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RESEARCH ARTICLE Open Access

The acceptability and feasibility of using
the Adult Social Care Outcomes Toolkit
(ASCOT) to inform practice in care homes
Ann-Marie Towers* , Nick Smith, Sinead Palmer, Elizabeth Welch and Ann Netten

Abstract

Background: The Adult Social Care Outcomes Toolkit (ASCOT) measures social care related quality of life (SCRQoL)

and can be used to measure outcomes and demonstrate impact across different social care settings. This

exploratory study built on previous work by collecting new inter-rater reliability data on the mixed-methods

version of the toolkit and exploring how it might be used to inform practice in four case study homes.

Method: We worked with two care home providers to agree an in-depth study collecting SCRQoL data in four

case-study homes. Data was collected about residents’ age, ethnicity, cognitive impairment, ability to perform

activities of daily living and SCRQoL in the four homes. Feedback sessions with staff and managers were held in the

homes two weeks after baseline and follow-up data collected three months later. Interviews with managers

explored their views of the feedback and recorded any changes that had been made because of it.

Results: Participant recruitment was challenging, despite working in partnership with the homes. Resident response

rates ranged from 23 to 54 % with 58 residents from four care homes taking part in the research. 53 % lacked

capacity to consent. Inter-rater reliability for the ASCOT ratings of SCRQoL were good at time one (IRR = 0.72) and

excellent at time two (IRR = 0.76). During the study, residents’ ability to perform activities of daily living declined

significantly (z = -2.67, p < .01), as did their expected needs in the absence of services (z = -2.41, p < .05). Despite

these rapid declines in functionings, residents’ current SCRQoL declined slightly but not significantly (Z = -1.49,

p = .14). Staff responded positively to the feedback given and managers reported implementing changes in practice

because of it.

Conclusion: This exploratory study faced many challenges in the recruitment of residents, many of whom were

cognitively impaired. Nevertheless, without a mixed-methods approach many of the residents living in the care

homes would have been excluded from the research altogether or had their views represented only by a

representative or proxy. The value of the mixed-methods toolkit and its potential for use by providers is discussed.

Keywords: Outcomes, Quality of life, Social care, Care homes, Older people, Dementia, ASCOT

Background

In many countries, central governments are responding

to the challenges of an ageing population. With the pro-

portion of people requiring long-term care expected to

increase, policy makers are keen to deliver health and

social care services efficiently and effectively. In the UK,

the importance of measuring people’s outcomes, well-

being and quality of life to support service evaluation

and planning has been emphasised by researchers and

accepted by policymakers and service providers for some

time. Work in this area has developed considerably, par-

ticularly in terms of the development of measures for re-

search and economic evaluation [1]. In England, national

outcomes frameworks have been developed for adult

social care (the Adult Social Care Outcomes Framework)

[2] and the Care Act [3] has placed a statutory responsi-

bility on local government to place well-being at the

heart of care and support [4]. Care homes will increas-

ingly be expected to demonstrate the impact and quality
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of the care and support they provide, as the regulator

asks whether services are; safe, effective, caring, respon-

sive and well-led [5]. The Adult Social Care Outcomes

Toolkit (ASCOT) was derived through a series of studies

and to date is the only measure focusing specifically on

the areas of quality of life that can reasonably be attrib-

uted to social care services [6]. ASCOT is a preference-

weighted measure with eight conceptually distinct domains

of social care related quality of life (SCRQoL), outlined in

Table 1. The domains cover the basic (personal cleanliness

and comfort, accommodation cleanliness and comfort,

food and drink, and feeling safe) and higher order (social

participation, occupation, and control over daily life)

aspects of SCRQoL. The final domain, dignity, differs

from the other domains, reflecting the impact of the care

process on how people feel about themselves [7].

The ASCOT domains were identified through expert

review with professional stakeholders to ensure its sensi-

tivity to outcomes of interest to policymakers and its rele-

vance to the evaluation of social care interventions [6].

This was complemented by a literature review exploring

service users’ understanding of social care outcomes and

cognitive interviews to check social care service users’ un-

derstanding of terms and to clarify the wording of the

items [6]. Although ASCOT is not a measure of health

outcomes, previous research has found a reasonable rela-

tionship with the EQ-5D (r = 0.4) [7], whilst also confirm-

ing that ASCOT is more sensitive to the impact of social

care interventions, such as care provided in people’s own

homes to help them get up, washed, dressed, eat meals

and keep their home clean and comfortable [7–9].

Although developed in the UK, since its release in

2012, ASCOT has received a lot of international attention

and has been used by researchers in studies examining the

impact of various forms of long-term care in Australia

[9, 10], Finland [11], the Netherlands [8, 12], Austria

[13], Denmark [14], Italy [15] and is also currently

being translated into Japanese. In Australia, ASCOT

is also being piloted as a potential quality indicator

for aged care services [16]. Thus, its use as a tool for

measuring the outcomes of long-term care and informing

policy and practice is well established.

A number of different measures can be derived from

the ASCOT toolkit [17], making it possible to estimate

the impact a service is having on a person’s SCRQoL.

The first, current SCRQoL, reflects the person’s currently

experienced SCRQoL (with services in place). The sec-

ond, expected SCRQoL, is an innovative method for esti-

mating the counter-factual without the necessity for a

control group [18] and reflects the SCRQoL that would

be expected in the absence of services. Although this

approach requires further validation and testing, early

findings lend support for use of the counter-factual esti-

mation approach in general [18] and more specifically,

as a measure of expected SCRQoL in ASCOT [6]. Fur-

thermore, in a previous care homes study, criterion val-

idity of the expected scores was supported by the finding

that nursing homes had significantly lower scores than

residential care homes [19].

By subtracting expected SCRQoL from current SCRQoL,

we can calculate the SCRQoL gain, which reflects the total

benefit of the intervention or service [6].

Current SCRQoL � expected SCRQoL ¼ SCRQoL gain

Like most quality of life measures, ASCOT was origin-

ally designed as a self-completion tool but there are

well-documented difficulties of using self-completion

questionnaires and even structured-interviews with the

most impaired populations [20–22], such as those living

in long-term care. To overcome these issues, we devel-

oped a multi-method approach to evaluating the out-

comes of care home residents [23, 24]. The care homes

toolkit (CH3) collects data through structured observa-

tions and interviews, which then form the basis for ratings

of residents’ SCRQoL [25]. In each domain, one rating is

made to reflect whether people have no, some or high un-

met needs in that aspect of their life. These are defined in

Table 1 The ASCOT domains

Domain Definition

Control over daily life The service user can choose what to do
and when to do it, having control over
his/her daily life and activities

Personal cleanliness
and comfort

The service user feels he/she is personally
clean and comfortable and looks
presentable or, at best, is dressed and
groomed in a way that reflects his/her
personal preferences

Food and drink The service user feels he/she has a
nutritious, varied and culturally appropriate
diet with enough food and drink he/she
enjoys at regular and timely intervals

Personal safety The service user feels safe and secure.
This means being free from fear of abuse,
falling or other physical harm

Social participation
and involvement

The service user is content with their social
situation, where social situation is taken
to mean the sustenance of meaningful
relationships with friends, family and feeling
involved or part of a community should
this be important to the service user

Occupation The service user is sufficiently occupied in
a range of meaningful activities whether it
be formal employment, unpaid work,
caring for others or leisure activities

Accommodation
cleanliness and comfort

The service user feels their home
environment, including all the rooms,
is clean and comfortable

Dignity The negative and positive psychological
impact of support and care on the service
user’s personal sense of significance
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Table 2. Some needs have a negative impact on the

person’s quality of life, whereas high needs have conse-

quences for the person’s physical or mental health. For

example, in the case of food and drink, people who do not

have meals at times they would like or choice over what

to eat would have some needs; those who were getting an

inadequate diet or insufficient liquids would have high

needs.

CH3 was developed and tested in a study involving

366 residents living in 82 English care homes and

showed acceptable properties [19]. Local fieldworkers

were recruited and trained for the original study and

inter-rater reliability showed acceptable percentage

agreement (77 % for current and 81 % for expected

SCRQoL) but kappa statistics suggested some room for

improvement (0.47 for current and 0.57 for expected

SCRQoL) [19]. Since its development, CH3 has been

refined and the training and guidance improved, with a

view to improving inter-rater reliability [26]. There has

also been support from providers that ASCOT has the

potential to have a positive impact on how services

assess and meet residents’ health and social care needs

[27, 28]. Unlike the self-completion and interview instru-

ments, the observational element of CH3 provides con-

text/evidence for the overall scores. Ratings are supported

with real life examples taken from observations and

interviews and there is scope to use these to help

staff understand how they might improve the SCRQoL of

residents [29].

However, we know from previous research that the

process of improving practice is not straightforward

[30, 31] and observations of practice can be perceived

as threatening by staff [31, 32]. It is imperative the

staff feel supported by management [33] and that any

feedback delivered about ratings of residents’ SCRQoL

and the context behind those ratings are delivered

sensitively [31]. As well as the relevance and quality

of the feedback intervention itself, there are several

home-level factors that will influence its impact on

practice. These include: the level of staff engagement

with the research [34] and corresponding attendance

at the feedback sessions [35, 36]; the care home culture

[37]; and the skills and commitment of the management

team [38]. Drawing on the key messages from research

examining the impact of staff training on practice im-

provement [39], there is some evidence that training

works best when it is tailored to the issues identified in

particular settings, part of a wider commitment to quality

improvement [33] and given to supervisory staff and

management as well [40]. Although this intervention was

considered feedback, not training, it was important to

consider these key messages in this research. As such,

following consultations with key stakeholders; including

academics, a national care home provider and a represen-

tative from a UK-wide initiative to promote change and

improve quality of life in care homes, this study worked

with four care homes to design a feedback-intervention

based on the measures included in the ASCOT. We ex-

amined whether the feedback was considered relevant and

helpful by staff and also whether it led to any reported

changes in practice and/or measurable improvements in

the SCRQoL of residents.

Aims and objectives

The aims of this study were to:

1. Design a feedback-intervention based on the

evidence collected using the CH3 toolkit

(observational notes and interviews) and pilot it

in a small sample of care homes in England.

2. Examine the acceptability of this feedback to care

home staff and explore whether there were any

reported changes in staff practice and/or measurable

changes in residents’ SCRQoL after the feedback

had been delivered.

3. Examine and report new inter-rater reliability

analysis on the CH3 approach

Method

This study was funded by the School for Social Care

Research and given a favourable ethical review from the

Social Care Research Ethics Committee (12/IEC08/0051)

who confirmed it complied with the requirements of the

Mental Capacity Act [41].

Homes and participants

As care homes and care home residents are known to be

very difficult to recruit [24] with high attrition rates [42],

we worked closely with four case study homes for older

adults in one local authority in England. There are two

main types of care home in the UK, residential care and

nursing homes. All homes provide care and support

throughout the day and night and have staff who provide

help with washing, dressing, meal times and using the

Table 2 Outcome states for each ASCOT domain for current

SCRQoL

Outcome state Definition

No needs The individual has no or the type of temporary
or trivial needs that would be expected in this
area of life of someone with no impairments.

Some needs Some needs are distinguished from no needs
by being sufficiently important or frequent to
affect an individual’s qualify of life

High needs High needs are distinguished from some needs
by having mental or physical health implications
if they are not met over a period of time. This
may be because of severity or number.
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toilet. However, nursing homes also provide 24-h med-

ical care from a qualified nurse [43]. In order to explore

the feasibility of the intervention working in different

types of homes, we purposively recruited two nursing

homes and two residential homes. We also recruited

both a large national chain and a small independent pro-

vider. Ideally each provider would have volunteered a

home with and a home without nursing but our final

sample included two nursing homes owned by a national

care home provider and the two residential homes run

by a small [44] independent provider. All homes accepted

people living with dementia. Homes varied in size between

29 and 64 beds. The two residential care homes taking

part in the study were unusual in that they only accepted

female residents.

All staff were invited and encouraged to take part in

the research. As the feedback was aimed at staff, we

wanted as many staff as possible to be present. The feed-

back was relevant to all staff; including administrative,

catering, domestic and estate. Family members were

invited to take part in focus groups (to be reported else-

where) and were asked their opinions of their relative’s

SCRQoL, if they consented to be interviewed.

All permanent residents were invited to take part in

the research, including people with dementia, other cog-

nitive impairments and communication difficulties. The

only exclusion criteria were those who were there for

respite/short-term care and those currently in hospital.

In accordance with the Mental Capacity Act [41], resi-

dents assessed as lacking the capacity to consent to take

part in the research were recruited via the advice of a

personal consultee. The Act defines a personal consultee

as an unpaid carer or someone interested in the person’s

welfare (such as a friend or relative), who is willing to be

consulted [41]. We asked home managers for advice on

this and where they felt consultees ought to be involved,

they forwarded the appropriate information sheets and

consent forms to consultees on our behalf. Alongside

this, researchers spent time in each home talking to resi-

dents, explaining the study and assessing their capacity

to consent. Throughout the study researchers continuously

monitored whether or not residents agreed to participate.

Consent was considered a continuous process and re-

searchers continuously assessed residents’ willingness

to be involved in the study (see [45]).

Data collection

For the purposes of examining inter-rater reliability, two

researchers collected the data for 84 % of the participat-

ing residents in the care homes at time one (T1) and

again for 93 % of the residents at time two (T2). One

was the main rater (R1) and provided the ratings on

which all the analysis is based. The other was the second

rater for reliability purposes (R2) and was also the main

researcher preparing and administering the feedback. R1

did not prepare or administer the feedback, so whilst

she was not blind to the T1 ratings, she was less likely to

be influenced by what had been discussed during the

feedback session when making the T2 ratings. R1 was

trained by the lead author and R2, who are both ASCOT

trainers. Checking reliability again at T2 allowed us to

examine whether being part of the feedback biased R2

towards more positive ratings at T2 and whether R1,

who was previously new to the ASCOT toolkit, agreed

more or less with R2 after gaining experience during

wave 1.

Following the same approach used in Netten, Trukeschitz

et al. [19], staff provided information about residents’

functional abilities and their level of cognitive impairment

through the completion of user characteristic question-

naires. At T1 and T2, researchers spent up to 5 days in

each home using the CH3 toolkit. For each participant,

the following data is collected using the mixed-methods

toolkit: structured and general observations in communal

areas, including during a meal time; conversations or

interviews with the residents themselves (depending on

their cognitive ability); and structured interviews with care

staff asking them to respond to the ASCOT questions on

behalf of the resident (proxy interviews). These data,

together with detailed guidance, were drawn on in order

to rate residents’ SCRQoL using the Adult Social Care

Outcomes Toolkit (ASCOT).

To reflect the impact of the care provided by the

home, CH3 includes both ‘current’ SCRQoL (i.e. experi-

enced/achieved quality of life now) and ‘expected’

SCRQoL (i.e. expected quality of life in the absence of

the care and support they receive in the home, holding

all other factors constant). In care homes for older

adults, where physical and cognitive decline is highly

likely [46], we would expect to see a decline in residents’

expected SCRQoL if measured over sufficient time, as

their ability to meet their own needs worsens. Thus, all

other things being equal, if current SCRQoL remains

constant, despite declines in expected, the resident is

gaining more from the service over time; the service is

increasingly compensating for their loss of functionality

(ability to care for themselves). SCRQoL gain is a meas-

ure of the impact of care defined as the difference be-

tween current SCRQoL and expected SCRQoL.

Measures

The main outcome measure is current SCRQoL, as mea-

sured by ASCOT. However, in order to understand these

scores, we are also interested in trends in the expected

SCRQoL scores and overall gain at T1 and T2. Rather

than a simple summed score assuming each domain is

of equal importance, the current and expected ASCOT

ratings were weighted to reflect English population

Towers et al. BMC Health Services Research  (2016) 16:523 Page 4 of 14



preferences [6]. Possible scores range from 1.0 to -0.23.

The ASCOT score for each case is calculated by anchor-

ing the score to the best possible or ‘ideal’ state and to

the equivalent of ‘being dead’ state. This means that

whilst a score of 1.00 would represent optimum or ‘ideal’

SCRQoL, a score of 0.00 would indicate a state that is

equivalent, according to the preferences exhibited by the

general population, to being dead. The score also can

drop below zero into negative values. A negative score

represents SCRQoL that is so bad that it is considered

to be worse than being dead [6, 17, 47].

Inter-rater reliability was assessed using a two-way

random, absolute agreement, single-measures Intraclass

Correlation Coefficient (ICC) [48] to assess the degree

that coders provided consistency in their ratings of

SCRQoL across residents. The resulting ICC for current

SCRQoL was good (ICC (2,2) = 0.72) [49] at T1 and

excellent (ICC (2,2) = .76) at T2. Similarly, the resulting

ICC for expected SCRQoL at T1 was good (ICC(2,2) = .71)

and excellent at T2 (ICC(2,2) = .81). These ICCs indicate

that coders had a good degree of agreement and that R1,

who had not previously used the ASCOT toolkit, agreed

more closely with R2 (an ASCOT trainer) after gaining

experience of using the toolkit in the first wave.

We also examined inter-rater reliability for interesting

subgroups within our sample using the time 2 data, in

which we had a very high level of agreement overall. These

are reported in Table 3. Notably, for current SCRQoL,

there was very little difference in agreement according to

type of home but less agreement for residents lacking the

capacity to consent (IICC (2,2) = .62), although this is still

considered a ‘good’ level of agreement [49]. For expected

SCRQoL, we found the opposite pattern, with slightly less

agreement in residential care home compared to nursing

homes, however, it was very small and all ICCs were excel-

lent (above .75) [49]. Following the approach outlined by

Stolarova et al [50], differences between ICCs for different

subgroups were evaluated by examining their confidence

intervals (CIs), reported in Figs. 1, 2, 3 and 4. Overlapping

CIs indicate that the ICCs do not differ significantly from

each other.

These levels of ICC suggest that only a small amount of

measurement error was introduced by the independent

coders [51], and therefore statistical power for subsequent

analyses is not substantially reduced. Both the current and

the expected SCRQoL ratings were therefore deemed to

be suitable for use in the analysis. There was no evidence

of rater 2 bias at T2, despite him delivering the feedback

in the homes.

Feedback intervention

Feedback was based on the SCRQoL of participating

residents. Scores for each domain were presented at an

aggregate level to protect the anonymity of specific resi-

dents. Rather than focusing on the summed, preference-

weighted scores, homes were given feedback at the do-

main level, supported by examples of how the researchers

came to those ratings. The feedback sessions were held

two weeks after T1 data collection. Feedback sessions

began by describing how many residents took part in the

research and reminding staff that part of the study was to

explore whether the information was accurate and helpful.

The session focused first on what the home was doing

well. This would be the domains of quality of life where

most residents had no needs and no residents had high

needs. We backed these ratings up by giving examples

from fieldwork observations. Afterwards, we discussed the

domains where larger numbers of residents had some or

high needs and gave examples to support these ratings

too. See Table 4 for an example.

The researchers prompted group discussion by asking

whether the feedback was representative of life in the

home and how they felt about it. Throughout, staff were

encouraged to think of ways to improve ratings and

overcome difficulties in the domains of quality of life re-

quiring improvement. To give all staff the opportunity

to take part in the feedback we ran multiple feedback

sessions throughout the day, as required by the homes.

Feedback sessions were tape recorded and transcribed

for analysis of the acceptability and face-validity of the

feedback.

Analysis

Data were analysed using a variety of non-parametric

techniques appropriate for variables that do not have a

normal distribution (e.g. ordinal variables). For compari-

sons between participants in homes with and without

nursing, the Mann-Whitney U-test was used. When

controlling for co-variates of type of home, such as de-

pendency and cognitive ability, a General Linear Model

was used instead. Chi-squared (X2) tests of association

were used to explore relationships between capacity to

consent and setting. For comparisons between T1 and

T2, the Wilcoxon signed-rank test was used. To explore

relationships between background variables and out-

come variables, non-parametric tests of correlation were

Table 3 Comparing inter-rater reliability at time two for sub-

groups of interest

ICCs Current
SCRQoL at T2

ICCs Expected
SCRQoL at T2

All homes .76 .81

Nursing homes only .79 .84

Residential homes only .76 .77

Residents lacking the capacity to consent .62 .75

Residents with the capacity to consent .75 .81
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employed (Spearman’s rho). The statistical analyses were

undertaken using SPSS Statistics, version 20 [52].

Results
Residents’ characteristics

Fifty eight residents across four homes were recruited to

the research. Response rates ranged from 23 % in one of

the nursing homes to 54 % in one of the residential care

homes. This is consistent with previous research involv-

ing care homes for older adults in the UK [53]. Nobody

withdrew from the study, however, we had to exclude

nursing home 2 from the T2 data analysis of SCRQoL

because the home was taken over by another provider

and residents were being moved to other homes. Allow-

ing for this, our attrition rate was 16 %.

The proportion of residents in our sample lacking

capacity to consent was quite high (mean 53 %) but not

surprising given that in excess of 80 % of care home resi-

dents in the UK have dementia or significant memory

problems [54]. In one home, which was for older adults

with nursing needs and dementia, the manager re-

quested we involve personal consultees for all residents.

Fig. 1 Comparison of inter-rater reliability for current SCRQoL at time 2 by type of home

Fig. 2 Comparison of inter-rater reliability for current SCRQoL at time 2 by the capacity of residents to consent

Towers et al. BMC Health Services Research  (2016) 16:523 Page 6 of 14



Significantly more of the nursing home residents lacked

the capacity to consent to the study (χ2(1,58) = 14.70,

p < .001) compared with those living in homes without

nursing. The impact of recruiting participants via consul-

tees is explored in the discussion section. Nobody with

capacity at T1 was found to have lost the capacity to con-

sent at T2 (12 weeks later).

Of our total sample, 85 % were female, which is higher

than that found in the population of older people living

in care homes [55]. As shown in Table 5 and outlined

above, this was because two of the homes in our sample

were exclusively for female residents. Residents ranged

in age from 73 to 97 years old with a mean age of

86 years. Age did not significantly vary by type of home

(p = 0.34). 60 % of our sample were self-funding their

own care, 10 % were part publicly funded and 19 % were

completely publicly funded. We had missing information

for the remaining 11 %. All our sample were white and

97 % were White British/Irish, which is in line with 2011

census data on the over 65 s in the South East of England,

reporting over 97 % of the population in this area as being

white [56].

The Barthel Index of Activities of Daily Living [57]

was calculated (see Table 5). Scores range from 0 to 20,

with higher scores indicating greater independence and

lower scores indicating the need for more help. Nursing

Fig. 3 Comparison of inter-rater reliability for expected SCRQoL at time 2 by type of home

Fig. 4 Comparison of inter-rater reliability for expected SCRQoL at time 2 by the capacity of residents to consent

Towers et al. BMC Health Services Research  (2016) 16:523 Page 7 of 14



home residents had significantly (U = 271.50, p < .05)

lower T1 scores and T2 scores (U = 265, p < .05) than

those in homes without nursing. The overall sample

mean was 8.67, which is lower than in previous

research indicating greater levels of dependency [58,

59]. The mean Barthel score for the whole sample

declined significantly between T1 and T2 (z = -2.67,

p < .01).

Cognitive impairment was measured by the Minimum

Data Set Cognitive Performance Scale (MDS PS) [60],

with scores ranging from zero (intact) to 6 (very severe

impairment). The mean score for the whole sample was

3.4 at T1, which is higher than previous research [58, 59]

and may reflect the increasing incidence of cognitive

impairment in care home residents and/or the ability of

our methodology to include them in the sample (Baumker

et al, 2011 and Darton et al, 2012, excluded residents lack-

ing capacity to consent). There was no change in mean

cognitive impairment score between T1 and T2 (z = -1.63,

p = .10). Nursing home residents were significantly

more cognitively impaired (median = 4.00) than residents

in homes without nursing (median = 3.00) (U = 276.00,

p < .05).

Social care-related quality of life

Mean scores for current SCRQoL in our sample were

0.71 at T1 and 0.67 at T2 (See Table 6). This difference

is not significant (Z = -1.49, p = .14). Decline in residents’

mean expected SCRQoL between T1 (.13) and T2 (.06)

was significant (z = -2.41, p < .05), indicating that, at T2,

they were less able to meet their own needs without help

from services. This is in line with the reported decline in

residents’ abilities to perform activities of daily living

and in fact the two scores are significantly correlated at

both T1 (rs = .69, p < .001) and T2 (rs = .58, p < .001).

However, despite residents’ requiring more help at T2 to

Table 4 Current SCRQoL ratings for ‘occupation’ in one case

study home and an example of the feedback given to staff

about this domain during the feedback sessions

Current occupation

Number of residents % of residents

No needs 10 50

Some needs 8 40

High needs 2 10

Feedback
• Just under half of the residents spent their time doing things
they value and enjoy
• Reading
• Exercise sessions

• Just under half did some of the things they enjoyed but not enough
• Long periods with no activity but did something later or we were
told about other activities they do

• A few residents who had high needs – did almost nothing they
enjoyed
• Resident did no activities during observation and staff confirmed
they do not do anything they value or enjoy. Another resident says
she feels very bored and clearly states she does nothing.

Table 5 Characteristics of homes and residents

Variable Home 1 Home 2 Home 3 Home 4 All

Home characteristics

Type Nursing Nursing Residential Residential -

Size 64 39 37 29 -

Provider National chain National chain Small independent Small independent -

Resident characteristics T1

N 15 9 20 14 58

N female (%) 9 (60 %) 6 (67 %) 20 (100 %) 14 (100 %) 85

% White British/Irish 87 100 100 100 97

Age range (min-max) 77–96 73–93 74–97 73–94 73–97

Mean Age 87 82 87 86 86

% lacking capacity 100 44 30 36 53

Mean Bathel Index Daily Living 8.00 4.44 10.55 9.43 8.67

Mean MDS CPS (0-6) 3.80 3.67 3.00 3.36 3.40

Resident characteristics T2

N 15 7a 20 14 56

% lacking capacity 100 43 30 36 52

Bathel Index Daily Living 6.20 6.00 8.80 9.29 7.88

MDS CPS 3.80 3.86 3.05 3.50 3.46

aAlthough SCRQoL data is not reported for T2 in home 2, we do have data from the home about the characteristics of 7 residents during that time and these are

reported here
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maintain similar levels of SCRQoL, the overall gain from

services remained the same (z = -.29, p = .77). This is due

to the fact that current SCRQoL also dropped slightly,

albeit not significantly. Neither current SCRQoL (rs = .13,

p > .05, NS) nor expected SCRQoL (rs = -.11, p > .05, NS)

was even marginally related to residents’ age in our

sample. We were unable to reliably test for gender differ-

ences, given the very small number of men in our sample

(N = 10).

Using the T1 data for all four homes, residents living in

homes without nursing had significantly higher SCRQoL

scores (median = .74) than those living in homes with

nursing (median = .65) (U = 258.50, p < .05). However,

after controlling for the differences in residents’ needs and

characteristics related to setting (Barthel and MDSCPS),

this difference in SCRQoL no longer held (F(2,58) = 3.60,

p = .06).

Acceptability of the feedback intervention and reported

changes to practice

The acceptability of the feedback intervention was

explored in both the feedback sessions with staff and in

interviews with home managers after T2 data collection.

What emerged was generally a positive view from staff

and managers on the data collection process and feedback

intervention:

“There was no disruption to the home at all,

[The fieldworkers] just went off, found their

residents that they needed to observe, and just

basically just took hold of it all and got on with it.

It didn’t cause any disruption to us whatsoever.”

(Manager Nursing Home National Chain)

The interviews with staff about residents’ SCRQoL,

were deemed a strain on staff time, although staff were

not uncomfortable with researchers being present to

observe:

“The staff were actually fine because the staff

are used to people coming in and out…. everybody

seemed to be very discreet. I mean, you know, so if

they were aware they forgot that you were there.”

(Manager Care Home Independent)

Any apprehension staff may have felt at the start of

the research disappeared as staff realised that fieldwor-

kers were not there to scrutinise or criticise them and

their working practices. During the feedback sessions,

staff often expressed support for our findings and in one

case a desire that the research team ensure that manage-

ment were made aware of our findings. Some staff were

also happy to think about what the findings meant for

residents and how they could address the issues our

work had raised:

Interviewer: “I just wondered how useful you found

this feedback?…”

Staff 4: “I think it is actually ‘cause we.. where we are,

so I’m like constantly from one job to the next job,…

sometimes it takes outside eyes … to see that”

(feedback session Nursing home national chain)

Staff and managers agreed with the feedback they were

given and felt it accurately reflected the areas of quality

Table 6 Showing SCRQOL scores (current, expected and gain)

for the homes in our sample

TI
Current

T2
Current

T1
Expected

T2
Expected

T1
Gaina

T2
Gain

All homes

N 58 49a 58 49a 58 49a

Mean .71 .66 .17 .06 .57 .60

SD .21 .23 .25 .15 .23 .17

Min .06 .06 -.11 -.11 .01 .11

Max 1 1 .88 .45 1.05 1.05

Home 1 (dementia nursing)

N 15 15 15 15 15 15

Mean .62 .54 .10 .03 .52 .51

SD .27 .25 .22 .14 .24 .19

Min .06 .06 -.11 -.11 .11 .11

Max 1 1 .41 .26 1.05 .82

Home 2 (nursing)

N 9 0 9 0 9 0

Mean .54 NA .05 NA .50 NA

SD .19 NA .12 NA .28 NA

Min .27 NA -.07 NA .07 NA

Max .82 NA .29 NA .84 NA

Home 3 (residential)

N 20 20 20 20 20 20

Mean .77 .74 .20 .11 .57 .63

SD .17 .17 .29 .17 .25 .11

Min .42 .33 -.11 -.11 .01 .44

Max 1 .93 .88 .45 .91 .77

Home 4 (residential)

N 14 14 14 14 14 14

Mean .72 .68 .05 .01 .66 .67

SD .20 .24 .20 .12 .14 .19

Min .44 .36 -.11 -.11 .42 .40

Max 1 1 .46 .22 1.05 1.05

aHome 2 was not included in the T2 data because during T2 data-collection

the home was being taken over by the NHS and residents were in the process

of moving
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of life they do well at (personal cleanliness and comfort,

accommodation cleanliness and comfort, safety and dig-

nity) but also identified areas they struggle to make time

for (choice over food, control over daily life, social par-

ticipation and occupation):

Staff 1: “Well everything you said about the activities

is completely right, it’s not enough” (feedback session

nursing home, national chain).

All sessions led to interesting conversations about

care workers’ desires to meet these needs but the

challenges they faced within their organisational cul-

ture to do so. In the nursing homes in particular,

which were both owned by a large national provider,

staff frequently talked about insufficient staff-resident

ratios. They felt they could meet the basic health and

social care needs but did not have time for anything

else:

Staff 4: “Unfortunately, you know, unless

or until [provider] ups their [staffing] levels

where–, ‘cause at the minute–, I mean as it

stands at the moment we are five residents

per one member of staff”

More quotes representing the issues that arose are

summarised in Additional file 1: Table S7, which can be

found in the Additional file, with reference to the domains

being discussed in each case.

Staff from the nursing home for people with advanced

dementia were particularly positive about the focus on

quality of life because they felt their emphasis was

usually on meeting health/nursing needs and that the or-

ganisation they worked for did not employ enough staff

to do more than get people up, washed, dressed and fed:

Staff 2: “They always say, don’t they, when you go

to a care home you always see residents in the

lounge asleep? It’s not because they’re tired, it’s

‘cause they’re bored, it’s boredom I think a lot

of the time.”

Staff 1: “There’s nothing keeping their mind going.”

Staff 2: “Exactly, what do you do? You sleep when

you’re bored.” (feedback session, nursing home,

national chain)

There was a sense that the feedback gave them an

opportunity to raise issues around staffing structures

and the limitations this placed on their ability to spend

time with residents, socialising and supporting their

independence:

Staff 2: “Will it go past regional management?”

Interviewer: “I don’t know.”

Staff 2: “I hope so, I hope so.”

Indeed, it was in this home that the feedback had the

biggest impact of reported changes to practice:

“I completely changed the whole setup of the working

day. So I looked at smaller groups of residents, because

the staff were coming back to me and saying, ’We

haven’t got time to complete all of our tasks with so

many residents.’.... They now have more time to spend

with the residents in terms of social care; the little

things, painting nails, and so on and so forth, and the

lipstick and it’s all very, very important. So that

took the onus off of a task-orientated workload.”

(Care Home Manager Nursing National Chain)

Interestingly, despite these changes, the manager was

not certain it had impacted upon the residents:

Interviewer: “Have you noticed any changes in

residents from those changes?

Manager: “It’s difficult to say with the residents.

I mean there are a few that are happier now

that they have got their time set for them in

the morning.” (Care Home Manager Nursing

National Chain)

This perhaps reflects the challenges of maintaining

measurable or observable improvements in quality of life

in long-term care settings, particularly nursing homes

where many people have multiple comorbidities and

complex needs.

Nevertheless, all managers felt that they had been

able to use our feedback to put in place changes in

the home that they hoped would improve quality of

life for the residents. For example, feedback about

low levels of occupation/engagement led to the resi-

dential care home provider employing an organisation

specialising in creating activities for older adults with

dementia:

“they’re doing some training here. It is interesting. It’s

broken up into different–, a whole series of different

modules from kind of meet and greet, icebreaker type

things to physical activities, to singing, to storytelling,

erm, and it’s all themed and it kind of allows the–, it

allows the residents to sort of take things off in a

particular direction.” (manager, residential care,

independent provider)
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Managers also reflected upon the acceptability of the

whole process of the feedback intervention to residents

and their families and friends. Again the view was

broadly positive, with no notable differences between the

nursing homes and the residential care homes. One

manager suggested that subtle and discreet observational

techniques by fieldworkers meant that we did not affect

either residents’ “day to day routine” or “their relation-

ships with anybody else that’s in the environment”

(Residential care Home manager independent). However,

it was noted by the manager of one of the nursing

homes that some residents on the more severe dementia

floor did display “some extra agitation” whilst we were

there. This was not something noted by the other three

homes (including the other nursing home) or by the

researchers themselves during the visits. However, there

was a higher degree of cognitive impairment and disabil-

ity in this particular home because the research was car-

ried out on the floor for people with advanced dementia

and nursing needs. It will be important to explore the

impact of researchers being present in such settings in

future research.

In terms of acceptability to relatives and friends of

residents, managers felt that they were overwhelmingly

supportive of the research project:

Interviewer: “How about relatives and residents? Did

they have any comments to make about it [the

research]?”

Manager: “… from the very onset, once they had their

letters explaining to them what was going to happen,

they were quite enthralled by it and they were looking

forward to actually having an outside person come

and look at what it is that we do here at [the nursing

home]. So they were on our side from start to end.”

(Nursing Home Manager National Chain)

Low but not unusual recruitment levels meant that

there were concerns about those who did not take part

in the research directly. One manager addressed this in

the interview saying that some of the relatives of resi-

dents who lacked capacity did not want their relative to

take part directly in the research due to concerns that it

might cause them stress. Nonetheless, the manager did

feel that there was still general support for the project

from these relatives despite not wanting direct participa-

tion by their relative who lived in the home:

“I mean although there was a tiny minority of relatives

that didn’t want their relatives being in the research

there was no concern about you being there and they

actually felt the research itself was of value… they just

didn’t want their own–, they didn’t want you

questioning or asking their relatives ‘cause they

thought it might cause them distress, but there

was no concern about you being there to do it “

(Care Home Manager Independent)

Discussion

This study sought to design a feedback intervention

based on the observational and interview evidence col-

lected by the mixed-methods approach to measuring

outcomes in care homes using the Adult Social Care

Outcomes Toolkit (ASCOT). We worked in partnership

with care home providers to design an intervention and

agreed its implementation in four case-study homes.

The pilot study aimed to collect revised estimations of

inter-rater reliability for the CH3 toolkit and explore the

acceptability and feasibility of the intervention to care

home staff.

Recruitment of residents was a significant challenge

throughout this research, which worked with two nurs-

ing and two residential homes, all of whom cared for at

least some people living with dementia. For example, in

one nursing home for people with dementia, all residents

lacked the capacity to consent and had to be recruited to

the study via the advice of personal consultees. This places

considerable administrative burden on the homes, who,

for data protection reasons, have to act as gatekeepers to

those consultees, sending information sheets to family

members and representatives on our behalf. This effect-

ively means that the pathway between the researcher and

the resident is at least four steps (researcher-home-

consultee-researcher-resident), making the recruitment

process very long and slow. We also experienced dif-

ficulties with one of the nursing homes, who unex-

pectedly transferred its ownership to the NHS after

the feedback stage of the project and had to withdraw

from the research. This home also experienced a complete

change of senior management during the life-cycle of the

project, which affected the support the research project

received in contacting consultees and recruiting residents

in that home.

Nevertheless, once we had consent to collect data in

the homes, we found staff and residents welcoming and

cooperative. In line with previous research [19], resident

outcomes were higher for the basic quality of life do-

mains and most of the feedback sessions focussed on the

higher order domains: control over daily life, social par-

ticipation and occupation, with one home also having

some needs around choice of food and drink. Staff

responded well to the feedback in all homes and felt it

accurately reflected what they did well, as well as the

areas they found more challenging to address. In the

nursing homes in particular, staff felt that they were

restricted by low staff numbers and a task-focused ap-

proach to caring. In all homes, staff engaged well with
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the feedback sessions and came up with ideas to im-

prove outcomes for residents.

However, despite staff finding the feedback helpful and

valid, and managers saying they had implemented

changes because of it we did not find a measurable im-

provement in SCRQoL between T1 and T2. It seems

likely that our follow-up time of 12 weeks was not long

enough to elicit improvements in residents’ SCRQoL.

This period was agreed following consultations with se-

nior management within the homes, who felt this should

be enough time for changes in practice. However, previ-

ous work on the impact of interventions in residential

care has noted that three months might not be long

enough to see improvements in such things as unmet

need, quality of life or depression [61, 62]. Moreover, the

procedures of using the well-established Dementia Care

Mapping Tool (DCM) [63, 64] in studies of care practice

tend to suggest gaps of one year between periods of data

collection [65, 66]. Indeed, in one of the homes in this

study, a new approach to engaging residents in activities,

being trialled in response to our feedback, had only just

begun on the last day of T2 data collection. It had,

therefore, had no opportunity to impact upon the lives

of residents but may have done had we been able to go

back again at a later date.

Whilst this may explain why we might not see an

improvement in current SCRQoL between T1 and T2, it

does not account for the slight decline in residents’

current SCRQoL. To understand this, it helps to look at

the expected SCRQoL scores. Across all homes, expected

SCRQoL decreased between T1 and T2, matched by a

significant decline in Barthel scores, indicating that

those taking part in the study became increasingly frail

between T1 and T2. Despite significant declines in

health and expected SCRQoL, current SCRQoL declined

only slightly because homes have compensated (or at

least partially compensated) for this by adapting/increas-

ing the care and support. This has implications for the

measurement of SCRQoL and how we judge social care

interventions. Most people using social care services

have conditions that involve a permanent (and often

declining) loss of functional ability. In these situations,

the primary aim of social care interventions is to com-

pensate a person for their lost functional ability, rather

than try to restore it [1]. Whilst we expect good services

to meet residents’ needs despite these challenges, in care

homes the decline is often rapid [46] leading to frequent

fluctuations in health and social care related quality of

life. During this study, researchers often rescheduled

interviews and observations with individual residents be-

cause of poor health and noted that residents have ‘good

and bad days’. If observing on a bad day, ratings might

indicate a lower than average outcome for that individ-

ual. If observing on a good day, the opposite might be

true. Methodologically, this is a limitation of measures

relying on ‘snapshots’ of information about residents’

lives.

One alternative approach would be to integrate out-

come measurement into care planning, so that variation

in health and social care needs can be accounted for and

outcomes improved in a targeted, person-centred way.

Arguably, had staff collected the data and made their

own ratings of residents’ lives, using ASCOT, it may

have had more impact on care practice than a feedback

intervention and would also have had sustainability

beyond the life of the study, providing potential for on-

going benefits for residents and staff. Although subject

to several drawbacks from a research perspective, not

least the loss of an external independent evaluation of

residents’ lives on which to base the ratings and feed-

back, the model is attractive to care providers. Since

conducting this research, one national health and social

care provider in England has integrated ASCOT into

their care planning processes with a view to improving

the quality of life of service users [28] and another pro-

vider in New South Wales is also piloting this approach.

Future research will aim to examine the reliability of

staff ratings of residents’ SCRQoL compared with judge-

ments made by external researchers/fieldworkers. In this

study inter-rater reliability was excellent but nonetheless

showed an improvement over time, emphasising the

value of practice and experience in making these ratings,

particularly for people who lack the capacity to consent.

Furthermore, comparing SCRQoL in homes adopting

this outcomes-focused approach to care planning with

matched homes following usual care planning will help

us evaluate the impact of this approach in residents’

quality of life.

Conclusion

The older participants in our study declined significantly

in terms of their health and social care needs during the

three-month period between giving the feedback and

collecting the follow-up data. Despite this, their overall

SCRQoL remained largely the same. Thus, homes main-

tained residents’ quality of life but did not improve it. As

this was a small feasibility study, it did not include a

control group, and so we cannot draw any conclusions

about whether the feedback had a role to play in this.

Furthermore, a limitation of our results is that they are

based on a very small sample, reflecting the difficulties

we had recruiting and retaining homes to the research.

However, the ASCOT feedback was well-received, con-

sidered valid by staff, and changes in practice were re-

ported by managers. Furthermore, since conducting this

research, one national and one international provider

have begun integrating ASCOT into their care planning

and review activities, indicating the growing support for
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this approach within the sector and its relevance to an

international audience. We have identified a variety of

different options to address the problems raised and

aim to address these as part of future research with

these providers to evaluate the use of ASCOT in care

planning.
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