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Abstract  

Background 

Covid-19 outbreaks have happened in many nursing homes and caused many residents to 

lose their lives around the world. Smart healthcare could be a solution to prevent outbreaks 

by early detection. However, the installation rate of smart healthcare in nursing homes in 

Ireland is low. Moreover, very little researches have been done to examine adoption factors 

of smart healthcare in Long-term care facilities. 

 

Objectives 

The aim of this study was to examine the adoption factors of smart healthcare systems in 

nursing homes in Ireland and to explore the functional features that could be helpful to care 

givers. 

 

Methods 

An on-line structured questionnaire survey method was used to collect data from 30 

participants working in nursing homes in Ireland. Chi-squared test and the Spearman’s 

correlations were used for statistical analyses. 

 

Results 

The study determined that the usefulness, technology acceptance and the encouragement 

from the media or the government are positive adoption factors. While the cost and the 

technology anxiety of staff and elderly customers are negative adoption factors. With regard 

to the expected functions, monitoring vital signs and falls were mentioned the most. 

 

Conclusion 

This study is one of the first scholarly attempts at adoption factors of smart healthcare 

system in nursing in Ireland. It provides valuable information from the service users’ sites to 

help the stakeholders to design or promote the use of smart healthcare systems in LTCFs. 
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Chapter 1 Introduction 
 
1.1 Overview 
 

COVID-19 put people living in long-term care facilities (LTCFs) are in danger all over 

the world since the outbreaks. Before the vaccine comes into effect, we need to find a good 

way to protect the residents and the care givers. Smart healthcare has potential to decrease 

the pressure on healthcare system (Baker, Xiang and Atkinson, 2017) and applications of 

Internet of Things (IoT) could detect epidemics (Kaushalya, Kulawansa and Firdhous, 2019). 

Hence, smart healthcare systems in nursing homes may be helpful for preventing outbreaks 

of diseases. However, it is not common to have the system installed in nursing homes in 

Ireland. Therefore, the potential factors influencing the installation in Ireland will be 

addressed in this study. 

 
1.2 Research background 
 

In world history, humans’ societies are always fighting with outbreaks of epidemic 

diseases. Before scientists discover drugs and develop specific vaccines, the most important 

thing is to contain the spreading of diseases. For instance, it is important to wear face 

masks, isolate patients and do contact tracing in order to tackle airborne diseases. 

Moreover, symptoms detection and early diagnosis are always crucial to any kind of disease. 

If scientists could predict, detect and control them in time, then the rapid outbreak would 

be prevented. According to Radin et al. (2020), using wearable IoT devices like activity and 

physiological trackers to analyse sleep and heartbeat patterns has a potential to surveillance 

seasonal flu outbreak timely. Therefore, constant health monitor systems or even small 

wearable sensors could be one of the solutions for preventing outbreaks (Kaushalya, 

Kulawansa and Firdhous, 2019).  

 

The expression of Internet of things (IoT) is “a set of interworking networks of things 

that can be made smart if they can be identified named and addressed” (Minerva, Biru and 

Rotondi, 2015). Due to the fact that the IoT-based technology can provide measures in time, 

when proper sensors such activity, thermometer and heart beat sensors are chosen, people 
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should be to able to predict and diagnose epidemic diseases (Sandhu, Gill and Sood, 2016), 

(Sareen, Sood and Gupta, 2017) and (Sood and Mahajan, 2017).  

 

COVID-19 is a highly infectious disease that caused by “severe acute respiratory 

syndrome coronavirus 2” (SARS-CoV-2), a novel coronavirus discovered in Dec 2019 in China 

(World Health Organization, 2020b). According to the Irish Health Service Executive (HSE) 

website (2020), the most common symptoms are fever, dry-cough, shortness of breath and 

disfunction of smell or taste, which are similar to seasonal flu. The mortality rate is 

increasing with the ages of patients, especially in people over 60 (Williamson et al., 2020), 

therefore, people aged over 60 are the most vulnerable. Worryingly, some people are 

infected but only develope mild or even no symptom (Mizumoto et al., 2020), which makes 

it harder to prevent the transmission. The government is still trying to fight with the 

superbug until the majority population get immunized, but the features of the disease, such 

aerosol transmission (World Health Organization, 2020c) in some situations and transmitted 

by asymptomatic patients (Cheng et al., 2020), makes the task difficult to accomplish.  

 

Nursing homes (NHs) or long-term care facilities (LTCFs) are the most vulnerable 

places during the COVID-19 crisis, as elderly residents or people with underlying health 

condition are living close to each other. The International long-term care policy network 

(2020) reported that the percentage of COVID-19-related deaths in nursing homes ranging 

from 49% to 64% in Belgium, Canada, France, Ireland and Norway. Therefore, it is crucial to 

find some timely ways to protect these most vulnerable population. 

 

The importance of preventing COVID-19 transmission in nursing homes has become 

a notable issue around the world. The real-time recorded IoT system could be one of the 

solution of this issue; however, even the IoT applications in domestic use have not been 

broadly adopted (Jacobsson, Boldt and Carlsson, 2016), not to mention nursing homes. So, 

what are the barriers for implementing smart techniques at home, healthcare, and care 

facilities? Studies have shown that the common barriers for adopting smart systems include 

technological issues, costs, security and privacy and technology anxiety in smart homes  

(Marikyan, Papagiannidis and Alamanos, 2019), smart healthcare  (Schreiweis et al., 2019) 

(Kumar and Sebastian, 2019), and smart homes for elders (Pal et al., 2018), (Granja, Janssen 
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and Johansen, 2018) and (Pal et al., 2019). However, the gap of lack of knowledge about the 

adoption factors of smart technologies in LTCFs has not been filled. 

 

1.3 Objectives and research questions 
 

1.3.1 Objectives 

 

The primary aim of this study is to examine the factors or barriers that affect nursing 

homes to adopt smart healthcare system in Ireland. To fulfil the primary aim of this 

research, care providers in nursing homes were surveyed by online questionnaire in terms 

of their awareness and opinions of smart healthcare systems and the potential barriers that 

they experienced or were worried about. 

 

The secondary aim of this study is to identify the expected functions of smart 

healthcare that might be helpful and applicable in terms of elderly caring in nursing homes. 

In order to achieve the secondary aim, the respondents were asked that what kinds of 

features in smart healthcare systems they preferred in order to improve working 

performances and help to monitor residents’ health. 

 

1.3.2 Research questions 

 

The first research question towards the primary aim is “what are the factors that 

affect nursing homes using smart healthcare system in Ireland?”. The second research 

question regarding the secondary aim is “what functional features would care providers 

believe that they are critical and prefer applying in nursing homes?”. 

 

1.4 Significance of the study 
 

There are many academic researches in terms of the barriers of IoT applications in 

smart homes (Marikyan, Papagiannidis and Alamanos, 2019), smart healthcare (Kumar and 

Sebastian, 2019), smart home for elderly people (Pal et al., 2018), (Frank, 2018) and (Chung, 

Demiris and Thompson, 2016), but only few studies focus on smart LTCFs (Courtney, 2008). 
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This research aims to fill the gap in knowledge of the barriers of nursing homes related to 

the adopting of smart healthcare systems or devices. 

 

During the COVID crisis, the needs of preventing outbreaks of diseases has become 

critical. The smart healthcare system may improve the situation by decreasing the loading of 

regular health check or monitor resident’ health timely. The results of this research could 

contribute to the development of smart healthcare system and device designers for LTCFs 

and shareholders of nursing homes, such as the governments, by identifying the barriers 

and expected features of smart healthcare system in nursing homes. 

 

1.5 Research scope and limitations 
 
1.5.1 Research scope 
 

This research focuses on the factors that influence the implementation of smart 

healthcare in nursing homes in Ireland. The study covered 30 participants working in nursing 

homes in Ireland and examine their awareness and opinion in terms of smart healthcare 

systems or devices. Moreover, the respondents also provided their suggestions towards the 

features of smart healthcare that could improve working performance and monitor 

residents’ health easily. The online survey was opened from the 23th of November to the 

10th of December in 2020.  

 
1.5.2 Research limitations 
 

The major limitation of this research is the COVID-19 pandemic and the strict 

restriction of visiting nursing homes. Because of this, all of the communication were 

conducted through emails and messages. However, some nursing homes with COVID-19 

outbreaks have closed their contact emails and website, so they may not be included in this 

survey. Maybe due to the heavy work-loadings and the shortage of caring staff, the 

response rate was only 4.2%, which was far less than I had predicted. 

 

The other limitation is the small number of the respondents. Therefore, the data set 

was not big enough for many statistical analyses and the differences would not be statically 

meaningful.  
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1.6 Dissertation organisation 
 

This dissertation presents the findings of the potential smart healthcare adoption 

factors in Nursing homes in Ireland. The background, aims, limitations, scopes of the 

research has mention in the chapter 1. 

 

An organised review of the existence literature studies in relation to the research 

topics is presented in chapter 2. 

 

In chapter 3, it will provide a detailed research methodology, including the design of 

the survey, the sampling, the population and the ways of data analysis.  

 

In chapter 4, an analyses data will be provided there. It will include the impact of 

control variables (gender, age, working experience, job role, location and resident capacity) 

for the awareness/experience and the thematic variables (technological, ethical/social, 

financial, and phycological resistance).  

 

In chapter 5, I will try to explain the findings of the chapter 4 and compare them with 

the relative literatures. 

 

In chapter 6, there will be a summary of the findings and aim to answer the research 

questions and objectives. Moreover, a recommendation for future research will be 

proposed. 
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Chapter 2 Literature review 
 

The aim of this chapter is to identify the need of smart healthcare systems in nursing 

homes during COVID-19 pandemic and to develop a theme for the possible barriers of 

adopting smart nursing home techniques. There is no proper theme for the specific topic, so 

the barriers of implementing smart homes, smart healthcare/e-health and smart home for 

elderly people were considered and reviewed. 

 
2.1 COVID-19 disease 
 

2.1.1 Overview of COVID-19 

 

COVID-19 is a highly transmittable disease that caused by a novel coronavirus SARS-

CoV-2, which was first identified in Wuhan, China, in December 2019 (Lu, Stratton and Tang, 

2020) and named officially by World Health Organization (2020a) on the 11th of February in 

2020. To contain the virus, the Chinese government announced the lockdown in Wuhan city 

and the entire Hubei province at the end of January, 2020 (Lau et al., 2020), however, 

before the lockdowns, the disease had spread outside of China and finally caused global 

pandemic. From local outbreak to global pandemics, it took only less than 4 months to 

spread across 213 countries (World Health Organization, 2020a). According to the weekly 

epidemiological update of WHO (World Health Organization, 2020d), by the end of 2020, 

there were over 79 million reported COVID-19 patients and more than 1.7 million death 

associated with the virus infection around the world since the start of the pandemic (as of 

the 29th of December in 2020).  

 

In the beginning of outbreak, the common symptoms are fever, dry-cough, and 

fatigue, according to the studies in China (Rothan and Byrareddy, 2020). As the disease 

spread globally, there were more different common symptoms identified, such as smell and 

taste disfunction (Moein et al., 2020), “covid toes” in children and young adults (Landa et 

al., 2020), and digestive symptoms like lack of appetite, diarrhea and vomiting (Pan et al., 

2020). Siordia (2020) reviewed the general symptoms reported in COVID-19 patients were 

shown in Table 1. Over 80% of reported cases developed fever, 61.7% developed cough 
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symptom, 44% reported fatigue, 41% of the patients had short of breath and 40% had 

eating disorder. Productive sputum (27.7%), muscle pain (22.7%) and sore throat (15.1%) 

were also seen in COVID-19 patients. After recovering from COVID-19, as high as 87.4% of 

patients still reported at least one symptom (Carfì et al., 2020).  

  

Table 1 Rate of symptoms seen in reported COVID-19 patients in China. 

Symptom Rate (%) 

Fever 82.2 

Cough 61.7 

Fatigue 44.0 

Dyspnea (short of breath) 41.0 

Anorexia (eating disorder) 40.0 

Productive sputum (wet cough) 27.7 

Myalgia (muscle pain) 22.7 

Sore throat 15.1 

 Source: (Siordia, 2020) 

 

Worryingly, some people are infected but only develop mild or even no symptom. 

The study of the cases on the Diamond Princess cruise ship (Mizumoto et al., 2020) shows 

that approximately 50% cases are asymptomatic. Asymptomatic transmission could be a 

challenge to containment the virus (Yu and Yang, 2020). 

 

Among COVID-19 patients, age does matter especially when it comes to mortality 

rate. Based on a report in mainland China (Wu and McGoogan, 2020), 87% and 8% of the 

cases were reported between ages 30-79 and ages 20-29 years old, respectively. In the 

same report, the case-fatality rate continues to change over the age groups, which was 

higher in age over 60 years old. The fatality rate in age 60-69 years was 4.6%, age 70-79 was 

8.0%, and 14.8% in the patients age over 80 years old (Table 2). Therefore, the age over 60 

years were considered as the most vulnerable.  
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Table 2 Case-fatality rate in China. 

Age group (years) Case-fatality rate (%) 

Overall 1.6 

0-9 0.0094 

10-19 0.022 

20-29 0.091 

30-39 0.18 

40-49 0.4 

50-59 1.3 

60-69 4.6 

70-79 8.0 

80 + 14.8 

Source: (HSE, 2021) 

 

In conclusion, the new emerged disease COVID-19 has spread globally and 

exponentially in less than one year, and has put the world in a state of utter chaos. Millions 

of people have lost their lives, the friends and family members. Is there a better way to 

protect the elder population from the hit of the disease before they got immunity? 

 

2.1.2 COVID-19 in Ireland 

 

In Ireland, the first case of COVID-19 was reported in the end of February, the 

patient was a teenager having a travel history to Italy. However, after few weeks, the 

disease became local community transmission, which means these patients did not travel 

abroad, they were infected in Ireland (Government of Ireland, 2020). By the 2th of January 

in 2021, there has been 101,887 reported cases in Republic of Ireland and 2003 people have 

died from the disease, according to the weekly report of week 53 from the Health 

Protection Surveillance Centre (2021). 

 

The age profile of COVID-19 cases in Ireland is shown in Figure 1. Among the age 

brackets, it peaked at the ages of 15-24 at 18.1%, then slightly decreased when the ages 
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increased. Notably, the vulnerable population who were over 65 years old were still 

occupied 13.5% in total. 

 

 
Figure 1 The age profile in the reported COVID-19 cases in Republic of Ireland. 

The reported was published on the 5th of the January in 2021. 

 

Community transmission was not the only drivers for the disease in Ireland, more 

than 50% of patients were associated with outbreaks or contact transmissions (Government 

of Ireland, 2021), about 30% of cases were from unknown community transmission, while 

only 1% cases were linked to travel (Figure 2). Having mention before, the elderly people 

are particular vulnerable. Sadly, by the 8th of August in 2020, there has been 271 

outbreaks/clusters happened in nursing homes, which occupied 11.6% of the total 

outbreaks/clusters in Ireland (Health Protection Surveillance Centre, 2020). Therefore, 

people are still looking for a solution to prevent the disease entering these LTCFs. 
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Figure 2 The percentage of known mode of COVID-19 transmission in ROI. 

Sourse: (Government of Ireland, 2021) 

 

2.1.3 COVID-19 outbreaks put elderly residents in nursing homes in danger 

 

The sweeps of COVID-19 epidemic in nursing homes were not only happened in 

Ireland, but also in Washington, USA (McMichael et al., 2020), Connecticut, USA (Li et al., 

2020), Canada (Gardner, States and Bagley, 2020), Italy (Remuzzi and Remuzzi, 2020), Spain 

(Rada, 2020), and several European countries (ECDC Public Health Emergency Team et al., 

2020) during the first wave in 2020 (Table 3). 

 

The death numbers from these LTCFs, including nursing homes, were accounting for 

31% to 66% of total COVID-19-related death. The fatality rates were especially high in LTCFs 

comparing to the other clusters or outbreaks. Therefore, it is crucial to find some timely 

ways to protect these vulnerable population. 
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Table 3 The percentage of COVID-19 related fatal cases reported from long-term care 

facilities (LTCFs) in the EU/EEA and the UK. 

Country/Region % of COVID-19 related 

death in LTCFs 

Report date (2020) 

Belgium 51 The 25th of May 

France 50 The 29th of May 

Germany 38 The 25th of May 

Ireland 60 The 25th of May 

Norway 59 The 25th of May 

The Netherlands 31 The 19th of May 

Spain 66 The 25th of May 

Sweden 49 The 18th of May 

Scotland 46 The 17th of May 

Source: (Nishiura et al., 2020) 

 

2.1.4 COVID-19 outbreaks in Nursing homes in ROI 

 

In the Republic of Ireland, nursing homes are operated by private and voluntary 

organisations, and the HSE. In total, there were 576 nursing homes registered in ROI, with 

approximately 32,000 resident capacities as of the 30tgh of June in 2020. 80% of beds were 

provided by the private entities. The average capacity in nursing homes was slightly over 56 

beds, ranging from the minimum of 9 beds to the maximum of 184 beds (Health information 

and Quality Authority, 2020).  

 

According to the HIQA report (2020), the earliest reported outbreak of COVID-19 to 

the Chief Inspector in a nursing home in Ireland was on the 13th of March in 2020. By the 

end of June in 2020, 51% of the nursing homes has reported at least one confirmed cases, 

9% of the facilities has reported suspected cases, while 40% of them has not reported 

outbreak. The majority of the reported confirmed and suspected cases in nursing homes in 

Ireland were in Dublin; however, the cases in nursing homes were also distributed 

throughout the country (Figure 3). As I mentioned before, the residents in nursing homes 

were still occupied more than half of the 2,053 COVID-19-related deaths in ROI at the end of 

November in 2020 (Editor, 2020). 
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Figure 3 The reported cases in nursing homes in ROI by county. 

Source: (Health information and Quality Authority, 2020) 

 

2.2 Outbreaks surveillance and prediction 

 

European Centre for Disease Prevention and Control (ECDC) provides a guidance for 

surveillance and control in nursing homes (ECDC Public Health Emergency Team et al., 2020) 

in terms of COVID-19 crisis. The key suggestion is to monitor all the residents and staff daily 

and systematically by measuring temperature, respiratory rate, oxygen saturation, other 

typical symptoms such as cough, shortness of breath, loss of smell or taste, and atypical 

symptoms like headache, chills, muscle pain and digestive symptoms. However, the 

asymptomatic transmission and the transmissions before symptom onset are difficult to 

prevent by surveillance symptoms (Nishiura et al., 2020)(Cheng et al., 2020).  

 

When the daily monitor of symptoms is recommended, the smart monitoring or 

Internet of things (IoT) would be useful as the features of recording data timely and 

wirelessly. Due to the fact that the IoT-based technology is able to provide measures in 
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time, when the measure ways are chosen properly, the outbreaks would be able to predict 

by early detection and diagnosis. This method has been proposed in monitoring or 

controlling H1N1 by using social network analysis (Sandhu, Gill and Sood, 2016), Zika virus 

by a secure IoT-based cloud framework (Sareen, Sood and Gupta, 2017), and chikungunya 

virus by potable IoT-based systems (Sood and Mahajan, 2017). Moreover, a study found 

that using wearable health device, such as Fitbit, can improve real-time tracking of 

influenza-like illness outbreaks by surveillance the symptoms of elevated resting heart rate 

and the increased of sleep duration (Radin et al., 2020). Because COVID-19 has some 

influenza-like symptoms, the commercial wearable devices for health monitoring may have 

potential to detect outbreaks in time and alarm people who have symptoms to self-isolate. 

 

2.3 Smart healthcare 

 

2.3.1 e-health, m-health and smart health 

 

Healthcare industries are always looking for solutions to improve the quality of life of 

patients, increase working efficiency, and to decrease human errors. e-health, an adoption 

of information and communication technologies (ICT) in healthcare industries, aims to 

address operation problems like managing healthcare records, and provide remote 

telemedicine services between professionals and patients. Eysenbach (2001) defined the 

term and concept of e-health as follow: 

 

“e-health is an emerging field in the intersection of medical informatics, public health 

and business, referring to health services and information delivered or enhanced through the 

Internet and related technologies. In a broader sense, the term characterizes not only a 

technical development, but also a state-of-mind, a way of thinking, an attitude, and a 

commitment for networked, global thinking, to improve health care locally, regionally, and 

worldwide by using information and communication technology.” 

 

Later, an evolved e-health concept, called mobile health (m-health) appeared with 

the spread of the third generation (3G) telecommunication system. Istepanian et al. (2007) 
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defined s-health as “emerging mobile communications and network technologies for 

healthcare.” These mobile devices made remote and continuous monitoring of patients 

possible. 

 

In 2014, Solanas et al. (2014) proposed a new concept, called Smart Health (s-health) 

as “Smart health (s-health) is the provision of health services by using the context-aware 

network and sensing infrastructure of smart cities.” The initial definition emerged from the 

role of Smart Cities. Later in 2017, the definition was adjusted slightly to “put together the 

capabilities of mobile devices and the sensing and networking infrastructures of context-

aware environments” by the same author (Solanas et al., 2017) 

 
 

2.3.2 Smart Nursing Home 

 

The concept of smart nursing homes is extended from smart homes, but smart 

nursing homes have specific users such as elderly or disable residents, nurses and care 

givers. Due to the fact that the composition of users in nursing homes are diversified, smart 

nursing homes are more complicate than smart home. Technically, it is a home-based health 

care system . 

 

Cui (2020) proposed an architectural concept of smart nursing home (Figure 4). It 

contained three layers. The top layer was the user layer, including residents and caregivers. 

The physical layer, which has hardware elements, was between the user and cyber layers. 

The bottom layer was the cyber layer. It contained software elements such as information 

systems, disease prediction and remote monitoring. The layers were connected by 

information flows. 

 



 15 

 
Figure 4 The architecture of smart nursing homes.  

Source: (Cui et al., 2020) 

 

Comparing to the frameworks of smart home, there are relative few studies aimed 

to smart nursing homes. In 2009, the term of smart nursing home was first mentioned by 

Betge-Brezetz et al. (2009) in a conference of IEEE. They proposed an adaptive notification 

framework to deliver multimedia notifications, such as sensors, TV, Set Top Box, PDAs, and 

laptops, in nursing homes in France. The professionals were highly satisfied with the use of 

health alerts and the response to help request, while the elderly residents found the task 

reminder and the invitation to leisure activities were very useful. In Indonesia, Ansefine et 

al. (2017) proposed using smart wristband to detect the movement, body temperature and 

heart beat in nursing homes.  

 

In Japan, Panasonic Corporation provides a business solution that let humans and 

robots co-work or coexist in long-term care facilities. The solution combined with the 
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communication robot Pepper, designed by SoftBank, which acts as facilitators of 

conversation and games with residents (Hiroshi Koezuka, 2016).  

 

 

2.4 Theme: Barriers of adopting smart system 

 

Since there are few researches in relation to the factors that affecting installation of 

smart healthcare in long-term care facilities, in section 2.4, the adoption barriers of smart 

home, smart healthcare and smart home for elderly people are also reviewed below.  

 

2.4.1 Smart home and Smart Healthcare 

 

There are various of definitions of the term “smart home”. Broadly, these definitions 

share “technology, services and the ability to satisfy users’ needs” in common (Marikyan, 

Papagiannidis and Alamanos, 2019). The core of it is technology which includes hardware 

(sensors) and software (appliances) components. Sensors ollect the data from environment 

and tract residents activities, then transport the data wirelessly or via wired system to home 

appliances (Orwat, Graefe and Faulwasser, 2008). The software configurates the data 

collected by sensors and produce a lot of variability between functions and services (Chan et 

al., 2009). In relation to smart healthcare, the major difference between smart home and it 

is the functions of sensors, which collected vital signs, such as body temperature, heart 

beats, blood pressure, and other health parameters. The smart healthcare system seems to 

be helpful in aging societies, however, what are the potential barriers to implement the 

system in real life? 

 

2.4.2 The barriers of smart home 

 

In spite of the potential benefits of smart system, the adoption rate of smart home 

remains low (Jacobsson, Boldt and Carlsson, 2016) and the markets stays in the early 

development stages (Hong, Nam and Kim, 2020). Marikyan et al. (2019) summarised the 
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adoption barriers of smart home (Table 4), and classified them into three groups including 

technological, financial/ethical/legal and knowledge gap/psychological. 

 

Table 4 Adoption barriers of smart home from users’ perspective. 

Barriers Examples 

Technological Security 

Usability 

Privacy instruction 

Reliability 

Complexity 

Financial, ethical and legal Price 

Cost of installation 

Cost of repair and maintenance 

Concern about misuse of private data 

Lack of legal conduct 

Uncertainty with regulation conflicts between smart home service 

providers and users 

Knowledge gap and 

psychological resistance 

Human barrier 

Resistance to using innovative technology 

Lack of prior knowledge or/and experience 

Source: (Marikyan, Papagiannidis and Alamanos, 2019) 

 

In terms of technological barriers, which is the most important factor of these three 

categories, the majority respondents were worrying about the privacy, security, hacking 

issues, and the reliability (Sovacool and Rio, 2020). The reliability and usability are 

associated with the users’ perception of the technology’s usefulness (Park et al., 2018).  

Additionally, the usability and complexity are antagonistic factors. The usability is a driver of 

acceptance, whereas, the complexity lead to the rejection (Alsulami and Atkins, 2016).  

 

The second group is financial, ethical and legal factors. The financial barrier that 

included the cost of purchasing, installation, repair and the long-term maintenance could 

discourage users from adopting new technologies (Balta-Ozkan et al., 2013). The ethical 

concerns in relation to privacy and security raised as the ability of smart devices to collect 

and store a hug amount of data  (Park et al., 2018). Data privacy plays as a major inhibiting 
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role in term of the acceptance and installation of smart home (Paetz, Dütschke and Fichtner, 

2012).  

 

Lack of knowledge, confidence and experience of novel technologies could lead to 

the resistance of adopting smart home. Owing to smart home industries are still emerging, 

the public would not be aware of the pros and cons. Moreover, emergent techniques are 

heavily influenced by the word-of-mouth recommendations. For instance, subjective norms, 

the perceived social pressure to influence the particular behaviours, is a positive key driver 

of the acceptance of smart home (Yang, Lee and Zo, 2017). The influence could be negative 

if the new technique has bad reputation, as a result, the barriers are formed.  

 

2.4.3 The barriers of smart healthcare 

 

Smart healthcare is the IoT deployment in healthcare, so it has all of the features of 

smart homes. Comparing to smart home, the health data is related to human’s life, so the 

strict government regulation is one of the major reasons for the barriers (Table 6). The 

technological issues in smart healthcare are similar to smart home; however, the enormous 

health data which is continually generated over time could cause be an issue of the smart 

applications (Mohammadi et al., 2018).  

 

Marikyan et al. (2019) mentioned that as regards smart healthcare, a relatively new 

field, does not have enough written legal conduct in relation to smart home. Therefore, 

legal factors are the hindrance in the industries (Harkke, Alessi and Collan, 2003). Elderly 

people, who might have more time, would prefer seeing the doctors instead of using on-line 

eHealth service (Schreiweis et al., 2019). Hence, there might be more reasons for the 

adoption barriers of smart system when the users are old. 

 

  



 19 

Table 5 Adoption barriers of smart healthcare. 

Barriers Examples 

Technological Complexity 

Compatibility  

Health-data size 

Financial, Ethical and Legal Cost 

Security and Privacy 

User convenience 

Lack of legal conduct 

Uncertainty with regulation conflicts between smart home service 

providers and users 

Psychological Resistance Social exclusion 

Source: (Schreiweis et al., 2019), (Kumar and Sebastian, 2019) and (Marikyan, Papagiannidis 

and Alamanos, 2019) 

 

2.4.4 The barriers of smart home for elderly people 

 

Generally, old generation are more conserved compared to young generation when 

it comes to new techniques. Therefore, the main barriers to approach smart home service 

for elders are from the cost, security and privacy concern, technology anxiety and the worry 

of social exclusion (Pal et al., 2018), (Granja, Janssen and Johansen, 2018) and (Pal et al., 

2019) (Table 7). Whereas, two technological items including reliability and compatibility 

have been identified as barriers of adoption smart home for old people (Pal et al., 2019). 

 

Table 6 Adoption barriers of smart homes for elderly people. 

Barriers Examples 

Technological Reliability 

Compatibility  

Financial and Ethical Cost 

Security and privacy 

Psychological Resistance Technology anxiety 

Social exclusion 

Source: (Pal et al., 2018) (Granja, Janssen and Johansen, 2018)(Pal et al., 2019). 
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2.4.5 The adoption factors of smart nursing home or LTCFs 

 

There are a few studies of these topics which are associated with long-term care 

facilities. Courtney (2008) mentioned that privacy concern is the main barrier of adopting 

smart home technology in care facilities in the residents’ opinions. Another survey used 

Senior Technology Acceptance Model (STAM) to find out the rejection factor among older 

residents is technology anxiety (Jarvis, Sartorius and Chipps, 2020).  

 

A survey of 134 respondents from 15 LTCFs in Australia aimed to understand the 

caregivers’ behavioural intention to use health IT systems and the acceptance factors of it 

(Yu, Li and Gagnon, 2009). The research discovered that the significant positive adoption 

factors regarding intention of using health IT are perceived usefulness, perceived ease of 

use and computer skills, while the significant negative factor is image, which is defined by 

Moore and Benbasat (1991) as “the degree to which use of an innovation is perceived to 

enhance one’s image or status in one’s social system.” However, IT system is just part of the 

smart healthcare system, the adoption factors towards smart health in nursing homes are 

still not clear. 

 

Due to the fact that the associated researches were mainly focus on end-users’ 

perspective on smart home and smart healthcare, while only few of them were conducted 

in LTCFs, this survey aim to fulfil the knowledge gap of adoption factors of smart healthcare 

systems in nursing homes from the care providers’ point of view. 

 

  



 21 

2.5 Hypotheses 

 

After considering the adoption factors of smart home, smart healthcare, smart home 

for the old, and smart nursing home, the possible adoption factors (Figure 5) were selected 

as thematic variables and the hypotheses of this study are generated.  

 

1 The personal demographic variables would influence the awareness/experience 

related to IoT, smart healthcare and smart nursing home. 

2 The barrier variables like technological, financial, ethical or psychological 

resistance would have negative impact on the attitude toward the usability of 

smart devices in nursing homes. 

3 The driver factors such as technology, social and technology acceptance would 

impact positively on the attitude toward the usability of smart devices in nursing 

homes. 

 

 
Figure 5 Possible factors of implementing smart nursing home. 

 
  



 22 

Chapter 3 Method 
 
3.1 Participants  
 

The sample population in this survey were direct care givers or managements who 

work in nursing homes in Ireland. People who work there might be aware of the necessity of 

surveillance and monitor residents and visitors in an easier way, in light of many COVID-19 

outbreaks in nursing homes. In order to eliminate vulnerable population, the ages of 

participants were between 18 to 65.  

 

The participants were accessed via emails and messages which provided by nursing 

homes Ireland (NHI), which represents privately owned nursing homes (https://nhi.ie/) 

(Nursing Homes Ireland, 2020), and Nursing Home in Northern Ireland 

(https://carehome.co.uk/) (Nursing Homes Northern Ireland, 2020). Apart from the 

information collected from the above websites, 85 extra directors/owners of nursing homes 

were invited by their personal emails found on google. The link of the on-line survey was 

provided in the emails or messages directly. In total, 705 emails or messages were delivered 

to NHs in Ireland (see appendix 3), including 409 in Republic of Ireland (ROI), 85 to directors 

and 231 in Northern Ireland. 32 feedbacks were received between the 23th of November 

and the 10th of December in 2020; however, 2 of them were removed as duplicated data. 

 
3.2 Material and Questionnaire Design  

To explore the awareness and the installation factors of smart healthcare system in 

nursing homes, four key groups of adoption factors based on the literatures was identified. 

Then, a questionnaire with 34 questions was generated. 

A mixed method for data collection was used in this research. The majority of the 

answers were quantitative (N=31) and three extra open-ended questions were included in 

order to obtain more information outside of structured questions. 

3.2.1 Demographics 

There were 2 parts in the control variables, the first part is about respondents 

themselves and the second part is about the organizations that the respondents working 
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for. In term of respondents, there were indirect observables, such as sex, age, working 

experience and job roles. These general social-demographic variables may affect the 

awareness and the opinion of the usefulness of smart healthcare. The locations, ownerships 

and the bed capacities were used to test if these are the factors to influence the adoption 

rate of smart healthcare system in nursing homes.  

 

3.2.2 Smart healthcare awareness and experience 

 

Awareness is a critical factor of adoption ICT infrastructures (Sharma, 2019) and a 

key determinant of consumers’ behaviour of new type of phones (Velmurugan and 

Velmurugan, 2014). The experience of using smart health devices and smart healthcare 

system may affect the opinions about the installation in nursing homes.  

In order to measure awareness of smart healthcare among respondents, the 

awareness of IoT (Cannizzaro et al., 2020), smart healthcare and smart nursing home were 

asked in the Awareness section. Moreover, the personal experience of using smart 

healthcare devices or apps, which are associated with the application of smart healthcare, 

and the installation of smart healthcare system in NHs were also involved in this section 

(Table 7). 

 

3.2.3 Adoption factors 

Acceptance or avoidance of adoption new technologies are latent constructs, which 

cannot be observed directly. Therefore, in order to operationalise financial, social/ethical, 

technological and psychological resistance factors (Figure 5) and their 7 constructs, 15 

structured questions (Table 7) were provided in the questionnaire. 

The compatibility and reliability are considered as technological barriers, especially 

in health industries. The collected data in this area is normally associated with monitoring 

patients’ health, so the new system has to work properly all the time and compatible with 

the existing ones. Hence, the compatibility and reliability were measured in this study. 
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The items of usability variables are adopted from “perceived usefulness”, defined as 

"the degree to which a person believes that using a particular system would enhance his or 

her job performance" in Technology Acceptance Model (TAM) (Davis, 1989). It has been 

demonstrated as a critical adoption factor in term of the adoption of new technologies 

(Sharma, 2019), (Pai and Huang, 2011) and (Kim and Shin, 2015). Therefore, the usability of 

smart healthcare system is tested in this study. 

When new technologies emerging in the markets, people may not know its 

usefulness. Therefore, the opinions from adopters, professionals, media or the governments 

might influence the intention of adoption new technologies. The positive correlation 

between subjective norms has been varied in health centres in Thailand (Kijsanayotin, 

Pannarunothai and Speedie, 2009). Therefore, the correlations between subjective norms 

and attitude were examined.  

Cost is the main factor that prevents or delayed people from adopting new 

technologies (Pal et al., 2018) and (Marikyan, Papagiannidis and Alamanos, 2019). 

Therefore, the cost of investing and maintaining are tested to see if they were barriers. 

Moreover, nursing homes are care providers, which means the adopting fee of new 

technologies may transfer to their customers, hence, the item was also examined here.  

Meuter et al (2003) defined “technology anxiety” as “the fear, apprehension and 

hope that people feel when considering use or actually using certain technology’’. 

Technology anxiety were commonly identified as barriers regarding computer related 

systems (Powell, 2013) and information systems (Kummer, Recker and Bick, 2017), 

particular for the elderly people (Dyck and Smither, 1994). Thus, the technology anxiety 

including personal and the worries for elderly customers are considered in this study. 

 

Table 7 Details of measurement instrument of adoption factors used in this study. 

Variable name Construct Survey items Reference 

Awareness/ 

Experience 

Awareness A1 Have you heard of the expression “Internet of 

things” or IoT? 

A2 Have you heard of the expression “smart 

healthcare”? 

(Cannizzaro et 

al., 2020) 

(This study) 
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A3 Have you heard of the expression “smart nursing 

home”? 

(This study) 

 Experience of 

use 

E1 Have you monitored your health via smart devices, 

such as Fitbit, Apple Watch, or apps on your phone? 

E2 Has the organization installed any smart monitor 

devices/system? 

(This study) 

 

 

(This study) 

Technological Compatibility 

  

BTC1 I am worried about smart system or devices may 

not be compatible with the existing ones. 

(This study) 

Reliability BTR1 I am worried about the smart devices might fail, 

and the functions might not be as successful as I 

expected them to be. 

(Pal et al., 

2019) 

Usability DTU1 I think implementing a smart healthcare system 

could improve my performance in caring residents. 

DTU2 I think the smart system could help me to 

monitor my customers more rapidly. 

(Gagnon et al., 

2012) 

Financial Cost BFC1 I am concerned that the cost of investing in the 

various smart products are too expensive. 

BFC2 I am concerned that the fee of maintenance and 

repair smart system may be too high. 

BFC3 I am concerned that our customers may not be 

willing to pay extra fees for smart devices. 

(Hong, Nam 

and Kim, 

2020) 

 

(This study) 

Social/ 

Ethical 

Subjective 

Norms 

DSN1 I will adopt smart healthcare system/devices if 

my competitors do so. 

DSN2 I will adopt smart healthcare system/devices if 

media or the government encourages. 

DSN3 I will adopt smart healthcare system/devices if it 

could prevent an outbreak of diseases. 

(This study) 

  

(Pal et al., 

2018) 

(This study) 

Privacy BEP 1 I fear that adopting a smart healthcare system 

may cause a loss of my customers data and privacy. 

(Pal et al., 

2018) 

Psychological 

Resistance 

Technology 

anxiety 

BPT1 I am worried about the sophisticated technology 

behind smart healthcare devices. 

BPT2 I think our elderly customers may not accept 

modern technologies. 

BPT3 I am afraid of using innovative technology. 

DPT1 I think I could easily learn how to use the new 

system. 
 

(Pal et al., 

2018) 

(This study) 

 

(Pal et al., 

2018) 
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In this section, the respondents were asked to score the 15 statements related to 

various factors that may be involved in the factors that are associated with the 

implementation of smart techniques in long term care facilities. The statements and their 

codes are presented in Table 7. The 5 latent theoretical dimensions were operationalised 

into these examples. In order to quantify the measurements, the respondents were asked to 

rank form 5-point Likert scale. (Strongly Disagree (1) -> Disagree (2) -> Neither agree nor 

disagree (3) -> Agree (4) -> Strongly agree (5). 

Moreover, in order to obtain more information associated with the possible barriers 

or drivers of the smart healthcare system installation in nursing homes, an open-ended 

question “what other factors may affect your willingness or motivation to implement smart 

systems?” was asked at the end of this section.  

 
3.2.4 Market demand 

In order to understand if the smart healthcare system is marketable in nursing 

homes, the participants were asked to express attitude to the potential advantages of smart 

healthcare system regarding benefit to residents (ATT1), improvement of working 

performance (ATT2) and usefulness of residents’ relations (ATT3) (Table 8). Similar to the 

section of adoption factors, 5-point Likert scales were provided in the answer options and 2 

extra open-ended questions in terms of the features that would be helpful for monitoring 

residents’ health and improving working performance. 

 

Table 8 Details of measurement instrument of market demand used in this study. 

Variable name Survey items Reference 

Market 

demand 

(Usability) 

ATT1 Do you agree that the adoption of smart healthcare 

system/devices is beneficial for residents? 

ATT2 Do you agree that the adoption of smart healthcare 

system/devices would be helpful for working performance? 

ATT3 Do you agree that the adoption of smart healthcare 

system/devices is useful for residents’ relations? 

(Gagnon et al., 

2012) 

 

 

(This study) 
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3.2.5 On-line questionnaire 

Due to the strict COVID-19 visiting restriction nursing homes, all the survey was 

conducted online. The questionnaire was set on Google form platform and the link of it was 

attached in the invitation emails or messages. The survey page included a brief description 

(appendix 1), the questionnaire main body (appendix 2) and the confirmation that the 

respondents were over 18 years old and agreed to participate in the survey. All of the 

respondents agreed by clicking “I agree” before entering the main pages. 

 
3.3 Procedure  
 

The procedure of the participants did during the electronic survey is shown in Figure 

6. First of all, the participants received the on-line questionnaire link in the invitation emails 

or messages with brief description of the study. Secondly, when the clicked into the link, a 

similar instruction but contained more ethical details were shown before the data-collecting 

process. Thirdly, the participants had to click “I agree” to indicate they were at least 18 

years old and agree to join the survey. Fourthly, the main body of the questionnaire had 4 

sections included demographics, smart healthcare awareness, possible adoption barriers 

and drivers, and market demand. Except for the open-ended questions, the other questions 

were required to answer. Finally, the results were sent and stored on google drive. 

  
Figure 6 The procedure of the participants did in this survey. 
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3.4 Ethics and consent sheet 
 

A brief version of consent sheet (see Appendix 1) was provided on the first page of 

the on-line survey. It contained the title of the survey “A Survey of Smart Healthcare in Long 

Term Care Facility - Ireland”, the purpose, the duty of the participants, the ethical issues, 

and the affiliation with DBS, including my supervisor’s and my emails for the further 

comments.   

 

In terms of ethical issues, the freedom of withdraw the survey, the fully anonymous 

data and the completely academic purpose and no commercial use of the data were 

highlighted in the second paragraph of the questionnaire. 

 
3.5 Data analysis 
 

For quantitative analysis, the answers were coded, then the mean and standard 

deviation (SD) of the scores of the variables were examined. In terms of the control 

variables, including gender, ages, job role, working experience, location, and the capacity of 

the nursing homes, Chi-squared was used to test the if these were the statistically 

significant factors in the responses. Spearman’s correlation was used to test the correlations 

between the demographic variables and nominal variables yes/no, and the correlations 

between thematical variables. The definition of correlation was depending on the 

correlation index (strong: correlation index > 0.7; moderate: between 0.5 and 0.7; weak: 

between 0.5 and 0.3). When the p-value was less than 0.05, the data was referred to 

statistical significance. The analyses were performed using PAST (Hammer, Harper and 

Ryan, 2001) and IBM SPSS Statistics version 26.0 (IBM Corp., 2019).  

 

The answers to the 3 open-ended questions were qualitative data, the results were 

classified into clusters then fitted into codes of different themes (Table 9).  
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Table 9 The themes used for qualitative data. 

Question Themes Codes 

What other factors may affect your 

willingness or motivation to 

implement smart systems? 

The barriers and drivers for the 

adoption of smart healthcare 

nursing home 

Staff issues 

Technological  

Financial  

Psychological resistance 

Knowledge gap 

What features would you expect to 

deploy in smart healthcare system 

in your facility that is helpful for 

monitoring residents’ health? 

The features for monitoring 

residents’ health 

Vital sign 

Psychological support 

Diet 

Activity 

Falls 

Personal Assistant 

User friendly 

Disease symptoms 

What features would you expect to 

deploy in smart healthcare system 

in your facility that would be helpful 

to improve your working 

performance? 

The features for improving 

working performance 

E-recording 

Timely 

Other functions 
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Chapter 4 Result 
 
4.1 Characteristic of the participating healthcare workers in nursing homes 
 

Among the 705 invitations sent to nursing homes or their directors in Ireland, I 

received 32 responses from the 23th of November to the 10th of December in 2020. After 

removing 2 duplications, there were 30 available data in total. The response rate was 4.2%. 

The results of the demography of the respondents are shown in Table 10. 73.3% of 

respondents were women. Almost 27% were under 34 years old, the percentage of the 

respondents in the 35-49 and 50-64 age brackets were both 36.7%. As regards job roles, 7 of 

them were directly care givers, 21 were working in management positions, while 2 were 

non-directly carers and directors. Over 63% respondents had more than 6 years working 

experience in long-term care facilities. 

 

In terms of the facilities, there were 29 respondents working for private-owned 

nursing homes in Ireland, only one of them worked for public nursing home. The majority of 

70% of the responses were from Leinster, and the other 30% were shared equally among 

Connaught, Munster, and Ulster. 20% of the respondents working in small capacity nursing 

homes which had less than 30 beds, 33.3% were working in the facilities with 31-60 beds, 

30% were working in the ones with 61-90 beds, and 16.7% were working in the large 

facilities had more than 91 beds (Table 10). 
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Table 10 Demographic information of the respondents and the nursing homes. 
Characteristics Numbers Percentage 
Gender 
Male 8 26.7 
Female 22 73.3 
Age groups   
18-34 8 26.7 
35-49 11 36.7 
50-64 11 36.7 
Job titles   
Care giver 7 23.3 
Management 21 70 
Other 2 6.7 
Working experience   
1-3 years 8 26.6 
3-6 years 3 10 
More than 6 years 19 63.3 
Nursing homes   
Private 29 96.7 
State 1 3.3 
Location   
Connaught 3 10 
Leinster 21 70 
Munster 3 10 
Ulster 3 10 
Resident capacity   
Less than 30 beds 6 20 
31-60 beds 10 33.3 
61-90 beds 9 30 
Above 91 beds 5 16.7 
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4.2 Awareness/Experience 
 
4.2.1 Awareness of IoT 
 

The results of the awareness of the expression “Internet of things” are presented as 

percentages and shown in Figure 7. Overall, slightly more than a quarter (26.7%) of the 

respondents were aware of IoT. There were 50% of the 18-34 year-old respondents who 

heard about IoT, whereas only 18.2% each in the 35-49 year-old and 50-64 year-old 

respondents. The carer respondents were much more aware of IoT (42.9%) than the 

management (23.8%) and other job positions (0%). The percentage of awareness of IoT in 

different gender are similar, 25% of male respondents and 27.3% of female respondents 

were aware of the term. However, these differences are not statically significant. 

 

 
Figure 7 Results for the awareness of Internet of Things, IoT.  
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4.2.2 Awareness of Smart Healthcare 
 

The results of the awareness of smart healthcare are shown in Figure 8. In total, 

there are 66.7% of the respondents who were aware of smart Healthcare. More male 

(87.5%) than female respondents (59.1%) were aware of the expression. Slightly more 50-64 

year-old respondents have heard “smart healthcare” than 18-24 year-old respondents 

(75%), however, less than half (45.5%) 35-49 year-old respondents have heard the 

expression. The management respondents (71.4%) were more aware of smart healthcare 

than the care givers (57.1%) and other job positions (50%). However, these differences are 

not statically significant. 

 

 
Figure 8 Results for the awareness of Smart Healthcare.  
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4.2.3 Awareness of Smart Nursing Home 
 

The results of the awareness of smart nursing home are shown in Figure 9. In total, a 

third of the respondents were aware of the term “Smart nursing home”. More male (50%) 

than female respondents (27.3%) were aware of the topic. The 18-34 year-old (62.5%) were 

much more aware of the expression than the respondents who were over 35 years old 

(18.2%). Similar to the awareness of IoT, there are more carer respondents (42.9%) than 

management (33.3%) or other job (0%) respondents were aware of “smart nursing home”. 

However, these differences are still not statically significant. 

 

 

 
Figure 9 Results for the awareness of Smart Nursing Home.  
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4.2.4 Experience of use smart devices/apps to monitor health 
 

The Figure 10 illustrates the results for the experience of use smart devices/apps to 

monitor health. Overall, 66.7% of the respondents reported that they use smart devices or 

apps to monitor their health. Slightly more female respondents (72.7%) had the experience 

than male (50%). In relation to age, A lower percentage of the 35-49 year-old respondents 

(54.5%) monitored their health by smart devices than those 50-64 (72.7%) or 18-34 (75.0%) 

year-old respondents.  Finally, except for the other jobs (0%), there is no difference 

between the carer (71.4%) and management respondents (71.4%) reported the experience. 

 

 
Figure 10 Results for the experience of use smart devices/apps to monitor their health.  
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than 30 beds facilities had the system installed, whereas none of the respondents working 

for 31-60 beds facilities reported the installation. 

 

4.2.6 The impact of working experience  
 

Working experience may influence the awareness and experience of the smart 

health associated topics. The results of working experience and the personal 

awareness/experience are shown in Figure 11. When the results from the 3-6 years working 

experience respondents are ignored as the numbers of the respondents had 3-6 years 

working experience is only 3 and their overall score (66.7%) is relatively high than the other 

groups (46.1% and 23.4%), we can find that the respondents who had worked in the 

industry for more than 6 years were more aware of all of the topics and had more 

experience of using smart device to monitor health, particular in the experience of use 

smart devices/apps to monitor health (E1; 68.4% vs. 25%) and the awareness of “IoT” (A1; 

26.3% vs. 12.5%). Nevertheless, the results are not statistically significant.  

 

 

Figure 11 Results for the working experience and awareness/experience. 
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4.2.7 The correlation between demography and awareness/experience 
 

The Spearman correlations of the respondents’ demography and the reported 

awareness/experience are presented in Figure 12. A weak positive correlation between age 

and working experience (correlation index=0.443) was found. The awareness of IoT (A1) has 

positive correlation with “smart nursing home” (A3) and the experience of use smart 

devices/apps to monitor health (E1) at correlation indexes 0.553 and 0.426 respectively. 

Moreover, a moderate positive correlation between the awareness of “smart healthcare” 

(A2) and “smart nursing home” (A3) (correlation index=0.500) was identified. Finally, the 

installation of smart monitor systems in nursing homes has weak positive correlation with 

the awareness of IoT and smart nursing home. The differences are statically significant at p 

< 0.05 (2-tailed). 

 

I also examined the correlations between locations, bed capacities and the 

installation of smart system, however, there was no significant correlation between these 

variables.  

 
Figure 12 The correlation of demography of the respondents and their 
awareness/experience. 
The presented data is significant at p < 0.05. 
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4.3 The tested barrier factors 
 

In the 15 theoretical variables, 9 of them might have negative impacts on the 

installing of smart healthcare system in nursing homes. They are associated with 

technological compatibility (BTC1), technological reliability (BTR1), financial cost (BFC1, 

BFC2 and BFC3), ethical privacy (BEP1) and psychological resistance (BPT1, BPT2 and BPT3). 

The results for the barriers variables are presented as mean and SD. The overall descriptive 

statistics of the variables are illustrated in Table 11. 

 
Table 11 Descriptive analysis of the barrier variables.  

Variable 
 

BTC1 
(SD) 

BTR1 
(SD) 

BFC1 
(SD) 

BFC2 
(SD) 

BFC3 
(SD) 

BEP1 
(SD) 

BPT1 
(SD) 

BPT2 
(SD) 

BPT3 
(SD) 

Overall 
 

2.83 
(0.15) 

3.20 
(0.18) 

3.97 
(0.21)  

3.87 
(0.19) 

3.87 
(0.22) 

3.20 
(0.21) 

2.80 
(0.23) 

3.70 
(0.18) 

1.97 
(0.17) 

Gender Male 3.00 
(0.76) 

3.63 
(0.92) 

4.25 
(1.04) 

4.38 
(0.52) 

4.38 
(0.74) 

3.00 
(1.51) 

2.63 
(1.77) 

3.75 
(1.04) 

1.63 
(0.92) 

Female 2.77 
(0.89) 

3.05 
(1.00) 

3.86 
(1.24) 

3.68 
(1.15) 

3.68 
(1.24) 

3.27 
(1.10) 

2.86 
(0.99) 

3.68 
(1.01) 

2.09 
(0.88) 

Age 18-34 3.00 
(1.15) 

3.43 
(1.40) 

3.29 
(1.11) 

3.71 
(0.95) 

3.71 
(1.38) 

2.71 
(1.50) 

2.57 
(1.62) 

4.00 
(0.82) 

1.71 
(1.11) 

35-49 2.91 
(0.70) 

3.27 
(0.90) 

3.91 
(1.30) 

3.55 
(1.13) 

3.82 
(1.25) 

3.36 
(0.50) 

2.82 
(0.87) 

3.27 
(0.90) 

2.18 
(0.98) 

50-64 2.64 
(0.81) 

2.91 
(0.70) 

4.36 
(0.81) 

4.18 
(0.98) 

3.91 
(1.22) 

3.27 
(1.42) 

2.73 
(1.27) 

3.82 
(1.08) 

1.82 
(0.75) 

Job titles Carer 3.29 
(0.69) 

3.29 
(0.76) 

3.86 
(1.11) 

3.71 
(0.53) 

3.43 
(0.53) 

3.57 
(1.38) 

3.29 
(1.70) 

4.00 
(1.11) 

2.57 
(1.29) 

Management 2.67 
(0.98) 

3.05 
(1.10) 

4.05 
(1.08) 

3.95 
(0.94) 

4.10 
(1.18) 

3.10 
(1.27) 

2.57 
(1.25) 

3.57 
(1.03) 

1.76 
(0.79) 

Other 3.00 
(0.82) 

4.50 
(1.03) 

3.50 
(1.20) 

3.50 
(1.18) 

3.00 
(1.19) 

3.00 
(0.89) 

3.50 
(0.79) 

4.00 
(0.90) 

2.00 
(0.71) 

Working 
Experience 

1-3 years 3.38 
(0.52) 

3.75 
(0.89) 

4.00 
(0.76) 

3.88 
(0.99) 

3.50 
(1.20) 

3.50 
(0.76) 

3.75 
(0.71) 

4.13 
(0.99) 

2.38 
(1.19) 

3-6 years 3.33 
(0.58) 

3.00 
(1.00) 

2.67 
(1.15) 

3.33 
(1.15) 

3.67 
(1.53) 

2.33 
(1.15) 

2.00 
(1.00) 

3.33 
(0.58) 

2.00 
(1.00) 

> 6 years 2.53 
(0.84) 

3.00 
(0.94) 

4.16 
(1.17) 

3.95 
(1.08) 

4.05 
(1.22) 

3.21 
(1.27) 

2.53 
(1.26) 

3.58 
(1.02) 

1.79 
(0.79) 

Location Connaught 2.33 
(1.15) 

3.33 
(1.53) 

4.33 
(1.15) 

3.67 
(1.53) 

5.00 
(0.00) 

3.67 
(0.58) 

3.33 
(1.53) 

4.67 
(0.58) 

2.00 
(1.00) 

Leinster 3.00 
(0.77) 

3.19 
(0.98) 

3.90 
(1.04) 

4.00 
(0.89) 

3.62 
(1.12) 

3.10 
(1.30) 

2.76 
(1.22) 

3.62 
(0.97) 

2.00 
(1.00) 

Munster 3.00 
(0.00) 

3.00 
(1.00) 

4.67 
(0.58) 

4.00 
(1.00) 

4.67 
(0.58) 

3.67 
(0.58) 

3.33 
(1.53) 

4.00 
(1.00) 

2.00 
(1.00) 

Ulster 2.00 
(1.00) 

3.33 
(0.58) 

3.33 
(2.08) 

3.00 
(1.73) 

3.67 
(2.31) 

3.00 
(1.00) 

2.00 
(1.00) 

3.00 
(1.00) 

1.67 
(0.58) 

Means and Stander deviations (SD) are presented for the variables of the model.  
Results in light grey-shaded areas are where the p-value between 0.05 and 0.1. 
Results in dark grey-shaded areas are significant at p-value less than 0.05. 
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In total, 4 average scores of the variables (BFC1-3 and BPT2) are higher than 3.5, 

which mean the respondents tended to mildly agree these statements. 4 of the variables 

(BTC1, BTR1, BEP1, BPT1) are approximately 3, which mean in average the respondents 

tended to give neutral answers. Finally, the average score of BPT3 is lower than 2, which 

mean they tended to disagree the statements (Figure 13).  

 

 

Figure 13 The average scores of possible barriers. 

 

4.3.1 Technological barriers 
 

The tested technological issues in this study include compatibility (BTC1) and 

reliability (BTR1). In Table 11, both of the average scores of the variables are around 3 (2.83 

and 3.20). 60% and 46.7% of the respondents reported neutral answers to BTC1 and BTR1 

(Figure 14). Overall, the respondents felt neither agree nor disagree with the technical 

barrier statements. In terms of compatibility (BTC1), the result is consistent for all of the 

control variables (age, gender, working experience, job role and location). The results of 

reliability (BTR1) are similar to BTC1, except for those male respondents (3.63) felt slightly 

more agree that they would be worried about the reliability of the smart devices than 

female (3.05). However, the results are not statistically significant. 
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Figure 14 The percentage of different degrees of agreement about the barrier statements. 

 

4.3.2 Financial barriers 
 

The degrees of agreement for the financial costs in relation to investment (BFC1), 

repair/maintenance the smart healthcare system (BFC2), and the extra payment form the 

customers (BFC3) were measured. Overall, the average score of financial costs is 3.90, which 

is the highest score among all the tested negative factors (Figure 13 and Table 11). More 

than 70% participants agree or strongly agree that they concerned about the cost issues 

(Figure 14). Generally, the result is consistent for age, gender, and location (Table 11). 

However, there are some exceptions. In terms of investment cost (BFC1), the respondents 

having more than 6 years (4.16) and 1-3 years (4.00) working experience reported feeling 

worrier than 3-6 years (2.67) working-experience respondents. With regard to concerning 

the customer would not be willing the extra payment for the smart devices (BFC3), the 

management (4.10) respondents reported more concern about the statement than the 

carer (3.43) and the other job (3.00) respondents. The results are statistically significant at p 

<0.05. Working experience may contribute to the response to BFC3, the respondents who 

had more than 6 years working experience reported higher scores (4.05) than the ones with 

3-6 years (3.67) and 1-3 years (3.50) working experience. Nevertheless, the p-value is 

between 0.1 and 0.05, which is not statistically significant. 
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4.3.3 Ethical barriers 
 

In social/ethical issues, the respondents were asked if they feared the customers 

data and privacy could loss when the smart healthcare system was installed (BEP1). In Table 

11, the average score of privacy (BEP1) is 3.2, and the result is consistent for age, gender, 

job role, working experience, and location. The responses were highly diversified; 40% of 

the respondents reported agree or strongly agree with the privacy concern, 36.7% of them 

reported neutral, but 33.3% of them reported disagree or strongly disagree (Figure 14). 

 

4.3.4 Psychological Resistance barriers 
 

I measured the degrees of agreement in terms of technology anxiety, including the 

worry about the sophisticate behind the smart system (BPT1), the anxiety for their elderly 

customers (BPT2), and the anxiety from the respondents themselves (BPT3). The average of 

scores in this group are vary, ranging from 1.97 (disagree) in BTP3, 2.80 (neutral) in BPT1 to 

3.70 (agree) in BPT2 (Figure 13 and Table 11). Moreover, the score of the anxiety from the 

users (BTP3) is the lowest among all the thematic barrier factors. In Figure 14, only 6.7% of 

the respondents reported agree with the statement, 20% reported neutral, but 73.4% 

reported disagree or strongly disagree with the statement. It shows the majority of the 

respondents felt comfortable using new technology. However, when it comes to considering 

the anxiety of the elderly customers, 60% of the respondents reported agree or strongly 

agree that it could be an issue, 26.7% reported neutral, and 13.3% reported disagree. 

 

Generally, the women respondents had more concern for the sophisticate (BPT1) 

and the use of new technology (BPT3) than male respondents (Table 11). In the result of 

BPT1, the score is 2.86 in female, but 2.63 in male group, and these differences are statically 

significant at p < 0.05. In the result of BPT3, the female respondents got the average score 

of 2.09, while the male ones got 1.63. However, the data is not statistically different. 
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4.4 The tested driver factors 
 

There are 6 of theoretical variables which might have positive influences on adopting 

smart nursing home. They are classified into 3 categories, including technological usability of 

performance (DTU1) and monitor (DTU2), subjective norms of competitor behaviour 

(DSN1), media or the government encourages (DSN2) and preventing outbreaks (DSN3), and 

psychological resistance of feeling comfortable with learning new system (DPT1). The mean 

and SD are illustrated in Table 12 and Figure 15.  

 
Table 12 Descriptive analysis of the driver variables.  

Variable 
 

DTU1 
(SD) 

DTU2 
(SD) 

DSN1 
(SD) 

DSN2 
(SD) 

DSN3 
(SD) 

DPT1 
(SD) 

Overall 
 

3.70 
(0.19) 

3.57 
(0.20) 

3.17 
(0.19) 

3.47 
(0.22) 

4.17 
(0.19) 

4.27 
(0.16) 

Gender Male 4.00 
(1.31) 

3.88 
(1.36) 

3.50 
(0.93) 

3.88 
(0.83) 

4.50 
(0.53) 

4.75 
(0.46) 

Female 3.59 
(0.96) 

3.45 
(1.07) 

3.05 
(1.05) 

3.32 
(1.30) 

4.05 
(1.22) 

4.09 
(0.94) 

Age 18-34 3.86 
(1.46) 

3.86 
(1.46) 

3.57 
(1.51) 

4.00 
(1.53) 

4.71 
(0.49) 

4.57 
(0.79) 

35-49 3.45 
(0.93) 

3.36 
(1.12) 

3.18 
(0.87) 

3.27 
(1.01) 

4.09 
(1.22) 

4.00 
(1.00) 

50-64 3.82 
(0.87) 

3.64 
(0.92) 

2.91 
(0.94) 

3.27 
(1.19) 

3.91 
(1.14) 

4.27 
(0.79) 

Job titles Carer 2.86 
(0.76) 

3.00 
(0.76) 

3.43 
(0.76) 

3.71 
(0.90) 

4.57 
(0.53) 

3.86 
(0.79) 

Management 3.95 
(1.08) 

3.71 
(1.04) 

3.00 
(1.21) 

3.29 
(1.41) 

4.05 
(1.10) 

4.43 
(0.81) 

Other 4.00 
(0.45) 

4.00 
(0.96) 

4.00 
(0.53) 

4.50 
(1.18) 

4.00 
(1.29) 

4.00 
(0.96) 

Working 
Experience 

1-3 years 3.50 
(1.20) 

3.50 
(1.07) 

3.88 
(0.99) 

4.00 
(0.93) 

4.75 
(0.46) 

4.25 
(0.89) 

3-6 years 3.33 
(1.53) 

3.33 
(2.08) 

3.00 
(1.00) 

4.00 
(1.00) 

4.00 
(1.00) 

4.00 
(1.00) 

> 6 years 3.84 
(0.90) 

3.63 
(1.01) 

2.89 
(0.99) 

3.16 
(1.26) 

3.95 
(1.18) 

4.32 
(0.89) 

Location Connaught 3.67 
(1.53) 

3.33 
(1.53) 

3.33 
(1.53) 

4.33 
(1.15) 

4.67 
(0.58) 

4.67 
(0.58) 

Leinster 3.67 
(1.11) 

3.62 
(1.16) 

3.19 
(1.17) 

3.48 
(1.21) 

4.29 
(0.96) 

4.24 
(0.83) 

Munster 4.00 
(0.00) 

3.67 
(0.58) 

3.00 
(0.00) 

3.67 
(0.58) 

4.33 
(0.58) 

5.00 
(0.00) 

Ulster 3.67 
(0.58) 

3.33 
(1.15) 

3.00 
(0.00) 

2.33 
(1.15) 

2.67 
(1.53) 

3.33 
(1.15) 

Means and Stander deviations (SD) are presented for the variables of the model.  
Results in grey-shaded areas are where the p-value between 0.05 and 0.1. 
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In Figure 15, overall, the average scores of the driver statements are around or over 

3.5, except for DSN1 (3.17). It shows that the participants were generally agree most of the 

positive factors, apart from the decision making of installing smart healthcare system would 

probably not be influenced by the competitors.  

 

 
Figure 15 The average scores of possible drivers. 

 

4.4.1 Technological drivers 
 

The degrees of agreements for the questions of the technological drivers, including 

the helps of working performance (DTU1) and monitor customers (DTU2) were measured. 

The average of scores of DTU1 and DTU2 are 3.7 and 3.57 respectively (Figure 15). There 

were 60% (DTU1) and 63.4% (DTU2) of the respondents reported that they agree or strongly 

agree the usability of smart system; however, there were also 10% (DTU1) and 16.7% 

(DTU2) of the respondents showed their disagreements (Figure 16). 
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Figure 16 The percentage of different degrees of agreement about the driver statements. 

 

When the data is compared with the control variables (Table 12), the results are 

consistent for age, working experience and location. The gender and job role affect both of 

the results. The male respondents tended to agree more (mean 4.00 in DTU1 and 3.88 in 

DTU2 respectively) than female respondents (mean 3.59 in DTU1 and 3.45 in DTU2 

respectively). Furthermore, the management respondents agreed more (mean 3.95 in DTU1 

and 2.86 in DTU2 respectively) than the carer respondents (mean 3.71 in DTU1 and 3.00 in 

DTU2 respectively). However, the significant are not statically different. 

 

4.4.2 Social drivers 
 

Subjective norms are the social pressures to engage or disengage in a behaviour. The 

designed questions for subjective norm are the effects from their competitors (DSN1), 

media or the government (DSN2), and the preventing of outbreaks (DSN3). In Figure 15. the 

results are various among the statements, ranging from neutral in DSN1 (3.17) to slightly 

agree in DSN2 (3.47) and generally agree in DSN3 (4.17). The percentages of agree and 

strongly agree are also increasing from 36.7% in DSN1, 53.3% in DSN2, and 86.6% in DSN3 

with the mean score rising. Most of the respondents tended to install smart healthcare 

system if it could prevent outbreaks of diseases.  
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In Table 12, we can see the intentions are especially stronger in male, younger, and 

career populations. Take the influence from the media or the government (DSN2) as an 

example, the male respondents demonstrated slightly more agreement (mean 3.88) with 

the statement than female (mean 3.32). The respondents age 18-34 agreed more (mean 

4.00) than those aged 35-49 and 50-64 (mean 3.27 each). The carer respondents showed 

slightly more agreement (mean 3.71) with the question than the management respondents 

(mean 3.29). Nonetheless, they are not statistically significant results. 

 

4.4.3 Psychological driver 
 

Technology anxiety could affect the intention of use new technology in a negative 

way. On the contrary, a higher level of confidence of learning new technology (DPT1) should 

have a positive impact on it. The average of scores of DPT1 is 4.27 (Figure 15). Moreover, 

there were 80% of the respondents agreed or strongly agreed that they could learn how to 

use the new system easily, and only 3.3% disagreed the statement (Figure 16).  

 

In Table 12, the result is consistent for job role, working experience and location, 

however, the gender and age may influence the result. Most of the male respondents 

strongly agree that they could learn new technology easily (mean 4.75), while the degrees 

of agreement of the female respondents were slightly weaker (mean 4.09). Respondents 

aged 18-34 and 50-64 were more comfortable (mean 4.57 and 4.27 respectively) than those 

aged 35-49 (mean 4.00). However, the significant are not statically different. 

 
4.5 Other factors reported by the respondents 
 

In order to discover more factors that could affect the willingness of installing smart 

healthcare system in nursing homes, the respondents were asked to provide their personal 

opinions to the open-ended question of “what other factors may affect your willingness or 

motivation to implement smart systems?”.  

 

As the question is not required, only 14 respondents answered. The results were 

presented in Table 13. The most topics that the respondents mentioned were the staff and 

technological associated issues, both of them were mentioned 5 times each. The staff issues 
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include the potential resistance from the staff, the ability of staff using new technology, and 

lack of time and resources to train staff.  In terms of technological issues, respondent 21 

mentioned “Accuracy and Effectiveness”, 2 respondents mentioned the WiFi problems, 

especially in the old buildings with thick stone walls, and one respondent mentioned the 

usability by reporting “you can write all the details in the system”. The financial 

consideration was indicated twice, one of them reported it was the only worry. Respondent 

13 showed their worry of psychological resistance by answering “high dependency on the 

smart systems”. Finally, respondents 4 reported that more understanding and knowledge 

would be helpful, and it is classified as a problem of knowledge gap. 

 

Table 13 The suggested factors associated with the installation smart nursing home. 

Code Respondent 
number 

Statement 

Staff issues 28 Ability of nursing staff to use modern technology  
9 Staff  
30 Staff resistance   
10 No buy in from other staff  
15 Lack of time and resources to educate staff/residents 

Technological 21 Accuracy  
21 Effectiveness  
22 Lack of Wifi connectivity throughout the building - part of our 

NH is an old Georgian building with very thick stone walls!  
8 Wifi an issue in our location  
6 You can write all the details in the system 

Financial 5 Fee  
23 Only financial worry 

Psychological resistance 13 High dependency on the smart systems  

Knowledge gap 4 More understanding and knowledge regarding the new 
technology 
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4.6 Market demand 
 

A good attitude towards smart healthcare system in nursing homes may be 

associated with market demand. In section 4.6, the degrees of agreement with the benefits 

of caring residents (ATT1), the improvement of working experience (ATT2) and the 

usefulness of residents’ relations (ATT3) were examined in order to understand the attitude 

of the respondents. The means and SD of the results are presented in Table 14.  

 
Table 14 Descriptive analysis of the attitude variables. 

Variable ATT1 (SD) ATT2 (SD) ATT3 (SD) 
Overall 3.80 (0.15) 3.77 (0.18) 3.90 (0.16) 
Gender Male 4.00 (0.93) 3.88 (1.36) 4.00 (1.07) 

Female 3.73 (0.76) 3.73 (0.83) 3.86 (0.85) 
Age 18-34 4.29 (0.95) 4.00 (1.53) 4.29 (1.11) 

35-49 3.55 (0.52) 3.55 (0.52) 3.55 (0.82) 
50-64 3.73 (0.90) 3.82 (0.98) 4.00 (0.77) 

Job titles Carer 3.71 (0.90) 3.43 (0.90) 3.29 (0.90) 
Management 3.90 (0.90) 3.90 (1.03)  4.10 (0.83) 
Other 3.00 (0.61) 3.50 (0.40) 4.00 (0.39) 

Working 
Experience 

1-3 years 3.50 (0.76) 3.38 (1.19) 3.63 (0.92) 
3-6 years 4.00 (1.00) 4.00 (1.00) 3.67 (1.53) 
> 6 years 3.89 (0.81) 3.89 (0.88) 4.05 (0.78) 

Location Connaught 4.33 (1.15) 4.33 (1.15) 4.67 (0.58) 
Leinster 3.71 (0.85) 3.67 (1.06) 3.76 (0.94) 
Munster 3.67 (0.58) 3.67 (0.58) 4.00 (1.00) 
Ulster 4.00 (0.00) 4.00 (0.00) 4.00 (0.00) 

Means and standard deviations are shown for variables of market demand. 
Results in grey-shaded areas are where the p-value between 0.05 and 0.1. 
 
4.6.1 Usability 
 

Overall, the range of the average scores of usability is between 3.77 to 3.90 (Figure 

17), showing the constancy among these three variables. However, the degrees of 

agreement among the answers were slightly different (Figure 18). There were 56.6% of the 

respondents agreed or strongly agree that the system would be beneficial for residents 

(ATT1), 63.3% agreements regarding the improvement of working performance (ATT2), and 

70% about the usefulness of residents’ relations (ATT3). 

 

In Table 14, the results of ATT2 and ATT3 are broadly consistent amongst gender, 

age, job role, working experience and location. However, in terms of ATT1, the result is 
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consistent for gender, job role and working experience except for age and location. The 

respondents age 18-34 agreed more (mean 4.29) than those aged 35-49 and 50-64 (mean 

3.55 and 3.73 respectively). The respondents from Connaught and Ulster reported the 

higher degrees of agreement (mean 4.33 and 4.00 respectively) than those from Leinster 

and Munster (mean 3.71 and 3.67 respectively). Results for the variables are not statically 

significant at p < 0.05, but the p-values are between 0.1 and 0.05. 

 

 

 
Figure 17 The average scores of the variables of market demands. 

 

 
Figure 18 The percentage of different degrees of agreement about the market demands. 
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4.6.2 The feedbacks of the expected features 
 

It is important to understand the expected features regarding smart healthcare 

system from the user’s point of view. The results of the expected features for helping 

monitor residents’ health and improving working performance are shown in Table 15 and 

Table 16.  

 

There were 15 responses to the question about monitor residents’ health. After 

removing not applicable and not sure, there were 12 feedbacks for the final analysis. In 

Table 15, the most expected function here was vital sign, which were mentioned 14 times in 

total. The detailed functions included temperature (N=4), blood pressure (N=2), cardiac 

monitors (N=3) and O2 level (N=1). The second one was about falls, which was suggested 4 

times. The respondents also considered that psychological support (N=3) and monitor 

disease symptoms (N=3) would be helpful to monitor residents’ health. Furthermore, diet 

(N=2), activity (N=2), personal assistant device (N=1) and user friendly (N=1) were also 

suggested as useful features in terms of monitor residents’ health. 

 

Table 15 The suggested features for helping monitor residents’ health. 

Codes Respondent 
number 

Statement 

Vital sign 10 Vitals  
30 Vital sign charting and alerts   
26 Vital signs monitoring  
19 Assessing changes in baseline health stats  
22 Temperature  
23 Temperature checks - scanner  
9 Temp  
25 Automated temperature detection devices for monitoring visitors  
22 BP  
8 Blood pressure  
22 Pulse  
23 Cardiac monitors  
6 Heart monitors and alarm systems   
22 O2 levels 

Psychological 
support 

10 Satisfaction 
8 Social engagement 
26 Communication 

Diet 10 Diet  
9 Nutritional intake 

Activity 10 Activity  
8 Mobility 

Falls 8 Falls 
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26 Falls prevention  
20 Falls monitors  
19 Gait analysis (early fall detection)  

Personal Assistant 27 iPads 
User friendly 19 User friendly natural interface 
Disease symptoms 9 Bowels, disease symptoms, fluid levels 

8 Fluid balance  
19 Assessing changes in cognitive ability 

 

In terms of the question about improving working performance, 12 of the 

respondents responded, however, only 7 responses entered the final analysis, as the other 5 

were not sure/not applicable or not understand the question. In Figure 4.6, 3 respondents 

reported that the e-recording might improve their working performance. There were 3 

feedbacks regarding timely function. Finally, warnings, monitor, ease of use, not to invasive 

and dignity maintenance were suggested once each in the feedbacks.  

 

Table 16 The suggested features for improving working performance. 

Codes Respondent 
number 

Statement 

e-recording 10 Less writing, less paperwork and filing  
9 ISBAR (Identify -Situation-Background-Assessment-Recommendation)  
25 e-records for medication management 

Timely 10 Getting information in a timely manner  
27 Time clocks  
26 Communication of data in real time between staff 

Other 
functions 

9 Warnings 
6 Monitor  
21 Ease of use and not too invasive. Maintain resident dignity 

 

 

4.7 The correlations between the thematic variables 
 

The correlations between the thematic variables are tested using Spearman 

correlation. In Figure 19, we can find the majority barrier variables (from BTC1 to BPT3) are 

positive correlated with each others to a certain extent, except for BPT3 regarding worries 

of using innovative technology. In terms of driver variables (DTU1, DTU2, DSN1, DSN2, DSN3 

and DPT1), the results show a generally positive collections among most of the positive 

factors. Moreover, the correlation coefficient between the 3 questions related to attitude 

(ATT1-ATT3) are all positive and strong (U1-U2: 0.927, U1-U3: 0.812 and U2-U3:0.867). The 

results for the correlation are statically significant at p < 0.05.  
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Figure 19 The correlations between the thematic variables. 
The blue coloured areas are positive correlated results, and the red ones are negative 
correlated. 
The presented data is significant at p < 0.05. 
 

The statically significant correlations between and the thematic variables and the 

attitude variables are illustrated in Table 17. First of all, unsurprisingly, the technological 

usability variable regarding improving working performance (DTU1) are strongly positive 

correlated with the attitude variables (ATT1-ATT3) (the average of the correlation 

coefficient > 0.7). Secondly, the group of moderately  (the value between 0.5 and 0.7) 

positive correlation includes DTU2 and DSN2. Thirdly, weak (the value between 0.3 and 0.5) 

positive correlations between the attitude variables and DSN1, DPT1 and BFC3. Even 

though, the correlation between BFC3 and ATT2 is not statically significant at p < 0.05, it is 

still a surprise to see the barrier variable associated with concerning the extra payment from 

customers could be positive correlated with the attitude towards smart healthcare system 

in nursing homes. Finally, weak negative correlations between the three variables and 

barrier variables including BPT3 and BEP1 are identified.  
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Table 17 The correlations between the attitude variables and the thematic variables.  
Variable ATT1 ATT2 ATT3 Item 

DTU1 0.737** 0.760** 0.693** Improving working performance 

DTU2 0.625** 0.663** 0.596** Helping monitor customers 

DSN2 0.487** 0.563** 0.526** Subjective norms-media/government encouragement 

DSN1 0.439* 0.512** 0.394* Subjective norms-competitors 

DPT1 0.390* 0.402* 0.500** Learning new technology easily 

BFC3 0.402* 0.343 0.370* Concerning the extra payment from customers 

BPT3 -0.432* -0.342 -0.432* Afraid of using new technology 

BEP1 -0.484** -0.434* -0.496** Privacy or loss of data 

Spearman correlation and 2-tailed test is used for the result. 
* shows the correlation is significant at the 0.05 level. 
** shows the correlation is significant at the 0.01 level. 
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Chapter 5 Discussion 
 

The main objective of this study was to examine the factors that influence the 

implementation smart healthcare in Irish nursing homes, using on-line questionnaires to 

measure levels of awareness, experience of use, attitude, and the technological, financial, 

social, ethical, and psychological factors in terms of smart healthcare in LTCFs. These 

thematic variables were measured along with social-demographic variables like age, gender, 

working experience and job level.  

 

The results of this study show that people working in nursing homes were worried 

about costs such as investment, repair, maintenance, extras payments from customers and 

resistance of modern technologies from elderly customers in relation to the implementation 

of smart techniques in LTCFs. On the other hand, they agreed that if smart healthcare 

system could prevent outbreaks of disease, they would adopt it. Besides the antecedent 

factors, the staff issues such as the rejection from the staff and lack of time to educate staff, 

more technological issues like accuracy and lack of WiFi signal and knowledge gap were 

mentioned as potential factors of adoption smart healthcare. The gender, age, working 

experience in LTCFs and job level also have certain impacts on some but not all variables. 

 

5.1 Determinants of the adoption of smart healthcare in nursing homes 
 

According to the results of this research, a model of adoption factors regarding 

smart healthcare in nursing homes is presented in Figure 20. The potential barriers include 

weak WiFi signals in old buildings, staff resistance, personal technology anxiety, worries of 

extra costs and technology resistant for elderly customers and installation, repair and 

maintain costs. Whereas technological usability such as improving working performance, 

helping monitor residents rapidly and preventing outbreaks, encouragement of media or 

government, personal technology confidence are the possible drivers. Moreover, 

technology accuracy, staff training and needs of the associated knowledge also have impact 

on adopting smart healthcare in nursing homes according the feedbacks from the 

respondents.  
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Figure 20 Adoption factors of smart healthcare in nursing homes 

 

5.1.1 Social-demographic factors 

 

Social-demographic variables affect people’s responses to technology. In this study, 

gender was found to affect the awareness of smart healthcare, smart nursing home, the 

experience of using m-health, the worries of sophisticated technology and the usability. 

Similar results were also reported in terms of awareness (Cannizzaro et al., 2020) (Claudy et 

al., 2010), decision-making (Venkatesh, Morris and Ackerman, 2000), and attitude (Cai, Fan 

and Du, 2017). With regard to age, generally, more young people have heard of the 

expression of “IoT” and “smart nursing home”, and the young also tended to agree that the 

adoption of smart healthcare system/devices is beneficial for residents more than the other 

age groups.  
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However, the difference of awareness between age groups were not statically 

different in this study and the study regarding to IoT (Cannizzaro et al., 2020). Job role was 

notified to affect some of the variables in this study. For instance, people working as 

directors had more concern about the willingness of customers of paying extra fees for 

smart devices, whilst there were more direct care givers showed that they were slightly 

afraid of using new technology. Similarly, job level determined perceived usefulness of 

health IT system was also reported in LTCFs (Yu, Li and Gagnon, 2009). In terms of working 

experience, people having longer working experience in LTCFs reported more concern about 

the financial issues.  

 

5.1.2 Financial concern 

 

The cost is a major barrier in terms of adopting new technologies (Pal et al., 2018), 

(Yusif, Soar and Hafeez-Baig, 2016). In this study, the financial issues regarding to the cost of 

investment, repair, maintenance, and the potentially extra payments from the customers 

are also considered as negative factors of adoption smart nursing home. Although the 

respondents were worried about the extra payments from customers, but the variables are 

still weakly positive correlated to the attitude toward the usefulness of smart healthcare. It 

means that the consideration of costs would not affect the attitude. Similar result was also 

reported in the adoption of e-health in primary care facilities in the United States (Anderson 

and Balas, 2008).  

 

5.1.3 Knowledge gap and psychological resistance 

 

Lack of knowledge avoided the adopting of smart homes broadly in the market 

(Balta-Ozkan et al., 2013). In this study, a lack of awareness of the term “IoT” and “smart 

nursing home” were notified among the respondents. Moreover, a respondent mentioned 

that “more understanding and knowledge regarding the new technology” would influence 

the adoption willingness. Similar results was reported in relation to the adoption of smart 

meter (Kim and Shcherbakova, 2011). The study indicated that lack of information in terms 

of the benefits of smart technologies prevent consumer to change their behaviour. 
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Psychological resistance is a critical problem for old people to adopt new technology 

(Pal et al., 2018), (Hoque and Sorwar, 2017). However, age is not the only social-

demographic factor that associated with technology anxiety, but also the gender (Broos, 

2005). In this study, three items regarding technology anxiety, including personal, concerns 

about elderly customers and staff resistance to change were identified as adoption barriers 

of implementing smart healthcare in nursing homes.  

 

 

5.1.4 Technological factors 

 

Perceived usefulness has been demonstrated as an important factor associated with 

adoption intention and attitude to new technologies such as smart watch (Kim and Shin, 

2015), smart meter (Chen, Xu and Arpan, 2017), smart home (Hubert et al., 2019), and 

healthcare information system (Pai and Huang, 2011). A general agreement that the smart 

healthcare could improve working performance and monitor resident rapidly was found in 

this study. Furthermore, the usability variables have positive correlations with the attitude 

toward smart healthcare system/devices. The results corresponded to the study of adoption 

factors of health IT in LTCFs (Yu, Li and Gagnon, 2009). 

 

In this study, the adopters and non-adopters had significant different opinions in 

terms of the usability of the smart healthcare system. Comparing to no-adopters, there 

were more adopters expressed disagreement that smart healthcare could improve working 

performance and monitor patients rapidly (data not shown). The negative impressions may 

be rooted in the bad experience of using the system/devices or unwilling to change. 

 

Wireless data transmission between devices is an important feature of smart 

systems. Therefore, the strength and coverage of signals could influence the operation of 

functions in different buildings. For instance, stone walls would prevent the penetration of 

wireless signals like WiFi and BT. According to the respondents’ feedback, there has been an 

WiFi connectivity issues in the facilities, the weak WiFi signals would affect their willingness 

of adoption smart healthcare system/devices.  
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5.2 Expected features of smart nursing homes 

 

The secondary objective of this study was to identify the expected functions of smart 

healthcare in nursing homes by asking the respondents about what kinds of features they 

preferred to have in smart healthcare systems in relation to improve working performances 

and help to monitor residents’ health. According to the feedbacks, monitoring vital sign and 

falls were the most recommended features in connection with health monitor. Fall 

prevention is also an notable topic in elderly care industries as fall accidents happen 

repeatedly, lead to injury, and are the leading cause of accidental death among people aged 

over 85 years old (Tamura et al., 2009). Therefore, there have been many studies focusing 

on fall prevention (Tamura et al., 2009), fall detection (Li et al., 2014), (Daher et al., 2017) 

and (Barri Khojasteh et al., 2018). Tun et al., (2020) reviewed 54 studies of the IoT 

applications for elderly care, such as aged care monitoring, chronic patient healthcare 

monitoring, human activity recognition, clinical applications, emergency conditions and 

mental health. Most of the expected functions have been adopted into IoT technology, 

including fluid balance (Arshad, 2018). 
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Chapter 6 Conclusion and research limitation 
 
6.1 Conclusion 
 

Smart healthcare is increasingly recognised as a timely healthcare solution means for 

alleviating work-loadings of care givers and monitoring health situation in time. However, 

even with a shortage of healthcare staff, the adoption rate of smart healthcare system in 

LTCFs is still low. With the aim to reveal the influence factors on adopting smart healthcare 

in nursing homes in Ireland, the costs such as investment, repair, maintenance, extras 

payments from customers and resistance of modern technologies from elderly customers 

were generally agreed as negative factors. Moreover, WiFi and staff issues are reported as 

potential adoption barriers. On the other hand, in terms of facilitator, people would adopt 

smart healthcare system if it could prevent outbreaks of disease. This study has also shown 

that the significant important factors associated with the attitudes toward smart healthcare 

system are usefulness, subjective norms, privacy and technology anxiety.  

 

When it comes to developing new healthcare system, it is absolutely necessary to 

meet customer needs. This study surveyed the expected features of smart healthcare 

system in terms of health monitoring and improvement of working performance. The 

functions of monitoring of vital sign, psychological support, diet, activity, fall detection and 

kidney function monitoring are recommended in features of health monitoring. 

Furthermore, an e-recording system, warning and timeliness are suggested features in order 

to improve working performance. 

 

The results indicated that the adoption factors of smart healthcare in nursing homes 

are similar to the adoption of smart homes for elderly people. However, the WiFi issues and 

the staff resistance provide valuable information to system providers in healthcare 

industries. 
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6.2 Research limitation 
 

The adoption factors could be complex due to the differences of cultures and the 

penetration rates of smart devices, the results can only provide a snapshot of these factors 

in Irish nursing homes. The survey is mainly based on the adoption factors discovered in the 

literatures regarding smart home and smart healthcare, therefore, there might be other 

factors have not been involved in.  

 

The response rate in this study was around 4%. The potential reasons that only 30 

respondents might include: (1) a lack of knowledge of smart healthcare may cause the low 

interest in this study; (2) a shortage of staff during COVID-19 crisis made them too busy to 

respond; (3) they were not comfortable to expose their opinion; (4) only the email receivers 

(one person per nursing home) had the link of questionnaire, so the other staff who might 

be willing to participate in were not aware of the survey. Moreover, due to the small sample 

size, the depth of information available is restricted, so is the way of analysis. Therefore, we 

might see more correlations between social-demographic and thematic variables if there 

had been over 100 respondents participated in this study. 

 
6.3 Future Recommendation 

The exploratory research explains some barriers and facilitators of implementing 

smart healthcare system in nursing homes in Ireland. However, the small sampling size 

restrict the depth of this research. Therefore, different sampling ways such as delivering 

printed questionnaires to nursing homes or contacting potential participants one by one 

through LinkedIn are worth to try.  

The research indicates that encouragements from the government and preventing 

outbreaks of diseases could be adoption facilitators in nursing homes. Therefore, the 

government may play key role in adopting smart nursing home. Moreover, the 

system/device providers should focus on the functions of detecting diseases associated 

symptoms and consider the penetration of wireless signals in old buildings in developing 

stage.  
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Appendices 
 
Appendix 1 Brief information and consent sheet 
 

The purpose of this research is to evaluate the possible factors affecting the 

installation of smart healthcare system in long term care facilities in Ireland. As a participant 

in the study, you would be required to answer the questions. 

 

This online survey will take approximately 5 minutes to complete; however, you can 

withdraw from this survey at any point when you feel uncomfortable to answer the 

questions. The data you provide as part of this questionnaire will be fully anonymous. 

Furthermore, your data will only be used for academic purposes and will not be shared with 

anyone for commercial purposes. 

 

This study is being carried out by Hwa-Jiun Chen, MBA student in Dublin Business 

School under supervised by Dr. Amir Esmaeily. If you have any question or doubt, please 

feel free to contact me on 10553126@mydbs.ie or my supervisor Amir on 

amir.esmaeily@dbs.ie. 

 

Thank you for your interest and support. 

 

 

 

By clicking “I agree” below you are indicating that you are at least 18 years old and agree to 

participate in this study. 

� I agree   
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Appendix 2 On-line Questionnaire 
 
 

Smart healthcare in nursing homes Questionnaire 
 
Section 1: Demographics 

About the nursing home 
Private [  ] State [  ] 
Number of beds Less than 30 [  ]  31-60 [  ] 61-90 [  ] Above 91 [  ] 
Location Leinster [  ] Munster [  ] Connaught [  ] Ulster [  ] 
About respondent 
Sex Male [  ] Female [  ] Other [  ] Prefer not to say [  ] 
Age 18-24 [  ] 25-44 [  ] 45-64 [  ] Above 65 [  ] 
Job titles Management [  ] Carers [  ] Others [  ] 
Years of working in the 
industry 

Less than 1 year [  ] 1-3 years [  ]  
3-6 years [  ] Above 6 years [  ] 

 
Section 2: Smart Healthcare Awareness and Experience 

 Yes No Maybe 
Have you heard of the expression “Internet of things” or IoT?    
Have you heard of the expression of “smart healthcare”?    
Have you heard of the expression of “smart nursing home”?    
Have you monitored your health via smart devices, such as Fitbit, 
Apple Watch, or apps on your phone? 

   

Has the organization installed any smart monitor devices/system?    
 
Section 3: Possible factors that affect the adoption of smart healthcare in long term care 
facilities 
 
Here are the 15 statements related to various factors that may be involved in the factors that 
are associated with the implementation of smart techniques in long term care facilities. 
Please indicate your level of agreement with each of the following statements using the scale 
provided below: 
 

1 2 3 4 5 
Strongly 
disagree 

Disagree Neither agree 
nor disagree 

Agree Strongly 
agree 

 
 
3.1 Technological issues 

 1 2 3 4 5 
I am worried about smart system or devices may not be 
compatible with the existing ones. 

     

I am worried about the smart devices might fail, and the 
functions might not be as successful as I expected them to 
be. 
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I think implementing a smart healthcare system could 
improve my performance in caring residents. 

     

I think the smart system could help me to monitor my 
customers more rapidly. 

     

 
 
3.2 Financial issues 

 1 2 3 4 5 
I am concerned that the cost of investing in the various 
smart products are too expensive. 

     

I am concerned that the fee of maintenance and repair 
smart system may be too high. 

     

I am concerned that our customers may not be willing to 
pay extra fees for smart devices. 

     

 
3.3 Social/Ethical Influence 

 1 2 3 4 5 
I will adopt smart healthcare system/devices if my 
competitors do so. 

     

I will adopt smart healthcare system/devices if media or 
the government encourages. 

     

I will adopt smart healthcare system/devices if it could 
prevent an outbreak of diseases. 

     

I fear that adopting a smart healthcare system may cause 
a loss of my customers data and privacy. 

     

 
3.4 Psychological resistance 

 1 2 3 4 5 
I am worried about the sophisticated technology behind 
smart healthcare devices. 

     

I think our elderly customers may not accept modern 
technologies. 

     

I am afraid of using innovative technology.      
I think I could easily learn how to use the new system.      

 
3.5 Other factors 
 
What other factors may affect your willingness or motivation to implement smart systems? 
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Section 4: Market Demand 
 

1 2 3 4 5 
Strongly 
disagree 

Disagree Neither agree 
nor disagree 

Agree Strongly 
agree 

 
 1 2 3 4 5 
Do you agree that the adoption of smart healthcare 
system/devices is beneficial for residents?  

     

Do you agree that the adoption of smart healthcare 
system/devices would be helpful for working 
performance?  

     

Do you agree that the adoption of smart healthcare 
system/devices is useful for residents’ relations? 

     

 
 
What features would you expect to deploy in smart healthcare system in your facility that is 
helpful for monitoring residents’ health? 

 
 
 
 
 

 
 
What features would you expect to deploy in smart healthcare system in your facility that 
would be helpful to improve your working performance? 

 
 
 
 
 

 

Thank you very much for your cooperation 
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Appendix 3 Email lists of nursing homes in Ireland 
 

No. County Name Email 

1 Carlow Beechwood Nursing Home beechwoodnursinghome@gmail.com 

2 Carlow Borris Lodge Nursing Home helen@borrislodge.ie 

3 Carlow 
Hillview Convalescence & 
Nursing Home hillviewnursinghome@eircom.net 

4 Carlow Riverdale Nursing Home riverdalenh@gmail.com 

5 Carlow 
Signature Care – SignaCare 
Killerig info@signaturecare.ie 

6 Carlow 

Sonas Care – Sonas Nursing 
Home Tullow (Formerly 
Glendale Nursing Home) tullowaccounts@sonas.ie 

7 Cavan Esker Lodge Nursing Home care@eskerlodge.ie 

8 Cavan Oakview Nursing Home info@oakviewnh.ie 

9 Cavan Sheelin Nursing Home info@sheelinnursinghome.com 

10 Cavan 
St. Joseph’s Nursing Home, 
Cavan stjohnsstjosephs@eircom.net 

11 Cavan 
Trinity Care – Castlemanor 
Nursing Home info@castlemanor.ie 

12 Clare Athlunkard House info@athlunkardnh.com 

13 Clare 
Cahercalla Community Hospital 
& Hospice Care info@cahercalla.ie 

14 Clare Carrigoran House info@carrigoranhouse.ie 

15 Clare Cratloe Nursing Home cratloenh@gmail.com 

16 Clare Ennis Road Care Facility info@ennisroadcarefacility.ie 

17 Clare 
Mowlam Healthcare – Ennis 
Nursing Home ennisnursinghome@mowlamhealthcare.com 

18 Clare 
Mowlam Healthcare – Kilrush 
Nursing Home managerkilrush@mowlamhealthcare.com 

19 Clare 
Mowlam Healthcare – Lakes 
Nursing Home doclakes@ehg.ie 

20 Clare Riverdale House Nursing Home riverdalenursinghome@eircom.net 

21 Clare 
St. Dominic Savio Nursing 
Home desdemonasmith@hotmail.com 

22 Clare 
St. Senan’s Nursing Home 
(Kilrush District Hospital) manager@stsenansnursinghome.ie 

23 Cork 
Abbeylands Nursing Home & 
Alzheimers Unit info@abbeylandsnursinghome.com 

24 Cork 
Amberley Home & Retirement 
Village info@amberleyhome.ie 

25 Cork Aperee Living Churchtown info@aperee.ie 
26 Cork Araglen House araglenhouse@gmail.com 

27 Cork Beaumont Residential Care admin@brccork.com 

28 Cork Bishopscourt Residential Care info@bishopscourt.ie 

29 Cork Blair’s Hill Nursing Home patobrien09@yahoo.ie 

30 Cork 
Blarney Nursing and 
Retirement Home info@blarneynursinghome.ie 

31 Cork Bon Secours Care Village 
32 Cork Bridhaven Nursing Home info@bridhaven.ie 
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33 Cork Brookfield Care Centre hr@brookfieldcc.ie 
34 Cork Bushmount Nursing Home bushmountnursinghome@eircom.net 

35 Cork Cahereen Care Centre cahereenrescare@eircom.net 

36 Cork 
CareChoice – Ballynoe Nursing 
Home ballynoe@carechoice.ie 

37 Cork 
CareChoice – Clonakilty Nursing 
Home clonakilty@carechoice.ie 

38 Cork 
CareChoice – Macroom Nursing 
Home macroom@carechoice.ie 

39 Cork 
CareChoice – Montenotte 
Nursing Home montenotte@carechoice.ie 

40 Cork Cobh Community Hospital cobh_hospital@eircom.net 

41 Cork Corpus Christi Nursing Home corpuschristinh@eircom.net 

42 Cork 
Darraglynn House Nursing 
Home darraglynn1@eircom.net 

43 Cork 
Ditchley Group – Conna Nursing 
Home reception@connanursinghome.ie 

44 Cork 
Ditchley Group – Cramers Court 
Nursing Home info@cramerscourt.com 

45 Cork 
Ditchley Group – Deerpark 
House Nursing Home darraglynn1@eircom.net 

46 Cork Douglas Nursing Home david@douglasnursinghome.ie 

47 Cork Fairfield Nursing Home fairfielddrimoleague@eircom.net 

48 Cork Fairy Hill Nursing Home titus@fairyhillnursinghome.ie 

49 Cork Glendonagh Residential Home info@glendonaghnursinghome.ie 

50 Cork Glyntown Care Centre info@glyntowncare.ie 

51 Cork Grange Con Nursing Home grangecon@gmail.com 

52 Cork Haven Bay Care Centre info@havenbay.ie 

53 Cork Maryborough Nursing Home office@maryboroughnh.com 

54 Cork 

Mowlam Healthcare – 
Ballincollig Community Nursing 
Unit ballincollig@mowlamhealthcare.com 

55 Cork 
Mowlam Healthcare – St 
Martha’s Nursing Home docstmarthas@ehg.ie 

56 Cork 
Nazareth Group – Nazareth 
House Nursing Home, Mallow don.mallow@nazarethcare.com 

57 Cork 
Norwood Grange Nursing 
Home norwoodgrange@gmail.com 

58 Cork Oaklodge Nursing Home info@oaklodgenursinghome.ie 

59 Cork 

Padre Pio Nursing, 
Convalescent and Retirement 
Home, Rochestown padrepiorochestown@eircom.net 

60 Cork Powdermill Nursing Home info@powdermill.ie 

61 Cork Rochestown Nursing Home rochestownnursinghome@yahoo.ie 

62 Cork Rosenalee Care Centre info@rosenalee.com 

63 Cork 
Skibbereen Residential Care 
Centre info@skibbcare.com 

64 Cork St. Luke’s Home info@stlukeshome.ie 

65 Cork Strawhall Nursing Home eileen.strawhallnursinghome@gmail.com 

66 Cork Teach Altra Nursing Home teachaltra@eircom.net 
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67 Cork 
Windmill House Care Centre 
(Windmill Healthcare) info@windmillnursing.ie 

68 Cork 
Youghal & District Nursing 
Home youghalnursinghome@eircom.net 

69 Donegal Aras Gaoth Dobhair gcoyle@arasgaothdobhair.ie 

70 Donegal Aras Mhic Shuibhne arasmhicshuibhne@eircom.net 

71 Donegal Archview Lodge Nursing Home archviewlodgenh@gmail.com 

72 Donegal 
Brindley Healthcare – Beach Hill 
Manor Private Nursing Home eharkin@brindleyhealthcare.ie 

73 Donegal 

Brindley Healthcare – 
Brentwood Manor Private 
Nursing Home jkelly@brindleyhealthcare.ie 

74 Donegal 
Brindley Healthcare – Brindley 
Manor Private Nursing Home dscott@brindleyhealthcare.ie 

75 Donegal Harbour Lights Nursing Home harbourlights22@gmail.com 

76 Donegal Hillcrest House Nursing Home anne@hillcrestnursinghome.ie 

77 Donegal Lake House Nursing Home lakehousenh@eircom.net 

78 Donegal Larissa Lodge Nursing Home gail@larissalodge.ie 

79 Donegal Nazareth Group – Nazareth House Nursing Home, Donegal 

80 Donegal 
St. Eunan’s Private Nursing 
Home- steunansnh@gmail.com 

81 Dublin Aclare House Nursing Home breegemuldowney@hotmail.com 

82 Dublin 
Altadore Retirement & Nursing 
Home admin@altadorenursinghome.ie 

83 Dublin Annabeg Nursing Home deirdrereddy@annabeg.ie 

84 Dublin Ashford House Nursing Home reception@ashfordhouse.ie 

85 Dublin 
Beechfield Manor Nursing 
Home sreeja@beechfieldmanor.ie 

86 Dublin Beechtree Nursing Home info@beechtree.ie 

87 Dublin 
Belmont House Private Nursing 
Home info@belmontcare.ie 

88 Dublin 
CareChoice – Swords Nursing 
Home hello@carechoice.ie 

89 Dublin 
CareChoice – The Marlay 
Nursing Home info@themarlay.com 

90 Dublin 
CareChoice –NEWTOWNPARK 
HOUSE info@ntph.ie 

91 Dublin Carysfort Nursing Home liny@carysfortnh.com 

92 Dublin Fingal House Nursing Home alhel@eircom.net 

93 Dublin Glengara Park Nursing Home jenny@beechfieldnursinghomes.ie 

94 Dublin Griffeen Valley Nursing Home anne@griffeenvalleynursinghome.com 

95 Dublin Hamilton Park Care Facility susan@hamiltonpark.ie 

96 Dublin Loughshinny Residential Home receptionls@bartrahealthcare.ie 

97 Dublin Marymount Care Centre enquiries@marymountcarecentre.ie 

98 Dublin 
Mowlam Healthcare – Rush 
Nursing Home rush@mowlamhealthcare.com 

99 Dublin 
Mowlam Healthcare – Swords 
Nursing Home swords@mowlamhealthcare.com 

100 Dublin 
Nazareth Group – Nazareth 
House Nursing Home, Malahide don.dublin@nazarethcare.com 
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101 Dublin Newpark Care Centre reception@newparkcc.ie 

102 Dublin Newtownpark House info@ntph.ie 

103 Dublin Oakwood Lodge Nursing Home hello@oakwoodlodge.ie 

104 Dublin 
Orwell Queen of Peace Nursing 
Home info@orwellhealthcare.ie 

105 Dublin 
Our Lady’s Manor Nursing 
Home, Dalkey ourladysmanor1@eircom.net 

106 Dublin 
Passage Healthcare – Lucan 
Lodge Nursing Home filipe@lucanlodge.com 

107 Dublin St. Joseph’s Centre saintjosephs@sjog.ie 

108 Dublin 
Talbot Group – Talbot Lodge 
Nursing Home inquiries@brookhaven.ie 

109 Dublin Tara Winthrop Private Clinic info@tara-winthrop.com 

110 Dublin The Fern Dean Nursing Home info@ferndean.ie 

111 Dublin The Four Ferns Nursing Home info@fourferns.ie 

112 Dublin 
Trinity Care – Anovocare 
Nursing Home enquiries@anovocare.ie 

113 Dublin 
Trinity Care – Foxrock Nursing 
Home foxrock@trinitycare.ie 

114 Dublin 
Trinity Care – St. Doolagh’s Park 
Care & Rehabilitation Centre stdoolaghs@trinitycare.ie 

115 Dublin 1 St. Monica’s Nursing Home bridie@stmonicasnhl.ie 

116 Dublin 11 CareChoice – Finglas Nursing Home 

117 Dublin 11 
FirstCare Nursing Home – 
Beneavin House beneavinhhm@firstcare.ie 

118 Dublin 11 
Marian House Nursing Home, 
Glasnevin mollsheehan@gmail.com 

119 Dublin 11 
Mowlam Healthcare – 
Clearbrook Nursing Home manager@clearbrook.ie 

120 Dublin 12 
Marian House Nursing Home, 
Kimmage mollsheehan@gmail.com 

121 Dublin 13 St. Patrick’s Nursing Home imcdonagh@cowpercare.ie 

122 Dublin 14 
Cedar House Nursing Home 
(Society of the Sacred Heart) cedarhouseadministration@eircom.net 

123 Dublin 14 
Little Sisters of the Poor – Holy 
Family Residence ms.holyfamily@lspireland.com 

124 Dublin 14 
Mowlam Healthcare – Mount 
Carmel Community Hospital mountcarmel@mowlamhealthcare.com 

125 Dublin 15 Elm Green Nursing Home reception@elmgreen.ie 

126 Dublin 15 
Mount Hybla Private Nursing 
Home veronica@mounthyblaprivate.ie 

127 Dublin 16 New Lodge Nursing Home info@bloomfield.ie 

128 Dublin 16 Simpson‚Äôs Hospital info@simpsonshospital.org 

129 Dublin 16 The Marlay Nursing Home info@themarlay.com 

130 Dublin 17 
CareChoice – Malahide Road 
Nursing Home malahide@carechoice.ie 

131 Dublin 17 
Trinity Care – St. Doolagh’s Park 
Care & Rehabilitation Centre stdoolaghs@trinitycare.ie 

132 Dublin 18 Cowper Care – Glebe House imcdonagh@cowpercare.ie 

133 Dublin 20 Glenaulin Nursing Home info@glenaulin.com 

134 Dublin 20 
Maryfield Nursing Home 
Chapelizod info@maryfield.ie 
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135 Dublin 20 Mount Sackville Nursing Home don@mountsackvillenh.ie 

136 Dublin 22 
Padre Pio Nursing Home, 
Clondalkin maura@padrepionursinghome.ie 

137 Dublin 24 Kiltipper Woods Care Centre info@kiltipperwoods.ie 

138 Dublin 24 Lisheen Nursing Home catherine@lisheennursinghome.com 

139 Dublin 24 
Passage Healthcare – Sally Park 
Nursing Home info@sallyparknursinghome.ie 

140 Dublin 24 TLC Care – TLC Citywest citywest@tlccentre.ie 

141 Dublin 3 
Nazareth Group – Nazareth 
House Nursing Home, Malahide don.dublin@nazarethcare.com 

142 Dublin 3 
Shrewsbury House Nursing 
Home info@dublinnursinghome.ie 

143 Dublin 3 
Silverstream Healthcare – 
Clontarf Private Nursing Home clontarf@silverstream.ie 

144 Dublin 4 Brabazon Trust admin@brabazontrust.ie 

145 Dublin 4 Caritas Convalescent Centre hr@caritas.ie 

146 Dublin 4 
Mount Tabor Care Centre & 
Nursing Home hr@dublincentralmission.ie 

147 Dublin 4 St. John’s House simon@stjohnshouse.ie 

148 Dublin 5 
Arbour Care – Raheny House 
Nursing Home rahenyhouse@arbourcaregroup.com 

149 Dublin 5 
Little Sisters of the Poor – 
Sacred Heart Residence ms.raheny@lspireland.com 

150 Dublin 5 St. Gabriel’s Nursing Home nursingstgabriels@gmail.com 

151 Dublin 5 TLC Care – TLC Carton tlccarton@tlccentre.ie 

152 Dublin 6 
Cherryfield Lodge Nursing 
Home cherryfield@jesuit.ie 

153 Dublin 6 Cowper Care – Glebe House glebehouse@cowpercare.ie 

154 Dublin 6 
Grace Healthcare – St. Gladys 
Nursing Home hello@gracehealthcare.ie 

155 Dublin 6 Orwell Healthcare  info@orwellhealthcare.ie 

156 Dublin 6 
Silverstream Healthcare – 
Leeson Park Nursing Home leesonpark@silverstream.ie 

157 Dublin 6W 
Grace Healthcare – Terenure 
Nursing Home alice@harveyhealthcare.ie 

158 Dublin 7 Assisi House info@assisihouse.ie 

159 Dublin 7 
Cowper Care – St Patricks Care 
Centre stpatricks@cowpercare.ie 

160 Dublin 7 
Grace Healthcare – Nephin 
Nursing Home michelle@harveyhealthcare.ie 

161 Dublin 7 Santa Sabina House karen.russell@santasabinahouse.com 

162 Dublin 8 
Silverstream Healthcare – The 
Croft Nursing Home croft@silverstream.ie 

163 Dublin 9 

Beech Lawn House Nursing 
Home (Sisters of Our Lady of 
Charity) catherine.condon@rgs.ie 

164 Dublin 9 Catherine McAuley House pconnor@mcauleybeaumont.ie 

165 Dublin 9 
Highfield Healthcare – 
Alzheimer Care Centre info@highfieldhealthcare.ie 

166 Dublin 9 
Highfield Healthcare – Elmhurst 
Nursing Home referrals@highfieldhealthcare.ie 
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167 Dublin 9 
Silverstream Healthcare – St. 
Pappin’s Nursing Home stpappins@silverstream.ie 

168 Dublin 9 TLC Care – Cara Care Centre cccreception@tlccentre.ie 

169 Dublin 9 TLC Care – TLC Santry santry@tlccentre.ie 

170 Galway 
An Teaghlach Uilinn Retirement 
and Convalescent Centre info@uilinn.ie 

171 Galway Aras Chois Fharraige care@thearas.com 

172 Galway Ballinderry Nursing Home ballinderrynursinghome@gmail.com 

173 Galway Blake Manor Nursing Home aideen@blakemanor.ie 

174 Galway Brampton Care Home info@brampton.ie 

175 Galway 
Brindley Healthcare – 
Oughterard Manor anewman@brindleyhealthcare.ie 

176 Galway Brooklodge Nursing Home info@brooklodge.ie 

177 Galway 
Caiseal Geal Teach Altranais 
Nursing Home info@cgta.ie 

178 Galway 
Carna Nursing and Retirement 
Home info@carnanursinghome.ie 

179 Galway 
Castleturvin House Nursing 
Home carmel@castleturvin.ie 

180 Galway Central Park Nursing Home info@centralparknursing.ie 

181 Galway 
Clarinbridge Care Centre 
(Windmill Healthcare) info@clarenbridgenursinghome.ie 

182 Galway 
Corrandulla Residential Nursing 
Home corrandullanursinghome@gmail.com 

183 Galway 
Ditchley Group – Coral Haven 
Residential Nursing Home reception@coralhaven.ie 

184 Galway 
Ditchley Group – Millrace 
Nursing Home info@ditchleygroup.ie 

185 Galway Flannerys Nursing Home info@flannerynursinghome.com 

186 Galway Garbally View Rest Home garballyview@gmail.com 

187 Galway Greenpark Nursing Home admin@greenparknursinghome.ie 

188 Galway Hillside Nursing Home hillside_nursing@hotmail.com 

189 Galway 
Killimor Retirement Home (The 
Holy Family Nursing Home) info@killimorretirementhome.ie 

190 Galway Kiltormer Nursing Home info@kiltormernursinghome.com 

191 Galway 
Maryfield Alzheimer’s Home, 
Galway maryfield@westernalzheimers.ie 

192 Galway 
Mountbellew Private Nursing 
Home mountbellewnursinghome@gmail.com 

193 Galway 

Mowlam Healthcare – Kilcolgan 
Nursing Home & Memory Care 
Centre kilcolgan@mowlamhealthcare.com 

194 Galway 
Mowlam Healthcare – 
Moycullen Nursing Home 

moycullennursinghome@mowlamhealthcare.co
m 

195 Galway Mystical Rose Nursing Home info@mysticalrose.ie 

196 Galway Nightingale Nursing Home info@nightingalenursinghome.ie 

197 Galway Portumna Retirement Village info@prv.ie 

198 Galway 
Rosemount House Nursing 
Home donal.rosemounthouse@gmail.com 

199 Galway Rushmore Nursing Home rushmorenursinghome@eircom.net 

200 Galway St. David’s Retirement Home monicapbrowne@hotmail.com 
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201 Galway 
St. Mary’s Residential Care 
Centre stmaryscarecentre@gmail.com 

202 Galway 
Stella Maris Nursing Home, 
Galway stellamarisnursinghome@gmail.com 

203 Kerry Aperee Living Tralee catriona.oconnor@cuildidin.ie 

204 Kerry Aras Mhuire Nursing Home amnh@eircom.net 

205 Kerry 
Ashborough Lodge Nursing 
Home m.harty@allenfield.ie 

206 Kerry 
Ditchley Group – Ocean View 
Retirement and Nursing Home oceanviewnh@gmail.com 

207 Kerry Heather Lee Nursing Home maryobrien1997@gmail.com 

208 Kerry 
Kenmare Nursing Home ‘Tir na 
nOg’ nursinghome@eircom.net 

209 Kerry Kilcara House Nursing Home kilcara@gmail.com 

210 Kerry Lystoll Lodge Nursing Home lystoll.lodge@gmail.com 

211 Kerry 
Mowlam Healthcare – Killarney 
Nursing Home managerkillarney@mowlamhealthcare.com 

212 Kerry Oaklands Nursing Home info@oaklandsnh.ie 

213 Kerry 
Our Lady of Fatima Nursing 
Home admin@fatimahome.com 

214 Kerry 
Our Lady of Lourdes Care 
Facility melhc@eircom.net 

215 Kerry Riverside Nursing Home riversidenursing@eircom.net 

216 Kerry 
St. Joseph’s Nursing Home, 
Kenmare info@kenmarestjosephs.com 

217 Kerry 
St. Joseph’s Nursing Home, 
Killorglin stjosephskillorglin@eircom.net 

218 Kerry St. Louis Nursing Home nhstlouis@eircom.net 

219 Kerry 
Willow Brooke Care Centre 
(Windmill Healthcare) care@windmillhealthcare.ie 

220 Kildare 
Beech Park Nursing & 
Convalescent Centre beechpark02@eircom.net 

221 Kildare 
Brindley Healthcare – Ashley 
Lodge Nursing Home ashleylodgenursinghome@yahoo.ie 

222 Kildare 
Brindley Healthcare – Mill Lane 
Manor Private Nursing Home bcatterson@brindleyhealthcare.ie  

223 Kildare Craddock House craddockhouse@eircom.net 

224 Kildare Curragh Lawn Nursing Home curraghlawn2@eircom.net 

225 Kildare Elm Hall Nursing Home info@elmhall.ie 

226 Kildare 
Firstcare Group – 
Mountpleasant Lodge mountpleasant@firstcare.ie 

227 Kildare Glenashling Nursing Home glenashling@iol.ie 

228 Kildare Hazel Hall Nursing Home info@hazelhallnursinghome.ie 

229 Kildare Larchfield Park Nursing Home info@larchfieldpark.ie 

230 Kildare Lourdesville Nursing Home info@lourdesvillenursinghome.ie 

231 Kildare Maynooth Lodge Nursing Home info@maynoothlodge.ie 

232 Kildare 
Mowlam Healthcare – 
Cloverlodge Nursing Home athy@clhc.ie 

233 Kildare Moyglare Nursing Home info@moyglarenursinghome.ie 

234 Kildare Oghill Nursing Home info@oghillnursinghome.ie 

235 Kildare Parke House Nursing Home info@parkehouse.ie 
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236 Kildare Shalom Nursing Home shalomnursinghome@gmail.com 

237 Kildare TLC Care – TLC Maynooth maynooth@tlccentre.ie 

238 Kildare 
Trinity Care – Suncroft Lodge 
Nursing Home suncroftlodge@guardianhealthcare.ie 

239 Kilkenny Brookhaven Nursing Home info@brookhaven.ie 

240 Kilkenny 
Ditchley Group – Strathmore 
Lodge Nursing Home info@strathmorelodge.ie 

241 Kilkenny 
Drakelands House Nursing 
Home info@drakelandshouse.com 

242 Kilkenny 
Gowran Abbey Nursing Home & 
Retirement Village info@gowranabbeynursinghome.ie  

243 Kilkenny 
Mooncoin Residential Care 
Centre info@mooncoinrcc.ie 

244 Kilkenny 
Mowlam Healthcare – 
Archersrath Nursing Home 

archersrathnursinghome@mowlamhealthcare.c
om 

245 Kilkenny Sacred Heart Nursing Home sacredheartnursinghome@gmail.com 

246 Kilkenny 
Tinny Park Residential Care 
Centre info@tinnyparknursinghome.com 

247 Laois Ballard Lodge Nursing Home administrator@ballardlodge.ie 

248 Laois 
Brindley Healthcare – Kilminchy 
Lodge Nursing Home info@kilminchylodge.ie 

249 Laois Droimnin Nursing Home info@droimninnursinghome.ie 

250 Laois Oakdale Nursing Home life@oakdale.ie 

251 Leitrim Lough Erril Nursing Home info@lougherrilnursinghome.ie 

252 Leitrim St. Phelim’s Nursing Home stphelims@hotmail.com 

253 Limerick 
Abbot Close Care Centre 
(Windmill Healthcare) info@abbotclose.ie 

254 Limerick Ard Na Ri Nursing Home info@ardnarinh.ie 

255 Limerick 
Beech Lodge Care Facility & 
Residential Village info@beechlodgecarefacility.ie 

256 Limerick 
Beechwood House Nursing 
Home info@beechwoodhouse.ie 

257 Limerick CareBright Community Centre njoy@carebright.ie 

258 Limerick 
Catherine McAuley Nursing 
Home stephanie.mcmahon@mcauleyhouse.ie 

259 Limerick 
Dromcollogher and District 
Respite Care Centre cspmanager@dromrespite.ie 

260 Limerick Good Counsel Nursing Home emmetbeston@hotmail.com 

261 Limerick 
Killeline Care Centre (Windmill 
Healthcare) info@killelinenursing.ie 

262 Limerick 
Mowlam Healthcare – Adare & 
District Nursing Home adare@mowlamhealthcare.com 

263 Limerick 
Mowlam Healthcare – Caherass 
Nursing Home caherass@mowlamhealthcare.com 

264 Limerick 
Mowlam Healthcare – The Park 
Nursing Home thepark@mowlamhealthcare.com 

265 Limerick 
Riverbrook Nursing & Respite 
Care (Formerly Rosary Hill NH) rosaryhillhouse@gmail.com 

266 Limerick Roseville House Nursing Home rosevillehousenh@gmail.com 

267 Limerick St. Anthony’s Nursing Home info@stanthonysnursinghome.ie 

268 Limerick 
St. Catherine’s Nursing Home, 
Newcastle ann@scncw.com 
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269 Limerick St. Gobnait’s Nursing Home st.gobnaits@gmail.com 

270 Limerick Thorpes Nursing Home thorpesnh@gmail.com 

271 Longford Laurel Lodge Nursing Home guy@llnh.ie 

272 Longford 
Our Lady’s Manor Nursing 
Home, Edgeworthstown donolm@newbrooknursing.ie 

273 Louth 
Aras Mhuire – Medical 
Missionaries of Mary nursemanager@arasmhuire.com 

274 Louth 
Arbour Care – Carlingford 
Nursing Home frontdesk@carlingfordnursinghome.ie 

275 Louth Blackrock Abbey Nursing Home don@blackrockabbey.ie 

276 Louth Dealgan House Nursing Home info@dealganhouse.ie 

277 Louth Moorehall Lodge Ardee carol.mcloughlin@mhliving.ie 

278 Louth Moorehall Lodge Drogheda caroline.day@mhliving.ie 

279 Louth 
St. Francis Nursing Home 
(Mount Oliver) stfrancisdundalk@eircom.net 

280 Louth Sunhill Nursing Home info@sunhill.ie 

281 Louth 
Trinity Care – St. Peter’s 
Nursing Home stpeters@trinitycare.ie 

282 Mayo AbbeyBreaffy Nursing Home inquiries@brookhaven.ie 

283 Mayo Ave Maria Nursing Home avemarianursinghome@gmail.com 

284 Mayo 
Ballinamore House Nursing 
Home ballinamorehouse@hotmail.com 

285 Mayo Blackrocks Nursing Home enquiries@bnhfoxford.ie 

286 Mayo 

Brindley Healthcare – 
Brookvale Manor Private 
Nursing Home anewman@brindleyhealthcare.ie 

287 Mayo Claremount Nursing Home info@claremountnursinghome.ie 

288 Mayo Cuan Chaitriona Nursing Home admincuan@newbrooknursing.ie 

289 Mayo Hollymount Private Nursing Home 
290 Mayo Marian House Respite Home marianhouse@westernalzheimers.ie 

291 Mayo Queen of Peace Centre queenofpeacecare@gmail.com 

292 Mayo 
Sonas Care – Moy Ridge 
Nursing Home moyridge@sonas.ie 

293 Mayo 
Sonas Care – Riverview Nursing 
Home riverview@sonas.ie 

294 Mayo 
Sonas Care – Sonas Nursing 
Home Knock knock@sonas.ie 

295 Mayo 
Sonas Care – Ti Aire Private 
Nursing Home belmullet@sonas.ie 

296 Mayo St Brendan’s High Support Uni stbrendansvillage@gmail.com 

297 Mayo St. Anne’s Nursing Home kathsmyth@eircom.net 

298 Mayo St. Attracta’s Residence info@stattractas.com 

299 Meath 
Arbour Care – Dunboyne 
Nursing Home dunboyne@arbourcaregroup.com 

300 Meath Boyne Valley Nursing Home maeve@boynevalleynursinghome.ie 

301 Meath 
CareChoice – Trim Nursing 
Home receptiontrim@carechoice.ie 

302 Meath Heatherfield Nursing Home info@heatherfieldnursinghome.com 

303 Meath 
Kilbrew Recuperation and 
Nursing Care info@kilbrew.eu 
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304 Meath Millbury Nursing Home info@millbury.ie 

305 Meath 

Mowlam Healthcare – 
Kilmainhamwood Nursing 
Home kilmainhamwood@mowlamhealthcare.com 

306 Meath 
Mowlam Healthcare – Sancta 
Maria Nursing Home manager@sanctamarianursinghome.ie 

307 Meath 
Mowlam Healthcare – St 
Colmcille’s Nursing Home manager@colmcillesnursinghome.com 

308 Meath Silver Grove Nursing Home info@silvergrovenursinghome.ie 

309 Meath 
Silverstream Healthcare – 
Ratoath Manor Nursing Home ratoath@silverstream.ie 

310 Meath 
St. Columban’s Retirement 
Home (Columban Missionaries) info@columbans.ie 

311 Meath St. Elizabeth’s Nursing Home stelizabethsathboy@gmail.com 

312 Meath St. Ursula’s Nursing Home info@stursulas.ie 

313 Meath 
Trinity Care – Gormanston 
Wood Nursing Home gormanstonwood@trinitycare.ie 

314 Meath 
Woodlands House Nursing 
Home woodlandsinfo@woodlandshouse.ie 

315 Monaghan 
Arbour Care – Sacred Hearts 
Nursing Home sacredhearts@arbourcaregroup.com 

316 Monaghan 
Castleross Nursing & 
Convalescent Centre info@castleross.ie 

317 Monaghan Drumbear Lodge Nursing Home admindrumbear@newbrooknursing.ie 

318 Monaghan 
Mullinahinch House Private 
Nursing Home manager@mullinahinchhouse.ie 

319 Monaghan 

St. Anne’s Nursing Home 
(Formerly St. Joseph’s Nursing 
Home) info@stannesnh.ie 

320 Offaly Carthage Nursing Home info@cnh.ie 

321 Offaly Ealga Lodge Nursing Home lynda@ealgalodge.ie 

322 Offaly Eliza Lodge Nursing Home kay@elizacare.ie 

323 Offaly 
Ferbane Care Centre (Windmill 
Healthcare) info@ferbanenursinghome.ie 

324 
Roscommo
n Abbey Haven Care Centre info@abbeyhaven.ie 

325 
Roscommo
n 

Costello Care – Costello’s 
Nursing Home & Care Centre costellosnursinghome@gmail.com 

326 
Roscommo
n Drumderrig Nursing Home paula@drumderrignursinghome.com 

327 
Roscommo
n Innis Ree Lodge Nursing Home s.curran@allenfield.ie 

328 
Roscommo
n Shannon Lodge Nursing Home shannonlodgenh@gmail.com 

329 
Roscommo
n 

Sonas Care – Sonas Nursing 
Home Cloverhill cloverhill@sonas.ie 

330 
Roscommo
n 

Tearmainn Bhride Nursing and 
Retirement Home info@tbnh.ie 

331 Sligo 
Bailey’s Nursing Home 
(Ougham House) info@baileysnursinghome.com 

332 Sligo 
Mowlam Healthcare – Sligo 
Nursing Home sligo@mowlamhealthcare.com 

333 Sligo 
Nazareth Group – Ballymote 
Community Nursing Unit don.ballymote@nazarethcare.com 
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334 Sligo 
Nazareth Group – Nazareth 
House Sligo reception.sligo@nazarethcare.com 

335 Sligo Sonas Care – Ard na Greine enniscrone@sonas.ie 

336 Sligo Summerville Healthcare info@summervillehealthcare.com 

337 Tipperary Acorn Lodge acornhealthcare@eircom.net 

338 Tipperary Ardeen Nursing Home ardeennursinghome@eircom.net 

339 Tipperary Ashlawn House Nursing Home info@ashlawnnursinghome.com 

340 Tipperary Bailey House Nursing Home lily.lawlor@hotmail.com 

341 Tipperary Bushy Park Nursing Home bpnursinghome@gmail.com 

342 Tipperary Deerpark Nursing Home deermairead@gmail.com 

343 Tipperary Greenhill Nursing Home greenhillshome@gmail.com 

344 Tipperary Melview Care Nursing Home melview@sonas.ie 

345 Tipperary Millbrae Lodge Nursing Home 

346 Tipperary Mount Carmel Nursing Home mlarkin@mountcarmelnursinghome.ie 

347 Tipperary Nenagh Manor Nursing Home nenagh@silverstream.ie 

348 Tipperary Patterson's Nursing Home pattersonsnursinghome@eircom.net 

349 Tipperary Rathkeevan Nursing Home rathkeevinnursing@gmail.com 

350 Tipperary Rathkeevan Nursing Home rathkeevinnursing@gmail.com 

351 Tipperary Sacre Coeur Nursing Home laura.myers@sacrecoeur.ie 

352 Tipperary Sonas Nursing Home Melview melview@sonas.ie 

353 Tipperary St Theresa’s Nursing Home info@sttheresasnursinghome.ie 

354 Tipperary St. Kieran’s Nursing Home info@stkieranscarehome.ie 

355 Tipperary St. Martha’s Nursing Home anthonyandjoanne@eircom.net 

356 Tipperary The Cottage Nursing Home pfitzgerald@wnh.ie 

357 Tipperary Villa Marie Nursing Home info@villamarie.ie 

358 Tipperary 
Waterman’s Lodge Respite Care 
Centre mary.callanan@alzheimer.ie 

359 Tipperary 
Willowbrook Lodge Nursing 
Home info@willowbrooklodge.ie 

360 Tipperary Woodlands Nursing Home info@wnh.ie 

361 Waterford 
CareChoice – Dungarvan 
Nursing Home dungarvan@carechoice.ie 

362 Waterford 
Havenwood Nursing Care 
Facility & Retirement Village info@havenwood.ie 

363 Waterford Killure Bridge Nursing Home info@killurebridge.com 

364 Waterford Maypark House Nursing Home info@mayparkhouse.ie 

365 Waterford 
Mowlam Healthcare – 
Waterford Nursing Home waterford@mowlamhealthcare.com 

366 Waterford Padre Pio Rest Home padrepioresthome@gmail.com 

367 Waterford Rockshire Care Centre info@rockshirecarecentre.ie 

368 Waterford 
St. Joseph’s Nursing Home, 
Ferrybank ms.waterford@lspireland.com 

369 Westmeath Bethany House info@bethanyhouse.ie 

370 Westmeath 
Mowlam Healthcare – 
Maplecourt Nursing Home manager@maplecourtnursinghome.com 

371 Westmeath 
Mowlam Healthcare – Moate 
Nursing Home moate@mowlamhealthcare.com 
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372 Westmeath Newbrook Nursing Home donnewbrook@newbrooknursing.ie 

373 Westmeath Portiuncula Nursing Home geraldine@newbrooknursing.ie 

374 Westmeath Retreat Nursing Home retreatnursinghome@gmail.com 

375 Westmeath Roselodge Nursing Home info@roselodge.ie 

376 Westmeath 
Sonas Care – Cloghanboy 
Nursing Home athlone@sonas.ie 

377 Westmeath St. Camillus Nursing Centre riverstown@eircom.net 

378 Westmeath 
Stella Maris Nursing Home, 
Westmeath stellamaris1@eircom.net 

379 Wexford 
Castlebridge Manor Nursing 
Home info@castlebridgenursinghome.ie 

380 Wexford Cherrygrove Nursing Home info@cherrygrovenursinghome.ie 

381 Wexford 
Curam Healthcare – Oakfield 
Retirement & Nursing Home oakfield@curamhealthcare.ie 

382 Wexford Kerlogue Nursing Home info@kerloguenursinghome.com 

383 Wexford Knockeen Nursing Home info@knockeennursinghome.ie 

384 Wexford Lawson House Nursing Home info@lawsonhouse.ie 

385 Wexford 
Middletown House Nursing 
Home joe@middletownhouse.ie 

386 Wexford 

Mowlam Healthcare – Castle 
Gardens Nursing Home & 
Memory Care Centre manager@castlegardens.ie 

387 Wexford Moyne Private Nursing Home info.moyne@gmail.com 

388 Wexford New Ross Community Hospital info@nrch.ie 

389 Wexford Ros Aoibhinn Nursing Home aidansawyer@outlook.com 

390 Wexford 
Signature Care – SignaCare 
New Ross info@signaturecare.ie 

391 Wexford Valentia House Nursing Home info@valentianursinghome.ie 

392 Wexford Wygram Nursing Home info@wygramnursinghome.ie 

393 Wicklow Aisling House Nursing Home info@aislinghouse.ie 

394 Wicklow 
Arbour Care – Greystones 
Nursing Home greystones@arbourcaregroup.com 

395 Wicklow Asgard Lodge Nursing Home asgardlodge@yahoo.ie 

396 Wicklow Atlanta Nursing Home atlantanursing@eircom.net 

397 Wicklow Cairn Hill Nursing Home info@cairnhill.ie 

398 Wicklow 
Costello Care – Bray Manor 
Nursing Home braymanor@gmail.com 

399 Wicklow 
Curam Healthcare – Knockrobin 
Hill Care Home knockrobinhill@curamhealthcare.ie 

400 Wicklow Dargle Valley Nursing Home darglevalleynh@gmail.com 

401 Wicklow 
Firstcare Group – Blainroe 
Lodge Nursing Home blainroe@firstcare.ie 

402 Wicklow 
Firstcare Group – Earlsbrook 
House Nursing Home earlsbrook@firstcare.ie 

403 Wicklow Kylemore House Nursing Home kylemorehouse@eircom.net 

404 Wicklow Roseville Nursing Home rosevillenursinghome@gmail.com 

405 Wicklow Shannagh Bay Nursing Home info@shannaghbay.ie 

406 Wicklow 
Silverstream Healthcare – 
Dunlavin Nursing Home dunlavin@silverstream.ie 



 85 

407 Wicklow 

St. Columban’s Nursing Home 
(Missionary Sisters of St. 
Columban, Ireland) colsrsww@eircom.net 

408 Wicklow St. Patrick’s Missionary Society office@spms.ie 

409 Wicklow Tara Care Centre nirocan@gmail.com 

410 NI 
Colinvale Court Nursing Home 
for EMI https://www.carehome.co.uk/ 

411 NI 
Somerton Private Nursing 
Home https://www.carehome.co.uk/ 

412 NI Weavers House https://www.carehome.co.uk/ 

413 NI Magherafelt Manor https://www.carehome.co.uk/ 

414 NI 
Lisburn Intermediate Care 
Centre https://www.carehome.co.uk/ 

415 NI Wood Green Care Home https://www.carehome.co.uk/ 

416 NI Cherryvalley Care Home https://www.carehome.co.uk/ 

417 NI Whiteabbey Care Home https://www.carehome.co.uk/ 
418 NI Louisville Nursing Home https://www.carehome.co.uk/ 

419 NI Abbey View Nursing Home https://www.carehome.co.uk/ 

420 NI Strangford Court Care Home https://www.carehome.co.uk/ 
421 NI Orchard Lodge Care Home https://www.carehome.co.uk/ 

422 NI Mahon Hall Care Home https://www.carehome.co.uk/ 

423 NI Rose Court https://www.carehome.co.uk/ 
424 NI Sandringham Care Home https://www.carehome.co.uk/ 

425 NI Belmont Care Home https://www.carehome.co.uk/ 

426 NI Ashgrove Care Home https://www.carehome.co.uk/ 
427 NI Meadowbank Care Home https://www.carehome.co.uk/ 

428 NI Galgorm Care Home https://www.carehome.co.uk/ 

429 NI Clifton Nursing Home https://www.carehome.co.uk/ 
430 NI Parkmanor Oaks https://www.carehome.co.uk/ 

431 NI Bramblewood Care Home https://www.carehome.co.uk/ 

432 NI Marina Care Home https://www.carehome.co.uk/ 
433 NI Oak Tree Manor https://www.carehome.co.uk/ 

434 NI Melmount Manor Care Centre https://www.carehome.co.uk/ 

435 NI Culmore Manor https://www.carehome.co.uk/ 
436 NI Rockfield Care Home https://www.carehome.co.uk/ 

437 NI Carrickfergus Manor https://www.carehome.co.uk/ 

438 NI Strathearn Court Care Home https://www.carehome.co.uk/ 
439 NI Laganvale Care Home https://www.carehome.co.uk/ 

440 NI Carnalea Care Home https://www.carehome.co.uk/ 

441 NI Clandeboye Care Home https://www.carehome.co.uk/ 
442 NI Dunanney Care Centre https://www.carehome.co.uk/ 

443 NI Ardlough Care Home https://www.carehome.co.uk/ 

444 NI Bryansburn Care Home https://www.carehome.co.uk/ 
445 NI Parkview Care Home https://www.carehome.co.uk/ 

446 NI Lisburn Care Home https://www.carehome.co.uk/ 
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447 NI Madelayne Court NI https://www.carehome.co.uk/ 

448 NI 
King's Castle Private Nursing 
Home https://www.carehome.co.uk/ 

449 NI The Court Care Home https://www.carehome.co.uk/ 

450 NI Kintullagh House https://www.carehome.co.uk/ 
451 NI Lansdowne Care Home https://www.carehome.co.uk/ 

452 NI Willow Grove Care Home https://www.carehome.co.uk/ 

453 NI Glebe Care Centre https://www.carehome.co.uk/ 
454 NI Kingsland Care Centre https://www.carehome.co.uk/ 

455 NI Tennent Street Care Home https://www.carehome.co.uk/ 

456 NI The Model Care Home https://www.carehome.co.uk/ 
457 NI Apple Blossom Lodge https://www.carehome.co.uk/ 

458 NI Hawthorn House Care Home https://www.carehome.co.uk/ 

459 NI Drapersfield House https://www.carehome.co.uk/ 
460 NI Domnall Care Home https://www.carehome.co.uk/ 

461 NI Greerville Manor Care Home https://www.carehome.co.uk/ 

462 NI Holywood Care Home https://www.carehome.co.uk/ 
463 NI Rush Hall Care Home https://www.carehome.co.uk/ 

464 NI Bangor Care Home https://www.carehome.co.uk/ 

465 NI Greenhaw Lodge https://www.carehome.co.uk/ 
466 NI Moneymore Care Home https://www.carehome.co.uk/ 

467 NI Croagh Patrick Care Home https://www.carehome.co.uk/ 

468 NI Beechvale Nursing Home https://www.carehome.co.uk/ 
469 NI Fruithill Nursing Home https://www.carehome.co.uk/ 

470 NI Dungannon Care Home https://www.carehome.co.uk/ 

471 NI Arlington Nursing Home https://www.carehome.co.uk/ 
472 NI Our Lady's Care Home https://www.carehome.co.uk/ 

473 NI Mount Lens Care Home https://www.carehome.co.uk/ 

474 NI 
Milesian Manor Lifestyle Care 
Home https://www.carehome.co.uk/ 

475 NI Bradley Manor https://www.carehome.co.uk/ 
476 NI Railway Lodge Care Home https://www.carehome.co.uk/ 

477 NI Tudordale Care Home https://www.carehome.co.uk/ 

478 NI Ratheane Private Nursing Home https://www.carehome.co.uk/ 

479 NI 
Braefield Nursing & Residential 
Care Home https://www.carehome.co.uk/ 

480 NI Leabank Nursing Home https://www.carehome.co.uk/ 

481 NI Comber Care Home https://www.carehome.co.uk/ 
482 NI Cairnmartin Court https://www.carehome.co.uk/ 

483 NI Beechill Care Home https://www.carehome.co.uk/ 

484 NI Jordanstown Care Home https://www.carehome.co.uk/ 
485 NI Seapatrick Care Home https://www.carehome.co.uk/ 

486 NI Edenvale Care Centre https://www.carehome.co.uk/ 

487 NI Arches Care Home https://www.carehome.co.uk/ 
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488 NI Lecale Lodge Care Home https://www.carehome.co.uk/ 
489 NI Woodgrove Care Home https://www.carehome.co.uk/ 

490 NI Balmoral View Care Centre https://www.carehome.co.uk/ 

491 NI Camphill Care Home https://www.carehome.co.uk/ 
492 NI Abbeylands Care Home https://www.carehome.co.uk/ 

493 NI Carlingford Lodge https://www.carehome.co.uk/ 

494 NI The Valley. https://www.carehome.co.uk/ 
495 NI Slemish Nursing Home https://www.carehome.co.uk/ 

496 NI Bannview House Care Home https://www.carehome.co.uk/ 

497 NI Victoria Court https://www.carehome.co.uk/ 
498 NI Mountvale https://www.carehome.co.uk/ 

499 NI St James' Lodge Care Home https://www.carehome.co.uk/ 

500 NI Shaftesbury Mews https://www.carehome.co.uk/ 
501 NI Chestnut Lodge Care Home https://www.carehome.co.uk/ 

502 NI Richmond Nursing Home https://www.carehome.co.uk/ 

503 NI Pond Park Care Home https://www.carehome.co.uk/ 
504 NI Brooklands Healthcare https://www.carehome.co.uk/ 

505 NI Dunlady Nursing Home https://www.carehome.co.uk/ 

506 NI Cedarhurst Lodge Care Home https://www.carehome.co.uk/ 
507 NI The Hamilton Nursing Home https://www.carehome.co.uk/ 

508 NI 
The Martin Residential Trust 
Nursing Home https://www.carehome.co.uk/ 

509 NI Corriewood Private Clinic https://www.carehome.co.uk/ 
510 NI Mullaghboy https://www.carehome.co.uk/ 

511 NI Ailsa Lodge Nursing Home https://www.carehome.co.uk/ 

512 NI Spa Nursing Home https://www.carehome.co.uk/ 
513 NI Brooklands Healthcare https://www.carehome.co.uk/ 

514 NI The County Care Home https://www.carehome.co.uk/ 

515 NI Silverdale Care Home https://www.carehome.co.uk/ 
516 NI The Tilery https://www.carehome.co.uk/ 

517 NI Deanfield https://www.carehome.co.uk/ 

518 NI Woodmount https://www.carehome.co.uk/ 
519 NI Glencarron https://www.carehome.co.uk/ 

520 NI 
St Francis Private Care Home 
Ltd https://www.carehome.co.uk/ 

521 NI Kilbroney House https://www.carehome.co.uk/ 

522 NI Kingscourt Nursing Home https://www.carehome.co.uk/ 
523 NI Prospect Nursing Home https://www.carehome.co.uk/ 

524 NI Lakeview Nursing Home https://www.carehome.co.uk/ 

525 NI Abingdon Manor Care Centre https://www.carehome.co.uk/ 
526 NI Parkview House https://www.carehome.co.uk/ 

527 NI 
Hillcrest Residential Dementia 
Facility https://www.carehome.co.uk/ 

528 NI Rosemount Care Centre https://www.carehome.co.uk/ 
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529 NI Bohill House https://www.carehome.co.uk/ 
530 NI Kilwee Care Home https://www.carehome.co.uk/ 

531 NI Hilltop Respite Unit https://www.carehome.co.uk/ 

532 NI Knockagh Rise https://www.carehome.co.uk/ 
533 NI Brooklands Healthcare https://www.carehome.co.uk/ 

534 NI The Somme Nursing Home https://www.carehome.co.uk/ 

535 NI 
Broadways Private Nursing 
Home https://www.carehome.co.uk/ 

536 NI Castleview Nursing Home https://www.carehome.co.uk/ 

537 NI The Haven https://www.carehome.co.uk/ 

538 NI Iveagh House https://www.carehome.co.uk/ 
539 NI Beverly Lodge Nursing Home https://www.carehome.co.uk/ 

540 NI Parkdean Nursing Home https://www.carehome.co.uk/ 

541 NI Loughview Nursing Home https://www.carehome.co.uk/ 
542 NI Ambassador Nursing Home https://www.carehome.co.uk/ 

543 NI Whitehead Nursing Home https://www.carehome.co.uk/ 

544 NI Brooklands Healthcare https://www.carehome.co.uk/ 
545 NI Clareview House https://www.carehome.co.uk/ 

546 NI Scrabo Isles https://www.carehome.co.uk/ 

547 NI Castleview Nursing Home https://www.carehome.co.uk/ 
548 NI Wood Lodge https://www.carehome.co.uk/ 

549 NI Redburn Clinic https://www.carehome.co.uk/ 

550 NI Parkside Private Nursing Home. https://www.carehome.co.uk/ 
551 NI Springlawn House https://www.carehome.co.uk/ 

552 NI Craigdun Private Nursing Home https://www.carehome.co.uk/ 

553 NI Cove Manor Nursing Home https://www.carehome.co.uk/ 
554 NI Clonlee Nursing Home https://www.carehome.co.uk/ 

555 NI Castlehill Nursing Home https://www.carehome.co.uk/ 

556 NI St Joseph's https://www.carehome.co.uk/ 
557 NI Our Mother of Mercy https://www.carehome.co.uk/ 

558 NI Rathfriland Manor https://www.carehome.co.uk/ 

559 NI Ballymaconnell Nursing Home https://www.carehome.co.uk/ 
560 NI Annadale Private Nursing Home https://www.carehome.co.uk/ 

561 NI Slieve Dhu Nursing Home https://www.carehome.co.uk/ 

562 NI Nicholson House https://www.carehome.co.uk/ 
563 NI Fishbourne House https://www.carehome.co.uk/ 

564 NI Movilla House https://www.carehome.co.uk/ 

565 NI Cullion House https://www.carehome.co.uk/ 
566 NI Sanville Nursing Home https://www.carehome.co.uk/ 

567 NI Collegeland https://www.carehome.co.uk/ 

568 NI 
River Vale Country Private Care 
Home https://www.carehome.co.uk/ 

569 NI 
Glendun Nursing & Residential 
Home https://www.carehome.co.uk/ 
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570 NI Rylands Nursing Home https://www.carehome.co.uk/ 
571 NI Slieve Na Mon https://www.carehome.co.uk/ 

572 NI Larne Care Centre https://www.carehome.co.uk/ 

573 NI Cregagh https://www.carehome.co.uk/ 
574 NI Three Rivers Care Centre https://www.carehome.co.uk/ 

575 NI 
Ringdufferin Nursing 
Residential Home https://www.carehome.co.uk/ 

576 NI Brooklands Healthcare https://www.carehome.co.uk/ 
577 NI Edgewater Lodge Care Home https://www.carehome.co.uk/ 

578 NI Rosevale Lodge Care Home https://www.carehome.co.uk/ 

579 NI 
Glenmachan Tower House 
Nursing Home https://www.carehome.co.uk/ 

580 NI Daisyhill Private Nursing Home https://www.carehome.co.uk/ 
581 NI Massereene Manor https://www.carehome.co.uk/ 

582 NI Faith House Nursing Home https://www.carehome.co.uk/ 

583 NI 
Lisadian House Private Nursing 
Home https://www.carehome.co.uk/ 

584 NI Lough Neagh https://www.carehome.co.uk/ 

585 NI Greenpark https://www.carehome.co.uk/ 

586 NI Hockley Private Nursing Home https://www.carehome.co.uk/ 
587 NI Edgewater https://www.carehome.co.uk/ 

588 NI Knockmoyle Lodge https://www.carehome.co.uk/ 

589 NI Templemoyle https://www.carehome.co.uk/ 
590 NI Avila https://www.carehome.co.uk/ 

591 NI Cairnhill https://www.carehome.co.uk/ 

592 NI Oakridge Care Home https://www.carehome.co.uk/ 
593 NI Bloomfields Nursing Home https://www.carehome.co.uk/ 

594 NI Ladyhill Lodge https://www.carehome.co.uk/ 

595 NI Ashbrook Care Home https://www.carehome.co.uk/ 
596 NI Dunlarg Care Home https://www.carehome.co.uk/ 

597 NI St Macartan's https://www.carehome.co.uk/ 

598 NI Woodlawn House https://www.carehome.co.uk/ 
599 NI Desart Mews Care Home https://www.carehome.co.uk/ 

600 NI Home Treatment House https://www.carehome.co.uk/ 

601 NI Hillcrest Care Home https://www.carehome.co.uk/ 
602 NI Ben Madigan Care Home https://www.carehome.co.uk/ 

603 NI Chester Nursing Home https://www.carehome.co.uk/ 

604 NI Gillaroo Lodge Nursing Home https://www.carehome.co.uk/ 
605 NI Ballyclare Nursing Home https://www.carehome.co.uk/ 

606 NI Harold McCauley House https://www.carehome.co.uk/ 

607 NI Gortacharn https://www.carehome.co.uk/ 
608 NI Gilbrooke https://www.carehome.co.uk/ 

609 NI 
The Graan Abbey Nursing 
Home https://www.carehome.co.uk/ 
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610 NI 
Phoenix Clinic & Resource 
Centre https://www.carehome.co.uk/ 

611 NI Hamilton Court Care Home https://www.carehome.co.uk/ 

612 NI Cairn Grove https://www.carehome.co.uk/ 

613 NI Three Islands Nursing Home https://www.carehome.co.uk/ 

614 NI 
Rose Lodge Private Nursing 
Home https://www.carehome.co.uk/ 

615 NI Saintfield Lodge Care Home https://www.carehome.co.uk/ 

616 NI The Meadows https://www.carehome.co.uk/ 

617 NI Corkhill Care Centre https://www.carehome.co.uk/ 
618 NI Drombane https://www.carehome.co.uk/ 

619 NI Copperfields https://www.carehome.co.uk/ 

620 NI Nightingale Care Centre https://www.carehome.co.uk/ 
621 NI Millcroft https://www.carehome.co.uk/ 

622 NI Glenkeen House Nursing Home https://www.carehome.co.uk/ 

623 NI Fairfields Care Centre https://www.carehome.co.uk/ 
624 NI Drummaul House https://www.carehome.co.uk/ 

625 NI Antrim Care Home https://www.carehome.co.uk/ 

626 NI Victoria Nursing Home https://www.carehome.co.uk/ 
627 NI Silverbirch Lodge Nursing Home https://www.carehome.co.uk/ 

628 NI Carryduff Nursing Home https://www.carehome.co.uk/ 

629 NI Somerton Home https://www.carehome.co.uk/ 
630 NI Ashwood House Nursing Home https://www.carehome.co.uk/ 

631 NI The Cottage Care Home https://www.carehome.co.uk/ 

632 NI Daleview House https://www.carehome.co.uk/ 
633 NI Glenview https://www.carehome.co.uk/ 

634 NI Queenscourt Nursing Home https://www.carehome.co.uk/ 

635 NI Brookmount Nursing Home https://www.carehome.co.uk/ 
636 NI Greenvale House https://www.carehome.co.uk/ 

637 NI Cornfield Care Centre https://www.carehome.co.uk/ 

638 NI Longfield Care Home https://www.carehome.co.uk/ 
639 NI Blair House https://www.carehome.co.uk/ 

640 NI Oakmont Lodge Care Home https://www.carehome.co.uk/ 
 


