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SUMMARY A study was undertaken to examine the
characteristics of residents in private nursing homes, to
measure residents' dependency levels, to determine the adequacy of procedures for admitting new residents and to explore general practitioners' work with residents. Details were
obtained of 61 nursing homes registered by Nottingham
district health authority and of a selection of residents. Information about residents provided by the nurses in charge
included aspects of self care, orientation and social integration, these items contributing to a dependency score for each
resident. General practitioners completed postal questionnaires. Information was sought on the numbers of residents
on the general practitioners' lists, visiting patterns, and opinions on their work with residents. It was found that almost
half of the reports accompanying residents on admission
were considered inadequate by the nurses in charge. The
357 residents varied widely in dependency level, need for
nursing care and medication; 31% had low dependency
scores. Most of the residents (57%), had been admitted from
hospital, 26% from their own home and 15% from other nursing or residential homes. Higher overall dependency levels,
problems with mobility and continence and need for care
of wounds, catheters or colostomies were more frequent in
residents admitted from hospital or nursing or residential
homes than in those admitted from their own home. The 70
responding general practitioners varied widely in the
numbers of residents on their lists and in their visiting patterns. The 16 general practitioners providing medical care
for entire nursing homes were significantly more likely than
the other general practitioners to visit routinely. The different
levels of dependency and needs for care suggest that assessment before placement in a nursing home is needed.
Residents admitted from hospital should be accompanied
by reports on their condition containing all information
necessary for their continuing care. The need for reassessment of the organization of general practitioner services to
private nursing homes is discussed.
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Introduction
THE increasing number of very elderly people in the popu1Jlation, together with changes in the social security system
and the trend to discourage long term hospital care have resulted
in an expansion in the number of private nursing homes.' In
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the Nottingham district health authority area, the number of
long stay places in private nursing homes rose from 686 places
in 26 homes in 1985 to 1995 places in 62 homes in 1990 (Nottingham district health authority, unpublished data). The shift
from hospital care has important implications for general practitioners since the residents of nursing homes receive medical
care from general practitioners rather than hospital doctors. In
one of the few studies which have looked at general practitioners'
work in nursing homes, consultation and prescribing rates were
found to be substantially higher than for patients who were over
65 years old and not in a nursing home.2
Dependency levels have been used to assess individuals in institutional care Dependency has been defined as 'a state in which
an individual is reliant upon other(s) for assistance in meeting
recognized needs'.3 A resident's degree of dependency results
from the interaction of physical disabilities and mental and social
functioning with the environment created by the home. Previous
studies have found a wide variation in dependency in nursing
home residents with an important proportion being independent in self care." Primrose and Capewell found that 28% of
study subjects were independent in self care4 and Bennett
classified 23%7 of subjects in the category of least dependence.5
It has also been suggested that a high proportion of the residents
in private nursing homes do not require nursing care.7 Preadmission assessment to ensure that residents are appropriately placed is not obligatory, though such assessment has been
recommended for some years.8
A study was therefore undertaken of a sample of residents
in private nursing homes in Nottingham district health authority
to establish the characteristics of nursing home residents and
to determine the adequacy of procedures for admitting new
residents, the residents' levels of dependency, whether residents
had been appropriately placed, and the visiting patterns of
general practitioners.

Method
Details of nursing homes and residents
All private nursing homes registered with Nottingham district
health authority in January 1990 and catering for the care of
elderly, terminally ill, physically handicapped or mentally handicapped residents were sent a letter inviting them to take part
in the study. Each home agreeing to be included was visited by
a research nurse (S S) between January and April 1990. Information on the homes and residents was collected with the
assistance of the senior nursing staff. Details were obtained on
the size of the home, bed occupancy and staffing levels.
In each private nursing home, the researcher selected residents
randomly from the record system and gathered information on
age, sex, length of stay and admission details. The researcher
aimed to obtain the details of five residents in each home, irrespective of the size of the home. In some cases, the interview
was ended by the nurse in charge before the details of five
residents had been obtained, in other cases the researcher was
able to gain details of a few extra residents. The nurses in charge
were asked what they considered to be the needs of each resident for medical, nursing and paramedical support and how far
these needs were being met, the resident's diagnosis and medication and the visiting patterns of their general practitioner. Questions were also asked concerning residents' problems thought
hkely to create extra workload for the staff. Most nurses in charge
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looked at the residents' files during the interview. Residents were
identified on the questionnaire by number only to ensue
confidentiality.

Levels of dependency
A measure of dependency was used, based on the scale devised
by the Sheffield joint unit for social services which assessed the
ability of residents to function independently of help from
others.9 The reliability of the scale was assessed using a testretest procedure and found to be satisfactory. The scoring system
assessed dependency by using both the number of activities for
which a resident needed help from others and the extent of help
required.
Questions contributing to the dependency score fell into the
three main categories of self care, orientation and social integration. Self care was assessed by questions on mobility, continence,
use of the toilet, washing, dressing, bathing and feeding. Orientation was assessed by questions on confusion and awareness
and ability to communicate and understand. Additional questions concerning extra workload asked about residents' tendency to wander, to be noisy or aggressive, and their need for frequent supervision. Social integration was assessed by questions
on ability to make relationships, willingness to help, whether
behaviour was socially acceptable and whether the resident was
able to go out of the home alone. An additional question concerning extra workload asked whether the resident needed staff
help to socialize.
The possible ranges of dependency scores in the three
categories were self care 0 (independent)-15 (high dependency),
orientation 0-12 and social integration 0-9. Total dependency
scores were calculated by combining the scores in the three
categories, giving a possible range of 0-36. The researcher asked the nurse in charge to rate each resident rather than the researcher rating the resident directly.

General practitioner involvement with private nursing
homes
Postal questionnaires were sent to local general practitioners with
practices in areas covered by the district health authority and
known to contain private nursing homes. Information obtained included the number of residents covered, the general practitioners' visiting patterns, and their opinions on their work with
residents.

Analysis
Information obtained was analysed using the SPSSX
multivariate computer package. Frequencies for all variables were
obtained. The chi square test was used to test differences in
dependency levels between residents in various subgroups. Full
details of the questionnaires and scoring systems are described
elsewhere. °

Results
Response rate
Of the 62 private nursing homes approached, only one declined to take part in the study (98% response rate). Information
was collected on 357 residents. Postal questionnaires were sent
to 125 general practitioners and 70 (56%) were returned. Sixty
nine of the responding general practitioners had private nursing
home residents as patients.

Characteristics of the private nursing homes
Forty five homes (74%) had been registered for less than five
years, nine having been registered within the last year. The
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smallest home had 14 beds while the largest had 61, the mean
number of beds per home was 32. The majority of homes (42,
69%) were at least 90%o full with 13 having 1007o occupancy.
There were, however, two homes which were less than half full.
Agency nursing staff were reported as being used often in 13
nomes (2101) and 30 homes (49%o) reported using agency staff
occasionally.

Details of residents
Residents' age, sex, length of stay in their present nursing home
and source of admission are given in Table 1. The youngest resident was 19 years old and the oldest was 102 years. The mean
age of all the residents in the sample was 81.5 years; 82.7 years
for women and 78.6-years for men.
The majority of residents (204) had been admitted from
hospital. On admission, 240 residents (67.2%o) were known to
Table 1. Age, sex, length of stay and source of admission of the
357 residents in private nursing homes.

Characteristic

% of residents
(n = 357)

Age (years)
<65
65-84
85+

7.6
54.1
38.4

Sex
Female

71.4

Length of residence (years)
<1
1-2
3+

42.3
49.6
8.1

Source of admission
Hospital
Homea
Nursing or residential home
Warden aided accommodation
Unknown

57.1
26.3
14.8
1.1
0.6

n = number of residents. aOwn home or that of a relative.

have been accompanied by a written report on their condition
and background. There had been verbal reports from the resident's carer at the time of admission for 37 residents and
telephoned reports for 13 residents. In 51 cases the nurses in
charge said that there had been no report accompanying the patient on admission; in the remaining 16 cases the nurses in charge
did not know. The nurses in charge considered 141 reports inadequate (48.60o of the reports). Of the 204 residents admitted
from hospital, 109 (53.4%o) had an inadequate report and eight
had no report at all.

Diagnoses and needs for medical, paramedical and
nursing care
The diagnoses of the residents varied widely (Table 2). Sixteen
residents had no diagnosis recorded and 99 (27.701o) had three
or more diagnoses recorded.
Medication was being received by 93.6%o of residents, and
56.0%o of residents were receiving three or more items of medication. Three hundred and thirty residents had at least one repeat
prescription. The three most frequently prescribed drugs are
shown in Table 2.
Seventy residents needed nursing care in the form of wound
care, catheter or colostomy care, or regular injections. Sixty five
residents were-receiving occupational therapy (privately funded
in 55 cases) and nurses in charge considered 29 other residents
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Table 2. Most frequent diagnoses, most frequently prescribed drugs,
and specialist nursing, medical and paramedical care received by
the 357 residents.
% of residents

Table 3. Residents' levels of ability in carrying out five different self
care tasks.

(n =357)
Most frequent diagnoses
Senile dementia
Stroke

Osteoarthritis
Parkinsons disease
Diabetes mellitus
Most frequently prescribed drugs
Laxatives
Analgesics
Hypnotics or anxiolytics
Specialist nursing, medical and paramedical
care
Chiropody
Routine visits from general practitioner
Occupational therapy
Physiotherapy
Daily catheter or colostomy care
Regular injections
Daily wound care

Speech therapy

28.6
21.6
15.4
9.8
7.6

39.5
29.4
28.3
95.2
42.0
18.2
14.0
8.4
6.4
4.8
0.3

n = number of residents.

to be in need of it. Physiotherapy was privately funded in 45
cases; 42 residents not receiving physiotherapy were thought to
be in need of it. Occupational therapy and physiotherapy paid
for by the National Health Service took place at day hospitals

while private occupational and physiotherapy took place in the
homes. Only one resident was receiving speech therapy, which
was funded by the NHS. The nurses in charge said that a further eight residents might benefit from speech therapy. All
chiropody was privately funded but for 126 residents the charge
was included in the homes' fees.
When the nurses in charge were asked to identify any other
unmet needs of their residents, the most frequent suggestions
were for social activities. Going to a day hospital, a day centre
or lunch club or having voluntary visitors to the nursing home
were suggested as likely to be of benefit to 51 residents who were
not already receiving these services.

Dependency assessments
Self care. Of the 357 residents 108 (30.30/e) were fully mobile,
62 (17.4 %) were mobile but requiring a walking aid, 84 (23.50/.)
were mobile with personal assistance and 103 (28.9%o) were immobile, being either bed or chair bound. One hundred and thirty
three residents (37.30/) needed more than one member of staff
to help with mobility.
A total of 222 residents (62.20!o) were either fully continent
or were using an aid, such as a catheter, so that continence was
maintained; 50 (14.00/) were incontinent of urine and 85 (23.80o)
were incontinent of faeces. One hundred and fifty seven residents
(44.00/o) needed some kind of aid to control incontinence, but
of these, only 62 residents had their continence fully controlled
by the aid. One hundred and forty residents (39.20/o) never
needed assistance by staff in going to the toilet and 186 residents
(52.10o) needed assistance in going to the toilet more than five
times over 24 hours. Seventy five residents (21.00/c) were classed
as fully continent but needed assistance going to the toilet more
than five times over 24 hours.
The amount of assistance residents needed for other self care
tasks is summarized in Table 3. The mean score in the self care
section was 7.0 (quartiles 2.7, 6.0, 10.1).
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Aspect of self care

% of the 357 residents who:
Need
maximum
Need
Need
no help
some help
help

Bathing
Washing
Dressing
Using toilet
Feeding

3.4
21.3
20.4
39.8
72.8

58.8
46.8
48.7
28.3
17.6

37.8
31.9
30.8
31.9
9.5

Orientation. Fifty three residents (14.87o) were considered to be
unaware of their surroundings and 223 (62.5%) were confused
at least some of the time. Thirty six residents could not make
themselves understood. Noisy or aggressive behaviour was shown
by 110 residents (30.8%7o). Wandering by patients was a problem
for staff in 54 cases (15.1%/o) and 112 residents (31.4%) needed
continuous observation. Nurses in charge felt that 162 residents
(45.4%) required care in addition to care for their physical needs
because of their mental state. Eighty one residents showed no
impairment in any of the questions relating to orientation when
assessed by the nurse in charge. The mean score in the orientation section of the dependency score was 3.3 (quartiles 0.2, 1.9,
5.7).
Social integration. Sixty three residents (17.6%/0) were considered
to be unable or unwilling to form good relationships with others;
99 (27.7%o) behaved in a socially unacceptable manner at least
some of the time; and 190 (53.2%) needed encouragement from
staff to mix with other residents and to join in social activities.
Two hundred residents (56.0%o) were generally willing to do
things such as get dressed and get ready for meals without prompting from the nurses and 65 (18.2%) helped in the home. Only
31 residents were considered able to go out alone. The mean score
in the social integration section of the dependency score was
4.3 (quartiles 2.4, 3.4, 5.2).
Overall dependency level. The numbers of residents in each
category of dependency level are shown in Table 4. Almost a
third of residents (107) were considered to have low dependency
levels and five patients were considered to be independent.
Residents scored most highly on questions relating to mobility,
bathing, washing, dressing and lack of willingness to help in
the home.
Table 4. Overall dependency levels of the residents.
% of residents
(n = 355)
Dependency score

Independent (O)
Low dependency (1-10)
Medium dependency (1 1-20)
High dependency (21-36)
n

=

1.4
30.1
47.3
21.2

number of residents.

Differences between subgroups. The sample population was subdivided by age, sex, length of stay, size of nursing home and
source of admission in order to discover whether different
subgroups had different dependency levels. Six residents admitted
from sources other than home, hospital or nursing or other
residential home, or whose source of admission was not known,
were excluded from the analysis. The only difference found between subgroups in overall dependency scores was in source of
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admission. Significantly fewer residents admitted from home had
dependency level scores of 21 or over (12/94) compared with
those admitted from hospital (45/202) or other nursing and
residential homes (17/53) (X2 = 11.65, 4 degrees of freedom,
P<0.05). Significantly fewer residents admitted from home had
impaired mobility (57/94) than those admitted from hospital
(147/204) or other nursing or residential homes (40/53) (2 =
13.87, 6 df, P<0.05) and impaired continence (25/94, 84/204
and 22/53 respectively, x2 = 6.32, 2 df, P<0.05). Residents admitted from other nursing and residential homes were significantly more likely to have catheters or colostomies requiring care
(9/53) than did those admitted from home (2/94) or hospital
(19/204) (X2 = 9.93, 2 df, P<0.01) and more likely to have
wounds requiring care (10/53, 4/94 and 23/204 respectively, x2
= 7.95, 2 df, P<0.05). Source of admission was not found to
be associated with residents' age, sex, need for regular injections,
degree of confusion, or whether the resident needed
physiotherapy, chiropody or occupational therapy.

Residents with low dependency scores
Of the 112 residents classed as being independent or having low
dependency, 94 (26.3% of all residents) needed no injections and
no nursing care for wounds, ulcers, catheters or colostomies.
Within this latter group, 34 (9.5% of all residents) had no confusion or forgetfulness and needed no assistance from staff with
mobility. Somne of these 34 residents had specific disabilities:
four were partially sighted, seven had had strokes, one was severely incontinent, seven had specific mental health problems, and
three had cancer (some residents fell into more than one
category). Fourteen of these 34 residents fell into none of these
categories. Of these, three residents were virtually free of disability or medical problems, but had accompanied their spouses when
the latter needed admission to a nursing home.

General practitioner involvement with private nursing
homes
Of the 69 general practitioners with private nursing home
residents on their lists, 12 provided medical care for less than
10 residents, 29 cared for between 10 and 50 residents and 11
had over 50 patients living in nursing homes (17 did not know
how many). Sixteen general practitioners each provided medical
cover for an entire nursing home.
TWenty general practitioners reported that they had a policy
of routine visiting to nursing home residents and 48 visited
residents as requested. General practitioners who provided care
for an entire nursing home were much more likely to have a
policy of routine visiting than general practitioners who did not
(13/16 versus 7/47, x2 = 21.3, 1 df, P<0.001). Six general practitioners did not know if they covered an entire nursing home,
or did not answer the question whether they visited nursing
homes routinely.
TWenty nine general practitioners felt that they were called out
to visit nursing home residents more than they visited patients
with similar disabilities who were living at home. Fifty eight
general practitioners felt that some calls were unnecessary. When
asked to comment on unnecessary calls, 11 suggested that nursing staff often called out the general practitioner for minor problems in order to 'cover themselves', 11 said that nursing staff
were generally uncertain when it was necessary to call the doctor and eight said that the high turnover of nursing staff and
frequent use of agency nurses led to a lack of continuity and
hence some unnecessary calls.
Seven general practitioners said they found the workload
associated with nursing homes unmanageable. Of these, four
said they cared for more than 50 residents.

480

Original papers

Discussion
The recording of the characteristics of residents of private nursing homes was undertaken to provide some insight into this
increasingly common form of care. The assessment of dependency was intended to provide information about the type of
residents being admitted and their needs. The scale used was
chosen because of its relevance to the study and its high reliability. However, the validity of dependency scores has proved to be
contentious. The method used in this study had clear content
validity and took account of the important relationship the elderly person had with the social environment. It was also able to
discriminate between residents who were admitted from different
sources. It was not possible to test predictive validity.
The wide range of dependency found among residents suggests that the appropriateness of placements in nursing homes
needs examination. The primary criterion for placement must
be the need for nursing care, since this is used for distinguishing
between nursing homes and residential homes (Registered homes
act, 1984). A fifth of the nursing home residents needed nursing care for wounds, catheter or colostomy care or regular injections, but there were inevitably other residents whose needs
for nursing care were more difficult to specify.
There is an argument that the reasons for placement in a nursing home extend beyond the need for specific nursing care and
that a high level of dependency in itself demands nursing expertise for effective management and to provide the necessary
preventive input. On this basis, the majority of residents in the
study had been appropriately admitted. Of the remainder, it is
likely that most had a medical condition that may have needed
continuous care though this could not be verified.
The form of assistance needed by people requiring nursing
support or continuous personal care will depend on a number
of factors,"1 such as the level of statutory and family support
available to them in the community and the suitability of housing. The results of dependency investigations cannot in
themselves fully answer the question of whether an individual
is appropriately placed in a nursing home. The study did not
attempt to examine the residents' previous social circumstances
or the level of community support, and the severity of residents'
medical conditions on admission was not investigated. The
estimates must, therefore, be interpreted in this light.
Some residents were clearly placed in nursing homes for social,
rather than medical, reasons. Three residents (1%) were free of
disabilities or medical problems but were in a nursing home
because they had accompanied their spouses when the latter
needed admission to a nursing home. If this figure reflects the
true proportion of nursing home residents who are the relatively healthy spouses of people who need admission to nursing
homes, it suggests that this is a group of people whose needs

require consideration.
A possible reason for the presence of residents with low
dependency and needing little nursing care is that their condition may have improved since admission. However, once residents
are in a nursing home it is often difficult to move them to a
difent type of home, even if this is theoretically possible. There
is evidence that relocation may not necessarily be harmful2 and
it may become policy for movement to take place between nursing and residential homes. It is worth noting that not all of
the residents of nursing homes are elderly people; those under
65 years of age made up 8% of the sample and the needs of
younger resients may differ from those of older residents,
although these were not studied in the present investigation.
It is unclear whether any formal pre-admission assessment
took place. However, since one third of residents had not been
accompanied on admission by a written report and many reports
were considered inadequate by the nurses in charge, it is clear
British Journal of Genera PmctIce, November 1992
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that present arrangements are deficient. The inadequacy of the
information given to nursing and residential homes has been
reported in an earlier study in which a substantial number of
residents' medical problems were known to the residents' general
practitioners but not to their main carers in the homes.'3 A
suitable assessment procedure and clear reports accompanying
residents would help to reduce this problem.
The study found evidence that dependency levels of residents
differed according to the source of admission. Most of the
residents were admitted from hospital, although a quarter came
from their own or relatives' homes. The finding that 15% came
from other nursing or residential homes, indicates a high degree
of movement between homes. Those admitted directly from their
own homes were less dependent, had better mobility, better continence and less need for wound care and catheter or colostomy
care than residents admitted from hospital who had, in turn,
less need for support in these aspects than residents admitted
from other nursing or residential homes. The finding that criteria
for nursing home placement therefore vary with the source of
admission stresses the need for adequate assessment on
admission.
Provision of general practitioner services was far from
uniform, with numbers of residents on general practitioners' lists
varying widely. While some doctors had a policy of routine
visiting, others visited only on request. Approximately a quarter
of general practitioners provided care for an entire nursing home,
and these -doctors were significantly more likely than other
general practitioners to have a policy of routine visiting. In a
study which found that up to 15 general practitioners were
visiting one home, the authors suggested that this may lead to
less effective communication with staff.'4 Further studies on
the desirability and effectiveness of different patterns of general
practitioner care for residents of nursing homes are needed.
Many general practitioners saw nursing home residents as increasing their workload. Although most doctors found the
workload associated with nursing home residents manageable,
it was apparent that for a minority, the load was unmanageable
and most of these were caring for more than 50 residents. The
ability of general practitioners to cope with their nursing home
patients is likely to depend heavily on the numbers of these patients on their lists. The increase in numbers of residents of
private nursing homes would pose problems for the general practitioner service even if the new homes were distributed in the
same way as the rest of the population. However, new nursing
homes tend to be concentrated in specific geographical areas'5
and so general practitioners in those areas are more likely than
others to have their workloads increased in this way. Discussions
should therefore take place between local medical committees
and the family health services authorities about organizing the
provision of general practitioner services to private nursing home
residents.
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