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Introduction

In the UK residential care home provision is divided into two main types; care homes registered to provide nursing care and care homes which provide personal or residential care only (British Geriatric Society, 2011).  A Registered Nurse (RN) provides care in homes registered to provide nursing care.  This type of care home generally caters for people with a range of complex medical and nursing needs (Mozley et al. 2004).  Residential homes which provide personal care only deliver care for people who are more functionally able.  It is important that an older person deemed as requiring residential care is placed according to their care needs for several reasons.  Firstly, residential homes with RN care are usually more costly than other care options.  Secondly, inappropriate placement of an older person in a home with RN care may result in a shortage of affordable provision for individuals requiring that level of care.  The rising proportion of people aged over 60 years in most countries (WHO, 2013) is likely to increase pressure on residential care home provision in the future.  Promotion of home care can be a viable alternative to residential care provision where appropriate home-based health care and social services are available (Tarricone and Tsouros, 2008).  Finally, the impact on the person placed inappropriately in terms of opportunities for social interaction with peers and autonomy may be considerable (Boyle, 2004).
Residential care home provision in the UK is primarily funded by public finance, private means or a combination of the two; although charitable organisations and the voluntary sector may also contribute.  In common with other European countries (Tarricone and Tsouros,  2008), the UK entitlement to public finance for funding care home provision is means tested and people above a threshold of assets are required to self-fund until their assets reduce to below the threshold level (Age UK, 2013).  The local authority (district administrative offices responsible for public services) is responsible for assessing suitability for residential care and funding for the appropriate type of care home if care needs cannot be met in an alternative environment (Department of Health, 2013).  However, individuals assessed as being responsible for funding their own care do not always receive assistance and support from the local authority in choosing an appropriate care home.  
Evidence suggests that there are a number of older adults living in care homes with RN care responsible for funding their own care, who have been assessed as not requiring twenty-four hour RN care (Stevens, 2012).  Furthermore, some may continue to reside in the care home for many years.  In one local authority area in England two people assessed as not requiring RN care had lived in a care home with RN care for over 10 years (Stevens, 2012).  

Previous research has investigated reasons for nursing home placement in older people (Luppa et al., 2010a, 2010b), explored experiences and views of family members and carers (Smallegan, 1985; Ryan, 2002; Davies and Nolan, 2004; Sandberg et al., 2002; O’May, 2007; Couture et al 2013),  and care home managers (Netten et al, 2002) and examined the influence of  others in the placement process (McAuley and Travis1997).  However, there is a paucity of research examining the experiences of people entering homes with RN care when their clinical needs do not indicate a need for twenty-four hour nursing care.  One study undertaken in the USA interviewed 20 care home residents with light care needs to elicit why they entered and remained in a nursing home (Grando et al., 2002).  Reasons included lack of knowledge regarding options, a health event, and a perceived inability to manage their own care needs.  A more recent Canadian study of 20 older people with modest care needs explored reasons for applying for long-term care placement and identified a gradual weighing up of options with the decision to apply frequently triggered by an event (Walsh 2009).  This study aimed to explore the experiences of older people with minimal care needs admission to care homes with RN care in the UK.  A key objective was to develop an understanding of why older people with minimal care needs chose to live in care homes with RN care.  A qualitative inductive methodology using a grounded theory approach was employed in order to gain insight from the participants’ perspective and generate a theory “grounded” in the data (Glaser and Strauss, 1967, Charmaz, 2006).  
Methods
Design

Data were collected and analysed using the grounded theory method described by (Glaser and Strauss, 1967).  Additionally the method as explicated by Charmaz (2006) influenced the conduct of the study.  The core methods of data collection with simultaneous data analysis, theoretical sampling, constant comparison, field notes and memo writing were employed, thus ensuring the developing theories were “grounded” in the data.  

Sample/participants 

The study took place in one geographical region in the south of the UK.  Within a grounded theory study, it is undesirable to determine sample size at the outset (Cutcliffe, 2000); hence participant numbers were guided by the needs of the data collection and analysis.  Initial sampling was purposive.  As data were collected and analysed theoretical sampling techniques were employed (Chamaz, 1990).  Theoretical sampling can also refer to questions within an interview, therefore, as data collection and analysis progressed the interviews became more focused on areas of theoretical relevance that emerged during the analysis (Glaser, 1992).  Inclusion criteria were residents (over 65 years old) in care homes with RN care, who were responsible for funding their own care but assessed prior to admission as not requiring care by RNs in  accordance with Department of Health (2006) guidelines.  Exclusion criteria were cognitive impairment or other factors making contact unsuitable.  Five care homes agreed that residents could be approached to take part in the study.  Forty-one residents met the inclusion criteria in August 2009, of which ten were excluded in accordance with the exclusion criteria.  Of the thirty-one residents who met the inclusion criteria ,a  convenience sample of 18 were contacted in person by a researcher, who described the purpose and procedures of the study and explained that they were under no obligation to take part and could withdraw from the study at any time without effect on their care.  A sample of 18 residents was considered sufficient to address the research study aim.Prospective participants were informed confidentiality would be maintained but this would not extend to the disclosure of something of a criminal nature or any suggestion that they had been the subject of abuse.  If an interest in taking part was expressed, the researcher gave the prospective participant an introductory letter, participant information sheet and reply slip.   They were requested to complete and return the reply slip to the care home manager if they wished to participate and an appointment seven or more days later arranged to undertake the interview or answer further questions.  This allowed potential participants to reflect on the study information and ask questions of the researcher.  Six prospective participants declined the invitation to participate at this stage, however, further participants were not recruited as analyses indicated no new evidence were merging from the interviews already undertaken.
Data collection

One face to face interview was undertaken in the participants’ care home in a location of their choosing (usually their bedroom).  An interview guide outlining six broad topics of interest was used (Table 1).  
Table 1 here

The interview commenced with a request for participants to talk about themselves and what had led them to be admitted to the care home.  Prompts were used for clarification purposes or to develop an emerging topic.  Memos were written throughout the iterative process of data collection and analysis by the researcher to capture thoughts about the data and assist with the analysis.  After the initial interview, data collection and analysis was conducted simultaneously in order to identify gaps in the data (Glaser and Strauss, 1967).  As data collection and analysis progressed the interviews became more focused on areas of theoretical relevance that emerged during the analysis (Glaser, 1992).  Data collection continued until it became apparent that no new information was becoming evident and the data was becoming repetitive.  This is referred to as data saturation (Glaser and Strauss 1967).
Ethical considerations

A large national provider of residential care agreed that care home residents could be approached via the care home manager.  Ethical approval was obtained from the local NHS Research Ethics Committee and governance approvals from the local Trust.  Written informed consent was obtained from all participants.  
Data analysis

Each interview was recorded and transcribed verbatim into a word file.  Non-verbal communication, for example, displays of emotion during the interview, was also recorded in memos and field notes.  During the initial coding, the data were broken down, “fractured” and codes and labels that depicted meaning were assigned to words or phrases (Glaser, 1992, Charmaz, 2006).  “Fracturing” facilitated the distancing from the data and conceptualisation which is a necessary procedure for theory development (Charmaz 2006).  During analysis, the data were constantly compared to other data allowing the codes to be reviewed and refined.  This ensured that the emerging categories and their properties had relevance and “fit” (Glaser, 1992).  Theoretical memos informed category generation and posed questions of the data.  Relevant literature informed the emerging categories and is discussed in the results section.  As analysis progressed, coding moved towards being “selective”, focusing on those codes which related to emergent main categories in order to identify a core category that linked the data (Glaser, 1992).  Only data that held relevance for the emerging theory continued to be incorporated.  As the categories became integrated and reduced, only the most relevant remained and linked to form the core category.  

Results
Twelve residents (10 women and 2 men), aged 86 to 99 years, participated in the study between August and December 2009.  Five were admitted to a care home from hospital and seven from their own home.  

Two main categories, “choosing the path” and “settling in”, emerged which led to the development of an emergent theory; “crossing the bridge” which is presented in the discussion.  
Choosing the path
The category “choosing the path” focuses on the decision to enter residential care and the trigger for care home admission; the “turning point” in participants’ lives.  The participants exhibited a tendency to follow one of three approaches to the decision to enter a care home.  The first was described as an informed decision by the participant having considered the options.  One participant stated, after acknowledging assistance by her family, stated: 
“the decision was mine” (Mrs B).  

The second approach was described as admission to a care home instigated by family members but with the agreement of the participant.  The third approach was explained as family members being responsible for the decision without the participant’s full agreement.  Although in UK law (Department of Health, 2005) no one is able to make decisions for a person with capacity, family members appeared to be the main decision maker concerning care home admission for some participants; one participant, admitted from home, clearly stated: 
“It wasn’t my decision” (Mrs F). 
 Another participant expressed:

“My niece was worrying about what was going to happen to me.  I think I could have carried on for a while” (Mrs E). 

Lack of involvement in the decision concerning admission to a nursing home is not a unique finding (Netten, 2001, Sommes et al., 2008, Care Quality Commission, 2010, Fraher and Coffey, 2011).  Findings from the CQC (2010) indicated that almost half of users of adult inpatient services were “definitely” not involved in decisions about their care to the extent they wanted.  Carers may consider that the responsibility associated with looking after an older adult in their own home is unmanageable (Penrod and Dellasega, 2001) and describe a sense of relief on care home admission of a relative (Reuse, 2005).  Further, the potential for older adults to return to the community following admission to a care home is enhanced if a family member is supportive of the decision to return home (Arling et al., 2010).  
Only two participants reported that they were aware of the two different types of care homes, those with or without RNs.  When this was explored further, one participant stated that even if she had been aware it would have not altered her decision making. She stated that despite visiting four homes:

“We had the choice of one.  I went to one…. The manager I was not awfully keen on and half way around, he said to my step daughter “oh she is alright isn’t she.  I think we will have to put her on another floor”.  That meant he was going to show me rooms on a floor with people who were slightly off and he realised that I wasn’t slightly off and he made a mistake” (Mrs G).
Her choice of home appeared to be based on her impression of the home.  
“Turning point” for “choosing the path” 

The “turning point” for “choosing the path” was described as a result of a health event requiring hospitalisation or a more subtle realisation of the need for alternative arrangements.  
One participant explained how hospitalisation had been the trigger for change.  When asked why she had been admitted to the care home she stated:
“Because I needed a lot more looking after, than they (family) could give me.  Or that the uniformed people (carers) could give me” (Mrs D).  

Hospitalisation is a long documented precursor to care home admission (Penrod and Dellasega, 1998; Hoare, 2004; Gilbert et al, 2009) and is associated with a decline in physical functioning and loss of confidence.  One participant, when asked if she had considered returning home, stated: 
“I wasn’t in a fit state mentally or physically to start making those sort of arrangements even with help. So there just wasn’t any question of it” (Mrs G).  

Decision making whilst in hospital can be compromised due to poor physical health and reduced personal strength (Peace et al.; 1997).  Pressure is often placed upon patients and families to organise a discharge destination within a short period of time due to demand for hospital beds (Bryan, 2010).     
Some participants explained the rationale for care home admission as convalescence:
“I literally came in for some convalescence” (Mrs B) 
and 
“That was the plan (convalescence) then I just stayed here” (Mr K).  

Some participants reported deciding that they were unable to continue to function at home exemplified by the statement:  
“I collapsed and then I decided I couldn’t go back to shopping and cooking.  I finally decided I couldn’t do it any longer” (Mrs I).  

Other studies have identified physical and mental health problems requiring care over a 24 hour period or supervision as reasons for care home admission (Bebbington et al.; 2001, Lee et al. 2012).  In this study participants experienced some difficulties with mobility requiring the use of a walking aid, but were not restricted in their ability to move around the care home, for example, one participant stated: 

“I often walk all the way up the corridor and look out the window ….. and then I walk back down again.  Then when I come in, I think I will go again all the way up” (Mrs C).
Boggatz (2009) identifies “perceived threat” as being a factor in care home admission.  However, this appeared to be a factor for only a few participants in this study, for example one cited falls at home as a reason for admission.  Other studies have highlighted carer stress, lack of patient motivation, fear of crime, abuse and loneliness as reasons for nursing home admission (Bebbington et al. 2001; Fraher and Coffey 2011). 

In this study participants did identify the need for company as one reason for entering the care home, exemplified by statements such as:
“I don’t like being alone” (Mrs I) 

Some researchers have proposed that a socially unconnected person may enter a care home without physical or mental impairment simply because they want the companionship which may have been missing at home (Willcocks, 1987; Fraher and Coffey, 2011).  

Doctors and other health care staff appeared to exert considerable influence in some cases, for example, one participant stated when recalling the decision to enter the care home 

“the doctor was there and he nodded and said it is the best, and so they thought that if the doctor says that, it is not too bad” (Mrs B).
Participants appeared to be unaware of the different care options available in advance of entering the care home.  This issue has been identified in other studies (Peace et al., 1997; Fraher and Coffey, 2011).  Further, none of the participants indicated that they had been offered rehabilitation in advance of entering a care home.  
Settling in

The second category described adjusting to life in a care home.  Entering the care home was considered by participants to not just be about moving home, it required an acceptance of the need to change and adapt to the new life.  The timescale required to achieve this varied and for some may never be fully realised.  Ellis (2010) argues that transition takes at least six to twelve months, potentially longer and was often achieved by the resident on a subconscious level.  

Moving from a family home to an unfamiliar single room with few possessions is a significant life event and can be a very stressful experience (Dellasega et al, 1995; Nolan and Dellasega, 2000).  Participants often expressed a sense of sadness and regret about leaving their previous home and possessions, for example one participant stated 

“so all my things have gone” (Mrs C) 

and another 

“You work hard for it all through the years, you know and then you have to give everything up” (Mrs E).  

The day of the move to the care home was described as traumatic by one participant whose move was earlier than expected by her or her relatives 

“So they bundled me off here in a car and then my nephew didn’t know I was in here until the evening when he got a message on his answering machine” (Mrs B).  

One participant who had not seen her room in advance of her move shared her initial reaction to her new home: 
“No, I didn’t see this until I came in and the first thing I said was “isn’t it dark” of course with these windows, this is the tail end of the building.  Very nice and modern” (Mrs G).  
Prospective residents and their carers have been shown to benefit from good preparation in advance of the move (Reuss et al., 2005).  

The way in which the decision to enter residential care and the amount of involvement the participant had in that decision appeared to be important in the “settling in”  to residential care.  Participants who reported making the decision to enter the care home appeared to have settled more quickly.  One participant enthusiastically stated: 
“I just liked it here. I like the staff here, I think they are wonderful, never find a better place” (Mrs I).  

Participants who reported less control over the decision to enter the care home appeared to be less settled.  For example, one participant said:
“Well after L had decided that, she brought me in to see it.  It was alright, you know. I am afraid I can’t be bothered with that, I got to the age now” (Mrs E).  

When this participant was asked if she had become accustomed to the home, she commented 

“Sometimes I think it is not so bad you know, and then another time, I think oh, for goodness sake please take me, you know” (Mrs E).

Some participants reported coping with life in the care home using internal resources, for example, one participant stated 

“We can either lie down and die or we can pull ourselves up by our bootstraps and we get on with it” (Mrs B) 

One participant stated: 

“It is okay as long as you behave yourself and don’t cause problems” (Mr A)
suggesting that adopting this strategy enabled him to cope.
The ability to settle into a care home has been suggested to be influenced by engagement with others (Reed et al, 1998).  In this study some participants chose not to engage with other residents and activities within the home.  This was for a number of reasons, for example, dislike of engaging with others 
“Actually I am not one for mixing with people, I think they have had to accept that.  They try to draw me into things” (Mrs C) 

and loss of hearing 

“My hearing is so difficult and a number of the people here have hearing and speech difficulties and I haven’t been able to sort out those who are speaking clearly and those who don’t.  I don’t want to embarrass them or me..” (Mrs G)

Other participants wanted to engage with others but described finding it difficult to communicate with people with significant levels of disability.  One participant commented: 

“I feel so sorry for some of the people here but none of us know what life has in store for us” (Mrs B).  
Other participants described engagement with staff an important social interaction 

“We can laugh and talk about things.  It makes a change for them, to be able to communicate about things” (Mrs B).   
One participant appeared to regard the activities as not age appropriate 

“that girl and another one of them they think up these things to do”.…“Sometimes you think, a bit babyish.”  (Mrs E).
Many opted to eat their meals in their rooms either at their own instigation or at the suggestion of the care home staff, which may have limited opportunities for interaction.  One participant stated: 
“the last few days I haven’t been down to the dining room, they brought it up to me.  They think it might be better for me to be quieter up here and I think it was” (Mrs D).  
Several participants considered they were less physically able reporting a decline since admission and related this to lack of work: 

“You forget all about how you worked at home” (Mrs E).  

Richardson et al. (2001) explored the changes in physical functioning of 138 care home residents over a twelve month period and concluded the majority showed thirty per cent deterioration.  

For most participants the journey from living in their own home to entering a care home appeared to be a final one.  The first four weeks after admission to a care home are suggested to be the most stressful with feelings of abandonment and helplessness (Hodgeson et al, 2004; Kao et al., 2004).  Arling et al. (2010) suggests that within 90 days from admission is the optimum timescale for achieving a discharge from a care home.  After this period, care home residents become too settled in the care home, thus reducing the potential to return home.  

Discussion 

This study explored the experiences of older people with minimal care needs admission to a care home with RN care.  The findings suggest that prior to considering the option of entering a care home with RNs, participants or their families experienced what appeared to be a “turning point”, whereby the realisation dawned that the previous care arrangements were no longer suitable.  Key factors precipitating the “turning point” were: illness and hospitalisation; a family member felt that their relative could no longer live alone; the person themselves felt that they needed residential care.  This decision point has also been described as a “critical episode” (Walsh 2009).  The turning point was the beginning of a journey from independent living to residential care.  How the decision to enter a care home with RN care was made, “choosing the path”, seems to be a crucial factor to the participants “settling in”.  A key influence for settling into the nursing home appeared to be whether participants were involved in the decision to enter the home.  This finding is in keeping with Wilson (1997) who proposed that adults who planned their nursing home admission adjusted more quickly than those who did not.  This highlights the importance of involving potential residents in the decision-making process.  Other influences appeared to be participants’ motivation and ability to adapt and their desire to engage with the nursing home.  If the participant described being instrumental in the decision, fully informed and had time to reflect on options they appeared to adapt to residential care more readily.   
For each individual entering residential care, the move can be conceptualised as “crossing the bridge” from previously independent life into residential care.  This emergent concept links together the categories relating to the time before admission, the “turning point”, and “choosing the path” before “crossing the bridge” and the category “settling in” (Figure 1).
Figure 1 here
The journey across the bridge was not the same for everyone.  The circumstances that culminated in reaching the “turning point”, resulting in the need to choose a life path varied.  The level of control participants had on the choice of path appeared to influenced how participants coped with “crossing the bridge” before “settling in” the care home.  For a few participants the “crossing” could be described as still being in progress as some had not yet settled.  The concept of “crossing the bridge” provides a theoretical framework with which to consider important influences during the decision making phase of care options for older people.  It also allows consideration of the potential impact of the decision on the older adult and their ability to settle in a care homeThe focus of this study was older people with minimal care needs resident in care homes with RN care because this group occupy nursing home beds when alternatives may be available.  The need for care home places is rising and care provision is costly (Royal College of Nursing 2010).  In addition, in localities where there is a smaller supply of beds and prices are higher hospital discharge may be delayed due to a lack of care home beds (Gaughan et al 2014).  The extent to which this journey resonates with the experience of older adults with care needs appropriate for placement in a care home with RN care deserves consideration.  The concept of a journey may well enable a deeper understanding of the issues that all older people experience when choosing and entering a nursing home and becoming a resident.  
A key objective of this study was to explore why participants had chosen to enter a care home with RN’s when their needs could have been potentially met in another setting.  Only two participants reported an awareness of the two types of care homes, those with or without RNs.  This is concerning as they may not have been aware of other options available to them to meet their care needs.  These could have included admission to a care home without RN care, a period of rehabilitation and/or intensification of support in their preadmission environment.  Peace et al. (1997) suggest older adults are less likely to enter residential care if there is good informal support at home and sufficient income to maintain, adapt or enhance it or good community services are available.  Providing low level input, described as “that bit of help” by Raynes et al. (2006) can assist older adults to remain independent at home.  The scope of the study did not enable investigation of whether family members were aware of the difference.  Further research should consider the views of key family members, instrumental in the decision making process, to aid an understanding of the factors involved and offered a more balanced view.  
The decision to enter a care home should be taken by the older adult where possible as a result of informed decision making with assistance from appropriate professionals following a full appraisal of the options.  Kane (2011) highlights that a “good long-term care decision requires information and structure” and identifies decisions are often time pressured due to impending hospital discharge.  The way in which this can be best delivered in the UK health setting deserves investigation.  Appropriate support at the “turning point”, such as following hospital admission is one approach.  Nursing assessment and intervention following discharge from an Acute Medical and Emergency Department (ED) may reduce nursing home admission (Mion et al 2003).  Walsh (2009) explored older persons’ experiences of long term care and identified those with modest care needs may benefit from alternatives to nursing home admission which would  reduce demand for beds.  However, the turning point may not be as a result of hospital admission and even where it is, relies on healthcare professionals undertaking appropriate assessment and offering informed support and advice in a timely manner.  Older adults who are supported with care home funding undergo assessment and consequent advice on care options and those responsible for funding their own care should have the same opportunity to access assessments and information on options.  We recommend that health and social care practitioners working with older people at the “turning point” are facilitated to enable older people with minimal care needs to access assessment and receive appropriate information    
Limitations

The sample size was small and it is possible different perceptions would have been revealed if it was larger.  Participants were asked to focus on events that had been instrumental in their decision to enter a care home, which has the potential to cause distress and may have restricted how deeply the interviewer probed during the interview.  Interviews with relatives and family carers were not undertaken but would have been likely to provide greater insight into the decision making process.  The findings from a qualitative study are not deemed generalizable, however, due to the conceptual nature of a grounded theory it may also be relevant to other areas.  
Conclusion

This study explored the experiences of older people with minimal care needs of admission to nursing homes with RN care as from a financial and nursing perspective the choice of residence seemed inappropriate.  Two main categories, “choosing the path” and “settling in”, emerged which led to the development of an emergent theory; “crossing the bridge”   The “turning point”, resulting in the need to choose the path to nursing home with RN care varied.  This study highlighted that the perceived degree of influence on the decision and the way in which the participant settled into the care home appeared interlinked.  There appeared to be little awareness of the different type of nursing home provision.  It is vital that older adults responsible for funding their own care have the opportunity to access the same assessments and information as those reliant on publicly funded care.  
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Table 1: Topics of interest 

· Where were you living before you were admitted into the care home? 

· Were you living on your own or with your family?

· Please describe the circumstances leading up to your admission to the care home?

· Please describe any assistance you require in undertaking activities of daily living (for example washing and dressing, eating and drinking, going to the toilet).

· What influenced your decision making to enter your care home? Did anyone help you make the decision to come here?

· What are your observations on having made this decision?

Figure 1 Crossing the bridge
This diagrammatic representation of the theory “crossing the bridge” shows key stages in the experiences of older people with minimal care needs admitted to a care home with RN care.   The initial “turning point” causes a perceived change in need and an inability to continue with previous care arrangements.  This leads to the requirement to consider care options actively, “choosing the path” for the future and “settling in” to the new environment.  
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