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Abstract

The aim of this study was twofold: to compare the functional levels of elderly awaiting
nursing home placement and nursing home residents, and to compare their nurses’ physical
and psychological workloads. In Norway, the demand for nursing home placement has
increased greatly. Elderly awaiting placement can receive care from home health care services
and/or from their families. Documenting elderly’s functional levels may illuminate the extent
of the carers’ workloads and the need for support during the waiting period. The study was
conducted in 2005 on two groups in northern Norway. Using the Multi-Dimensional
Dementia Assessment Scale to assess functional levels, one group of nurses assessed elderly
awaiting nursing home placement (n=36) and another group of nurses assessed nursing home
residents (n=47). The nurses also reported physical and psychological workloads in caring for

these elderly.

A comparison of the functional levels between elderly awaiting nursing home placement and
nursing home residents showed few statistically significant differences. Nursing home
residents had two lower motor functions, needed more assistance with activities of daily
living, more regular administration of enemas, were more often unable to speak, and showed
lower orientation levels. Clinically significant similarities were found in five motor functions,
including rising from lying to sitting, rising out of bed and walking, and in behavioural and
psychiatric symptoms. Both groups of elderly had a high prevalence of sadness and
fearfulness. The results of this study indicate that elderly awaiting nursing home placement
can be as frail as nursing home residents. These results highlight the elderly’s need for
assistance and reveal the need for more nursing home beds. Nurses in home health care and
nursing homes rated physical and psychological workloads similarly. Since many carers
provide care 24 hours a day, these results also illuminate the need to support carers during the

waiting period.

Keywords:
Elderly, waiting list, nursing home placement, resident, nursing home, level of functioning,

MDDAS, nurses, workload
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Functional levels and nurse workload of elderly awaiting nursing home

placement and nursing home residents: A comparative study.

INTRODUCTION

Norway is facing an ageing population (1). The current national policy supports the elderly
living at home for as long as possible. Since 1997, public subsidy schemes for building
nursing homes (NHs) have increased the number of NH beds, but there are still not enough to
meet the required 250 per 1000 inhabitants above 80 years of age (2). In 2005, the gross
margin ratio of NH beds was about 19% (3). Therefore, after requesting NH placement, many
elderly have to continue living at home. Since 1988, when the responsibility for NHs was
transferred from counties to municipalities, the demand for NH placement has increased
sharply, and NHs provide care to more frail residents. In 2002, the mean age of NH residents
was 83 years; their main physical diagnoses were stroke (15-19%) and chronic heart disease
(5-6%). About 80% of NH residents suffered from cognitive impairment, of which 40-48%
had advanced dementia disease (ADD) (4).

When elderly become too frail to manage at home, or when their carers cannot take care of
them any longer, they or their carers can request NH placement. A physician and the nurse
leader of home health services then conduct a thorough assessment of their needs. If NH is
determined to be the needed level of care and no bed is available, their name is placed on a
waiting list. During the waiting period, elderly receive assistance from home health care, and
often from their families as well. Many elderly want more assistance than they receive (5),
which can pose great stress on carers who can be at risk for negative health effects such as
depression, anxiety, fatigue, burnout, and even precipitated mortality (6-8). Nursing home
waiting lists are used in Norway, as well as in other countries. In the Netherlands (9) and in
Canada (10), elderly had to wait several years after requesting NH placement. Many Irish
carers who postponed a NH placement decision until there were no other alternatives,
reported feelings of failure, anxiety, and guilt (11-12). Often, a critical incident precipitated
NH placement of American elderly (13). In their meta-analysis, Gaugler et al. (14) reported
that cognitive impairment, three or more activities of daily living (ADL) dependencies, and
prior NH use were the strongest predictors of NH admission in the US. Other reported
predictors were care burdens (15), the need for more skilled care and carers’ health problems

(16), symptoms of hallucinations (17), incontinence, night-time agitation and wandering (18).
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Studies have focused on characteristics of NH residents, including problems with dressing
(19), feeding (20), and toileting (21). Most American NH residents fluctuated between
agitated and apathetic behaviours during the course of the day (22); behavioural symptoms
and agitation were common among residents with ADD (23). A review of the literature
showed vocally disruptive behaviour in 11%-30% of the NH residents (24). Depression
(22.2%) and anxiety (9.9%) were common among Dutch NH residents (25). At admission and
six months after NH placement, Scocco et al. (26) examined 68 Italian NH residents and
found that living in a NH had not brought about any improvement or stabilization; rather,
their clinical condition worsened, and all expressed feelings of loneliness and marginalization

(26).

A Cochrane review found no statistically significant differences between elderly living at
home and those living in institutions when comparing functioning, mental status, attitudes
toward perceived health, life satisfaction, and mortality (only one paper was included,
fulfilling the inclusion criteria) (25). Still, there have been interesting studies. Shugarman et
al. (26) found that many American NH residents had a more severe stage of cognitive
impairment and needed more assistance with ADLs than home care clients. Research has also
shown that, compared to elderly living at home, Japanese NH residents were more depressed
(29). Nursing home residents in Israel and the US showed statistically significantly more

hopelessness, tension, and anxiety than those residing in the community (30-31).

Due to the shortage of NH beds in Norway, many frail elderly continue living at home after
they have been assessed as needing NH care. Interviews with carers of elderly awaiting NH
placement have revealed that they often lack adequate assistive devices, such as mechanical
lifts. Thus, reasonably carers and home health care providers regularly provide time-
consuming and burdensome care. To illuminate the amount of assistance needed, we
compared functional levels between elderly awaiting NH placement and NH residents, and
nurses’ physical and psychological workloads in caring for them. In our opinion, the nurses’
assessments of workloads in home care, as well as the elderly’s functional levels, are suitable
measures to illuminate the burden of care for carers of elderly awaiting NH placement. A
literature search on CINAHL, MEDLINE ADVANCED, and PsycINFO revealed no studies
comparing elderly awaiting NH placement and NH residents or nurses’ workloads in caring
for these elderly. It may seem self-evident that elderly awaiting NH placement have low

functional levels, similar to some NH residents. Still, how low their functional levels actually
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can be has earlier neither been documented nor described in details. [lluminating the
similarities and differences between elderly awaiting NH placement and NH residents may
firstly contribute to a broader understanding of the need for more NH beds. Secondly, it may
also illuminate carers’ workloads and their need for adapted support while waiting for NH

placement.

Aim of the study
The aim of this study was twofold: to compare functional levels of elderly awaiting NH
placement and NH residents, and to compare their nurses’ physical and psychological

workloads.

METHOD
Design
This was a quantitative descriptive study. Data were collected by questionnaires and analysed

by descriptive statistics.

Sample/Participants

This study was conducted in a municipality in Northern Norway and included two samples.
The inclusion criteria for the first sample were: over 67 years, awaiting NH placement on a
specific date, and willing to voluntarily participate. In this group, 63 elderly were awaiting
NH placement. Nine died early in the data collection period, one was admitted to an
institution, and one did not receive home health services due to geographic reasons. Of the 52
remaining elderly awaiting NH placement, 36 consented to have their functional levels
assessed by a scale (response rate 69%). The inclusion criteria for the second sample were:
over 67 years, residing as a resident in a selected NH with 73 residents, and willing to
voluntarily participate. Nine died early in the data collection period, one was at the end of life,
one re-located, and one was under 67 years old. Of the 61 remaining NH residents, 47

consented to assessment of their functional levels based on a scale (response rate 77%).

Instrument
The instrument for this study was the Multi-Dimensional Dementia Assessment Scale

(MDDAS) (32), designed at Umea University. The MDDAS is comprised of both multiple-

choice and open-ended questions about motor function, vision, hearing, speech, ADL-
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functions, behavioural and psychiatric symptoms, use of psychoactive drugs, and staff’s
experienced physical and psychological workloads. In the MDDAS, the assessments of motor
functions are based on 7 items, ADL-functions on 11 items, person-time-place orientation
ability on 14 items, behavioural symptoms on 24 items, and psychiatric symptoms on 12
items. The physical and psychological workloads were measured by a visual analogue scale
with ratings from 1 to 5 (minimum-maximum). The MDDAS was originally constructed to
assess the functional levels of institutionalized patients. In the current study, the item ‘goes
into other patients’ bed to sleep’ was excluded, since this item was irrelevant for elderly
awaiting NH placement. We also find the terms ‘behavioural disturbances’, ‘psychiatric
symptoms’ and ‘psychiatric workloads’ in the original version of the MDDAS somewhat
awkward. Thus in the Norwegian translation of the MDDAS, we used the terms ‘behavioural
symptoms’, ‘psychiatric symptoms’ and ‘psychological workloads’. The MDDAS scales were
completed by registered nurses (RNs) or enrolled nurses (ENs) who were willing to complete
the scale, knew the elderly well, or were NH residents’ primary nurses. The term ‘nurses’ in

this paper refers to both RNs and ENs.

Validity and reliability

Tests for intra-rater reliability of the Swedish version of the MDDAS (32) resulted in an ea%
of 78 and Phi 0.60 and for inter-rater reliability an ea% of 75 and Phi 0.64 (33). The cut-off
score for the cognitive impairment sub-scale was validated against the corresponding cut-off
score of the Mini-Mental State Examination (MMSE) (34) with 90% sensitivity and 91%
specificity (35). The translation of the MDDAS into Norwegian was considered
unproblematic due to similarities in the Swedish and Norwegian languages, as well as the fact
that one of the authors is Swedish and is also one of the designers of the MDDAS. A pilot
study of the questionnaire was conducted with nine participants (some were RNs and ENs) of
various ages to ensure that the questionnaire was clear and understandable. The MDDAS in
our study was completed by RNs or ENs. This indicates a high agreement about the

terminology used in the MDDAS (32) and ensures inter-rater reliability.

Data collection
Data collection occurred from June 1 through September 2005. Home health service leaders
distributed the MDDAS to nurses who best knew the elderly who were awaiting NH

placement; the leading nurse in the NH distributed it to NH residents’ primary nurses.
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Data analysis

The data were processed by the Statistical Package for the Social Sciences (SPSS) software,
version 12.0. For categorical variables, differences between elderly awaiting NH placement
and NH residents were tested with chi-square-tests. Fisher’s Exact Test was used when cells
had an expected count less than 5. These results are presented as per cent distributions. For
continuous variables, differences between elderly awaiting NH placement and NH residents
were tested with independent sample t-tests. These results are presented as mean + SD. The

statistical significance level for all tests was 5% (36).

Ethical considerations
The Head of the Social Welfare Unit at the municipality and the National Committees for
Research Ethics in Norway (57/2004) approved the study.

The elderly or their carers received a letter explaining the study from leaders in their area of
home health services or from the leading nurse in the NH. They were asked to give informed
consent for nurses to be involved in providing the researchers’ information about assessments
of the elderly. They were promised confidentiality and assured their consent was voluntary,

and that they had the right to withdraw from participation at any time without stating a reason.

The questionnaire contained intimate questions about frail and vulnerable elderly awaiting
NH placement or already residing in a NH. For elderly who could understand the information,
we told nurses to ask for their informed consent before beginning the data collection. If the
elderly showed resistance toward participation, they would not have been included. If the
elderly had ADD and could not understand the information, informed consent was sought
from carers or elderly’s next of kin, emphasizing that they consider acting in the elderly’s best

interest.

RESULTS

Demographics

There were no statistically significant differences in age and sex between elderly awaiting NH
placement and NH residents. Those awaiting NH placement were older on average, with a
mean age 84.6 + 8.4 (minimum 70, maximum 100) versus 83.1 + 6.3 (minimum 71,
maximum 93), respectively. Females represented 61.1% of elderly awaiting NH placement

and 68.1% of NH residents (Table 1).
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Please, insert Table 1

Motor functions

Table 2 shows differences between elderly awaiting NH placement and NH residents in terms
of motor functions. The differences were statistically significant for two motor functions:
more elderly awaiting NH placement were able to get up from a chair and to walk without
assistance up and down staircases. For other motor functions, no differences were found,
indicating elderly awaiting NH placement needed almost as much assistance as NH residents
when rising from lying to sitting, rising out of bed, and walking. Many elderly in both groups
had very low motor function levels; about one half of elderly awaiting NH placement were
able to rise without assistance from lying to sitting, rise out of bed without assistance, and
walk with aid. About only a quarter of elderly in both groups were able to walk without

assistance (Table 2).

Please, insert Table 2

ADL-functions, speech, vision and hearing

Table 3 presents differences in ADL-functions, in addition to results regarding speech, vision,
and hearing. For most ADL-functions, the differences were statistically significant; elderly
awaiting NH placement were more self-reliant than NH residents concerning dressing,
toileting, hygiene, and eating. Among elderly awaiting NH placement, 14.7% were able to
complete their morning care without assistance; no NH residents were able to do so. About
one half of elderly awaiting NH placement were able to defecate on the toilet without
assistance, compared to only a tenth of the NH residents. Few elderly awaiting NH placement
needed enemas, compared to almost one half of the NH residents. Differences in the ability to
speak were statistically significant, as well; none of the elderly awaiting NH placement were
totally non-communicative, while 12.8% of NH residents could not speak and used only
nonverbal communication. No statistically significant differences were found regarding vision

and hearing (Table 3).

Please, insert Table 3
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Orientation ability

Table 4 presents differences in orientation ability between elderly awaiting NH placement and
NH residents. A very high portion of both groups of elderly had memory disturbances. All
differences except two were statistically significant. More elderly awaiting NH placement
were oriented to time, place, and their own identity. Significantly more elderly awaiting NH
placement recognized their relatives than NH residents. Regarding orientation about their own
first name and the ability to recognize the staff, no statistically significant differences were

found (Table 4).

Please, insert Table 4

Behavioural symptoms

Table 5 presents differences in behavioural symptoms between elderly awaiting NH
placement and NH residents. Only two statistically significant differences were found; more
NH residents spit out medicine and rolled up table cloths. While these two behaviours were
the only statistically significant differences found, the prevalence of some behavioural
symptoms was high within both groups. The most frequent symptoms were ‘disturbed sleep at
night’ and ‘continually seeks attention of the staff’. Other frequent symptoms in both groups
were ‘wandered alone or with other patients back and forth’, ‘refused to be dressed and
undressed’, and ‘used aggressive threats (words or gestures) towards patients and/or staft’.

The prevalence of ‘hits patients and/or staff” was also relatively high in both groups (Table 5).

Please, insert Table 5

Psychiatric symptoms

Table 6 presents differences between elderly awaiting NH placement and NH residents in
psychiatric symptoms. Only one statistically significant difference was found; elderly
awaiting NH placement complained more often than NH residents. However, both groups
demonstrated common psychiatric symptoms, usually viewed as negative; nearly one half of
elderly awaiting NH placement were ‘sad daily or sometimes weekly’, a fifth ‘cried daily or
sometimes weekly’, and many were often annoyed. The corresponding numbers for NH
residents were lower. About a third of elderly in both groups were ‘fearful daily or sometimes
weekly’. Regarding hallucinations, no statistically significant differences were found between

the groups (Table 6).
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Please, insert Table 6

Nurses’ physical and psychological workloads

Table 7 presents the nurses’ workloads in caring for elderly awaiting NH placement and NH
residents. No statistically significant differences were found in this data. The physical
workload was rated at 2.9 + 1.4 for those awaiting NH placement versus 3.0 + 1.3 for NH
residents. Psychological workload was similar for both groups; it was rated 2.5 + 1.4. Physical
and psychological workloads were rated from minimum to maximum in home health care and

in the NH (Table 7).

Please, insert Table 7

DISCUSSION

The main result of this study was that frail elderly awaiting NH placement and NH residents
showed many similarities in five motor functions and most variables regarding behavioural
and psychiatric symptoms. Nurses’ workloads for the two groups were similar, as well. These
results indicate that elderly awaiting NH placement because of lack of NH beds need NH
care, and that during the waiting period, their carers and home health nurses have a heavy
workload, as well as the great need for support, adequate devices such as mechanical lifts, and

appropriate respite services.

Statistically significant differences in functional levels between elderly awaiting NH
placement and NH residents were found in fewer areas than expected, indicating that elderly
awaiting NH placement were not as frail as those in NHs. Elderly awaiting NH placement had
higher levels of two variables of motor functioning; they needed less assistance with ADL-

functions, had infrequent speech impairment, and were more orientated than NH residents.

Similarities

Our assessment included all residents in the NH, including elderly recently admitted to the
NH as well as those at end of life. Thus, we had expected to find greater differences between
the two groups. Our expectations were that the functional levels of elderly awaiting NH
placement would be close to the functional levels of elderly recently admitted to NH.

We discuss variables that showed no statistically significant differences as similarities. For

these variables, we consider elderly awaiting NH placement as frail as NH residents. Yet, for
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many of these variables, including five motor functions, there were clearly tendencies that
elderly awaiting NH placement had higher functional levels than NH residents. However, the
similarities between the groups are clinically significant and illuminate the frailty of elderly
awaiting NH placement. Still, we believe that most tendencies would become statistically
significant with a larger sample. In addition, relocation to a NH implied adjustment to new
environments, which could have positively or negatively affected NH residents’ functional
levels. According to the American psychologist Lawton, environments affect human beings’
behavioural competence, health, cognition, and social behaviour, as well as their

psychological well-being and quality of life (37).

Motor functions

Results of the two groups showed similarities in motor functions: ability to rise from lying to
sitting, rising out of bed, walking without assistance, and walking with instrumental help.
This indicates that elderly awaiting NH placement needed almost as much assistance as NH
residents in transferring from bed to chair and walking during the day. One important
difference to consider is that when NH residents needed assistance, the physical conditions
were adjusted to their performance with devices such as mechanical lifts. In addition, two
attendants were often available in the NH to assist with mobility. Elderly awaiting NH
placement received almost the same amount of assistance in their homes, where quarters
could be close. Assistance in the home was provided by carers or community nurses, who
often came in the morning and assisted the elderly in getting out of bed. During the day,
carers had to assist elderly when community nurses were unavailable. Assisting elderly with
rising from lying to sitting, rising out of bed, and walking can be physically demanding, as
adequate devices, such as mechanical lifts, seemed scarce commodities in the homes which

explain the occurrence of some carers’ backaches (38).

Behavioural symptoms

For most variables, elderly awaiting NH placement and NH residents had the same prevalence
of behavioural symptoms. These behavioural symptoms typically occurred with cognitive
impairment (30), which was a strong predictor of NH placement (12). Three out of four
elderly awaiting NH placement also had memory disturbances. Many NH residents
‘continually sought attention of the staff’, which was commonly reported in a Norwegian NH
where residents rarely communicated with each other and communicated with staff mainly

during care and meal times. The rest of the time, many NH residents tried to seek staff’s
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attention (37). Limited communication between NH residents and staff can be due to low
staffing levels, and hence, lack of time for satisfactory conversations. In the current study, the
prevalence of verbal threats and physical hitting was high, especially among NH residents.
We did not explore the amount of communication between NH residents and staff, but an
unsatisfactory interaction can increase the prevalence of threats and hitting and result in work
stress for nurses. In a Swedish NH, 68.4% of caregivers reported they had been exposed to
violence during the previous year (38). Some Australian nurses experienced high levels of
stress working with cognitively impaired residents, especially if their behaviour was

perceived as threatening (41).

Psychiatric symptoms

Many similarities were found between elderly awaiting NH placement and NH residents
regarding psychiatric symptoms. Both groups had a high prevalence of psychiatric symptoms.
In terms of emotional psychiatric symptoms, elderly awaiting NH placement tended to have
more symptoms than NH residents. We found it clinically significant that about one half of
elderly awaiting NH placement were sad and one fifth cried daily or weekly, possibly
indicating difficult life situations or labile emotional responses. In addition, the prevalence of
psychiatric symptoms for elderly awaiting NH placement can actually be higher than reported,
possibly because some elderly may have desired to hide their tears from the nurses, and
therefore cried only when being alone. Our results are contrary to studies that reported NH
residents were more depressed than community-dwelling elderly (27-28). Elderly awaiting
NH placement in our study were probably more frail and had more difficult life situations

than community-dwelling elderly in these studies.

Nurses’ workloads

Nurses’ physical and psychological workloads were similar whether working in home health
care or in a NH. However, nurses’ workloads tended to be slightly higher than workloads
reported by Sandman et al. (32) in their study from 1988, which used the MDDAS to assess
3600 elderly living in different long-term care institutions in Sweden. Higher workload
indicates frailer residents or lower staffing levels. There are two important reasons for lower
functional levels among Norwegian NH residents during recent years (4): an increasing
number of elderly (1) and strengthening of home health care as a public priority area since the
1980s. Today, the Norwegian Government financially supports building new NHs, but still a

lack of NH beds must be contended with for many years (3).
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A consequence of higher workload can be higher RN turnover rates and lack of qualified
nurses. In Norway, turnover rates and long-term illnesses are very high among NH and home
health care staff (3). In America, high turnover was found directly related to low staffing
levels (42). In 2006, 78% of nurses working in Norwegian NHs assessed their staffing levels
as too low (43). However, turnover can also be related to the availability of alternative jobs. In
Norwegian rural municipalities, NHs and home health care are often the only job possibilities
for health personnel. A study published in 2007, revealed that for Norwegian nursing

students, working in elderly care institutions remained unpopular throughout their entire study

period (44).

Differences

Motor functions

Two motor functions showed elderly awaiting NH placement had statistically significant
higher functional levels compared with NH residents. Elderly awaiting NH placement needed
less assistance rising from chairs and walking up and down stairs. A remaining question is
how often NH residents can engage in activity to maintaining their mobility in walking and

manoeuvring stairs.

Behavioural symptoms

Regarding behavioural symptoms, statistically significant differences were found between
elderly awaiting NH placement and NH residents for two variables: residents in NHs spit
medication and rolled up table cloths more often than elderly awaiting NH placement. We
assume that it is much easier for elderly awaiting NH placement to refuse medication because
their medications are often self-administered. A reason for the difference in rolling up table
cloths can be that this kind of behaviour is much more observable by nurses in NHs than

home health nurses visiting elderly in their homes.

Psychiatric symptoms

Regarding psychiatric symptoms, the only statistically significant difference was that elderly
awaiting NH placement complained more often than NH residents. It is possible that they had
valid reasons for complaining, e.g., not receiving the institutional care assessed that they
needed. During the waiting period, they may have experienced limited assistance, a common
experience among Norwegian elderly (7). However, NH residents may also have had valid

reasons for complaining. If they had previously complained, perhaps their complaints were
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not taken seriously, since communication between NH residents and NH staff can be limited

(39).

ADL-functions

Compared with elderly awaiting NH placement, NH residents were statistically significantly
less capable of carrying out ADL-functions without assistance. All NH residents needed
assistance with morning care. Also an American study showed that NH residents were more
disabled and needed more assistance with ADL-functions than home care clients (28). An
interesting related question is ‘How many opportunities do NH residents have to remain
independent?’ In a Swedish study, Kihlgren er al. showed that elderly with ADD who

received integrity promoting care showed improvements in most of their functions (45).

In our study, statistically significantly more NH residents needed an enema, than among
elderly awaiting NH placement. We did not investigate the use of laxatives, diet, or mobility,
but in a Finnish NH, 55.3% of all NH residents received laxatives regularly (46). A review of
the literature showed elderly with constipation often had faecal incontinence (47). Although in
our study, few elderly awaiting NH placement needed enemas, they may have been
constipated, since in a Swedish study, 22% of community-dwelling elderly women reported
that they regularly used laxatives because of constipation (48). Perhaps the faecal frequency
of elderly awaiting NH placement was difficult for nurses to monitor while they lived at
home. When the need for more assistance and enemas became evident, NH placement became
a more viable option. Faecal incontinence was difficult for Australian carers to cope with

(49), and has been reported to be a predictor of NH placement (50-51).

Statistically significantly more NH residents had lost speech and used only nonverbal sounds
to communicate than elderly awaiting NH placement. This difference indicates difficulty
living at home with great care needs and lack of ability to communicate, which has been

reported to be a strong predictor of NH placement (14).

Orientation ability

Compared with elderly awaiting NH placement, NH residents were statistically significantly
less orientated to time, place, and person. This indicates more memory disturbances, cognitive
impairment, and ADD among NH residents, yet many elderly awaiting NH placement had

great problems with their orientation ability, as well; less than half of them knew the correct
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month and year. However, orientation to time is often of less concern in terms of mental

status than orientation to place and person.

Limitations of the study

There are some limitations of the present study. The validity and reliability of the MDDAS
(32), had previously been tested (33-35). Regarding content validity, we found some of the
items in the MDDAS to be too narrow and concrete, for example item number 34: ‘Takes
things from fellow patients’ drawers and cupboards’. The reasons that elderly display this
behaviour can vary and the item does not appropriately measure the elderly’s ability to
separate their own and other residents’ property. The face validity of this study was ensured
by a high response rate. Comparability of elderly awaiting NH placement and NH residents
can be questioned. Nurses working in NHs were able to observe the residents 24 hours a day,
while nurses working in home health care only saw the elderly a few hours a day or a few
times a week. Thus, the true prevalence of psychiatric and behavioural symptoms could be
higher than reported among elderly awaiting NH placement. The elderly could feel more sad
and fearful while being alone or pretend to be happier when community nurses visited them.
In addition, carers provided much time-consuming and burdensome care to elderly awaiting
NH placement. This might have influenced the nurses’ assessments of workloads. If nurses
had to provide the needed care without the carers’ contributions, the nurses’ assessments of
workload might have been higher. Concerning generalizability, the sample for this study
included elderly on a specific NH municipality waiting list at a certain date and NH residents
in a selected NH. Thus, these findings are not representative for all NH waiting lists or NH

residents, but they may be transferable to similar settings.

Conclusions

This study reported similarities and differences in functional levels and nurses’ workloads
between two samples: a sample of frail elderly awaiting NH placement and a sample of NH
residents. Statistically significant differences were found for two motor functions, in the
activity of daily living functions, the need for enemas, the ability to speak, and orientation
ability. Clinically significant similarities were found for five motor functions, behavioural and
psychiatric symptoms and nurses’ workloads, indicating the frailty of elderly awaiting NH
placement. They were almost as frail and needed almost as much assistance as NH residents.

Elderly awaiting NH placement had a high prevalence of sadness and fearfulness, perhaps
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indicating their life situation was being experienced as difficult. Their emotional responses

may be important to attend to.

Implications for nursing practice/education and research

There are several implications of this study for nursing practice, nursing education, and
policy. The frailty of elderly awaiting NH placement highlights their need for assistance and
their carers’ need for support and appropriate respite services during the waiting period.
Adequate devices, such as mechanical lifts, must be available in elderly’s homes to reduce the

physical workload and to avoid back injuries to carers and nurses.

The high turnover rates and lack of qualified nurses in elderly care make it important that
nurses engage in making caring for the elderly, both in NHs and home health care, more
attractively in the future. In nursing schools, it is of importance to focus on teaching about
elderlys’ needs and care. When nursing students are in the practice setting, they need to be

guided in a way that fosters their interest in working with elderly in the future.

Nurses need to acknowledge an ethical responsibility for engaging in policy issues, such as
advocating for greater funding in the care of the elderly. To provide appropriate health
services to Norwegian elderly, more NH beds and flexible additional services and support in
home care will be of importance. Further research comparing elderly awaiting NH placement
and NH residents is needed to expand our understanding about the life situation for elderly on

NH waiting lists and their carers.
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Table 1. Demographics of elderly awaiting nursing home placement and residents in a
nursing home

Habitation
nursing home placement home
Demographics
Age, mean 84.6 + 8.4 83.1 +6.3 338
Female, % 61.1 68.1 .509

Table 2. Comparison of elderly awaiting nursing home placement and residents in
nursing home with regard to motor functions

Habitation
Awaiting In a nursing
nursing home placement home

Characteristic in % (n=36) (n=47) P-value
Able to rise without assistance

from lying to sitting 52.8 42.6 355
Able to rise out of bed without assistance ~ 50.0 36.2 206
Able to rise up from a chair 61.1 39.1 .048
Walks without assistance 27.8 25.5 818
Able to walk without assistance up and

down staircases 222 6.4 .050*
Walks with aid (helper) 55.6 42.6 240
Walks with aid (instrumental help

e.g. walking stick, trestle) 63.9 48.9 174

* Fisher’s Exact Test
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Table 3. Comparison of elderly awaiting nursing home placement and residents in
nursing home with regard to ADL-functions, speech, vision and hearing

Habitation
Awaiting In a nursing
nursing home placement home

Characteristic in % (n=36) (n=47) P-value
ADL-functions
Normal ability to dress after instructions,

encouragement or on own initiative 22.2 6.4 .050*
Able to go to the lavatory alone on own initiative 44.4 15.6 .004
Defecates on toilet without help 47.2 10.9 .000
Needs enema to be able to defecate 8.3 45.7 .000
Accomplishes upper/lower hygiene after

instructions, encouragement

or on own initiative 33.3 12.8 .024
Fed partly or completely 13.9 38.3 .014
Needs assistance of no attendants

on morning care 14.7 .0 .012%*
Needs assistance of two attendants

on morning care 26.5 41.3 .169
Speech, vision and hearing
Not able to speak, uses sounds .0 12.8 .035%
Blind or greatly reduced vision 16.7 17.4 931
Reduced hearing, not able to manage normal

conversational level 28.6 37.0 428

* Fisher’s Exact Test
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Table 4. Comparison of elderly awaiting nursing home placement and residents in
nursing home according to their orientation ability

Habitation
Awaiting In a nursing
nursing home placement home

Characteristic in % (n=36) (n=47) P-value
Memory disturbances 74.3 93.6 014
Time
Knows what time of day it is 60.0 34.9 .027
Knows what month it is 44 .4 23.3 .046
Knows what year it is 45.7 18.6 .010
Place
Knows that he/she is in a nursing home

or at home 86.1 54.5 .002
Knows name of town that he/she is in 88.6 62.2 .008
Knows where own bed is 83.3 46.7 .001
Identity )
Knows own first name 100.0 95.6 306
Knows own surname 100.0 84.4 .016*
Knows own age 63.9 20.5 .000
Knows own birthday 66.7 40.0 .017
Knows own year of birth 68.6 40.9 .014
Recognition
Recognizes his/her relatives 100.0 81.8 .008*
Recognizes the staff 80.0 75.6 .637

* Fisher’s Exact Test
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Table 5. Comparison of elderly awaiting nursing home placement and residents in

nursing home according to their behavioral symptoms daily or sometimes weekly

Habitation
Awaiting In a nursing
nursing home placement home
Characteristic in % (n=36) (n=47) P-value
Takes things from fellow patients’ drawers
or cupboards without any apparent reason 25.0 23.4 .866
Packs his/hers things, is often on his/her way home 8.3 8.5 1.000°
Often stands at the front door to go out 16.7 17.0 .966
Is ‘occupied’ with his/her previous work in the ward  11.1 17.0 448
Wanders alone or with other patients back and forth ~ 19.4 29.8 283
Piles up chairs, pushes tables, turns furniture
upside down, etc. 0 6.4 254"
Disturbed sleep at night 63.9 61.7 .838
Does not want to go to bed 27.8 21.3 492
Unruly in bed, throws bedclothes on the floor 22.2 21.3 917
Mixes up food 22.2 239 .857
Eats other people’s food .0 4.3 501
Eats potted soil, cigarette butts, etc. .0 2.1 1.000"
Spits out medication 8.3 29.8 .016
Refuses to be dressed and undressed 16.7 29.8 .166
Undresses in the day room 5.6 17.0 175"
Urinates in waste paper baskets, washbasin
or on floor 5.6 4.3 1.000"
Smears faeces on clothes, furniture, etc. 13.9 12.8 1.000"
Continually seeks attention of the staff 41.7 59.6 .106
Aggressive threats (words or gesture)
to patients, staff 27.8 30.4 .793
Hits patients/staff 11.1 17.4 425
Shrieks and shouts continuously 8.3 13.0 724"
Tears up newspapers, etc. .0 10.9 .064*
Hides things 13.9 26.1 176
Rolls up table cloths .0 28.9 .000

* Fisher’s Exact Test
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Table 6. Comparison of elderly awaiting nursing home placement and residents in
nursing home according to their psychiatric symptoms

Habitation
Awaiting In a nursing
nursing home placement home

Characteristic in % (n=36) (n=47) P-value
Behaviour
Disturbed and restless daily or sometimes weekly ~ 33.3 39.1 .589
Overactive (‘manic’) daily or sometimes weekly .0 8.5 129"
Seeks help groundlessly daily

or sometimes weekly 27.8 19.1 354
Complaining daily or sometimes weekly 47.2 21.7 .015
Speaks to him/her self daily

or sometimes weekly 114 17.0 479
Emotions
Sad daily or sometimes weekly 47.2 27.7 .066
Cries daily or sometimes weekly 22.2 14.9 .390
Fearful daily or sometimes weekly 38.9 29.8 .385
Easily annoyed daily or sometimes weekly 41.7 25.5 120
Suspicious daily or sometimes weekly 19.4 10.9 276
Hallucinations
Hallucinates (visionally) daily

or sometimes weekly 11.1 8.5 7227
Hallucinates (auditorally) daily

or sometimes weekly 5.6 4.3 1.000"

* Fisher’s Exact Test

Table 7. Comparison of elderly awaiting nursing home placement and residents in
nursing home with regard to nurses’ estimated degree of workload

Habitation
Awaiting In a nursing
nursing home placement home
Characteristic (n=36) (n=47) P-value
Workload (physical) (1-5)(mean) 29+14 3.0+1.3 .796
Workload (psychological) (1-5)(mean) 2.5+ 1.4 25+14 .935
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