

the category is that of the place 

of older  people  having the 

opportunity    for    meaningful 

relationships.   Key  themes 

underpinning   this   category 

include  –    communication, 

 
 
In the practice development programme, a key focus of development activities was 

that of ‘language’. The baseline observation data demonstrated the contradiction 

that existed between the person-centred values espoused and the language used in 

everyday ‘talk’.  The use of words such as ‘feeding’, ‘nappies’, ‘the heavies’ are all 

illustrative of a non-person-centred approach to practice.  Throughout the programme 

this language was challenged and staff were facilitated using high challenge/high 

support strategies to change this language to more person-centred talk, such as 

‘helping residents to eat and drink’, ‘having a meal’, ‘incontinence aids/pads’ etc.  The 

data demonstrates that significant changes did occur in the way language was used 

by staff: 

 
 

“The care worker is helping a resident out of bed. She is working in a calm way and 

giving the resident lots of encouragement.  The language she is using is very person- 

centred and is focused on the resident’s needs – very respectful” (observation note) 

 
 
The use of more person-centred language was seen to enable active listening and 

engagement with residents on a more equal footing. 

 
 

Staff chatting to residents as they wheel them in the wheelchairs.  All seems very 

friendly.  Nurses communicating well with each other and with support staff. 
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Handover appeared professional.  Residents referred to by name, communication 

appeared very person-centred and respectful.  Meaningful conversations, e.g. ‘Mary 

would you like to attend the exercise class?’ Staff called each other by their first 

names and were respectful (observation notes) 

 
 
This shift in power was also demonstrated in the PCNI/PCCI data. 

 

 
 
The person-centred practice framework used in the programme places equal 

emphasis on the development of meaningful relationships among team members as 

it  does  between  team  members  and  residents. Indeed  it  is  argued  that  the 

development of person-centred relationships with residents is predicated on those 

same relationships existing among staff.  The data demonstrates that the two-year 

programme resulted in more evidence of teamwork and this was also supported by 

the PCNI/PCCI data. 

 
 
However, issues of a dominant focus on tasks with a routinised approach to care, 

challenges of planning time in a person-centred way, lack of autonomy over decision- 

making and staff attitudes and behaviours all impacted on the extent to which the 

positive benefits of teamwork were realised. 

 
 

“9 am in the morning and the staff are very busy. There is one nurse and two carers 

working in the 4th cubicle.  One carer takes out the ‘morning trolley’ and checks that 

the trolley is set up.  Another attendant wheels a patient into the shower and the 

nurse pulls the curtain and then and then asks the attendant to aid her with the 

resident … there is a resident sitting on her bed and she is saying her prayers, I can 

see the rosary beads in her hand.  The care attendant asks her if she is ready for a 

shower and she replies ‘yes’ but does not want her hair washed as she is going out 

in the afternoon and her family is taking her to her own hairdresser to get a colour in 

her hair.  The resident is sitting on the shower chair, she is wearing her nightdress 

and has slippers on her feet, she is holding a towel, wash-bag and clean clothes. 

She is now wheeled out and another resident is at the hand basin cleaning her 

dentures …” (observation notes) 

 
 

Three residents in lounge.  Nurse doing documentation in lounge as well.  Very noisy 

in lounge.  Staff member on mobile phone and noise from staff tearoom making it 

difficult for residents to hear TV.  No communication occurring between residents or 

with staff.  Several staff members in and out without asking residents if they want 
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anything.  Nurse at table writing notes did not interact with residents and did not ask 

other staff member to keep the noise down or to take her call elsewhere” 

(observation notes) 

 
 
In some respects, managers and leaders were less concerned with ‘authority and 

rules’ than they were with the development of a service that focused on the needs of 

individuals 

 
 

Some evidence that some staff find it difficult to work with other staff.  But staff on 

duty today are very happy and enjoying work.  Some hierarchy but no overt 

distinction.  Staff seem to be clear about what they are doing, asking for help from 

colleagues easily but discretely.  The leadership evident today is transformational – it 

feels like an organised team.  Staff look relaxed and are interacting with residents at 

a slow pace … good evidence of resident involvement in [named] assessments and 

personal profiles (observation notes) 

 
 
The extent to which practices existed that compromised residents privacy, dignity 

and personhood, was influenced by the active participation of managers and leaders 

in the programme and the reinforcement of agreed ways of working by senior staff. 

 
 
The data further illustrates and emphasises the importance of a continuous 

developmental approach to team development and team effectiveness as well as 

commitment from managers and leaders for this work.  As illustrated in some of the 

site reports (Chapter 2) the extent of managerial support for the programme varied 

significantly and in some cases the work was sabotaged by managers/leaders (either 

directly or through their lack of engagement or support for the internal facilitator). 

This  is  something  that  needs  to  be  addressed  as  a  strategic  issue  for  the 

development of residential care services in Ireland. 

 
 
Where there was intentional practice, i.e. intent to engage in a meaningful way with 

residents   then   positive   practices   existed   and   meaningful   relationships   were 

developed and maintained 

 
 

Conversation taking place in CNM II’s office – gentle voice and door is open.  Can 

hear resident calling out for someone to help with their napkin.  Very prompt 

response from two members of staff ...  Tone of voice appropriate during interaction 

… encouragement of staff with residents to eat meals.  Interaction between support 
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staff and resident re dinner/dessert, ‘what type of jelly is it?’ Answered – diabetic jelly. 

 

Resident said they would prefer something else. Reply was – ‘let me see what I 

have, maybe tart?’ ‘That would be lovely’ … relationship with the relatives at 

mealtimes was good and they were included in the meal.  Nice friendly banter 

between staff member and relative.  Visitors appear to feel comfortable and at ease. 

The Chef visited the ward and spoke with the staff in a quiet voice.  Nice to see care 

assistant and staff nurse engage with one another and check that everybody had 

their meals – good practice (observation notes). 

 
 
In summary, when undertaking the analysis of the data sets, programme participants 

felt that there was significantly more evidence of positive relationships with residents, 

between staff members and with visitors/relatives than in previous data collections. 

The narrative data also suggests that most residents are content with the extent of 

the relationship they have with staff.  However, there is still much work to do in this 

aspect of residential care.   It remains the case that the extent of the existence of 

these positive interactions is largely dependent on individual staff member practices 

and further developments are needed to embed such practices in the system 

generally and realise it as ‘standard practice’. 
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INTRODUCTION 
 

Given the complexity of person-centred practice, it is important that any evaluation of 

it takes account of each of its different attributes and the inter relationship between 

them. In this practice development programme, we worked with several models: 

practice development model (Garbett and McCormack 2004) and the person-centred 

practice theoretical framework of McCormack and McCance (2006). Additionally, 

emerging from this programme is a new model of learning in practice development: 

Active Learning (Dewing 2008 and 2009; McCormack et al 2009).   In addition, we 

actively experimented with scale of the programme and the programme leads being 

outside the local delivery of the practice development interventions and data 

gathering. 
 

 
 
The person-centred practice theoretical framework is predicated on the conceptual 

stance which suggests – that in order for a person-centred culture to exist a number 

of pre-requisites need to be in place/attended to in a systematic way.  A care setting 

that focuses on these prerequisites will have the foundation attributes of a team in 

place who can pay attention to the care environment, its management, leadership 

and learning.  The combination of prerequisites and the positive attributes of the care 

environment, then enable effective care processes to be realised and sustained in 

practice. The  evaluation  of  this  practice  development  programme,  whilst  not 

explicitly structured on the concepts that make up the theoretical framework, does go 

some way to articulate the attributes of person-centred practice in residential care 

settings for older people, from the perspectives of staff, residents and their families. 

 
 
 
 
DEVELOPMENT OF THE CARE ENVIRONMENT/PRACTICE 

CULTURE 

The Person-centred Nursing Index (PCNI) focuses on many of those attributes that 

comprise the ‘care environment’ construct within the person-centred practice 

framework.  This goes far beyond the physical environment.  The PCNI instrument 

helps to illuminate how these attributes affect organisational factors such as job 

satisfaction, job stress, and outcome variables like  nurses’  job commitment  and 

intention to leave the job due to the absence of the factors that enable person- 

centred nursing to happen.  In addition it provides some insights into the importance 

of the care environment in the development of person-centred cultures. In other 
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words, the work environment and the quality of working relationships have a lot to do 

with the ability to thrive and ultimately flourish at work. 
 

 
 
A heavy workload was deemed to be the main cause of stress among nurses and 

care workers in all three evaluations, with the scores decreasing over the three time 

points.  Dissatisfaction and stress associated with workload is consistently shown to 

be a key indicator of satisfaction among nurses (Sheward et al 2005; Stanley 2009; 

Abrahamson  et  al  2009;  Wheeler  1997). Having  enough  time  to  spend  with 

residents/patients and to engage in practice without  a  constant feeling  of  being 

‘rushed’  is  important  to effective  nurse-patient/family  relationships  (McGilton  and 

Boscart 2007; Abrahamson et al 2009). Some of this feeling of being rushed is 

created and driven by a routinised and task oriented culture, that practitioners 

themselves have a large role in creating and sustaining. Engaging in activities such 

as  structured  reflection  and  observations  of  practice  enabled  teams  in  this 

programme to explore for themselves the effectiveness of teamwork, workload 

management, time management and staff relationships and make changes that 

enabled more effective management of workload.  The engagement in such activities 

contributed to an altered perspective and a desire to act on this. With collective 

action, this contributed to a change in culture where there was a greater sense of 

‘helpfulness’  in  teamwork. Data  collected  in  reflective  journals  maintained  by 

participants and observation of practice records reinforced this finding, such as: 

 
 

“We have been overly obsessed by tasks in my unit and I am developing a greater 

awareness of how this gets in the way of being person-centred.  However, it is only 

when we all develop a similar awareness can we become truly person-centred in the 

way we work” (Participant’s reflective note) 

 
 

Team members started the day by reviewing how they would schedule the different 

activities that needed to be done with residents and identified who needed to be 

involved.  The plan included those activities (such as showering) that could be 

undertaken in the afternoon as a more ‘therapeutic activity’ as opposed to a ‘morning 

task’ … it was good to see team members check with each other what help they 

needed with their work … (Time 2 observation note) 

 
 
The overall stress levels of nurses show it to be scored low among the sample of 

nurses’  at  all  three  time  points. Few  studies  have  evaluated  nursing  stress 



166 

The implementation of a model of person-centred practice in older person settings  

 

 
 
associated with residential care settings and it could be argued that the less ‘acute’ 

focus of nursing in these settings means that there is more opportunity to engage in 

person-centred relationships with residents and families and therefore it is this aspect 

of culture that enables or hinders this rather than workload stress. Murphy et al 

(2006) suggested that adequate staffing levels in residential settings for older people 

were  strongly  related  to  job  stress,  job  satisfaction  and  intention  to  leave. 

Additionally Nolan, Davies and Brown (2006) and Brown et al (2008) suggest that 

exposure to what they term ‘impoverished’ environments of care in which poor 

standards of care and negative attitudes towards older people predominate, 

encourage  negative  predispositions  towards  older  people. This  leads  to  staff 

experiencing their work as hard and older people as ‘difficult’. However, if ‘enriched’ 

environments are experienced this is likely to encourage positive attitudes towards 

older people and their nursing which leads to reduced perceptions of stress in the 

workplace. Thus it is important that programmes such as the one reported here 

focus on changing workplace culture in residential care environments and maximise 

the opportunities available for nurses and other care staff to engage in person- 

centred relationships with colleagues, residents/families and communities. 

 
 
Personal and Professional Satisfaction with the job were scored highest by the total 

sample of nurses and care workers. Both constructs increased by a small but 

significant  amount  by the  third time point. The  largest  increase  was  shown  in 

perceptions of there being adequate staff to do the job. This increase was at a 

statistically  significant  level. The  professional  relationship  between  staff  also 

increased and at a statistically significant level. 

 
 
At the time of this programme (2007-2009), the Irish Health Service was undergoing 

significant change and reorganisation in a climate of major financial pressure and 

resource  rationalisation. Throughout  the  time-period  of  this  programme,  an 

‘embargo’ was in place that restricted access to all external education and no travel 

to external venues for learning and development purposes was allowed.   The fact 

that dissatisfaction didn’t rise suggests that the programme continued to enable 

learning to happen in the practice settings and indeed that participants continued to 

be satisfied. Additionally, staff expressed a greater intention to stay in the work 

setting.  This finding reinforces that of the international literature that demonstrates 

the importance placed on access to education and learning and that this access 

combined with available opportunities for career advancement are more important 

than ‘pay’ in itself (Spreitzer et al 2010). These authors found that learning and 
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vitality contribute to thriving in the workplace.   In addition, they argue thriving also 

promotes related constructs such as resilience, flourishing, and more positive self- 

evaluations.  Willingness to think of new ideas, explore new possibilities and behave 

creatively may require a number of facilitated conditions including ‘Active Learning’ 

about day-to-day work within the workplace (Dewing 2009). 

 
 
The developments in the workplace culture taking place in the care settings started to 

enable staff to make better use of the staff complement (no staff increases took place 

in this time and there was a freeze on recruitment due to the embargo) and to 

develop  more  effective  ways  of  working  together. This  suggests  a shift  in  the 

practice culture to one where staff supported each other better, made better use of 

their  resources  and  engaged  in  more  effective  collaborative  working. The 

observations of practice data at times 2 and 3 reinforced the occurrence of these 

changes and showed a more effective approach to planning and delivering care to 

residents as illustrated by this observation of practice: 

 
 

The leadership evident today is transformational – it feels like an organised team. 

Staff look relaxed and are interacting with residents at a slow pace … good evidence 

of resident involvement in [named] assessments and personal profiles 

(observation notes) 
 

 
 
The embargo however had a significant impact on the engagement of the managers 

(Directors of Nursing) with the programme facilitators as the facilitated days with 

managers  were  stopped  due  to  the  ban  on  travel. Thus  this  aspect  of  the 

programme did not fully evolve.  This may have had consequences for what changes 

took place in some of the sites. What is also clear from the data is that in particular 

settings where less improvement was made in the way that staff supported each 

other and in the development of a person-centred culture, there was evidence of poor 

support from managers of the developments that were taking place as measured 

through the PCNI. 

 
 
Table 4.5 shows the changes (at a statistically significant level) that occurred in each 

of the participating sites, with site 1 achieving only one change and site 10 achieving 

change in 10 of the 12 constructs we evaluated through the PCNI. Whilst these 

findings are interesting statistically, they are also of interest when they are explored 

from the perspectives of management and leadership support and engagement.  Site 

1 had recurring reported problems with management support for the programme and 
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indeed there was evidence to demonstrate that it was continuously undermined as 

illustrated by the following reflection from the NMPDU Facilitator: 

 
 

“… The work was so unsupported and undermined that at times it was difficult to 

know how it could continue.  The challenges she [internal facilitator] faced were so 

non-person-centred and critical that it fuelled the staff who were resistant to change. 

This meant that every little development was hugely challenging and was continually 

undermined …” 

 
 
In contrast, site 10 (achieving change in 10 of the 12 constructs) had a highly 

supportive director of nursing who took an active interest in the programme and 

actively participated  in  the  programme  activities  and  the  support  of  the  internal 

facilitator as illustrated by this reflection from the internal facilitator from site 10: 

 
 

“… My DON was very supportive, but as time went on I found that when I requested a 

day to type up or prepare notes (no clerical support for this), I was usually not 

covered on the ward.  This meant that as a ward manager my work was left for me to 

catch up when I came back. I did become slightly resentful of this as when the DON 

originally asked me to facilitate the programme she had promised to support me in 

any way she could. However once I discussed this with her she told me to inform the 

CNM 2 responsible for off duty when I needed a day and it would be covered. She 

was also extremely accommodating with regard to programme days …” 

 
 
These contrasting reflective accounts provide support to the statistical data that the 

achievement of change in the practice cultures was to a large extent dependent on 

the engagement of the directors of nursing/managers in the programme, their overt 

support for the practice development processes and the internal facilitator and their 

personal effective with core leadership skills.  Data from the programme days also 

shows how different sites made progress with their workplace learning activities and 

the way in which they ‘talked’ about management support for the programme also 

supports findings in the PCNI. 

 
 
In summary, adequate staffing levels, good inter-professional relationships and 

effective nurse management/leadership at a unit level, (requisites of person-centred 

practice) have causal links with higher levels of professional satisfaction and 

nurses/care workers ability to engage in person-centred practice with residents 

(Manojlivich and Laschinger 2007; Gunnarsdottir et al 2007). 
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DEVELOPMENTS IN PERCEPTIONS OF CARING  

 

The  data from  this evaluation also demonstrated  how nurses  and  care  workers 

perceived their caring role.  The person-centred practice framework has been in part 

derived from research into caring and from theories of caring.  Indeed in their most 

recent publication, McCormack and McCance (2010) demonstrate the relationships 

between person-centredness and caring and the constructs that capture this 

relationship are described as the ‘care processes’ in the person-centred practice 

theoretical framework.  Thus, the evaluation of perceptions of caring as an indicator 

of movement towards a more person-centred work orientation is a legitimate proxy 

measure of  person-centredness. To do this we  utilised  the  Caring  Dimensions 

Inventory (CDI) 

 
 
There was significant change in nurses and care workers ‘perceptions of caring’ as 

assessed using the CDI.  The data analysis shows that staff had shifted their views 

from one of seeing ‘technical’ aspects of practice as caring (such as the ‘doing of 

tasks’), to a view that the ‘non-technical’ aspects of caring were more important (such 

as spending time with a resident) and this shift was reinforced by the observation 

data.  For example the move from standing over and assisting several people to eat 

at the same time to sitting down and assisting one person at a time and spending 

more time on providing meaningful activities and occupation for residents. 

 
 
This is an important finding as it suggests a greater orientation towards person- 

centredness and a change in attitude towards how staff engaged with residents and 

their families.  Participants in this programme were seen to shift their orientation of 

caring from one where technical tasks were given greater priority to one where 

relationships  with  patients  and  families  were  more  highly  valued. This  finding 

supports  other  international  research  which  suggests  that  there  is  a  direct 

relationship between the  attributes of  an effective  workplace  culture and  patient 

outcomes (for example Manojlivich and Laschinger 2007; Gunnarsdottir et al 2007). 

 
 
The CDI has been used to ascertain perceptions on caring from the perspective of a 

range of groups, including registered nurses, nursing students and non nursing 

students (Watson et al 1999; Watson et al 2003a), between different clinical areas 

and specialities (Lea and Watson 1995 and 1999; Walsh and Dolan 1999), and from 

an international perspective (Watson et al 2003b).  An evaluation of the use of the 
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CDI by McCance et al (2008) identified consistent scoring of 12 core statements over 

five time points, suggesting it provides a strong indicator of nurses and care workers’ 

perceptions of caring.   The findings also mapped onto the person-centred practice 

framework of McCormack and McCance (2006).  Mapping the core statements onto 

the framework reaffirms the strong correlation between caring and person-centred 

practice as perceived by participants. In relation to person-centred processes, the 

statements that remained consistent over time spanned across the five components 

presented in the Person-centred Practice Framework, with none emerging stronger 

than  any  others. This  reinforces  the  validity  of  the  range  of  person-centred 

processes presented within the framework and the legitimacy of using these as foci 

for facilitated discussions about how to develop person-centred ways of engaging in 

everyday practices with residents. 
 
 
 
 

CHANGING PRACTICE  
 

The data from the programme days, site specific reports, observations of practice 

and resident stories, affirm the reality of the shift in focus towards a more person- 

centred culture. The data from the programme days demonstrates that over the 

period  of  11  facilitated  programme  days  and  related  development  activities  in 

practice,  the  priorities for  care  changed  among  staff  teams. Activities  such  as 

observations of practice, reflection on the language used among teams and with 

residents/families and ‘cats, skirts, lipsticks and handbags’ increased staff awareness 

about a more holistic approach to care that went beyond the doing of tasks: 

 
 

“… For me person-centred care has been in the main about the staff. About 

developing them to deliver care to our patients that is of the best quality possible. It’s 

about them learning about their own values and beliefs in order to be able to realise 

that the patients as people also have a set of values and beliefs that need to be met. 

My role of facilitator has been in facilitating the growth of the staff at the hospital and 

supporting them to provide person-centred care. I am very glad I had the opportunity 

to participate in this programme albeit that on occasion it broke my heart. All I have 

learned and the networking I have been able to avail of have been of tremendous 

benefit to me and will continue to be used to benefit the patients lives at this hospital 

…” (Internal facilitator reflection) 
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This reflection and the programme days evaluation clearly demonstrates that making 

these changes is not easy.  This evidence is consistent with the international practice 

development evidence which demonstrates that changing cultures of practice from a 

routinised to a person-centred approach is challenging at individual, team and 

organisational   levels (McCormack et  al   2007). Because   the   essence   of 

emancipatory  and  transformational  development  is  that  of  changing  ‘self’,  i.e. 

adjusting my perspective(s) of situations, then to do this requires considerable 

commitment and dedication of staff to engage the analysis of ‘self’.   For the most 

part, we exist on a day-to-day basis within largely routinised ways of engaging and 

behaving – the ‘crisis’ (Fay 1987) that occurs when the comfort of such routines is 

challenged requires skilled facilitation. The crises that occur and the facilitation 

interventions necessary are not a one off event but reoccur to form a pattern until the 

individual can transcend it.  The facilitation interventions to work with these crises are 

evident in this practice development programme.  The evidence from the programme 

illustrates just how challenging it is for facilitators to engage staff who are feeling 

threatened by the approach being used, and to ‘hold’ staff as they make their own 

journeys in coming to terms with the realities of practice and maintaining momentum 

so that real changes can occur within a set time frame: 

 
 

“When I began the programme 2 years ago I had totally underestimated the 

commitment required to be part of the programme. I’ve always welcomed new 

challenges and looked forward to this one. I found the weekend in Athlone to 

commence the programme was absolutely vital to give me a great foundation 

towards facilitation and practice development.  Having a mentor in [NMPDU 

Facilitator] and [external facilitators] always available was crucial to my ‘survival’. 

There were times when I felt like I was the only person in our unit that was interested 

in PCC. Without this sounding negative, if I knew at the start of the programme all the 

challenges I would meet, I’d have found it difficult to enlist …” (Internal facilitator 

reflection) 

 
 
However, the data illustrates the extent of changes made to the practice cultures in 

the participating units and also to the lives of older people who are residents in these 

units.  There are multiple examples of staff offering to make things happen that really 

mattered for the older person; such as going out for a meal or going shopping, going 

to see their old home and village, going to their old church.  Other significant changes 

included clarification in roles including separating out housekeeping and care 

responsibilities,  changes  to  the  physical  environments  and  considering  evidence 
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based design (especially for people with cognitive impairments), construction of a 

roof top garden and redesign of garden spaces, organising family events and the 

setting up of resident committees. The area reports offer a good insight into the 

range and depth of changes that have taken place. 
 
 
 
 
 

CONTRIBUTION TO PRACTICE DEVELOPMENT KNOWLEDGE 

McCormack et al (2006) identified nine key issues that need to be addressed in order 

for practice development to have a desired impact and these themes will now be 

used to shape a discussion about the contribution of the programme to the 

development of knowledge about practice development. 

 
 
1.  Decisions about practice development being uni or multidisciplinary should 

reflect the overarching intent/desired outcomes of the development work 

itself. Currently there is no evidence to suggest e ither one or the other 

approach works better.  

From the outset, there was an explicit multidisciplinary focus to this programme of 

work. The  ‘programme  group’  in  each  participating  site  was  comprised  of  a 

representative group of staff from the roles within the hospital.   It was particularly 

exciting to have had the involvement and important contributions of cooks, cleaners, 

administration, gardeners etc as the contribution they made were often seen as 

‘crisis moments’ in the programme because they offered alternative views to those of 

dominant perspectives, i.e. registered nurses: 

 
 

“[Name] identified on the first Programme Day the lack of Catering Dept involvement 

in patient care other than provision of food, and the fact that many in the  catering 

department could not identify a resident by their face- this brought about the ‘Face to 

the Plate’ development where a photo of each resident was placed  on their menu 

sheet - I spoke to ward staff about this and told them that the catering staff would be 

seen around the wards carrying out observations of practice, I asked them to 

introduce the catering staff to residents and tell them a little about each person.  I 

further developed this new relationship by talking with the catering manager and the 

DON to suggest other ways to involve catering in patient care.  Now we have them 

going on fortnightly outings with residents, sitting down with a cup of tea in the dining 

room at breakfast time to talk with residents. One of them went on a trip to Lourdes 

this year with 4 residents, they will be involved in selecting daily menu choices with 
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residents in the coming weeks, and some are on person-centred practice working 

groups.” (Internal facilitator reflection) 

 
 
Whilst the international evidence is unconvincing regarding the relevance of a 

multidisciplinary focus (or not) in practice development, the evidence from this 

programme would suggest that in a residential care context, the involvement of the 

‘whole team’ is critical to success and thus, uni-disciplinary practice development 

would be highly inappropriate. Indeed, it could be argued that the methods of 

engagement employed in this programme offer a useful approach to the development 

of ‘self-managed teams’ as advocated in social models of residential care for older 

people. 

 
 
2.  The involvement of managers in practice develop ment is crucial to the 

successful implementation of practice development p rocesses and the 

sustainability of outcomes.  

Previously in this discussion we have referred to the problems experienced in 

engaging managers/DoNs in the work of the programme.   This was also a finding 

and  reported  in  the  pilot  programme. Throughout  the  current  programme,  the 

support, interest and participation of the DoN was a continuous focus of conversation 

and dialogue among facilitators and participants.  In the ‘pilot programme’, Dewing et 

al (2007) identified the significance the negative impact of the DoN can have in the 

participating sites.  At the outset of this programme, agreed structures and processes 

of engagement with DoNs/managers were put in place and in the early days of the 

programme this appeared to be effective with evidence that this group were going to 

better appreciate practice development methods and processes.   However, as the 

impact of the national HSE embargo became increasingly real, this level and type of 

engagement was unsustainable.  As a result, many of the DoNs became increasingly 

‘passive’ in their involvement and support of the programme, whether intentional or 

not.  Whilst this is understandable given the demands placed on DoNs in the context 

of the HSE, more active engagement by the DoNs in the programme processes may 

have in real terms enabled them to achieve their goals also. In the absence of 

opportunities to engage with DoNs and have these discussions and provide new 

learning experiences, their disengagement to some degree was inevitable.  Across a 

large group we therefore saw a range of engagement – disengagement as measured 

through the evaluation methods. 
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However,  as  has  been  highlighted  in  the  findings,  those  units  where  the  DoN 

provided active facilitative leadership, probably arising from their personal leadership 

styles,  achieved  a  much  greater  degree  of  change  to  the  practice  culture  and 

enabled a greater sense of achievement by the internal facilitator: 

 
 

“Strong support and protected time was assured by our Director of Nursing … [and] 

was readily given and consistent.  This was a crucial factor to enable us to try and 

fulfil our roles to the best of our abilities.” (Internal Facilitator Reflection) 
 
 

“Ongoing support from management was crucial to the success of the programme, 

facilitating the release of participants and supporting the ongoing action plans proved 

vital in the current cost containment environment.  Management’s acknowledgement 

of the need for the programme and seeing it as a vital link in maintaining standards 

also helped me work effectively.” (Internal Facilitator’s Reflection) 

 
The role and contribution of other managers such as general managers and older 

people  services  managers  was  never  clearly  explored. This   was   another 

consequence of the embargo.  We saw a varying but generally low level of interest 

and engagement from these managers over the two years of the programme which 

added to the general feeling that more senior service managers do not encourage 

and promote innovation that is practice led.   It may be that these managers were 

unclear about their role in this respect, something that may need exploration in the 

future practice development work in Ireland. 

 
 
In summary, the data clearly demonstrates the importance of the role of managers in 

practice  development  work  especially those  at  the  interface  with  practice. The 

methodology of practice development focuses on empowering staff to develop skills 

that enable them to make changes themselves, to do so in a critical and reflective 

way and to learn how to use those skills repeatedly in their practice.   Without the 

support of managers, such growth, development and self-exposure falls on barren 

ground,  is  limited  when  the  interface  with  management  is  encroached  and  the 

benefits are never fully realised: 

 
 

“A wonderful programme for team building and getting all grades working together for 

the benefit of the clients - changing the culture and involving patients/clients in their 

daily care and giving choice to residents, thus empowering them and improving staff 

morale.  The role of the Internal Facilitator has been critical. Strong leadership is 
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required to bring all staff on board with person centredness and reflective practice - a 

must to learn from actions.  Continuous feedback to all stake holders is so important 

...” (Reflection from DoN) 
 

 
 
Whilst  practice development  is not  dependent on  effective  management,  as  the 

evidence demonstrates how emancipatory change can exist ‘in spite’ of managers 

(and indeed this is evident in one site on this programme), managers play a crucial 

role in creating the ‘necessary and sufficient’ conditions for emancipatory change to 

flourish, as indicated in the reflection of the DoN above.   They also can positively 

communicate the contribution of practice development approaches to corporate 

managers. This is a critical consideration for all future programmes. 

 
 
3. There is universal acceptance of the need for pa tient/service user 

involvement (or engagement) in practice development  work.  

This programme focused on three key aspects of involvement with service users 

especially older people: 

 
 
• Facilitating participants to learn from the experiences of older people and to 

regard the information they acquired as a reputable source of evidence that can 

be used to influence practice 

• To provide structures whereby older people could have a voice in how their home 

operated and how services were provided 

• Learning alongside older people within the programme 
 

 
 
The programme day data and reflective accounts indicate that participants went 

through a process of learning how to learn from and with older people.  To begin with 

many participants were sceptical about asking older people about their experiences. 

The more frail and cognitively impaired the older person the less staff felt or believed 

that the older person had anything to offer in terms of knowledge.  A theme that is 

often seen the literature (McKeown et al 2010).  Life experiences were regarded as 

stories that may or may not be truthful.  Connected to this there was a high level of 

concern about whether what older people said was truthful or not.  Through a range 

of programme activities and the narrative evaluation method, participants were able 

to come to value that truth is not fixed and not even the priority when it comes to life 

stories,  narratives  and  reminiscences. At  the  beginning,  staff  were  genuinely 
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surprised that older people experienced a reluctance to be open and honest about 

their views on care and the place they were living in. 

 
 

I thought that we knew best what was good for the residents. Now I know that we 

don’t and even if we do, it’s not always what the older person wants.  This 

programme has shown me that what I know is important but how I talk to and value 

what they [older people] want and do not want is more important 

(participants reflection year 2) 
 

 
 
Participants experienced and came to learn that their professional views about what 

mattered to older people was not necessarily what the older people said. Further, as 

has already been discussed in the previous chapter, at the beginning of the 

programme it was discovered that care plans generally did not represent the needs 

and priorities of older people. Whilst participants recognised that it was often the little 

things that mattered, they also learnt that the bigger things also matter. Birthdays, 

Christmas and dying/death (amongst other events) were all used as ways to promote 

learning and often as a way to promote unlearning of the rituals that had been set up 

and that generally did not include the choices and preferences of older people. 

 
 
In many of the sites resident committees were set up to provide structures whereby 

older people could have a voice in how their home operated and how services were 

provided.   It is well documented that these forums can take a long time to become 

effective  and  that  they require  skilled  facilitation  in  order  that  the  residents  are 

genuinely voicing their views and that these views are representative of all residents. 

As a result of the committees that have been set up advocacy has become a higher 

concern and two areas undertook some work with an advocacy project.  Across the 

sites residents committees have been consulted on a range of issues such as name 

badges, mealtimes and menu choices, special events (parties) décor and furnishings 

and pets. The Mental Health Service has been working on how to involve older 

people with dementia and learning from their experiences can be transferred to other 

services.  This will of course become a growing need within older people services in 

the future. 

 
 
The least successful aspect has been learning alongside older people within the 

programme within the programme days.  A few sites were beginning to introduce this 

towards the end of year two so there is only a small amount of data relating to this. 

This is a new level of challenge for many staff to face for the future. 
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4.  Practice developers in ‘formal’ practice develo pment roles need to have 

skills in expert holistic facilitation.  

The international practice development literature has consistently demonstrated the 

importance of facilitation in the achievement of emancipatory and transformational 

change (for example Shaw et al 2008; van de Zipj and Dewing 2009).  The literature 

has highlighted the conflict that often exists between different facilitation roles and 

how these are operationalised, as well as the competing demands made on 

facilitators’ time.  In this programme these kinds of challenges were no different for 

facilitators in this programme.  In addition, few of the facilitators on this programme 

came ready with advanced knowledge, skills and expertise in facilitation.  Indeed for 

many this was a first-time experience – “… We were both novices with a capital N 

and learnt from observation, practice and reflection very fast … We had supervision 

and strong support from our external facilitator …” 

 
 
However, what the majority of facilitators lacked in expertise they compensated for  

with  their  passion,  commitment  and enthusiasm for  person-centred  practice  and 

practice development. Once the ‘mystique’ of working on a high profile practice 

development programme was eroded and initial confidence building established, it is 

clear that most facilitators engaged in a truly emancipatory way in the work.   The 

programme structures and processes were new experiences to most facilitators but 

their  reflections  on the experience  demonstrate  how  they  valued  this  structured 

approach.  Whilst at times it may have been frustrating for facilitators not to be able 

to ‘do their own thing’, having structure provided guidance, a sense of security, 

support and a platform for structured learning: 

 
 

“… at first I found the structured programme days frustrating and limiting – why did 

we need this, couldn’t we just get on with it? I felt irritated by it … with the support of 

the [external facilitators] and [NMPDU] facilitator I grew to appreciate the value of the 

structure and the way it helped me to keep track of the journey, challenge different 

perspectives, develop new skills, facilitate reflection and bring about the changes 

needed ..” (Internal Facilitator Reflection) 

 
 

“I have found the facilitation tools used in the programme very helpful. In particular I 

have found reflective practice helpful as a way of analysing both my practice and 

facilitation skills and a useful tool to look back on and see change. I have also found 

the process of developing and organising programme days both demanding and 
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rewarding as there is a lot to be learnt about planning and development  and seeing 

a programme day through is very rewarding.” (Internal Facilitator Reflection). 

 
 
The  importance  of  the  role  of  the  role  of  the  NMPDU  facilitators  is  a  key 

consideration and learning from this programme.  This is one of the first large-scale 

practice development programmes where the lead facilitators were not involved in 

the operationalisation of the methodology in practice, but instead, required local 

facilitation groups to do this.  The NMPDU facilitators, working in partnership with the 

internal facilitators has been proven to be a highly effective model and one that 

should be replicated in other development programmes.   NMPDU facilitators were 

project  managing  complex  packages  of  development  work  and  discussed  how 

‘emotional hard’ this way of working was for them. It demanded a different values and 

skills set. Central to this was the nature of the relationship they built with internal 

facilitators and if the degree to which they were experienced as credible. Those 

facilitators that were able to do this effectively achieved more rapid progress.  Thus 

this  way  of  working  was  exposing  for  NMPDU  staff.  Overall,  this  practice 

development programme has demonstrated the contribution that the NMPDU as an 

external facilitation resource can make to service development and enable deeper 

engagement  and  more  direct  benefits  to  be  achieved.  It  has  also  shown  that 

changing to this way of working can produce more visible changes and outcomes in 

practice and service delivery.  This can only strengthen the NMPDUs case for their 

role in the HSE for the future, should they decide to nurture an emancipatory practice 

development approach.  It does also raise the question that the NMPDU may wish 

and  even need to review how it  organises, sets up  and  delivers  other  practice 

development  initiatives  that  are  of  a  more  short  term  and  teaching/study  day 

approach (Dewing 2009). 

 
The programme utilised a cooperative inquiry methodology.  Whilst the full potential 

of this methodology was not realised due to the learning and development needs of 

the facilitation team and the embargo, the quality of  the data collection and its 

collaborative analysis by the facilitation team demonstrates the potential of enabling 

groups of staff, with facilitation to be actively involved in collecting and analysing 

evidence/data and developing their own action plans. Should this experience be 

replicated in other programmes then it could be argued that this would not just result 

in  a  changed appreciation of knowledge transfer,  a culture change  in individual 

practice settings, but also a change in the ‘relationship-culture’ between operational 

staff and managers.  This is currently being further tested in a large scale practice 
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development program in New South Wales (Aspire to Inspire; Uniting Aged Care 

 

South Eastern region and the University of Wollongong). 
 

 
 
5.  Collaborative relationships with Higher Educati on Institutions (HEIs) can 

provide an important means of reducing isolation fo r practice developers, 

but also a way of extending the potential for syste matic and rigorous 

processes to be adopted.  

There continues to be debate in the academic nursing press (for example Walker 
 

2009; Watson et al 2008; Dewing et al 2009) about the relevance of practice 

development to academic communities and HEIs in particular.  Academics engaging 

in practice development have been accused of ‘endangering’ professional academic 

inquiry - “[PD] …endangers the professoriate and academic enquiry into nursing by 

pandering to the insatiable appetite of the National Health Service (NHS) for ‘pairs of 

hands’; and second, that PD is a diversion from, and an alternative to, academic 

activity” (Thompson et al 2008) and further that “… we have serious concerns that it 

is being seen as an easy substitute for scholarship and academic enquiry. It certainly 

has appeal to practitioners, but is PD any business of universities?” (Thompson et al 

2008). 
 

 
 
Whilst clearly, HEIs have to ensure that they are clear about the role of academics in 

facilitating learning, research and scholarship, supporting the facilitation and 

researching of practice development has a legitimate place in these endeavours and 

indeed can help HEIs achieve many of the education and research targets that 

currently dominate HEI performance measurement. Systematic engagement in 

practice development demonstrates how meaningful connections between practice, 

learning, evidence use and development and knowledge transfer can be achieved 

and further how research processes can be ‘demystified’ for clinicians. 

 
 
The relationship between the HE in this programme and the participating sites was 

highly valued by participants and facilitators alike.  Being part of a programme that 

was endorsed by a university was seen as important by participants, whilst facilitators 

valued the systematic approach and ongoing support that HE facilitators brought to 

the programme. What has been disappointing has been the low level of active 

interest and involvement from local HEIs in Ireland. 

 
 
However, critical to the success of this relationship has been the methodology 

adopted  and  that  needs  to  be  considered  carefully. The  methodology  was 
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underpinned by the practice development principles of ‘collaboration, inclusion and 

participation’ [CIP] (McCormack et al 2006) and set within a cooperative inquiry 

framework.  Whilst we have earlier acknowledged some of the limitations posed on 

the extent to which we could realize a full cooperative approach, adhering to its 

underpinning principles and those of CIP ensured that the potential ‘power 

relationship’ that can exist between academia and practice was actively managed 

and worked with. The issue of managing this power relationship is critical to the 

success of any practice development programme and ensuring that academic staff 

are seen as equal players rather than as ‘directors’ of a programme. 

 
 
Ultimately, HEIs and practice settings have different ideas in terms of what outcomes 

are desired – HEIs focus on the contribution of a programme to knowledge and 

scholarship (which go towards criteria for success in research in particular) whilst 

practice settings rightly focus on the impact of a programme on practice and service 

delivery.  These agendas do not need to conflict and indeed it is essential that they 

don’t.  Ensuring that a rigorous collaborative, inclusive and participative methodology 

underpins a practice programme also ensures that the agendas of all stakeholders 

can be achieved.  The opportunities that practice development affords academic staff 

to demonstrate a commitment to practice, a commitment to knowledge translation 

and a commitment to learning in and from practice are enormous, and it is imperative 

that methodologies such as that utilized in this programme are used to enable these 

outcomes to be achieved.  The recent launch of the Republic of Ireland’s ‘Practice 

Development Strategy’ (Department of Health and Children 2010) will go some way 

towards pursuing this agenda. 

 
 
6.  If  practice  development  processes  and  outc omes  are  to  be  sustained 

beyond the life of particular project timeframes, t hen there is a need to 

embed practice development activities in learning s trategies within 

organisations. Therefore practice development and l earning are 

inextricably linked.  

The literature indicates that this is and remains a perennial challenge for practice 

development  and  health  care  provider  organisations. This  is  in  part  because 

organisations are heavily invested in more traditional learning programmes. Often 

provider organisations internally invest in a ‘training model’ and externally they may 

have little choice about what HEIs offer and are in essence a captive market. It is 

also because practice developers have focused on the ‘micro’ aspect of practice (in 

clinical/care settings) and not worked enough at the macro level (the strategic and 
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corporate level). Currently, as other programmes show, successful practice 

development work seems to present a challenge to organisations to carry on with the 

approaches and processes that have been introduced. In regard to this programme 

some of that challenge will now sit with the NMPDU Directors and how they 

demonstrate their leadership in taking forward practice development in their areas. 

As  Bevan  (2010)  argues  bringing  in  or  buying  in  external  project  leads  and 

consultants does not ‘hard wire’ or embed change into practice. Instead ‘inside out’ 

change creates the capability and builds up sustainable improvements in quality and 

costs.  In the current economic climate, HEIs and NMPDUs will need to work more 

and more on this principle. 

 
 
7.  Effective   practice   development requires   t he   adoption   of   three   key 

methodological principles – collaboration, inclusio n and participation.  

This principle has already been discussed in other parts of this section. In part it is 

achieved by making use of the methods set out in earlier principles These processes 

are  in  many  ways  a  cumulative  and  simplified  statement  of  the  process  of 

engagement which is in turn central to enlightenment, empowerment and 

emancipation. Enlightenment requires inclusion. Individuals need to be emotionally 

connected with others and the environment around them to perceive and experience 

things  differently.  Empowerment  requires  inclusion  and  participation  rather  than 

acting on self-interest.  This enables the generation of latent or untapped energy and 

the establishment of different types of relationships which will fuel changes in work 

practices. Finally emancipation requires collaboration as this is the pinnacle of social 

and collective action. 

 
 
This programme has helped clarify the ways in which different stakeholders can 

adopt these principles. However further research is needed to know more about 

which interventions in each attribute are essential. 

 
 
8.  There are a number of methods that are effective in  ensuring participatory 

engagement and in bringing about changes in the cul ture and context of 

practice.  

These are: 
 

• Agreeing ethical processes 
 

• Analysing stakeholder roles and ways of engaging stakeholders 
 

• Person-centredness 
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• Clarifying the development focus 

 

• Clarifying values 
 

• Clarifying workplace culture 
 

• Collaborative working relationships 
 

• Continuous reflective learning 
 

• Developing a shared vision 
 

• Developing critical intent 
 

• Developing participatory engagement 
 

• Developing shared ownership 
 

• Developing a reward system 
 

• Evaluation 
 

• Facilitating transitions 
 

• Generating new knowledge 
 

• Giving space for ideas to flourish 
 

• Good communication strategies 
 

• Implementing processes for sharing and disseminating 
 

• High challenge and high support 
 

• Knowing ‘self’ and participants 
 

• Use of existing knowledge 
 
 
What the programme did with varying degrees of success was to contextualise these 

methods across the sites.  Effective practice developers maintain a critical dialogue 

between method and context (and available facilitator expertise).  Thus assessment 

and evaluation of context and culture in practice development is essential. Hence this 

programme introduced the CAI and WCCAT tools.  The organisation now needs to 

establish how to carry on working with these or similar tools. 

 
 
A  huge  success  has  been  the  Active  Learning  method. This  has  enabled 

development of the methodology and a contribution to practice development 

knowledge. However, this needs to be balanced with the challenges participants 

associated with reflection on practice and how much energy and resilience was 

needed  by  participants  to  influence  colleagues. Only  a  minority  of  sites  made 

significant progress in producing evidence of incorporating structured reflection into 

their programme days. Other active learning methods did help develop other forms of 

reflection  skills. It  may  be  clearer  from  this  programme  that  attending  to  and 

promoting reflection, even critical reflection as the main source of learning in PD is 
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high risk. Reflectivity underpins several of the methods set out above, therefore 

more exploration needs to take place about how this is done in ways that awakens 

curiosity and can engage practitioners.  This programme has also demonstrated that 

much more needs to be done within HEIs and internal training and staff development 

to promote spaces and skills in critical reflection. 

 
 
9.  Outcome measurement in practice development is complex and does not 

lend  itself  to  traditional  methods  of  outcome   evaluation. Outcome 

measurement  needs  to  be  consistent  with  the  espoused  values  of  

‘participation and collaboration’ where data collec tion and analysis is an 

integral component of the development itself.  

Of particular significance is the size and approach of the evaluation research carried 

out through this programme especially the qualitative aspect of the research.  This 

programme has demonstrated that groups of staff with facilitation can be actively 

involved in collecting and analysing evidence/data and developing their own action 

plans and at the same time they can be actively learning. Practice development 

methods built on CIP principles mean that this ‘work’ can be experienced as a 

meaningful learning opportunity.  This brings an added value to practice development 

work and also stresses the need for an evaluation rather than or alongside the 

traditional audit approach and for staff to be included in data collection. 

 
 
Retention and recruitment  

 

Within the facilitation team three members left during the course of the programme. 

Two members within year one and the third member in year two.  Two sites withdrew 

at the beginning of the programme.  In one case, the director of nursing made the 

decision themselves.  One site was withdrawn in year two and one site took a break 

at the end of year one and then returned in year two. Some sites recruited new 

internal facilitators and programme members during the two years. Changes in 

Director  of  Nursing  and  other  key  stakeholder  roles  also  took  place  in  several 

regions.  Towards the end of year two the structural reorganisation of the NMPDUs 

also saw changes in these Directors roles.  This movement alone was challenging 

enough. 

 
The main issue influencing the programme here was the national embargo. This 

began in year one and continued throughout the whole of year two. As a direct 

consequence of this several programme activities were either stopped or had to be 

renegotiated and provided in an alternative format. The teams development and 
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planning days were reduced.  This had an impact on supervision.  As an alternative 

method, telephone supervision was introduced with each team member being offered 

six sessions over year two.  Uptake by the programme team was variable. 

 
 
The Director of Nursing stakeholder group that was established had potential to 

engage managers in practice development in a meaningful way.   However as this 

was stopped in year one there has been no formal evaluation of this group carried 

out. The programme National Reference Group also stopped. 

 
 
The impact of the embargo although not significantly impacting on the delivery of the 

programme within the regions and at the sites, we believe will have a negative 

national impact in the longer term. Key stakeholders who could be influencing the 

embedding of practice development in service delivery and design and at national 

policy level have not been able to fully engage in the programme.  The challenge of 

responding to this, in our view, now sits with the NMPDU Directors. 
 
 
 
 

REVISITING THE PROGRAMME OBJECTIVES  
 

Each of the programme objectives are set out here with a summary statement: 
 

 
 
Coordinate   a   programme   of   work   that  can   replicate   effective   Practice  

 

Development processes in care of older people’s set tings  
 

This objective has been achieved.  A programme was developed, coordinated and 

delivered. Once the programme began interest was shown  by other sites  who 

wished to become involved. HIQA inspections are prompting other sites to explore 

practice development activities to achieve their action plans. 

 
 
Enable participants/local facilitators and their Di rectors and managers to 

recognise the attributes of person-centred cultures  for older people and key 

practice development and management interventions n eeded to achieve the 

culture (thus embedding person-centred care within organisations)  

Staff and managers became familiar with the PCN and PD frameworks, and learnt a 

set of core practice development methods and processes. The ground work for 

embedding practice development within the organisation has taken place.  It is now 

up to others to sustain and nurture this.  Given the changes across the NMPDUs it is 

unclear how successful this will be. 
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Develop person-centred cultures in participating pr actice settings.  

 

Significant progress was made in achieving numerous attributes of a person-centred 

culture. There is no end point to person-centred cultures, thus further development is 

still needed.  If this is not systematically planned and nurtured then the new cultures 

will begin to fall apart. 

 
 
Systematically measure or evaluate outcomes on prac tice and for older people 

An evaluation framework has been introduced that could be continued at a local 

regional or national level.  We believe this framework can support HIQA and other 

quality initiatives nationally across older people’s services 

 
 
Further test a model of person-centred practice in long term care/rehabilitation 

settings and develop it as a multi-professional mod el. 

The model has been tested and will be reported elsewhere in more detail. The 

testing in this programme demonstrated the need for the physical care environment 

to be included. 

 
 
Utilise a participant generated data-set to inform the development and 

outcomes of person-centred practice. (Already desig ned and tested tools will 

be used to produce data set)  

The programme has enabled local NMPDU facilitators to work with shared principles, 

models, methods and processes in practice development work across older people 

services in Ireland.  A range of learning and evaluation tools have been introduced 

through  this  programme  that  can  be  continued. The  data  set  informed  the 

development of local action plans the programme and has been used to demonstrate 

outcomes in person-centred practice across the sites over three time periods. 
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RECOMMENDATIONS 
 

 
 
For future practice development programmes; for the development of residential care 

for older people in Ireland a number of issues need to be addressed and these are 

set out below under 6 themes. 
 
 
Theme 1:  Role of NMPDU and NMPDU facilitators  

 

• Establish leadership role of NMPDUs in taking forward emancipatory/ 
 

transformational approaches to practice development work. 
 

• Review of the effectiveness and value for money in staff input into training and 

short term training and practice development initiatives. 

• Review/map the skills sets of NMPDU staff working in practice development. 
 

• Plan for the ongoing development of facilitators who can enable emancipatory 

practice development processes to be realised in practice in line with the National 

practice development strategic framework. 

 
 
Theme 2:  Practice/Workplace Based Learning  

 

• Address low levels of reflection and underdeveloped skills in critical reflection. 
 

• Consider further Active Learning or other similar experiential based approaches 

to learning in and from practice. 

• Generate opportunities for observations and feedback  activities to become a 

regular feature in the workplace. 

• Consider provision of more mixed groups for learning. 
 

• Create learning spaces rather than teaching places. 
 

• More work is needed on learning alongside older people and families. 
 

• Review investment in classroom-based training and explore creative means of 

resourcing work-based learning. 
 
 
Theme 3:  Leadership and Facilitation Skills  

 

• Develop more learning opportunities for the development of facilitation skills. 
 

• There is a need for continued support for those who have already developed 

facilitation and practice development skills through this programme. 

• A new national network for facilitators has been created by NMPDU and internal 

facilitators of this programme – there is a need for ongoing support for this new 

national network. 
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• There is a need to maximise opportunities to enhance the leadership capability of 

all staff. 
 
 
Theme 4:  Directors of Nursing and Managers  

 

• Managers  need  to  be  formally  introduced  to  PD  processes  prior  to  the 

commencement of a programme. 

• Develop a ‘contract’ between managers, funders, facilitators and evaluators that 

makes explicit roles and responsibilities and support requirements. 
 
 
Theme 5:  Audit and Evaluation of Practice  

 

• Practitioners to be actively engaged in designing and collecting data/evidence at 

local levels. 

• Observation of care should be an ongoing peer review process in all sites. 
 

• All sites should measure and evaluate their workplace culture and benchmarking 

across sites should be encouraged. 

• All  sites  should  have  formalised  action  plans  based  on  insider  led  practice 

development priorities. 

 
 
Theme 6:  Older People and Families  

 

• Older people and their families should be considered to be active participants in 

all practice development programmes in residential care settings. 

• Methods of developing practice should be mainstreamed and integrated into 

everyday care processes, and reflective and development processes. 

• Ways of informing older people and their families about ongoing advancements 

in practice need to be established and evaluation data made public to them 

alongside other data sources such as HIQA review findings. 
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Summary  
 

 
 
This two year PD programme at Birr Community Nursing Unit and St Marys’ Care 

Centre Mullingar was successful in facilitating teams at both sites to establish a 

shared vision for nursing practice in services for older people. Achieving this required 

staff to examine and own both concerns and issues as well as positive aspects of the 

existing practice. Through a variety of  activities,  many  of which  included  older 

persons, participants and other staff developed a deeper understanding of how their 

care impacted on older persons and their families. Through introduction to the 

generic values and principles underpinning person-centred practice and by 

collaborating with the wider team on a programme of practice development, a 

significant  change in the culture of  care has taken  place  at  ward  or unit  level. 

However, even after two years, these are only the foundations for achieving more 

sustainable  cultural  changes  that  still  need  to  take  place  more  broader  in  the 

facilities.  The local HSE will need to carry on investing in the type of learning that 

supports person-centred care and service delivery. 

 
 
 
In this initiative, a tailor made programme was combined with skilled facilitation, 

active learning and programme co-ordination to enable the processes and outcomes 

in this programme to happen. Facilitation also included offering a range of PD 

processes and  tools for  participants to  use in  their  own  workplaces  to  become 

leaders of PD. 
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This programme was particularly successful at enabling traditional and stereotypical 

values and beliefs about older persons to be challenged. It enabled the older people 

to  influence  life  in  their  ‘homes’  including  care  delivery  in  several  ways. The 

programme was less successful at transforming the context surrounding practice and 

more work is needed in this area if a person-centred and practice development 

culture is to be expanded and sustained. 
 

 
 
 
 
 

“I realise now there is much more work to be done but that we have come along way……I am 

now positive about facilitation and I feel I am more involved with decision making in my 

workplace. We have a shared vision for the future. 
 
 
 
 
 
 
 
 

Key Learning for the Programme  
 
 
 
 
Preparation of all staff at a programme site is necessary.  This includes Directors of 

 

Nursing and all Assistant Directors. 
 

 
 
Participating in emancipatory practice development can be a transformational 

experience for participants, which may have several welcome or unwelcome 

consequences for individuals. 

 
 
The local and internal facilitator roles are essential to ensure PD is embedded in the 

workplace. 

 
 
New facilitators to PD need to take time to become comfortable and confident with 

emancipatory PD methods and processes. Internal facilitators can benefit from 

protected time for PD within their usual responsibilities. 

 
 
Working in a team with diversity of skills can be personally uncomfortable at times. 

Facilitating outside of ones usual workplace or in a different culture can be highly 

challenging. 
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Directors of Nursing can experience a range of personal feelings about PD and may 

need  facilitation  or  other  forms  of  support,  to enable  them  to  fully  support  and 

maximize workplace and corporate culture transformations. 

 
 
An approach called ‘Active Learning’ can bring additional benefits to workplace/work- 

based learning. Ownership of the need for practice development is increased with 

active learning methods. Active learning can enable PD processes to be translated 

into the workplace with other staff and team members. 

 
 
PD Advisory Groups need to be redesigned in a workshop or ‘round table’ format to 

enable maximum participation. 

 
 
It is possible to introduce the core principles of person-centred care without reliance 

on any one model. However, use of a specific person-centred model may have 

enabled greater management support. 

 
 
Programme design at the start of the programme can be simple and evolve as the 

programme progresses. 

 
 
The needs of some stakeholder groups to see things happening in practice must not 

result in shortcutting PD processes and learning of PD skills at the start of PD.  The 

early stages of PD work do not produce immediate or highly visible changes in 

practice,  but  instead  are  focused  on  clarifying  values  and  beliefs,  developing  a 

shared vision and developing PD skills in the participants. Stakeholders may need 

support to value these processes. 

 
 
Older People must be active participants in PD work about their care and services 

and ways need to be found to enable participants to gain skills in working with 

service users as also being evaluators of the service. 

 
 
Many care attendants openly expressed an interest in learning more about PD and 

becoming facilitators of PD. 

 
 
Emancipatory PD can bring benefits for workplace and care for older people, yet at 

the same time may highlight differences in priorities and processes between practice 

and management. 
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In summary, as a result of this programme, learning  has taken place around:  
 

 
 

1.  decision-making - a movement from hierarchically controlled decision- 

making to participatory expert-driven decision-making is needed to evolve 

person-centred cultures. Practitioners can develop joint decision making with 

older persons and management. 

2.  relationships - changing relationships from those rooted in roles  and 

responsibilities (that are often draining on both personal and team energy) to 

those that are based in mutual engagement generates energy for new ideas, 

growth and development 

3.  resolving conflictual ways of working – rather than engaging in negative 

and destructive ways of working, a range of forums and other opportunities 

such as PD working groups, generating new ideas and learning from practice 

can be nurtured. To achieve this, practitioners need skills that may use of 

critical reflection, problem solving, solution focused dialoging and working 

collaboratively with a range of stakeholders. 

4.  application or use of power - a power shift from the traditional ‘power over 

others’ approach to power as a resource to enable others to learn, grow and 

develop can help PD. 

5.  processes for learning -  encouraging eagerness to learn and translating 

this into action and enable similar learning in others can help widen the 

impact of PD in the workplace 
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Recommendations  
 
 
 
 
1.  There is a need to secure formal on-going commitment for practice development 

as core day-to-day work among programme participants/internal facilitators and 

to have agreed systematic processes in place for increasing ‘buy in’ and active 

participation among all clinical staff. 

2.  Person-centred PD and management need to be more joined up. 
 

3.  Older  People must be active participants in PD work  around  their  care  and 

services and ways need to be found to enable participants to gain  skills  in 

working with service users as also being evaluators of the service. 

4.  Where uni-disciplinary practice development takes place attention needs to be 

given to promoting awareness and longer term involvement with other disciplines, 

5.  Preparation of Directors of Nursing needs more attention in PD work. Directors 

and indeed Assistant Directors cannot always fully appreciate the implications of 

PD if they have not experienced it before. 

6.  Directors and other key stakeholders need to appreciate looking for ‘quick fix 

solutions’ that are not embedded into practice is not part of PD because the 

processes used are not led by or owned by practitioners and will therefore not be 

sustained. 

7.  Further work needs to be undertaken with Directors and Assistant Directors of 

Nursing in order to increase their understanding of emancipatory PD processes, 

so that they can ‘lead’ changes, role model and ‘embed’ them in everyday service 

delivery. 

8.  Future PD advisory groups need to be redesigned. 
 

9.  Internal facilitator role needs clarification and protected time 
 

10. Some external facilitators require the same or similar preparation as internal 

facilitators especially if they are new to working outside of their own organisation. 

11. There is a need to further develop, streamline and expand the role of skilled local 

facilitators within NMPDUs who can systematically both work with key staff acting 

as   internal   facilitators   for practice   development work (specifically   using 

emancipatory approaches) and facilitate staff teams who seem stuck in outmoded 

forms of practice or ‘unable to vision’ new ways of working, to enable them to find 

ways of addressing organisational and practice ‘blocks’ necessary for sustained 

developments in practice and wider organisational cultural change to be effective 

on a large scale. 

12. Active learning methods can be used more systematically in PD work. 
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13. Local action planning, including a commitment to staff development, will need to 

take  over  to  secure  longer  term  sustainability  now  that  the  programme  has 

ended. 

14. Several areas of project action planning are still ongoing e.g. Continuity of care, 

Nutrition. This needs evaluation at the appropriate time. 

15. The work from this programme needs to be written up for publication.  Theoretical 

development on ‘Active Learning’ in PD needs to be undertaken. 

16. This  programme  is  widely  shared  across  Ireland  and  in  particular  with  the 

forthcoming PD programme sites 

 
 
 
Future Plans 2007-2010  

 
Following this successful project, the first of its kind in the Republic of Ireland, partial 

funding has been awarded to support a national PD programme involving 20 sites 

across Ireland.  This programme, probably the first of its kind internationally, is about 

to get underway. The existing funding will enable a skeleton programme to be 

delivered.  The project team are looking for further funding to secure opportunities to 

carry out a more detailed evaluation of the national work (for which an evaluation 

plan has been established) and to be able to share the outcomes and learning 

widely, provide learning opportunities for older people about how they can influence 

what goes on in their care homes, more coaching to local staff to ensure long term 

sustainability and to ensure that PD resources and knowledge are made more widely 

available to practitioners working in care of older persons across Ireland. 



The implementation of a model of person-centred practice in older person settings 

201 

 

 

 

 
 

Appendix 2  
 

Creative Hermeneutic Data Analysis  
 

Boomer C and McCormack B (2008) Creating the Conditions for Growth: report on the Royal 
Hospitals and Belfast City Hospitals Collaborative Practice Development Programme 

http://www.science.ulster.ac.uk/inr/pdf/BCH_RGH_programme_report_final.pdf 
 
 

Process used for Analysis of Narrative and Observat ion Data  
 

Thirty two (22) internal facilitators participated in a workshop to analyse the 
observation and narrative data collected in round 3 of the evaluation.  IN 
addition, the NMPDU and Lead Facilitators undertook data analysis of the 
same data at a separate workshop.  This approach was adopted for two 
reasons – 1) the facilitators were free to facilitate participants in the data 
analysis workshop process, and 2) it prevented the facilitators from 
imposing themes and thus ensured that the themes were derived from the 
experiences  of  the  internal  facilitators. A  structured  approach  to  the 
analysis of the data using a framework developed by Boomer and 
McCormack (2008) was utilised.  The framework progresses through nine 
(9) stages and was operationalised as follows in the workshop: 

 
 
 

1. Copies of all (anonymised) narrative and observation data were 
distributed randomly among group members.  Individuals had copies of 
both narrative and observation data from across all participating sites. 
The participants were asked to read the data and form general 
impressions, observations, thoughts and feelings. They were 
encouraged to make notes on these if it helped as aide memoir to 
check later if they needed to.  Participants had 30 minutes to read the 
data. 

 
2.  When they had finished reading the data, participants were asked to 

create an image of  their  impressions, feelings,  etc as  a  means of 
capturing the essences of the data. Participants were allocated 15 
minutes for this activity. 

 
3.  In this stage each participant was asked to join with another and take 

turns in “telling the story” of their creative work.  While each person told 
their story, their colleague was asked to write the story verbatim. 

 
4.  Using the creative image as the centre piece and the story (written) and 

other notes they may have made at step 1, each person was asked to 
theme their image: 

 
1.  as many themes as they liked 
2.  write 1 theme on each post it and stick on the creative image. 

 
5.  Each pair (step 3) joined other pairs to form small groups. Four (4) 

small groups were formed.  The themes identified by individuals were 
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discussed  and  “shared  themes”  [Categories]  were  devised. The 
importance of having whole-group agreement on the categories formed 
was emphasised. 

 
6. When agreement was reached, each group matched their agreed 

categories with ‘raw data from the narratives and observations. 
 

7.  The NMPDU and Lead Facilitators then undertook steps 1-6 above. 
 

8.  The NMPDU and Lead Facilitators then matched their themes with 
those of the internal facilitators and a final set of themes and categories 
were agreed by matching themes from  this step  with  those of  the 
internal facilitators and agreeing ‘category labels’. 

 
9. The final sets of categories were checked for authenticity and 

representativeness with a randomly selected sample of internal 
facilitators (5). 

 
 
 
THEMES IDENTIFIED FROM STEP FOUR (4) 

 
“Is it facilitated” 
Meal and mealtimes 
Visiting 
Roots 
Lack of Stimulation and meaningful activities 
Knowing the person 
De-personalisation 
Dignity 
Individual Noise 
Structure/space 
Contrasting environment 
Garden/nature 
Bright/Dull 
Space 
Design flaws/Depressing 
Lack/sense of home 
Comfort 
Safety 
Contrasting environment 
Institutional – e.g. seating 
Environment 
Boredom 
Isolation 
Monotonous 
Worry 
Connection to past family 
Connection to past life 
Connection to past role 
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Connection to outside world 
Inclusion 
Environment 
Isolation 
Family 
Celebration 
Loneliness 
Social outlet 
Belonging 
Change 
Health 
Independence 
Identity 
Self Life 
Freedom 
Loss 
Worry 
Ignored not included 
Loss 
Depression low spirits 
Sad 
No enjoyment 
Sense of hopelessness 
Hopelessness 
Making the best 
Loss of independence 
Acceptance 
Fear of future 
Fear of Dying 
Voiceless 
Staying quick 
Fitting in 
Ignored not included 
Bleakness 
Resignation 
Hopelessness 
Acceptance of plight 
Loss 
Contentment and Acceptance 
Hopelessness 
Chaos 
Loss of Independence and voice 
PCC Language 
Active Listening 
Communication 
Tasks or 
Systems of work 
Time 
Staff attitudes and behaviour 
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Lack of Autonomy/decision making 
Authority and rules 
Routinised Care 
Positive Practice 
Intentionality 
Communication/language 
Staff Attitude 
Choice (Lack of) 
Rituals 
Lack of Privacy and Dignity 
Communication 
Individuality 
Communication 
Patient Satisfaction 
Meaningful Relationships 
Rights 
Dignity 
Night versus day 
More to do 
Activity 
Choice 
Respect 
Longing 
Nostalgia 
Fear 
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THEMES IDENTIFIED FROM STEP FIVE (5) 

 
• Choice - “Is it facilitated” 

Meal and mealtimes 
 

• Activity - Lack of stimulation and meaningful activities 
 

• Individual - Knowing the person 
De-personalisation 
Dignity 

 
• Voiceless -  Fear of future 

Fear of Dying 
Staying quick 
Fitting in 
Ignored not included 

 
• Boredom 

 
• Celebration 

 
• Choice 

 
• Loneliness - Boredom 

Isolation 
Monotonous 
Worry 

 
• Choice 

 
• Inclusion 

 
• Loss – Health 

Independence 
Identity 
Self Life 
Freedom 

 
• Environment 

 
• Isolation 

 
• Choice (Lack of) 

 
• Rituals 

 
 
 

• Loneliness 
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• Social outlet 
 

• Belonging 
 

• Change 
 

• Hopelessness – Worry 
Ignored not included 
Loss 
Depression low spirits 
Sad 
No enjoyment 
Sense of hopelessness 

 
• Family 

 
• Teamwork - Tasks or 

Systems of work 
Time 
Staff attitudes and behaviour 
Lack of Autonomy/decision making 

• Environment - Noise Structure/space 
Contrasting environment 
Garden/nature 
Bright/Dull 
Space 
Design flaws/Depressing 
Lack/sense of home 
Comfort 
Safety 
Contrasting environment 
Institutional – e.g. seating 

• Hope and Hopelessness 
 

• Connectivity - Connection to past family 
Connection to past life 
Connection to past role 
Connection to outside world 

 
• Acceptance - Making the best 

Loss of independence 
 

• Bleakness 
 

• Resignation 
 

• Acceptance of plight 
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• Loss 
 

• Contentment and Acceptance 
 

• Hopelessness 
 

• Chaos 
 

• Loss of Independence and voice 
 

• Family - Visiting 
Roots 

 
• Communication – PCC Language 

Active Listening 
 

• Hope 
 

• Routinised Care - Authority and rules 
 

• Intentionality - Positive Practice 
 

• Communication/language 
 

• Staff Attitude 
 

• Hopelessness 
 

• Lack of Privacy and Dignity 
 

• Communication 
 

• Individuality 
 

• Communication 
 

• Patient Satisfaction 
 

• Meaningful Relationships 
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CATEGORIES IDENTIFIED FROM STEP NINE (9) 

Category 1 = Choice  

• Choice - “Is it facilitated” 
Meal and mealtimes 

 
• Family - Visiting 

Roots 
 

• Activity/Boredom  - Lack of stimulation and meaningful activities 
 
 
 
Category 2 = Belonging & Connectedness  

 
• Individual - Knowing the person 

De-personalisation 
Dignity 

 
• Environment - Noise Structure/space 

Contrasting environment 
Garden/nature 
Bright/Dull 
Space 
Design flaws/Depressing 
Lack/sense of home 
Comfort 
Safety 
Institutional – e.g. seating 

 
• Loneliness - Boredom 

Isolation 
Monotonous 
Worry 

 
• Connectivity - Connection to past family 

Connection to past life 
Connection to past role 
Connection to outside world 

 
• Inclusion 

 
• Environment 

 
• Isolation 

 
• Family 
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• Celebration 
 

• Loneliness 
 

• Social outlet 
 

• Belonging 
 

• Change 
 
Category 3 = Hope and Hopelessness  

 
• Hope 

 
• Loss – Health 

Independence 
Identity 
Self Life 
Freedom 
f 

• Hopelessness – Worry 
Ignored not included 
Loss 
Depression low spirits 
Sad 
No enjoyment 
Sense of hopelessness 

 
• Acceptance - Making the best 

Loss of independence 
 

• Voiceless - Fear of future 
Fear of Dying 
Staying quick 
Fitting in 
Ignored not included 

 
• Bleakness 

 
• Resignation 

 
• Acceptance of plight 

 
• Loss 

 
• Contentment and Acceptance 

 
• Chaos 
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• Loss of Independence and voice 
 
 
 
Category 4 = Meaningful Relationship  

 
• Communication – PCC Language 

Active Listening 
 

• Teamwork - Tasks or systems of work 
Time 
Staff attitudes and behaviour 
Lack of Autonomy/decision making 

 
• Routinised Care - Authority and rules 

 
• Intentionality - Positive Practice 

 
• Communication/language 

 
• Staff Attitude 

 
• Rituals 

 
• Lack of Privacy and Dignity 

 
• Communication 

 
• Individuality 

 
• Communication 

 
• Patient Satisfaction 






