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It’s that time of year again – International Nurses Day is 

celebrated around the world every year on 12th May, the 

anniversary of Florence Nightingale’s birth. As many of you 

will already be aware, Florence Nightingale is considered the 

founder of modern nursing. She was born in 1820 and at the 

age of 24 felt compelled to help the sick. Whilst most people 

know that Nightingale was influential in the field of nursing, 

they might not know how much she truly impacted it. 

Fondly remembered as “the Lady with the Lamp”, Nightingale 

helped improve hospitals and came to fame as a nurse in the 

Crimean War, when she took notice of the dirtiness of the 

military hospitals. 

Florence Nightingale helped make sanitary improvements 

and established standards for clean and safe hospitals, 

which helped reduce the death rate for soldiers being 

treated in them. In one of her papers she explained how 

hospitals could be improved by increasing ventilation, adding 

windows, improving drainage, and increasing space. Today, 

her legacy lives on through International Nurses Day – a 

day in which people from all over the world celebrate the 

profession of nursing. 

In this editorial section of CNJ, I would like to pay special 

tribute to all of our care home nurses at Four Seasons Health 

Care. Your professionalism, dedication and leadership in our 

care homes help our residents to live well. Thank you.  

I also extend a special thank you to all of our contributors 

for the second issue of our Journal. I think you’ll find these 

original articles useful to your nursing practice. Remember 

if you are interested in writing, or being supported to write a 

piece for our Journal, please feel free to get in contact with 

our editor-in-chief, Gary Mitchell, via email: Gary.Mitchell@

fshc.co.uk. As an editorial team we want to share knowledge 

and examples of good practice, so that others can learn how 

to enhance our residents’ quality of life. Also, if there is a 

topic or article that you would like to see covered please let 

us know! 

Special additional content, that compliments the contents 

of this issue, is available via SOAR in the Nursing Community 

section. Please log in to SOAR, join our Nursing Community 

and share your thoughts and feelings on what you liked, 

what you found helpful and what you would like to see more 

of in future issues. 

I’d like to leave you with a powerful quote from the founder 

of modern nursing, Florence Nightingale, which still bares 

significance a century after it was penned: “If a patient is 

cold, if a patient is feverish, if a patient is faint, if he is sick 

after taking food, if he has a bed-sore, it is generally the fault 

not of the disease, but of the nursing.”

Joanne Strain, Head of Nursing
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Every person diagnosed with 
dementia is a unique individual 
who will respond or react to 
circumstances in their own way. 

People with dementia can become upset and distressed 
due to medical, physical, emotional and environmental 
factors and these expressions are often an indication of an 
unmet need(s), or because those caring for them have not 
learnt to communicate with them in new ways. In dementia 
care, to ensure the quality of life and wellbeing of the 
residents are maintained, it is important to understand why 
people with dementia become distressed and for those 
caring for them to find ways to either alleviate the distress 
or prevent it. In this quest, it is worth considering the 
language we use to speak to and about them.

Most of us would agree that in the workforce, the most 
fundamental skills required in any organisation are 
language, literacy and numeracy (LLN). They enable us 
to process information, communicate effectively and 
contribute to productivity and performance, as well as 
socialisation, team building and our general ability to enjoy 
our job and work environment. These skills also arm us 
with confidence and the ability to adapt to our changing 
environments. Therefore, it is critical that Trainers and 
Assessors have the knowledge to recognise when an 
employee needs assistance with LLN and adjust their 
training delivery or assessment accordingly.

This also applies to how health care staff deliver care to 
people with dementia, as the cognitive impairments should 
require that staff have knowledge in how to assist with LLN 
impairments – rather than only seeing them as ‘challenging 
behaviours’. Unfortunately, I have more often seen people 
with dementia who have cognitive impairments being seen 
and labelled as ‘difficult behaviours’, which are then treated 
with restraint of some kind, rather than impairment to the 
person’s ability to communicate requiring support and new 
ways of communicating. To improve dementia care,  
this needs to change.

There may be one or any number 
of underlying factors, which can 
lead to distress in people with 
dementia. Factors contributing 
to stress can be divided into 
medical, physical, environmental 
and emotional reasons, and 
the quality of care will also be 
a major contributing factor, 
contributing to emotional stress, 
and ‘challenging behaviours’. 

Practices such as physical restraints or not ensuring social 
and cultural needs of the person with dementia have been 
met, will also cause or exacerbate distress.

The language we use is an important component of 
managing distress in people with dementia. Language 
defines the way others see the person with dementia, 
allows others to communicate with them, and it also 
defines the way we view ourselves and allows us to 
communicate with others. If people with dementia 
continue to be labelled (and therefore viewed) as 
‘challenging behaviours’, this will continue to marginalise 
and stigmatise them, and also means the quality of their 
life, and the care provided for them is less than optimal.

Language is a powerful tool, and our words do reflect 
our thoughts and feelings, and can show respect or 
disrespect. The words we use can strongly influence how 
others treat or view people with dementia. For example, 
referring to people with dementia as ‘sufferers’ or ‘victims’ 
implies that they are helpless. This not only strips people 
of their dignity and self-esteem but also it reinforces 
inaccurate stereotypes and heightens the fear and stigma 
surrounding dementia.

This quote from the late Maya Angelou is important and 
extremely relevant to your provision of dementia care;

“I’ve learned that people will 
forget what you said, people 
will forget what you did, but 
people will never forget how 
you made them feel.” 

LANGUAGE IN DEMENTIA CARE
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Kate Swaffer
Chair, CEO & Co-founder, Dementia Alliance International
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The following list, to help better care for people with 
dementia, and to allow them to feel more positively 
about themselves, was written from the perspective of 
a person living with a diagnosis of dementia, and it is a 
version of one developed by me because many people 
with dementia are unable to communicate these ideas 
themselves. If the person with dementia in your care 
could tell you how they feel about the way you behave 
towards them, you would listen. I hope that when you 
read this list you’ll take it from the perspective of a person 
with dementia, and that by acting on these tips you will 
improve the lives of people with dementia you interact 
with and who are in your care.

1.    It will distress people with dementia if you tell them 
they are wrong; therefore  do not argue with them over 
trivial things.  

2.   It may not be helpful to say ‘remember when...’  After 
all, most are living with memory loss!

3.   It is disrespectful to use terms like ‘sufferers’, ‘victims’ 
‘demented’, ‘demented sufferers’, ‘fading away’, 
‘disappearing’, have a ‘dementing illness’, an ‘empty 
shell’, or ‘not all there’, no matter what their experience 
of dementia looks like to you. 

4.    Don’t actively remind people with dementia of the 
death of a loved one or pet.  

5.    Don’t call them ‘sweetie’, ‘honey’, ‘love’ or anything 
other than their preferred name.  

6.    Don’t refer to people with dementia with negative 
labels such as ‘aggressives’, ‘wanderers’, ‘poor feeders’, 
‘wetters’, ‘non-communicators’ or as ‘obstructive’ – 
people with dementia are still human beings and even 
if they can no longer respond they will feel the negative 
effects of such negative labels. This is likely to affect 
their responses and reactions, as well as affect the 
quality of the care you provide

7.   Don’t assume they can’t feel pain just because they 
can’t or don’t tell you about it.  

8.    Don’t assume because people with dementia can’t tell 
you, that your words or actions don’t hurt their feelings.  

9.   Never assume people with dementia can’t answer for 
themselves.  

10.  It is disrespectful and unkind to talk about people with 
dementia to others, in front of  them.  

11.  Don’t assume people with dementia can’t 
communicate even if they can’t speak; it is up to you to 
finds new ways to communicate with them.  

12.  It is unhelpful to say, ‘but I’ve just told you that’ or 
‘you’ve asked me that already’.  

13.  People with dementia can still feel emotions.  

14.  Don’t assume anything, or that people with dementia 
don’t understand you just because they may be silent.  

15.  Don’t blame the person for the changes in behaviour 
or personality.  

16.  Don’t assume people with dementia do not 
understand you.  

17.  It is also insensitive and unhelpful to say to anyone 
with dementia, ‘But you don’t look or sound like you 
have dementia’.  

The way we ‘label’ or talk about clients can say a lot about 
what we think about them. By speaking about people 
in respectful terms, especially those that they identify 
with most, we show that we recognise and respect 
their humanity and their autonomy. If you were giving 
professional services to clients outside of residential care, 
of course you would show them respect so they will be 
more likely to remain your client; this philosophy must 
also be applied in aged and dementia care.

Karen Fossum (2003, don’t look back, p. 108) said;

This is also true when supporting and caring for people 
with dementia. It is up to you to find ways to communicate 
with them, and to use respectful, enabling and empowering 
language. If parents always see their children as naughty or 
badly behaved and speak about their naughty behaviour, 
they usually get more of the same, and it is no different for 
people with dementia. We would not hesitate to consider 
the ability of a child or any other disabled person with 
different communication needs, and yet this is frequently 
not the case for people with dementia. That is not to say we 
want to be spoken to like we are children, but rather that 
the same amount of effort and respect is placed on learning 
to communicate with us.

“Our words do reflect our thoughts and feelings, and can 
show respect or disrespect; they also show how others 
feel about us” (Sabat 2001; Parker 2001; Hoffert 2006).

Finally, when caring for people who have dementia, it 
will be helpful not to always attribute their behaviours 
to the disease; they are very likely valid and very normal 
responses to their changed environment and the way you 
may speak about or to them, or how you treat them.

“When your child is 
no longer a child, you 
will have to find a 
new language”.
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PALLIATIVE  
CARE IN  
NON-MALIGNANT  
RESPIRATORY  
DISEASE

Non-Malignant Respiratory Disease (NRMD) is an 

umbrella term that includes Interstitial Lung Disease 

(ILD), Bronchiectasis and Chronic Obstructive Pulmonary 

Disease (COPD). 

•  Interstitial Lung Disease is a diverse group of pulmonary 

disorders, the cause of ILD is typically not known but 

the two most common forms are Sarcoidosis and 

Idiopathic Pulmonary Fibrosis (IPF). The management of 

ILD requires high flow oxygen and treatment with anti-

inflammatory drugs. 

•  Bronchiectasis is the name given to a dilation of the 

bronchial tree that cannot be reversed and can have 

multiple causes. 

•  Chronic Obstructive Pulmonary Disease (COPD) is a 

progressive disease that results in lung tissue being 

damaged and the airflow in the lungs being obstructed. 

Non-Malignant Respiratory Disease is a chronic, 

non-curable, progressive illness that requires appropriate 

treatment and symptom management. Therefore patients 

with NMRD should be identified as early as possible for 

symptom management and timely provision of palliative care. 

Physical Needs

There are a number of complex physical symptoms 

associated with NMRD which can lead to a low quality 

of life. Breathlessness is the symptom most commonly 

experienced by patients with a diagnosis of NMRD and 

can be the symptom that is found most distressing. Other 

physical symptoms are; fatigue, pain and coughing (with 

or without sputum production) and weight loss (Bordow 

et al. 2005; Bajwah et al. 2012). The palliative care needs 

and symptom burden of patients with advanced NMRD are 

as high as those with severe lung cancer (Bausewein et al. 

2010, Bajwah et al.).

Psychological Needs

Alongside the consideration of physical symptoms, it is 

imperative that healthcare professionals acknowledge 

the impact NMRD can have on a patients’ psychosocial 

wellbeing. Patients with NMRD are often at high risk of 

developing symptoms such as anxiety and depression. 

Psychological symptoms may result from patients’ feelings 

of fear towards their diagnosis. These feelings can be 

triggered by increasing breathlessness, anxiety over risk 

of acute exacerbations and also concerns over lack of 

prognostic certainty. 

Social Needs

Reduced physical and psychological wellbeing can 

additionally impact on the social functioning of patients 

with NMRD. Social isolation and poor quality of life are 

common amongst patients with NMRD due to factors 

such as loss of social interaction with family and friends 

(Chia et al. 2014). Emotional support should be provided 

to patients with NMRD and recognition of psychosocial 

symptoms is essential in providing holistic palliative care. 

Spiritual Needs

An important element of palliative care is also addressing 

the spiritual needs of the patient and acknowledging that 

this is deeper than religion. Although careful assessment 

of patients spiritual needs is an essential element of 

palliative care for patients with NMRD, their spirituality or 

religious needs are often poorly addressed. Patients with 

NMRD should be given the opportunity to discuss their 

spiritual concerns as this can help healthcare professionals 

to assess any existing needs the patient may have. 

Healthcare professionals should also involve the multi-

disciplinary team when addressing patient’s spiritual needs 

to ensure they are fully addressed. 

Table 1 outlines elements of palliative care that should  

be recognised and considered when caring for patients 

with NMRD. 

Dr Clare McVeigh
Lecturer in Adult Nursing, Queen’s University Belfast



Relatives, Family Members and Care Partners

The physical, emotional, social and spiritual needs associated with a life-limiting disease are not only experienced by 

the patient but also by the family. Nurses have the potential to increase or decrease the burden felt by the lay caregivers 

of patients with NMRD by acknowledging the fact that the illness is experienced by both the patient and the caregiver. 

They should also acknowledge that carers of patients with NMRD may have additional carer burden related to feelings 

of anxiety, caused by the lack of prognostic certainty linked to a diagnosis of NMRD. Caregivers can feel a great sense 

of vulnerability due to the difficulties in balancing between burdens and coping capacity. Healthcare professionals have 

a responsibility to recognise the holistic needs of the carer alongside the patient with NMRD, in order to provide holistic 

palliative care. Below is a table adapted from Vincent and Scullion (2014) that demonstrates the elements of palliative 

care, provided to the carer, which healthcare professionals should consider:

Palliative care for patients with NMRD and their caregivers needs to incorporate a multi-disciplinary team 
approach that acknowledges the importance of holistic care. The palliative care delivered to this patient 
group needs to be planned and associated with patients palliative needs. The needs of carers before 
and after a patients’ death needs to be appropriately assessed and managed in order to deliver effective 
palliative care.

THINGS TO CONSIDER WHEN CARING FOR PATIENTS WITH NMRD AND THEIR CARERS

1. Advance Care Planning

2. Early identification of palliative care needs

3. Multi-disciplinary team involvement

4. Specialist Palliative Care Team

5. Holistic Palliative Care

6. Involve family and informal carers

7. Importance of information

8. Bereavement Support

TIPS FOR PROVIDING PALLIATIVE CARE TO CARERS OF PATIENTS WITH  
NON-MALIGNANT RESPIRATORY DISEASE

• Encourage the carer to have a healthy lifestyle.

• Ensure the carer understands NMRD and the symptoms it may cause.

• Discuss the unpredictable nature of the illness with the carer.

• Assess the carer for signs of depression and carer burden, and report to the carers GP 

sensitively with consent from the carer if necessary. 

• Ensure the carer is aware of and understands any medications the patient is prescribed.

• Avoid medical jargon.

• Encourage the carer to take time out for themselves.

• Recognise that experiencing a range of emotions is natural and not something to be ashamed of.

• Signpost the carer to relevant patient and carer organisations.

• Refer the carer to respite services when appropriate.

• Ensure the carer is aware of palliative care and any palliative services available to them.

• Remember that palliative care should continue when the carer makes the transition from an 
active carer to a bereaved carer.
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International Nurses Day is celebrated 
throughout the world on 12th May (the 
anniversary of Florence Nightingale’s birth) 
of each year. It is held annually to mark the 
significant contributions that nurses make to 
society. At Four Seasons Health Care we are 
thankful for our 3000+ nurses that help us 
deliver special resident experiences to 16,000 
of our residents every single day.

To help mark International Nurses Day, we at 
Four Seasons Health Care, want to shine the 
spotlight on some of the amazing work that 
just a few of our wonderful nurses do on a 
daily basis. In 2016, Four Seasons Health Care 
held their inaugural care awards and these 
six nurses were named as their region’s nurse 
of the year. Please read on to find out what 
makes them the very best in their field! 

AwardsCare
Celebrating those who are Making A Difference

INTERNATIONAL NURSE’S DAY
Special feature



Angus is a staff nurse from Clyde Court Care Home 
where he has been a nurse for over two years. Angus 
is passionate about dementia care and was influential 
in helping Clyde Court become one of the first care 
homes in Scotland (and the UK) become dementia 
care accredited. As a result of his leadership, Clyde 
Court noted a 20% reduction in falls, a 27% reduction 
in infections and a 66% reduction in medication near-
misses following commencement of DCF. In addition, 
Clyde Court has seen a staggering 60% increase in 
recognising undiagnosed pain for their residents 
who live with dementia. As one would expect, 
Angus’ leadership in the dementia care framework 
programme has led to significant improvements in 
their resident’s psychological, social and spiritual care. 

Angus has continued to champion excellence in 
dementia care and is central to maintaining the 
person-centred culture that the dementia care 
framework has embedded. He continues to carry out 
dementia education sessions for his care staff and 
tirelessly drives quality improvement at Clyde Court 
with the support of his care team.

Daniel has long been regarded by his peers as an 
exceptional nurse leader. Since arriving in Northern 
Ireland five years ago Daniel has been a staff nurse, 
clinical lead, clinical manager, and home manager 
across a variety of our care settings which includes 
older people’s nursing, dementia care, learning 
disability care and mental health care. Daniel is now a 
member of Northern Ireland’s award-winning resident 
experience team. 

Daniel has a long history of enhancing resident 
experiences through expert clinical practice, strong 
leadership and dedicated mentorship of others. 
One of Daniel’s most notable successes came when 
he supported Lecale Lodge to open a new mental 
health unit. Daniel had a leading role in education of 
care staff, the implementation of impeccable care 
standards and the evaluation of practice. As well 
as his clinical role with Four Seasons Health Care, 
Daniel is undertaking postgraduate study at Queen’s 
University Belfast. Undertaking this Master’s Degree, 
in Advanced Clinical Practice, is testament to his 
passion for improving the quality of care that our 
residents receive. Furthermore, Daniel has received 
national recognition from his colleagues and peers 
at a number of award events including; the Northern 
Ireland RCN Nurse of the Year Awards, the Randox 
Care Awards, the Student Nursing Times Awards and 
the Nursing Times Awards. Put simply, Daniel is a tour-
de-force in care home nursing.
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Angus Goldie 
(Scotland’s Nurse of the Year)

Daniel Oliveira 
(Northern Ireland’s Nurse of the Year)
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Sheila is a staff nurse from Aspen Lodge Care Home 
which provides nursing and dementia care to 35 
residents. Sheila has a strong interest in palliative and 
end-of-life care and seeks to ensure that her residents 
receive special resident experiences until the very end 
of their lives. Sheila recognises that good palliative 
care takes place early and seeks to keep the resident, 
their family and extended multidisciplinary teams up-
to-date about the prognosis. Sheila also champions 
timely and appropriate recognition to symptom 
management, which is of fundamental importance in 
palliative care. This is perhaps one of the reasons why 
Aspen Lodge Care Home resident satisfaction surveys 
have been around 98% throughout this year.

Sheila is an advocate for her residents and truly 
embeds person-centred care into her nursing 
practice. She is a dedicated and passionate individual 
who immerses herself in the care of her residents.

Craig’s journey to nursing has been an inspiring 
one. He began his career with Four Seasons Health 
Care over ten years ago in domestic and laundry 
services. Since then he has graduated with an 
honours degree from Salford University and became 
clinical lead of Cameron House Care Home. A three-
time ROCK award winner, Craig has also won the 
hearts of residents and family members through 
his compassion, empathy and active practice of 
relationship-centred care.

In his nursing practice, Craig has championed care 
home nursing and has actively engaged with Salford 
University with a view to ensuring that student 
nurses are aware of the fantastic opportunities at 
Four Seasons Health Care, and indeed care homes 
in general. Craig has also developed valuable 
professional links with specialists in diabetes, tissue 
viability and palliative care. His passion and leadership 
at Cameron House has recently culminated in an 
impressive Care Quality Commission (CQC) inspection 
report, with good ratings noted across all five of 
CQC’s domains. In addition to his clinical practice 
Craig serves on the Care Home Nursing Journal  
(CNJ) editorial board and recently won a RCN 
Foundation Scholarship to undertake postgraduate 
study in the future.

Craig Priestley
(North West England’s Nurse of the Year)

Sheila Gavriliu
(East England’s Nurse of the Year)
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Lisa is one of our most accomplished nurses with 
many years of nursing experience. Lisa is currently 
clinical lead for Ladyville Lodge Care Home. Having 
held a variety of senior quality assurance positions 
in regional roles across the independent sector, Lisa 
decided that she wanted to work directly with and 
alongside residents. Lisa has specialist knowledge in 
dementia care, older people’s nursing and end-of-life 
care. In addition to her well refined clinical skills, Lisa 
is praised for her compassion and empathy. She has 
been a driving force at Ladyville Lodge in her bid to 
deliver unique and special resident experiences. 

Lisa has used her skills to support her residents to take 
positive risks and live life truly the way they would like. 
From helping to arrange a mini-Glastonbury festival 
for her residents (complete with camping facilitates 
for family members and a performance from an 
unsigned artist who has performed at Glastonbury), 
to helping residents to paint fences on her day off, 
to helping residents grow their own vegetables or to 
organising a rat-pack musical evening (complete with 
a full-size marquee in the grounds of Ladyville Lodge), 
Lisa truly lives for her residents. Her enthusiasm, 
passion and innovative approaches to care are truly 
making a difference.

Subi is widely regarded as a terrific nurse generalist. 
She has practised as a nurse at Oak Tree Care 
Home for many years, since undertaking her nurse 
adaptation training. Subi is currently unit manager and 
there is little she doesn’t know. Subi quickly builds 
rapport with her residents, relatives and care teams to 
help deliver optimum outcomes for her residents. She 
has been praised for her approachability, calmness 
and clinical expertise. So much so, that in Oak 
Tree’s most recent Care Quality Commission (CQC) 
inspection, Subi was singled out for the positive role 
she played in helping the home receive a good rating 
across all five of the CQC inspection domains. 

Undoubtedly Subi’s most endearing quality is her 
mentorship and support of others. She is a nurse  
who is also extremely modest and shies away from 
accolades or honours. Subi’s loyalty and personalised 
approaches to care make her one of the true unsung 
heroes in nursing.

Lisa Scott
(South East England’s Nurse of the Year)

Subi Shaji
(North East England’s Nurse of the Year)
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RESEARCH REPORT:  
ETHICAL ISSUES EXPERIENCED BY 
HEALTHCARE WORKERS PROVIDING 
PALLIATIVE CARE IN NURSING HOMES

Background

Demographic trends show people are living longer but 
require more palliative care support due to increasing 
medical complexity. This care is increasingly being 
sought from the nursing home, however, care provision 
is becoming increasingly challenging. Ethical issues 
experienced by care-providers can be associated with 
detrimental outcomes including burnout and moral 
distress, however, little is known about the nature of these 
issues within the nursing home. 

The aim of this research was to provide a comprehensive 
understanding of care providers’ experiences of ethical 
issues during palliative care provision in nursing homes in 
Northern Ireland.

Methods

An exploratory, sequential, mixed methods research 
design was used, including semi-structured interviews 
with 13 Registered Nurses and 10 Healthcare Assistants 
working in nursing homes in Northern Ireland, and a 
cross-sectional survey with 69 Registered Nurses and 129 
Healthcare Assitants.

Results

The interviews revealed three themes which grouped 
experiences of ethical issues. 

1.   Issues in practice were found when participants felt 
conflicted between what they felt was right and what 
was their duty of care. This included respecting human 
rights, truth-telling, coping with challenging behaviour 
and symptoms, conflicting ethical principles, effective 
communication, a lack of advance care planning, fitting 
into the power structure, decision making, and the use 
of futile or aggressive treatment.

2.  Relational issues focused on the conflicts within the 
relationships of staff, families, and residents including 
meeting resident care needs, coping with criticism and 
demands from families and care partners, and concerns 
about the ability of colleagues to provide care.

3.  Organisational issues were a consequence of the 
structure and quality of services available within the 
nursing home and included a lack of resources, the 
organisation of services, the quality of services, and staff 
wellbeing.

The survey revealed that the issues faced most frequently 
by most participants were: 

•   Caring for residents who were only accepting small 
amount or refusing food/fluids; and

•   Making decisions in the residents’ best interests to 
prevent them from coming to harm. 

The issues which caused most distress included:

•   The impact of poor staff communication on care; 

•   Lack of time to meet the care needs of the residents. 

Overall, there were no significant differences between RNs 
and HCAs in the frequency of ethical issues experienced, 
or the level of distress these issues cause. At an item 
level, unnecessary hospital admission, involvement in 
non-direct care activities, and initiating lifesaving action 
unwillingly were statistically more frequent for RNs, 
whereas HCAs experienced more frequently issues with 
honesty, confidence in self, powerlessness, disagreements 
with the family or healthcare team, and lack of time. The 
items which were reported as higher in distress for RNs 
were identical to the items they also reported in terms 
of frequency. However, only two items were significantly 
more distressing for HCAs than RNs, and these included 
issues with confidence and powerlessness.

Communication and shared decision making between 
healthcare professionals and families, and increased staff 
training were reported to reduce ethical issues. Support 
and education for the family, and improved support 
and involvement from GPs were reported as central to 
improving palliative care.

Implications for Nursing Practice

1.    More training and support for staff to build relationships 
with residents and families

2.  Improve communication and shared decision making 
between the healthcare professionals, residents, and 
families 

3.  Training in palliative care may be beneficial for all staff 
members and improve the palliative care experience.
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AN INTRODUCTION TO  

RESTRAINT

Broadly speaking, restraint is 
something that is unacceptable in 
healthcare. This is because, by its 
very nature, it deprives the patient of 
their liberty which is a fundamental 
human right. Additionally there have 
been a range of media reports on 
the detrimental impact of restraint in 
healthcare practice. One area where 
there has been limited investigation 
is within the care home setting. This 
is an important area to consider 
because today care homes provide 
more patient beds than hospital beds 
in the UK. Furthermore, the patients 
who live in care homes are often 
older, require complex care and may 
live with dementia.

Defining restraint can be challenging, a simple definition is 
the restriction of movement or liberty of a person (Counsel 
and Care, 2002). It is probably perceived by many that 
intentionally restricting a person’s voluntary movement 
or behaviour is unethical but in some cases it may be 
necessary practice in order to maintain the safety of people 
in care homes (RCN, 2008). That being said, restraint is 
something that should only ever be used as a last resort.

There are many types of restraint and many nurses and 
other healthcare professionals may not even be aware they 
are restraining individuals.

1.   Physical restraint is when a person is held or blocked 
from moving from a certain location. This may be 
necessary if a person living with dementia is recovering 
from a fracture and is trying to mobilise but it is not a 
means that should ever be employed to, for example, 
stop a person from freely walking around.

2.   Another type of restraint is called mechanical restraint 
and as you’d expect this involves the use of equipment 
like bedrails to stop a person living with dementia falling 
out of their bed, keypads on doors to stop a person living 
with dementia leaving the unit or buzzer mats which 
alarm when a person tries to leave an area (RCN, 2008).
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Joanne Strain
Head of Nursing, Four Seasons Health Care



3.   Technological surveillance is an emerging form of 
restraint that is often in the press. This pertains to 
tagging people living with dementia or monitoring their 
movements on closed circuit cameras. The rationale 
for these kinds of interventions is usually to encourage 
the person to be as independent as possible in their 
environments (while they are monitored from afar).

4.   A form of restraint that many people often do not know 
about is termed psychological restraint and this is 
constantly telling someone that they are not allowed to 
do something or what they are doing is too dangerous. 
The reason this is restraint is because the recurring 
behaviour can put the person off doing what it is they 
want to (Kitwood, 1997).

5.   Finally, chemical restraint is a major form of restraint 
in dementia care. Often people living with dementia 
experience distress – sometimes termed behavioural 
and psychological symptoms of dementia. Unfortunately 
in the past many people living with dementia were 
prescribed antipsychotic medications like Risperidone, 
Olanzapine or Quetiapine to nullify these ‘behaviours’. 
While these may be appropriate for a small number 
of people living with dementia they are often 
overprescribed and serve as a restraint because they 
have strong sedative effects (Banerjee, 2009).

Importantly restraint may be justified in some circumstances 
in dementia care, usually when a person is putting 
themselves or others at risk. BUT restraining people living 
with dementia is usually something we should never do and 
certainly not without input from a multidisciplinary team  
of experts, the family and care partners of the individual. 
If you are to take one thing from this paper it should be 
that restraint is the last resort.
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DIABETIC KETOACIDOSIS

Craig Priestley, Clinical Lead Nurse, Cameron House Care Home, 
Four Seasons Health Care.

Introduction

The UK has a growing population of older people and 
it is estimated by 2050 that the number of people 
aged 85 years will be 8 million. The likelihood of 
developing diabetes grows with age and therefore 
the current number of people with diabetes is set to 
rise significantly. It is currently estimated that up to 
27% of residents in nursing and care homes may have 
diabetes. The Institute of Diabetes for Older People 
(2014) revealed a lack of assessment, monitoring 
and specialist care for people with diabetes living in 
nursing and care home across the UK was a problem 
for diabetes management. The report also highlighted 
that older people with diabetes often have other 
long-term conditions such as dementia.

Type 1 Diabetes

Type 1 Diabetes is an autoimmune condition that 
results from the destruction of the insulin producing 
beta cells in the pancreas. Insulin is a hormone which, 
with the uptake of food, beta cells release insulin to 
help the body use or store the glucose where it is 
converted in to energy. As a result of Type 1 Diabetes 
the body is unable to produce insulin and there is 
no insulin to move glucose out of the bloodstream 
and into the cells. Consequently, the loss of insulin 
secretion produces high blood glucose and other 
metabolic and haematological abnormalities.

Without appropriate management and maintenance 
of blood glucose levels this can lead to long-term 
complications such as tissue damage, blindness, 
kidney failure, foot ulceration premature heart 
disease, stroke or even death. The recommended 
blood glucose targets advised adults with Type 1 
Diabetes is:

•  A fasting blood glucose level of 5.0-7.0 mmol/litre.

•  A blood glucose level of 4.0-7.0 mmol/litre before 
meals at other times of day.

Hyperglycaemia

Hyperglycaemia occurs when people with diabetes 
have too much glucose circulating in their blood. 
Hyperglycaemia is defined as:

•  A fasting blood glucose level of greater than 7.0 
mmol/litre.

•  A blood glucose level of greater than 11.0 mmol/litre 
two hours after a meal. 

Raised blood glucose levels are usually due to 
insufficient insulin but can be a result of other 
factors like eating a high amount of carbohydrates, 
being mentally or emotionally stressed or 
contracting an infection. If hyperglycaemia remains 
untreated this can lead to a condition called 
Diabetes Ketoacidosis (DKA). 

Diabetic Ketoacidosis (DKA) 

DKA is a life threatening condition which can lead to a 
coma or death if not treated immediately. DKA occurs 
when there is a severe lack of insulin resulting in the 
body being unable to use glucose for energy. As a 
result the body starts to break down other body tissue 
as an alternative energy source, burning fatty acids 
and producing acidic ketone bodies. 

Ketones 

Ketones are produced by the liver from fatty acids 
during periods of low food intake; they are created as 
waste when your body uses fat instead of glucose for 
energy. In people without diabetes glucose, insulin 
and ketones work together to supply the body with 
the energy it needs to function. In diabetes, ketones 
are produced when blood glucose are persistently 
high. Ketones can be identified in the urine and blood 
and are signs that the body is using fat for energy 
instead of using glucose. This is due to there not 
being sufficient insulin to take glucose from the blood 
to the cells to use for energy.

Craig Priestley
Clinical Lead Nurse, Cameron House Care Home, Four Seasons Health Care.
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Blood ketone level Action to be taken

Below 0.6 mmol/L
Readings below 0.6 mmol/L are in the normal range. Suggest 
a review with the individual’s diabetic specialist nurse or G.P or 
monitor frequently if blood glucose levels remain high.

Between 0.6 and 1.5 mmol/L

Readings in this range, with a blood glucose level higher than 
13.9 mmol/L, may indicate the development of a problem. Seek 
advice from the individuals GP or Diabetic Specialist Nurse 
ensure contact within 1 hour.

More than 1.5 mmol/L

Readings above 1.5 mmol/L, with a blood glucose level higher 
than 16.7 mmol/L, suggest a high risk of developing diabetic 
ketoacidosis (DKA). Seek immediate medical advice ensure 
contact within 30 mins, if no contact admit to A&E.

Craig Priestley, Clinical Lead Nurse, Cameron House Care Home, 
Four Seasons Health Care.

Recognising and Management of DKA

The main signs and symptoms of DKA usually evolve 
over a 24 hour period if blood glucose levels become 
and remain too high, these include:

• Vomiting

• Dehydration, persistent thirst

• Pear drop smell on the breath

• Rapid Heartbeat

• Confusion and disorientation 

• Altered state of consciousness 

DKA is often (but not always) accompanied by high 
blood glucose levels, if blood glucose levels are 
above 13.3 mmol/litres, check for ketones. Ketones 
can be checked in the urine and blood. While 
urinalysis, using a dipstick, is a good way to detect if 
ketones are present, blood ketone testing is a more 
accurate way of checking and allows prompt action. 
Blood ketones can be checked using a Freestyle 
optium Neo and Ketone Monitoring System (devices 
are free for insulin uses, registration required). https://
freestylediabetes.co.uk/our-products/freestyle-
optium-neo#fso_neo-request-wrapper

Test strips can be obtained on a prescription  
https://freestylediabetes.co.uk/images/uploads/
documents/Prescription_Pad_UK.pdf

Blood Ketone Test Results 

Normal blood ketone levels are slightly different 
from person to person. The below table is for a 
guidance use only and if unsure seek advice from the 
individuals GP or specialist diabetic nurse. 

Conclusion 

Untimely management of DKA can have a detrimental 
effect for people living in care homes. It is important 
to regularly review blood glucose levels for people 
living with diabetes. In type one diabetes regular 
review of the therapeutic effect of insulin will 
decrease the likelihood of complications. The 
monitoring of blood ketones should be undertaken 
in the presence of hyperglycaemia to prevent 
deterioration and ensure the wellbeing of residents.
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GUEST BLOG

Alana Irvine was recently crowned as the British 
Nutritional Nurse of the Year at the prestigious British 
Journal of Nursing Awards. In her blog, she discusses her 
nursing journey and the initiative that led to her award.

I began my career with Four Seasons Health Care in 1990 
as Staff Nurse in Croagh Patrick Care Home in Northern 
Ireland. In 2004, I was appointed to the role of Sister 
and three years later took up my first role as manager in 
Comber Care Home in 2007. 

By 2010, I was Home Manager of Domnall Intermediate 
Care Centre. In 2012, I took on my current role as a 
Regional Manager where I am responsible for supporting 
9 care homes across Northern Ireland. I am particularly 
fortunate to be able to regionally manage Croagh Patrick, 
Comber and Domnall – the three care homes that I 
practiced in for over twenty years. 

I have always been passionate about older people’s nursing 
and supporting people to live well in care homes. One 
aspect of older people’s care which has been evolving 
over the past number of years is intermediate care and this 
is one area that I find particularly rewarding. For those of 
you who aren’t sure, intermediate care enables medically 
stable patients to be discharged from hospital for a period 
of recovery in a care centre. There is a huge benefit for 
the hospital because it frees up hospital beds but, most 
importantly, there is also a huge benefit for the service 

user because they are supported to rehabilitate in a setting 
outside the hospital. I am excited by the future at Four 
Seasons Health Care and hope to expand the number of 
intermediate care beds my region offers. 

I was very flattered to be nominated for the British Journal of 
Nursing Awards in London this March. I was delighted to be 
one of three finalists in the category of Nutrition Nurse of the 
Year. This nomination was the result of partnership work with 
the South Eastern Health and Social Care Trust (in Northern 
Ireland) on choking, dysphagia and speech and language 
assessments. Broadly speaking, I wanted to ensure that 
all of the nurses, care assistants and support staff working 
within care homes in my region were aware of speech and 
language recommendations for each individual resident. 

I am grateful for the team’s passion and enthusiasm for 
driving quality improvement in practice which resulted in 
displaying choking risk cards for visitors and visual cues for 
staff in dining rooms and tea trollies. This piece of work 
also helped improve written and verbal communication 
processes between the multidisciplinary team, our care 
team and the catering staff through face-to-face learning 
and practice development. The outcomes of this initiative 
have led to statistically significant reductions in episodes 
of choking and associated weight-loss. Structured 
observational meal-time experience audits have also shown 
marked improvement.

Alana Irvine
Regional Manager, Four Seasons Health Care
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CARE HOME CHARTER FOR  
SWALLOWING AND MEDICINES

Following consultation with an expert-steering group, 
including representation from Four Seasons Health Care, 
the Patients Association recently published a care home 
charter for swallowing and medications. The two parts of 
the charter are as follows:

My expectations when I stay in a care home are that: 

1.   People responsible for my care actively involve me in 
decisions about my medicines unless I lack ability to 
make decisions myself.

2.  People responsible for my care help me make shared 
decisions about my medicines.

3.  People responsible for my care will regularly monitor 
and review my medications to ensure that they still 
improve my quality of life.

4.  People responsible for my care respect any advance 
decision about my end of life care including my 
medication.

5.  My medicines should be administered in a form and 
route appropriate for my needs/abilities and that this 
will be assessed regularly.

6.  People responsible for my care to recognise when I am 
unable to swallow safely and refer me for an appropriate 
assessment and for my medicines to be reviewed.

7.  My medicines should not be given to me hidden in my 
food or drink unless it is in my best interests and all 
appropriate legal requirements have been met.

8.  People caring for me understand that it 
is against my human rights to give me 
medication against my wishes.

9.  People responsible for my care 
examine my mouth to ensure that 
my oral health needs are being met. 

As a professional working in a care 
home, I must have the requisite 
knowledge and skills to:

1.    Understand and respect the resident’s 
wishes and beliefs about medication.

2.   Involve the resident and or those 
important to them to make shared 
decisions about medication. 

3.  Ensure the resident I care for will have a regular 
medicines optimisation review.

4.  Review medication delivery in line with my scope 
of practice/ level of responsibility to ensure that the 
resident receives medication in an appropriate form and 
route.

5.  Promote the resident’s human rights I will only 
administer medicines in line with national and local 
covert medication policy and the guidance of the  
Court of Protection. 

6.  Ensure an advance care plan, which includes 
medication, is in place for the resident, with a regular 
review when their condition changes. 

7.  Ensure good oral and dental care is provided to 
residents.

8.  Recognise and manage swallowing deficits and to 
ensure appropriate referrals are made including a full 
medication review.

9.  Work together with other members of the multi-
disciplinary team to ensure that the resident’s 
medication needs and specific abilities are met.

19C A R E  H O M E  N U R S I N G  J O U R N A L
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SUPPORTING OLDER PEOPLE 
WITH LEARNING DISABILITIES

Long gone are the days when the majority of people 
with learning disabilities were cared for in large 
institutions. 2% of the total population are people that 
live with learning disabilities, and 31% of the social 
care spending goes on meeting the needs of these 
people. People with learning disabilities should be able 
to access the same support services as everyone else, 
so it is very likely you will come across someone with 
learning disabilities at some point in your career.

If you have limited experience of supporting people 
with learning disabilities it can be a very daunting 
experience. 85% of people with learning disabilities have 
a communication disorder. They are likely to have a social 
disability too meaning that their interactions are unusual. 
When you cannot communicate effectively with someone 
and they are acting in an unusual way it is natural to initially 
react with fear. But as you get to know the person you will 
appreciate their qualities and these fears will subside. 

Here are some key tips for helping you to effectively 
support people with learning disability:

1. People first

Terminology is very important, and the terms we use reflect 
the values we have for that person. They are a person 
first, above anything else. Avoid labelling people “learning 
disabled” or “Down Syndrome man”. Say he is a person 
with learning disabilities, or a person with Down Syndrome. 
Invest time in getting to know the person and build rapport. 
Echo their body language and enjoy being in the persons 
company. See beyond the labels that have been attached 
to the person, and see the person. Find their strengths, 
their gifts, and appreciate their qualities as a person.

2. Communication

Communication can be challenging for people with 
learning disabilities. Some people may not have 
verbal communication; some might have good 
verbal communication that masks their receptive 
communication abilities. In general, it is best to try and 
use short sentences. Say the person’s name at the start 
of the sentence to get their attention. Where possible 
use visual cues to support what you are saying, such as 
gestures, pictures, objects, and for some people written 
words. Some people with learning disabilities have learnt 
a simple form of sign language called Makaton. Others 
may have learnt to communicate by exchanging pictures. 
Use trial and error to find what works, and if possible 
request a speech and language assessment. Speak to 
people who know the person well to find out what works. 
If the person can communicate ask them to repeat back 
to you what has been said to check understanding.

3. Behaviour is communication

Up to 20% of people with learning disabilities have 
behaviours that are described as challenging. 
Challenging behaviour is another label not to attach 
to people; it is a description for us. We are the ones 
challenged by this behaviour. Traditional approaches 
have tried to simply stop behaviours that are challenging. 
Now we understand all behaviour happens for a reason. 
If we can understand what this behaviour means we can 
try and give the person better ways of telling us what 
they need, or meeting their needs independently. This 
way we make the challenging behaviour redundant, 
as people have better ways of achieving exactly the 
same things. When faced with a behaviour that you find 
challenging think what is the person trying to tell me? 
What are they trying to gain or avoid?

4. Capacity

Capacity should always be assumed. However, having a 
learning disability gives you reasonable cause to question 
whether the person has capacity. Remember capacity 
is decision specific. Just because the person does not 
have capacity to make an informed decision about 
heart surgery does not mean they won’t have capacity 
to choose what to eat for dinner tonight. Try to make 
all choices understandable for the person. It sometimes 
helps to give people closed choices with options of 2 
things to choose from. For some decisions, it may be 
possible to make reasonable adjustments and present the 
information to the person in a way they can understand. 
This way, with the right support the person may be able 
to make an informed decision. If the person lacks capacity 
there may still be some aspects of the task where the 
person’s choices and preferences can be made. 

5. Engagement

In general, we are engaged 90% of the time and the 
10% of the time we are not engaged this is our choice. 
For people with learning disabilities they are generally 
engaged 10% of the time and have no choice about the 
other 90%. Try to involve the person as much as possible 
in activities that affect their lives, rather than have them 
waiting for the next thing you bring to them. Avoid staff 
jobs, and consider all jobs are the persons to do with 
just the right support to do this successfully. How can 
the person take part in making their bed, washing their 
clothes, emptying bins, preparing food, or anything 
else that needs doing? The more people are active 
participants in what happens around them, the more 
purpose they have in life, the more responsibilities and 
self-fulfilment they experience, and the less time they 
will spend waiting.

Jonathan Beebee
Chief Enablement Officer & Nurse Consultant, PBS4 www.pbs4.org.uk
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6. Avoid diagnostic overshadowing.

People with learning disabilities experience more health 

difficulties than the general population. Some health 

needs can be associated with specific syndromes or 

conditions. If the person has a known diagnosis, you 

should do some research into commonly associated 

health conditions. Unfortunately, people with learning 

disabilities die 20 years earlier than everyone else 

on average. The main reason for this is diagnostic 

overshadowing. This is when someone’s symptoms 

are attributed to their learning disabilities rather than 

thinking there might be a health problem. Imagine 

supporting someone with learning disabilities who 

regularly has the behaviour of punching himself. This 

week his punching changes slightly and instead of 

targeting his punches towards his face instead of his 

chest. It would be very easy to assume “that’s just what 

he does, that’s part of his learning disabilities”. You 

might be missing that the person is experiencing tooth 

pain and has no other way of telling you this. Always 

think health and check for health needs. All people 

with learning disabilities are entitled to an annual health 

check with their GP. Make sure the person you support 

is accessing these health checks and any other health 

screening programmes that are suitable for their age.

Conclusion

Supporting people with people can be hugely 

rewarding. Providing support where the person is 

valued and supported to take an active role in their 

own lives can help the person feel respected, valued, 

and promote them to grow skills in autonomy. It 

can be difficult at times, and if you are finding it too 

challenging there is support available. Find out about 

local Community Learning Disability Services in your 

area. There will usually be a team of learning disability 

nurses in this service that specialise in meeting the 

needs of people with learning disabilities who will  

help you.



To celebrate Dementia Awareness Week 
in May 2017, our editorial team have 
identified a series of published articles 
from the Nursing Standard that focus 
on dementia care. This series of articles 
were published fortnightly throughout 
2015 and 2016 by the Nursing Standard.

If you are a FSHC employee, you can 
download and print these articles via 
the nursing community on your  
SOAR system.
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