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Background. A link between residents ‘feeling at home’ in long-term care facilities
and ‘quality of life’ is emerging in the literature. Few studies, however, have focused
on what helps residents to find a home in long-term care settings. This study aimed
to fill this gap.
Aim. This study aimed to understand older peoples’ perceptions of ‘being at home’
in long-term care settings and the factors that influence these perceptions.
Design. Grounded theory guided the study design. Residents (n = 61) living in
public or private long-term care settings were interviewed using unstructured
interviews.
Findings. Four categories were identified as critical to finding a home in long-term
care settings: ‘continuity’, ‘preserving personal identity’, ‘belonging’ and ‘being
active and working’. ‘Finding Home’ was conceptualised as the core category. The
potential to ‘find home’ was influenced by mediating and facilitating/constraining
factors.
Conclusions. The Theory of Finding Home was generated from the data. This
theory describes the factors critical to ‘finding home’ in long-term care settings.
Implications for practice. The Theory of Finding Home gives insight into what
matters to older people living in long-term care settings. Strategies to help generate a
feeling of home in long-term care settings are shared.
COONEY A. (2012)
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Introduction
Population ageing is a worldwide phenomenon. The very old
(80 years and over) are the fastest growing population group
(OECD, 2007; United Nations, 2009). Currently, the numbers of the very old are increasing at a rate of 4% per year
(United Nations, 2009). This rapid growth in the ageing
population will result in increasing numbers of older people
requiring long-term care. Rates of institutionalised care are
increasing but variable, ranging from 4–7% across countries
in the developed world, for example, Canada (6.8%),
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England (4%), Ireland (4.6%) and the United States (4%)
(Bajekal, 2002; Krug et al., 2002; Department of Health and
Children, 2006). Patterns of use are also changing, for
example, institutionalised care is becoming the norm in
China (Krug et al., 2002). As the demand for institutionalised
care grows, the need to ensure standards of care and quality
of life (QoL) in these settings becomes critical. This study
investigated older people’s perspectives on living in long-term
care in Ireland for the purpose of understanding their
perceptions of ‘being at home’ and what influenced these
perceptions.
 2011 Blackwell Publishing Ltd
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Background
Kane (2001) notes the high price older people pay to live in
long-term care, the expectation that they will adapt the
‘rhythm’ of their lives to that of the facility. After more than a
decade of research, it is evident that older people continue to
pay this price. Fixed routines, loss of autonomy and control,
lack of privacy, low self-esteem, boredom, inactivity and
loneliness are consistently identified as impacting negatively
on residents life in long-term care settings (Iwasiw et al.,
1996; Wilson, 1997; Fiveash, 1998; Nay, 1998; Kahn, 1999;
Age and Opportunity, 2003; Murphy et al., 2007; Tuckett,
2007; Bowers et al., 2009; Cooney et al., 2009; Timonen &
O’Dwyer, 2009). Pearson et al. (1993, p. 21) reflect a
common theme across healthcare policies worldwide when
they state that long-term care settings ‘enhance the quality of
life of the resident when they provide a warm, home-like
environment, allowing the greatest potential for independence and self-direction in daily activities’. However, study
findings suggest that residents do not always experience
optimal QoL, independence or self-direction (Age and
Opportunity, 2003; Murphy et al., 2007; Bowers et al.,
2009; Cooney et al., 2009; Timonen & O’Dwyer, 2009).
A theme emerging from the literature is that creating a
home-like environment is important for enhancing residents’
QoL (Carboni, 1990; Pearson et al., 1993; Hamer, 1999;
Ekman et al., 2001; Kane, 2001; Tester et al., 2004; Bland,
2005; Bowers et al., 2009). This belief underpins recent
initiatives in long-term care settings, for example the Pioneer
Network (http://www.pioneernetwork.net/AboutUs/) and the
Eden Alternative (http://www.edenalt.org/) in the United
States or My Home Life (http://www.myhomelife.org.uk/) in
the United Kingdom. These initiatives aim to transform the
culture of long-term care settings and to facilitate a shift
towards person-centredness, enablement and partnership.
Central to these initiatives is a focus on creating ‘home’ in
long-term care settings.
The ability to feel at home in long-term care settings is
thought to contribute to residents’ QoL (Carboni, 1990;
Hamer, 1999; Ekman et al., 2001; Kane, 2001; Tester et al.,
2004; Bland, 2005; Bowers et al., 2009). For example, Tester
et al. (2004, p. 214), in a study examining the QoL of older
people living in residential settings, identified the ability to
feel at home contributed to QoL. The concept of ‘feeling at
home’, although intuitively understandable, is complex to
define. Hamer (1999) explored the lived experience of ‘feeling
at home’ for older people (n = 10) living in residential
settings. Three participants described themselves as ‘feeling at
home’. These participants had strong feelings of satisfaction
with their lives, they experienced a sense of belonging, felt
 2011 Blackwell Publishing Ltd

respected, secure, autonomous and purposeful, and they felt
affection for others in the home and believed that their
affection was reciprocated. Hamer (1999) notes that when
identifying the themes of ‘home’, participants also revealed
themes of their individual lives. She concludes that when
participants were able to find a fit between the ‘… themes in
the environment and the themes of their lives’, they experienced a sense of home and vice versa (Hamer, 1999, p. 16).
Analysis of the dimensions of ‘home’ identified in the
literature suggests it is: (i) a place of retreat, safety and
relaxation, freedom and independence; (ii) a place of privacy,
self-expression, familiarity, identity and continuity; and (iii)
the centre of family life, togetherness, belonging and connection (Rowles, 1983; Sixsmith, 1986; Saunders, 1989; Després, 1991; Sixsmith & Sixsmith, 1991; Rapoport, 1995;
Tomas & Dittmar, 1995; Somerville, 1997; Dupuis &
Thorns, 1998; Lewin, 2001; Kellett & Moore, 2003; Mallett,
2004; Oswald & Wahl, 2005; Oswald et al., 2006; DahlinIvanoff et al., 2007; Molony, 2010). ‘Home’ therefore is a
complex blend of emotional, cognitive, behavioural and
social bonds to a particular place. The assumption that older
people have more freedom at home than in long-term care
settings must be treated with caution however, for example,
Boyle (2004) found that residents living in long-term care
settings perceived themselves to have greater decisional
autonomy than older people receiving domiciliary care at
home.
The factors that generate a feeling of ‘home’, for example
privacy, control, autonomy, connection and family, are
similar to those identified as adding quality to older people’s
lives in long-term care settings (Kane, 2001; Edwards et al.,
2003; Tester et al., 2004; Murphy et al., 2007; Bowers et al.,
2009; Cooney et al., 2009). This suggests that feelings of
‘home’ can influence QoL in long-term care settings. However, little is known about what determines feeling at home
for residents.

The study
Aim
This study aimed to understand older peoples’ perceptions of
‘being at home’ in long-term care settings and what
influenced these perceptions.

Design
Strauss and Corbin’s (1998) version of grounded theory
guided the study design. Grounded theory is recommended
when investigating social problems or situations to which
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Study
setting
Setting
Setting
Setting
Setting
Setting
Setting
Setting

P
Q
R
S
T
U
V

Type of setting

Urban/rural

No. of participants
interviewed

Health Board Geriatric Home/Hospital
Private Nursing Home
Health Board Welfare Home
Health Board Geriatric Home/Hospital
Voluntary Geriatric Home
Private Nursing Home
Private Nursing Home

Urban
Urban
Urban
Rural
Urban
Urban
Rural

9
6
11
10
8
6
11

people must adapt (Benoliel, 1996; Schreiber, 2001; Corbin
& Strauss, 2008). A focus on social process, social structure
and social interactions is considered an appropriate inquiry
focus for grounded theory (Annells, 1997). The area of
interest of this study matched as it focused on how older
people experience life in long-term care, the processes they
use to cope with this situation, their social interaction with
other residents and staff and their perceptions of their ‘social
world’ within and outside the long-term care unit.

Table 1 Study settings

Table 2 Duration of participants’ stay in the facility
Duration of residency

Number

<3 months
3–6 months
6–<1 year
1–<2 years
2–<4 years
4–<6 years
6–<10 years
10+ years
Total

4
6
8
7
15
13
3
5
61

Selection of study sites
To increase the potential explanatory power of the theory,
older people residing in different types of long-term care
facilities (i.e. private and public facilities) were included in
the sample. Four types of long-term care facilities typical of
their category were included in the sample (Table 1).

Table 3 Participants gender by age
Years

65–69

70–74

75–79

80–84

85–89

90+

Total

Male
Female
Total

1
1
2

4
6
10

1
4
5

7
16
23

3
9
12

1
8
9

17
44
61

Participants
To capture different perspectives, participants with different
experiences were initially interviewed (purposive sampling).
This included newly admitted residents, those who had lived
in the facility for longer than 3 months (Table 2), younger
and older residents (Table 3) and men and women (Table 3).
Theoretical sampling began following analysis of initial
interviews (Strauss & Corbin, 1998).

Data collection
Data were collected using semi-structured interviews during
2005–2006. Some contextual data about the participating
sites were also collected, for example layout and numbers of
rooms. This data helped build a ‘picture’ of the facility. Early
interviews were focused on enabling participants to tell their
story. Later interviews became more focused. This focusing
was the result of data analysis guiding further data collection
(theoretical sampling). Interviews lasted between 15 and
60 minutes depending on the stamina of the participant.
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Data analysis
The constant comparative technique was used to analyse
data. Analysis began with repeated reading of the transcript
to allow the researcher to become immersed in the data.
Analysis of the next interview was compared with the first
and so on. Three forms of coding were employed: open, axial
and selective (Strauss & Corbin, 1998). Memos and diagrams were used to help reveal the relationships between
categories.

Ensuring rigour
A number of steps were taken to ensure the credibility,
auditability and fittingness of this study. Methodological
rigour was enhanced by the rigorous application of
grounded theory methodology and techniques. Analytical
and sampling decisions were recorded. To strengthen the
credibility of the study, two experienced nurse researchers
with backgrounds in gerontological nursing were given the
 2011 Blackwell Publishing Ltd
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findings to read and were asked whether the theory was both
‘recognisable’ and ‘fit’ with their experience (Strauss &
Corbin, 1998). Cutcliffe (2005, p. 425) contends that
credibility should not ‘... necessarily (be confirmed) with
those who provided the raw data’ (original emphasis). He
maintains that the theory should have ‘fit and grab’ for those
who will use it. Both nurse researchers confirmed the theory
fitted their experience.

Facilitating/constraining factors (institutional level)
Physical environment
Social environment
Ethos of care
Approach to care delivery

Mediating factors
(Unique to the individual)
Voluntary/Involuntary
Move
Expectations
Life experiences
Adaptive responses

Ethical considerations
Ethical approval for the study was obtained from the
University Research Ethics Committee. Consent in writing
was sought from all participants at least 24 hours in advance
of the interview. A consideration in a grounded theory study
is that the issues for exploration are not fully known in
advance. To overcome this difficulty, ‘process consent’ was
also used, where the researcher renegotiates consent if
unforeseen consequences or issues arise (Cutcliffe & Ramcharan, 2002; Carpenter, 2006). During data collection, the
researcher continuously monitored participants’ willingness
and physical capacity to participate and responded accordingly.

Findings
The theory of finding home (ToFH)
Older people strive to find a home in long-term care settings.
‘Home’ is experienced as: ‘a haven’, ‘a place where they feel
at ease’ and ‘can be themselves’. Four categories emerged as
critical to ‘finding home’: ‘continuity’, ‘preserving personal
identity’, ‘belonging’ and ‘being active and working’. Older
people who selected their ‘new home’ were able to anticipate
and prepare for the move. Consequently, they entered the
‘home’ with a mindset of ‘giving it a go’ or ‘making it work’.
It was more difficult but not impossible for those who were
forced to move, for example because of ill-health, to find a
home in the long-term care setting. What made it easier or
more difficult for older people to ‘find home’ was either
unique to the individual (adaptive responses, expectations
and/or past experience) or at an institutional level (ethos of
care, institutional culture, environment of setting). The
former mediate a resident’s experiences of long-term care.
The latter can be either facilitating or constraining factors,
for example, the physical environment may either facilitate or
constrain privacy. Figure 1 provides a visual representation
of these relationships. The findings are discussed in context of
these relationships under core, mediating and facilitating/
constraining factors.
 2011 Blackwell Publishing Ltd

Core factors (core to ‘finding home’)
Continuity
Preserving personal identity
Belonging
Being active/working

Figure 1 Factors determining whether the individual finds a home.

Core factors
The determinants for ‘finding home’ were identified as
‘continuity’, ‘preserving personal identity’, ‘belonging’ and
‘being active and working’.
Continuity
Participants strove to maintain continuity in their normal
activities and day-to-day rituals. This helped them to create a
sense of security, comfort and predictability. However, the
routine of the facility sometimes hindered them in achieving
this aim:
R11: … the hairdresser comes in … (I) get a perm whenever I want
it, it would want to be done again, I like a good shape on my hair,
that’s the way I like it.
P08: (I go to bed) after 6 o’clock.
Int: Is that your choice? Is that what you like to do?
P08: Well you have to do … it’s the choice of the home’.

The degree to which participants could maintain personal
routines mirrored the degree to which they were able to exert
control over their day-to-day life. In some facilities, it was
evident that participants controlled decisions that affected
their daily lives. In other facilities, participants were forced to
live their lives around the edges of the routine. Care in these
settings was perceptibly more routinised and participants
reported having little control over their day:
Int: …does your opinion matter, in terms of your care?
S08: Well I wouldn’t say it matters greatly.

Some participants were content to fit in with the constraints
imposed by the routine but others found the constraints on
their autonomy, frustrating and confining.
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Preserving personal identity
Several intertwined issues supported residents’ ability to
maintain their identity: opportunities for them to be on their
own, privacy, having their personal belongings around them
and feeling known and valued as an individual. The most
visual way in which residents expressed their identity was
through personalisation of their space. Participants who had
a room of their own had greatest opportunity to create a
personal space:
T02: … I (am) very happy, like at home. That is my room … and this
table is my one …

Participants who ‘created’ their own space usually considered
the facility their home. Their comments suggested a feeling of
‘ownership’ of their space. In contrast, participants living in
large open-plan wards often experienced a sense of homelessness, expressed as a feeling of transience or impermanence:

work. There was not the same emphasis on ‘emotional work’
or on supporting residents to become part of the group:
S09: … I try and make friends with them all you know, that’s the only
hope you have…
Int: So you look out for one another do you?
S09: Ah it’s not, em, it’s not a place like that, everyone is an
individual here themselves’.

Participants living in these facilities had greater difficulty
integrating and feeling part of the group.
Being active and ‘working’
All facilities provided activities for residents, for example,
gardening, painting and card games. Participants were mixed
in their view of these activities. Some were very enthusiastic
and derived great satisfaction from the activities they got
involved in. Others viewed them as time fillers:
R03: … we do have a singing day of a Tuesday the lady comes in and

P05: Sister said I will have to put them (books on the window still)

plays the piano. And we do our exercises with all the music and

down in the day room … she said ‘we will have to get rid of them’ so

people have to sing (laughing) … It’s very good. I love it.

I am slipping them out to me son every week … because some of them

P04: … we do the bowling once a week …

came from my own home.

Int: And do you enjoy that?

Large open-plan wards were a feature of public rather than
private facilities. Typically, 6–8 residents lived in these rooms
and space was limited.
The identity of participants was strongest when their
sense of their own value and uniqueness and others people’s
(particularly staff) actions that communicated their worth
matched. The degree to which participants felt known and
valued as an individual varied across sites. Some participants reported that staff spent time getting to know them,
liked them and were willing to meet their individual needs.
Others perceived themselves to be ‘one of a number’ rather
than an individual and this impacted negatively on their
sense of self.
Belonging
Participants associated a feeling of ‘belonging’ with feeling at
home. ‘Belonging’ was defined as being part of the group and
experienced as a sense of solidarity, companionship, relaxation and fun. There was a palpable sense of comradeship
between residents in some facilities:
R05: …we have a good rapport with each other … it’s not like your

P04: … I was the winner on the ladies side. But it passes the time
for us.
Int: When you say it passes the time…
P04: It does pass the time. It passes a couple of hours.

Participants who for some reason were unable to participate
or who found that the activities did not suit them were forced
to fall back on their own resources. Many reported that their
days were long and boring:
S07: … the best thing I feel about (living here) well security, I mean
I’m fairly secure here because I have a lovely little bed and I have a
room and I get three meals a day … but as against like you have to
pass your own time…

This lack of stimulation impacted negatively on residents’
general interest and vitality. Across facilities, some participants retained an interest in what was happening in the
world, were animated and held strong opinions. Others were
more ‘inward’ looking; they were reserved, less chatty and
offered few opinions. What was noticeable was that more
residents with an ‘inward gaze’ resided in settings where the
routine was dominant.

own family but you make them your family …

Staff in these facilities created opportunities for residents to
interact. In contrast, there was not the same spirit of
community in other facilities. In these facilities, staff were
observed to prioritise physical care and routine ‘hotel’ type
192

Mediating factors
Mediating factors account for individuals differing experiences, explaining why some residents feel at home and others
do not when living in the same facility.
 2011 Blackwell Publishing Ltd
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Voluntary or involuntary move
Whether participants’ move to long-term care was voluntary
or involuntary was a determining factor in whether they
found a home or not. Participants who made the decision to
move and were involved in the selection of where they would
live were more positive about the move. In contrast, those
who had no say in the move had greater difficulty settling.
Some participants withdrew into themselves and described
themselves as ‘lonely’ and ‘unhappy’. This group often spoke
about ‘going home’. Others, while not entirely positive about
the move, could see some gains from moving. They viewed
their new home as a ‘refuge’ from the struggle to cope on
their own. To them, the facility was a potential haven and a
place of security:
T04: (Some people) can get depressed in here but I think that’s just
if they feel that their family put them in, if they feel that, they’re
never happy I find … you balance out things yourself and you’ll say
‘well I haven’t that but I have that’ … It’s the one thing that struck

Q03: … I’m not like the others, some of them don’t give a hoot
whether they’re here there or anywhere, but I’m different I was
always a boss in me job … you see I had all that freedom …

Others interpreted ‘interference’ differently, as an expression
of ‘caring’. Many of these participants were tired of the
struggle to cope alone and were pleased to relinquish control:
Int: Are you happy here?
P03: Yes I am, it’s so far ahead of where I was you just couldn’t
explain how badly I was at one time, so bad that I slipped out of
the chair one time and I was on the floor for 23 hours before I was
found.

Participants’ expectations were also shaped by their past
circumstances. Those who had little were grateful for a ‘roof
over their head’, they made few demands and their expectations were modest. Participants who had more affluent
lifestyles had higher expectations and were more assertive
in demanding the service they expected.

me when I came in here, all the people I was friendly with and
chatting around with, I found that they were all people who had
made the decision, ‘I’m going in there, that’s where I want to be’
and they’re happy … I do find with people who (didn’t make a
choice to move)… they keep saying … ‘I’ll be going home’ … they
never accept it.

Adaptive responses
Participants responded to life in the facility in different ways,
ranging from resignation to rebellion:
V01: … once you move for good you say ‘well that’s that’ I have to
put up with it.
S10: There are days I decide I’m not getting up. (Staff ask) me ‘are
you getting up today?’ No. … I defy anyone to move me when I make
up my mind.

Participants used various strategies to cope with the move to
long-term care. The main strategies employed were ‘not
looking back’, ‘making yourself happy’ and ‘being good’.
Participants used these strategies to assert control over or
adapt to their new setting.

Expectations and life experience
Participants’ life experiences, values and expectations of
long-term care shaped both their initial response to long-term
care and their long-term experience. For example, some
participants were used to being the ‘boss’ and taking charge
of their life. These participants were more used to giving
rather than receiving orders. They had difficulty accepting
what they perceived to be unnecessary interference in their
life:
 2011 Blackwell Publishing Ltd

Facilitating and constraining factors at institutional level
The ease with which residents ‘find home’ was facilitated or
constrained by several factors unique to the institution. These
include the physical and social environments and the philosophy underpinning care delivery.
Physical environment
The physical environment impacted significantly on residents’
lives, to the extent of supporting or impeding their choice,
independence, mobility and interaction. Most of the private
nursing homes were custom built. In contrast, the older
facilities were adapted and their structure made them difficult
to redesign. The older facilities were awkward for residents to
get around. This participant had recently acquired an electric
wheelchair but worried that she would get ‘stuck’ somewhere:
P01: …, the only thing that worries me is that I’d be stuck somewhere
… there are places in the hospital the door opens in and I wouldn’t
go near them in case I’d be left.

Building design could also constrain resident choice. For
example, the relatively few bathrooms in older units meant
that residents had to wait their turn for a bath or shower.
Limited communal space in the older facilities meant that
there were few places where residents could sit and chat in
a small group or talk in private with their relatives or
friends. In contrast, the private nursing homes tended to
have several sitting rooms that facilitated resident interaction.
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The décor, colour, warmth and light of the facility
were also important to residents. Participants spoke about
‘knowing’ that the facility was ‘nice’ on the basis of their first
impression. Some facilities made great efforts to create a
home-like environment, for example, staff had put residents’
artwork on display. Other facilities, while bright and
cheerful, had bare walls or hung formal pictures. There was
a feeling of a hotel rather than a home, a sense that residents
were transitory.
Social environment
The social environment was a mix of residents’ interactions
with each other and with staff and was influenced by wider
issues, for example, staff values and practices. Participants
had difficulty articulating what created a ‘homely’ atmosphere but were clear that there was a difference. Some just
said that it ‘felt like home’:
V06: … it’s real homely … it feels just right … there’s an atmosphere
of home about it that you don’t feel you’re in a strange place at all …
There’s no feeling of loneliness about it, you know it’s a compan-

P04: They (staff) cod me, you know (laugh) says I ‘you better have it
or else’ you know, but we do have jokes like.

Participants interpreted staff chatting to them, particularly
when they shared personal information no matter how trivial,
as a sign that they had forged a ‘special’ relationship. Staff
continuity was vital if participants were to build this ‘special’
relationship. Lack of continuity of staff was an issue in some
settings, however.
Participants reported sometimes feeling ‘let down’ by
staff’. This reflected the reliability of staff to meet their
needs:
P05: When you get your breakfast and you might want to go to the
toilet and you call the nurse and she wouldn’t come … Then you kind
of wait and wait and then you call a nurse again … and that nurse
will say ‘why were you calling me’, ‘I want to go to the toilet’, ‘I will
be back in a minute’, well that minute could be an hour.

Participants valued staff on whom they could rely. Staff
‘reliability’ gave residents confidence, which in turn helped
strengthen their relationship.

ionable place.

On observation, there was a sense of warmth and friendliness
in these facilities. Residents were observed to chat and joke
among themselves and with staff. There was a real sense of
community in these facilities.
Participants did not report the same ease or contentment in
settings that were not ‘homely’. Participants were less vocal
about how this made them feel but it was clear from their
comments that they felt somewhat isolated and on edge:
Int: What is the best thing about living here?
S08: [Long pause] Well I suppose you have a roof over your head.
Int: That’s it?
S08: That, that’s as much as I’d say.

There was not the same spirit of camaraderie and friendliness
among residents and staff in these facilities.

Ethos and approach to care delivery
Participants viewed their relationship with staff as the most
important factor shaping their overall experience of longterm care. Several factors impacted on resident–staff relationships. These subdivided into factors at the level of the
individual nurse or care assistant and factors at a wider
institutional level. At the level of individual staff member,
three key factors impacted on residents’ experience, the
‘availability’, ‘reliability’ and ‘flexibility’ of staff. It was
important to participants that staff were physically and
emotionally accessible to them:
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Study limitations
The study sample is comprised of the more able subpopulation of residents. Therefore, it is not known whether the
ToFH applies in the same way to those who are less able.
This should be explored further in future research. A greater
focus on cognitively impaired residents should also be
considered a priority given that they number such a
significant proportion of residents in long-term care facilities. Recent research studies confirm that people with
dementia are more than capable of telling their story (for
example, Hubbard et al., 2003; Tester et al., 2004). A study
focusing on the perspectives of residents with dementia only
is both feasible and important. Further, a qualitative
longitudinal approach employing multiple interviews would
have allowed greater exploration of individual’s perspectives. However, this would be at the expense of the breath
that was gained by interviewing residents across a wide
range of settings.

Discussion
The Theory of Finding Home (ToFH) describes the factors
central to ‘finding home’ in long-term care settings and
identifies how nurses can support residents in their quest to
feel at home. ‘Continuity’, ‘preserving personal identity’,
‘belonging’ and ‘being active and working’ were found to
be central to ‘finding home’ in long-term care settings. The

 2011 Blackwell Publishing Ltd
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findings of Tester et al. (2004) suggest a link between
‘feeling at home’ and QoL. ‘Feeling at home’ is associated
with a sense of belonging, security, autonomy and purposefulness (Hamer, 1999). The concepts ‘feeling at
home’ and ‘finding home’ as described in the ToFH are
therefore similar. Other researchers who have explored
QoL issues for older people in long-term care settings
(Edwards et al., 2003; Nolan et al., 2004; Bowers et al.,
2009) identified comparable factors to those found in this
study as important to enhancing older people’s QoL. This
suggests that the concepts of ‘finding home’, ‘feeling at
home’ and QoL may be linked. However, further research
is needed to determine whether and how these concepts
interrelate.
Supporting self-care routines that mimic residents’ previous personal routines is one way of promoting continuity
and control for residents (Tester et al., 2004; Cohen-Mansfield & Jensen, 2005; Jensen & Cohen-Mansfield, 2006).
This study found that many participants had difficulty
maintaining their own habits and preferences within the
imposed routine of the facility. This is a common finding
across the literature (Kahn, 1999; Lee et al., 2002; Tester
et al., 2004; Jensen & Cohen-Mansfield, 2006). Indeed,
Jensen and Cohen-Mansfield (2006) found that more selfcare activities, for example time of getting up or going to
bed, changed on admission to long-term care than remained
the same. Continuity theory (Atchley, 1989) argues that as
people grow older, they seek to preserve and maintain
continuity in their habits, preferences, relationships, roles,
environments, attitudes and values. Typically, the older
person will attempt to maintain continuity by ‘… dealing
with a new environment in familiar ways …’ (Atchley, 1989,
p. 189). Supporting residents to maintain activities, rituals
and contact with familiar people provides a sense of security,
comfort and predictability (Atchley, 1989; Cutillo-Schmitter
et al., 1999).
Identity defines and differentiates self from others
(Atchley, 1989; Charmaz, 1994, 2002) and is concerned
with the individual’s perception of himself/herself as a
unique individual. Charmaz (1983), focusing on chronically
ill housebound adults of all ages, identified four characteristics that erode the sense of self: the restrictions of their
daily lives, their sense of social isolation, being devalued
and a belief that they are burdening others. Applying these
findings to long-term care settings suggests that loss of self
can be exacerbated through routinised care, isolation from
other residents, staff or the wider community, devaluing
the person and making him/her feel a burden to caregivers.
Preserving self is a key task for residents but one with
which they can be helped, for example, through listening
 2011 Blackwell Publishing Ltd

to their story or ensuring they are able to bring some
personal belongings with them. Residents’ belongings
and photographs are not just things (Sherman & Dacher,
2005) but ‘lightning rods for memories’ (Rubinstein &
Parmalee, 1992, p. 154). It is thought that older people
construct their life story through reinterpreting their
experiences and this helps them to continue to live
meaningful and coherent lives (Hockey, 1989; Swenson,
1998; Heliker, 1999; McKee et al., 2005). Story telling or
reminiscence facilitates this process and contributes to
identity maintenance, psychological health and QoL (Heliker, 1999; Cully & LaVoie, 2001; McKee et al., 2005;
Bridges, 2007).
Some participants in this study experienced ‘outsiderness’
instead of a sense of belonging. Ekman et al. (2001) describe
‘outsiderness’, as a sense of not belonging, not being
involved, a feeling of alienation from others, of being closed
off from the world and one’s possibilities and of being
controlled by an anonymous ‘they’. Davies (2001) believes
that staff do not always recognise their role in supporting
residents to form relationships. Friendships have been found
to influence an individual’s psychological well-being, morale
and overall QoL (Doyle, 1995; Mor et al., 1995; Sherer,
2001). This emotion-focused work is as important as
physical-orientated care.
Many participants in this study reported that time hung
heavily on their hands. The experience of having nothing to
do has been reported by others (Nolan et al., 1995; McKee
et al., 1999; Ice, 2002; Timonen & O’Dwyer, 2009).
Activities are critical not just because they provide a focus
for residents but because they provide a medium for
relationships to develop. Consideration should be given to
running activities for small groups. Mosher-Ashley and
Lemay (2001) and Kane (2003) believe small group activities
are better for residents.
The work of health geographers gives important insights
into the impact of the environment, in its broadest sense,
on the older person’s experience of living in a long-term
care setting. Oswald and Wahl (2005) explain that as
people age, they ‘bond’ with their home. Age-related
bonding is explained by reference to the concept of
‘autobiographical insiderness’ (Rowles, 1983), the ‘… sense
of belonging to and having one’s life expressed within a
place that can stem from life long residence’ (Oswald &
Wahl, 2005, p. 23). Biographical bonding to the home is
associated with experiencing familiarity and insiderness
(Oswald & Wahl, 2005). This bonding explains why it can
be so difficult for the older person to move into long-term
care. It is important, therefore, that older people are
supported to experience a sense of place in their ‘new’
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home. Gesler (1992, 2003), a health geographer, introduced the concept of ‘therapeutic landscapes’ and identifies
four characteristics of a healing environment – natural,
built, symbolic and social environments. These dimensions
parallel the findings of this study. The physical, built,
social and symbolic environments of the long-term care
facility in conjunction with individual factors unique to the
older person shape his/her experience of living in the
long-term care facility and determine the extent to
which they can ‘find home’. The onus is on nurses to
more widely conceptualise what is important to older
people in these settings and how best to support them to
‘find home’.

Conclusion
Long-term care settings are first and foremost a resident’s
home. The legacy of ‘hospital’, and its associated routine and
focus on physical care, was found to exist in some settings.
This study highlights the importance of moving beyond a
focus on technical and procedural aspects of care to meeting
the holistic and relationships needs of the individual. Nurses
need to focus to a greater extent on creating a ‘home’ for
residents in its widest sense. Focusing on creating a ‘home’
has potential for enhancing residents QoL. This focus meets
Kane’s challenge to nurses, to focus care on elements of
‘living’ in addition to ‘caring’ (Kane, 2001; Kane et al., 2003).

Belonging
Preserving
personal identity

Continuity

Being
active/working

Goals
Promote continuity in the
habits, preferences and
relationships of residents.

Support residents to
establish and maintain
social relationships.

Know each resident as
an individual and value
his/her uniqueness.

Promote activities that
engage and stimulate.

Generate opportunities for
residents to chat and
interact.

Use biographical
interviewing to promote
understanding of the
person and his/her life.

Offer activities that match
the resident’s interests.

Strategies
Focus on ‘knowing’ the
person, his/her life story,
preferences, expectations,
beliefs etc.
Focus assessment on
abilities (as opposed to
disabilities), include a risk
assessment.
Maintain personal routines
Offer choice in relation to
day-to-day activities (thus
promoting control)

Promote small group
activities.
Pay attention to
marginalised residents and
find ways to involve them
if appropriate.
Make optimal use of aids
and adaptive devices to
facilitate all residents’
involvement in activities.

Ensure continuity of
staff.
Value the importance of
personal possessions.
Promote opportunities
for residents to ‘tell
their stories’, for
example, journaling or
reminiscence.

Involve residents in
selecting, planning and
running activities.
Encourage and support
resident-initiated activities.
Change activities frequently
to maintain interest.
Ensure activities have an
outcome, for example, hold
an exhibition of work.

Consult (as opposed to tell)
Encourage residents to
bring in cherished
possessions.
Maximise accessibility to
the facility to make it as
easy as possible for family
and friends to visit.

Respect the individual’s
wishes, for example, to be
alone.
Encourage visits by family
and friends, for example,
hold open evenings or art
exhibitions which gives a
focus for the visit.
Generate opportunities for
community involvement,
for example, open
evenings, exhibitions etc.
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Respect the individual’s
privacy.
Promote resident
involvement in
planning and delivery
service, for example,
set up resident
committees.

Create opportunities for
residents to make a
contribution to the work of
the facility.
Generate ways to
acknowledge residents
work, for example,
newsletters, photograph
collages.
Promote an ‘outward gaze’
through, for example,
focused activities and trips
outside.

Figure 2 Strategies to help generate a feeling of
home in long-term care settings.
 2011 Blackwell Publishing Ltd
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Implications for practice
• Promoting continuity with residents’ previous life,
facilitating interaction with other residents and providing opportunities for residents to participate in
activities/work that matches their interests and makes
them feel useful are important in supporting residents to
‘find home’. Strategies to help generate a feeling
of home in long-term care settings are provided in
Fig. 2.
• Knowing each resident as an individual is a key to
promoting continuity and generating a sense of
belonging. Biographical interviewing and reminiscence
are important approaches facilitating ‘knowing the
person’. See Fig. 2 for further strategies.
• Knowing the person and what is important to him/her
also enables nurses to support older people in preserving their identity.
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