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Abstract 

Suzanne Elaine Hill 

Title: Quality and Continuity of Medication Management when People with 

Dementia Transition between the Care Home and Hospital Setting 

Keywords: Care Home; Hospital; Dementia; Medicines Management; 

Transitions of Care  

Improving medication management at transitions of care is a national and 

international priority. People with dementia, who transition between hospitals 

and care homes, can be at an increased risk of adverse events, harm and costly 

re-hospitalisation. There is limited research which examines factors which may 

influence the quality and continuity of medication management in this context, 

particularly in the UK.  

This research uses a systems approach to explore the factors which may 

influence the quality and continuity of medication management when people, 

with dementia, move between the care home and hospital setting. This multi-

method, multi-phase study included interviews with hospital staff, care home 

staff, residents with dementia and relatives and examination of policies and 

documents used to support medication management at transition.  

Overall, policy recommendations and implementation strategies to support 

medication management at transition were limited. Residents, staff and relatives 

emphasised the importance of administration routines and preferences, but 

there were no strategies to support the communication of this information. 

Procedures, tools and training to support care homes based medication 

reconciliation was also limited. Residents and relatives were rarely involved in 

medication management due to limited resources and decision making. This 

sustained, rather than challenged, the power imbalance between residents and 

staff. Better defined roles and integrated processes which take account of the 

needs of this transition may help residents, relatives and care home staff to feel 

valued and empowered to provide information which supports person-centred 

medication management and boost resilience by helping to identify medication 

errors or adverse events.  
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Chapter 1: Introduction 

This chapter will provide a background to the context of the thesis, including the 

definition and application of key concepts. The final section will provide a brief 

outline of the content and organisation of the other chapters within the thesis. 

1.1 Background 

Dementia is an ‘umbrella term’ used to describe a collection of symptoms from 

a range of conditions, most of which are progressive, degenerative and 

irreversible. The level of neurodegeneration, the damage and death of 

neurones, and the symptoms experienced, depends upon the type of neurones 

or areas of the brain affected. Alzheimer’s disease is the most common form of 

dementia, characterised by cognitive decline and memory loss due to toxic 

deposits and the formation of amyloid-B plaques and tau tangles (Bloom 2014). 

Other forms of dementia include: Vascular dementia; Frontotemporal dementia; 

Dementia with Lewy bodies and Young onset dementia. The progression and 

type of cognitive impact may vary between individuals but commonly affects 

aspects such as memory, thinking, language, orientation and judgement and 

social behaviour (NICE 2006; Moyer 2014; Robinson et al. 2015; WHO 2016). 

In 2012, the World Health Organisation reported that an estimated 35.6 million 

people were living with dementia worldwide and that this figure was expected to 

double by 2030 and more than triple by 2050 (WHO and ADI 2012). The latest 

report produced in 2019, confirmed this upward trend and stated approximately 

50 million people are now expected to have dementia worldwide, with a 

forecasted annual increase of 10 million people per year. These trends are 

reflected at a national level, where in 2019, it was estimated that over 920 000 

people were living with dementia in the UK- a number expected to rise to over a 

million by 2024 (Wittenberg et al. 2019) and around 2 million by 2051 

(Alzheimer’s Society 2014). The majority of people with dementia are aged 65 

and over, accounting for over 880,000 people (Alzheimer’s Society 2014a). It 

was predicted that dementia cost the UK economy approximately £35 billion in 

2019 (Wittenberg et al. 2019) and an estimated US $1 trillion worldwide (ADI 

2018). 

https://cks.nice.org.uk/dementia#!references
https://cks.nice.org.uk/dementia#!references
https://cks.nice.org.uk/dementia#!references
https://cks.nice.org.uk/dementia#!references
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Given the numbers of people affected by dementia, the projected increase and 

the subsequent social, economic and political impact have elevated this 

condition to ‘public health priority’ status. A high-profile report published by WHO 

in 2012, highlighted the importance of raising awareness and advocated for 

action at a national and international level (WHO and ADI 2012). In the same 

year, the Prime Minister launched the ‘Challenge on Dementia’ (DoH 2012) to 

improve dementia care, support those affected by dementia and encourage 

research in this area. The increasing prevalence of dementia is of particular 

significance to health and social care providers as a proportion of the population 

served by these organisers will be affected by dementia. Ensuring that health 

and social care services are tailored to meet the needs of people affected by 

dementia is vital and has been the subject of numerous reviews and national 

policy documents (Audit Commission 2001; 2002; DoH 2001; Care Service 

Improvement Partnership 2005; NICE 2006). 

Having dementia may eventually affect the ability to maintain independent living 

and approximately one-third of people with dementia eventually move into 

residential care (DoH 2013). An estimated 80% of people living in care homes 

have dementia or severe memory problems (Alzheimer’s Society 2014a). 

People with dementia, are more likely to be hospitalised (Thomas and Brennan 

2000; Maidment et al. 2008) and it is thought people with dementia occupy 

around 25% of NHS hospital beds (Dementia Statistics Hub 2018). Callahan et 

al. (2012) found dementia was an independent risk factor for more frequent care 

transitions, beyond this population often being older and having a greater 

number of comorbidities. The level of care provision in the home may influence 

the frequency of transitions, for example hospitalisation at the end of life was 

found to be more frequent when no hospice care is provided by the nursing 

home (Intrator et al. 1999; Miller et al. 2001). Care transitions, and the 

associated change of setting and routine, may result in confusion, distress and 

a decline in health for people with dementia (Kihlgren et al. 2004; Ong et al. 

2006; Shanley et al. 2008). Concerns have been raised in relation to the quality 

of care provided during hospital discharge and in transitional care for people 

living with dementia (Chenoweth et al. 2015).  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5221446/#nop268-bib-0015
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5221446/#nop268-bib-0036
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Older people living in long-term care settings are more likely to experience 

frequent transfers into hospital and these transitions are likely to be more 

complex (Chhabra et al. 2012). One of the reasons for this is that increasing age 

increases the likelihood of multi-morbidity, commonly defined as the presence 

of two or more chronic medical conditions (Fortin et al. 2005). A survey 

conducted by the Alzheimer’s Society (2014b), found that 72% of respondents 

living with dementia also had other medical conditions (co-morbidities). Although 

a more recent study suggested this figure may be closer to 92%, with 45% 

having four or more health conditions (Browne et al. 2017). People with multiple 

medical conditions are more likely to take multiple medicines which may result 

in polypharmacy (Duerden et al. 2013; Kings Fund, 2013; Gamble et al. 2014; 

Mortazavi et al. 2016). There are many definitions as to what constitutes 

‘polypharmacy’: a review reported the most used definition was the use of five 

or more medications daily, but definitions ranged from two or more, to eleven or 

more, medications daily (Masnoon et al. 2017). Taking multiple medicines 

places people at increased risk of experiencing a medication error (Kings Fund 

2013). 

Transition between care settings is associated with an increased risk of 

medication error or unintentional changes to medication, which in turn increases 

the likelihood of patient harm. NICE (2015a) guidance states that as many as 

30-70% of patients experience medication error or unintentional changes to their 

medicines following transfer. The Care Homes’ Use of Medicines study 

(CHUMS), a large-scale study funded by the Department of Health investigated 

the prevalence, types and underlying causes of medication errors in care homes 

(Barber et al. 2009). CHUMS found that two-thirds of care home residents had 

been exposed to one or more medication errors and although the focus was not 

on transitional care, it did highlight transfer between the care home and hospital 

setting as a contributing factor to medication error (Barber et al. 2009).  

In the older, medically complex and often frail care home population, medication 

errors are likely to be more prevalent and more likely to result in harm (Maidment 

et al. 2008; Barber et al. 2009; Thomas and Brennan 2000). In some cases, this 

may lead to (re)hospitalisation, which then increases the risk of further harm 

related to transition in general (e.g. confusion, distress, delirium) and medication 
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error more specifically. It is known that medication errors at the care home to 

hospital transition are prevalent (Boockvar et al. 2006; 2009; 2010; Kerstenetsky 

et al. 2017; Tjia et al. 2009; Tong et al. 2017) and that people with dementia are 

less likely to identify and/or communicate that an error has occurred (Maidment 

et al. 2008) because of impaired cognition and both expressive and receptive 

language deficits (Boustani et al. 2003; Warner and Gerrett 2005; Schubert et 

al. 2006).  

Given the risk and challenges related to medication management at this 

transition, it is essential that the needs of people with dementia are understood 

and systems are designed to support and respond to these needs. 

Understanding the roles of care home staff and family at this transition is vital. 

Families are recognised as important within care transitions for people with 

dementia (Smith et al. 2015), but the role of relatives in medicine management 

when someone lives in a care home is less clear. It is important that roles 

regarding medication management at this transition are clarified and systems 

which may be relied upon are robust, reliable and equitable, to ensure people 

living with dementia are not placed at additional risk of medication error, adverse 

events and ultimately harm.  

1.2 Dementia and Medicines Use 

Previous studies have shown that medication management for people with 

dementia may be complex (Alsaeed et al. 2016; Lim and Sharmeen 2018). 

Medication administration may be affected by swallowing difficulties 

(Kaasalainen et al. 2011; De Witt Jansen et al. 2013; Gillespie et al. 2015; Smith 

et al. 2015; Deng et al. 2017); manual dexterity problems (Mirk et al. 2013; While 

et al. 2013; Elliott et al. 2015) and acceptability (e.g. unpalatable medication) 

(SCIE; Alzheimer’s Society 2017). It is unclear how the communication of these 

differing and/ or additional needs is supported at this transition to provide quality 

and continuity of medication management. 

Maintaining routines and continuity is important for many people with dementia. 

Transitions in care may impact on the medication type, appearance and 

administration routine which may result in confusion and deskilling (While et al. 

2013). Identifying and supporting the communication of medication-related 
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needs, values and preferences of care home residents with dementia, may help 

to support continuity, safety and person-centred aspects of medication 

management. Currently, it is not clear how staff engage with residents to take 

account of this information when making medication-related decisions at 

transition, especially given the potential barriers to verbal communication in 

people with dementia, or how this type of information is communicated between 

professionals within and across settings. Research has identified that family are 

key stakeholders in medication management for people with dementia living at 

home (While et al. 2013; Gillespie et al. 2015; Smith et al. 2015) and may 

support medication related processes at transitions of care (Hesselink et al. 

2012a and b; Alsaeed et al. 2016). However, it is not clear if and how this role 

changes when the person with dementia lives in a care home. It is also unclear 

how and if current systems support communication with family members 

regarding their relatives’ medication-related needs and preferences to support 

medication use in hospital and inform future decisions.  

National guidelines include recommendations which support the transfer of a 

complete and accurate medication list between the care home and hospital 

setting (NICE 2015a). Interventions which support this, for example 

standardised information transfer and medicines reconciliation, have been 

widely researched over a number of years and have been supported within 

policy at national (NICE 2015a) and international level (WHO 2014). There 

appears to be a paucity of research specifically focused on the development and 

implementation of strategies designed to support this at transition between the 

care home and hospital setting. There is also research which examines the 

implementation of care home based medication reconciliation, but not in the UK 

context (Boockvar et al. 2006; Kuo et al. 2013). 

Guidance around the provision of ‘additional information’ to support the 

communication of potentially complex medication-related needs, values and 

preference of care home residents with dementia is less clear. Research in this 

area also appears to be limited. Shared decision making is highlighted as a key 

aspect of recent national policy documents (NHS England 2014; 2019) and 

understanding how this can be facilitated in the context of medication-related 

decisions at transition in this population, to empower people with dementia and 
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those who support them, e.g. family and care home staff, is an important aspect 

of this thesis.  

1.3 Medicines Management   

This thesis will explore the systems and process that support the quality and 

continuity of medication management at the transition between the care home 

and hospital setting for people with dementia. For the purpose of this thesis, the 

term ‘medicines management’ is defined as the ‘system of processes and 

behaviours that determines how medicines are used by the NHS and patients’ 

(NICE 2015b)’. NICE describe medicines management as an ‘enabler’ of 

medicines optimisation (NICE 2015a). 

The term ‘medicines optimisation’ defined as a ‘person-centred approach to safe 

and effective medicines use to ensure people obtain the best possible outcomes 

from their medicines’ (CPPE 2014) and the introduction of this term represented 

a cultural shift from a paternalistic, healthcare professional-led, standardised 

approach, towards individualised, person-centred care. The four guiding 

principles of medicines optimisation are to: understand the patient’s experience; 

use evidence-based choice of medicines; ensure medicines use is as safe as 

possible; make medicines optimisation part of routine practice (RPS 2013). 

Supporting medicines optimisation for people at transitions of care is vital and 

this thesis will strive to understand the systems and processes that support this 

within the context of this transition.  

1.3.1 Medication Management at Transition 

Transition is a process or period of change (Oxford Dictionary 2017) and in this 

thesis refers to a change in location from one care setting to another, specifically 

from care home to hospital and vice versa. Transitional care takes account of 

factors, in addition to clinical aspects of care, such as the views, experiences 

and needs of the patient (WHO 2016) and supersedes terms such as ‘clinical 

handover’. Transition between care settings, introduces risk of patient harm 

through poor communication and unintended changes to medicines (NICE 

2015a). Medication errors in particular are highlighted as an important area for 

improvement (Desai et al. 2011); with 30%-70% of patients experiencing error 
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or unintentional changes to medicines at transition (NICE 2015a). The transfer 

of complete, accurate and timely medication information between settings has a 

significant impact on the safety and continuity of care (Sackley and Pound 2002; 

Cwinn et al. 2009; Dalawari et al. 2011). In addition to interventions designed to 

improve the communication of information e.g. standardised transfer forms 

(Cwinn et al. 2009; Dalawari et al. 2011), there are also interventions which 

check the accuracy of information sent e.g. medication reconciliation, to identify 

errors before they cause harm.  

Medication reconciliation is a process designed to improve medication safety. It 

links two of the key aspects within this PhD: medication management and 

transition. The Institute for Healthcare Improvement (NICE 2015b) defines 

medicines reconciliations as:  

“the process of identifying an accurate list of a person's current medicines 

(including over-the-counter and complementary medicines) and comparing 

them with the current list in use, recognising any discrepancies, and 

documenting any changes, thereby resulting in a complete list of medicines, 

accurately communicated” (NICE 2015b, p.102)  

The process may vary depending on many factors including organisational 

factors (e.g. training, culture and resources); the person conducting medicines 

reconciliation and the environment (NICE 2015b). Patients and/or carers should 

be involved in the process and informed of changes (NICE/NPSA 2007).  

Inaccurate medication lists within the hospital setting are considered a high 

volume and high acuity problem (Balon and Thomas 2011). They may lead to 

medication errors and ultimately result in harm and inflate healthcare costs (NBT 

2015). The importance of medicines reconciliation in reducing medication 

discrepancies, thus improving patient safety, is well documented (WHO 2014; 

NICE/NPSA 2007). Hospital-based medicines reconciliation is more widely 

researched therefore this thesis will focus on care home-based medication 

reconciliation which is less well understood. 
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1.4 Care Home Organisations 

The term ‘care home’ in this thesis covers the provision of 24-hour 

accommodation together with either non-nursing care (for example, a residential 

home) or nursing care (for example, a nursing home) (NICE 2014). It is 

recognised that terms differ in the international context and terms such as ‘long 

term care facility’ and ‘aged care facility’ were acknowledged when designing 

the search strategy for the literature review presented in Chapter 2. Residential 

homes provide care and support with ‘personal care’, e.g. assisting with meals, 

bathing, taking medication etc. Nursing homes, in addition to this, have 

registered nurses available 24 hours a day to provide clinical support those with 

more complex healthcare needs (CQC 2017). Care homes vary based on size 

(number of beds); ownership (private [family business vs large organisation e.g. 

Bupa, Four Seasons] vs local authority vs third sector); specialist services (e.g. 

dementia care), which adds to the complexity of the systems in place. The type 

of setting may affect the medication management systems in place at transition. 

The nature of transitions between acute and long-term care settings is often 

complex and it is important to develop effective interventions which protect this 

vulnerable population (Chhabra et al. 2012). Barber et al (2009) found that two-

thirds of residents had been exposed to one or more medication errors and care 

transition was found to be an ‘error producing condition’. The World Health 

Organisation identified that the level of standardisation may impact on 

patient/resident safety, particularly at transition (WHO 2014). The CHUMs study 

(Barber et al. 2009), identified that a range of medicines-related systems existed 

across the wide variety of care home organisations. Medication-related policies, 

systems, cultures and staff characteristics may vary widely between different 

care homes. These may all have the potential to affect the quality and continuity 

of medication management at this transition. It is important that the systems in 

place support staff to meet the challenges of this complex transition and manage 

medication in a way which prevents harm, whilst also ensuring the individual 

patient’s needs, wants and preferences are met. 

Clarity of roles, responsibilities and accountabilities with regard to medicines in 

both hospital and care home settings are vital in providing safe and efficient 
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care, without wasting time and resources on the unnecessary duplication of 

tasks (Barber et al. 2009; McClosky 2011). Identification of current staff roles 

and responsibilities may highlight where staff are working outside of their 

designated role (Pierce and Fraser 2009), thus flagging potential risks and 

opportunities regarding future system design.  

1.5 Quality and Continuity of Medication Management 

1.5.1 Definition of Quality 

Traditionally, reports and studies of medication management at transition have 

focused on ‘safety’. Quality was chosen as the central focus of this thesis, as 

research in dementia care emphasises the importance of person-centred care 

and it was therefore acknowledged that a ‘good’ or ‘successful’ transition in this 

population may require a wider focus. The definition of quality selected 

comprised of six components including: ‘safety’ and ‘person-centredness’ and 

therefore facilitated a more holistic exploration of medication management. The 

‘seven pillars of quality’ put forward by Donabedian (1990), underpin the 

definition of quality outlined in the ‘Crossing the Quality Chasm Report’ (IoM, 

2001). The six core aims for quality healthcare proposed by the IoM (2001) 

report are outlined below:  

Table 1: Six core aims for healthcare quality (IoM, 2001) 

Quality 

Domain 

Description 

Safe Avoiding harm to patients from the care that is intended to help. 

Effective Providing services based on scientific knowledge to all who could benefit 

and refraining from providing services to those not likely to benefit (avoiding 

underuse and misuse, respectively). 

Timely Reducing waits and sometimes harmful delays for both those who receive 

and those who give care. 

Efficient Avoiding waste, including waste of equipment, supplies, ideas, and energy. 

Person-

centred 

Providing care that is respectful of and responsive to individual patient 

preferences, needs, and values and ensuring that patient values guide all 

clinical decisions. 

Equitable Providing care that does not vary in quality because of personal 

characteristics such as gender, ethnicity, geographic location, and 

socioeconomic status 
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Following careful consideration, of many definitions of quality, it was felt that this 

definition incorporated many of the elements highlighted within the preliminary 

review of the literature (see Chapter 2) and discussions with stakeholders (see 

Chapter 3). It also encourages exploration of the balance between the level of 

standardisation required for patient safety (WHO 2007b; WHO 2016) and the 

level of individualisation or person-centeredness required to meet the specific 

needs of people living with dementia and their families.  

1.5.1.1 Person-Centred, Co-ordinated Care 

“I can plan my care with people who work together to understand me and my carer(s), 

allow me control, and bring together services to achieve the outcomes important to me.” 

(National Voices 2014:6). 

Many definitions exist as to what constitutes a patient-centred approach, but 

there is repetition of key themes, for example: treating the patient as an 

individual and respecting their values, needs and desires; engaging with and 

involving patients and carers in the creation of shared knowledge; and providing 

physical and emotional support (Gerteis et al. 1993; Mccormack 2003; Berwick 

2009). Brooker (2007) defines person-centred care, with particular reference to 

those living with dementia, as comprising of four key elements in the ‘VIPS 

model’: Valuing people with dementia and those who care for them (V); treating 

people as Individuals (I); looking at the world from the Perspective of the person 

with dementia (P); and a positive Social environment in which the person living 

with dementia can experience relative wellbeing (S) (Brooker 2007).  

For the purposes of this PhD, the Health Foundation (2014) definition of person-

centred care was felt most appropriate as it incorporates many key elements of 

the other definitions and is written with a health and social care system focus: 

• Affording people dignity, compassion and respect.  

• Offering coordinated care, support or treatment.  

• Offering personalised care, support or treatment.  

• Supporting people to recognise and develop their own strengths and abilities to 

enable them to live an independent and fulfilling life.  
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These four points reflect the person-centred values and the co-ordinated and 

personalised elements of care which are important in this thesis. Whilst 

independence may not be possible for many people living in the care home 

setting, it is still important to support, engage with and empower people and their 

families to be involved, where possible, to ensure their needs, values and 

preferences are reflected in how they are cared for. 

A person-centred care approach is central to this thesis, as it sets the tone in 

terms of the concepts, focus and methods. Medicines optimisation is 

underpinned by a person-centred care approach (RPS 2013). As changes in 

medication are likely to occur at transition (Boockvar et al. 2004), it is important 

to consider how we can support people and their families to be involved in the 

decisions and informed of any changes.  

1.5.1.2 Medication Safety: Systems and Standardisation  

Transitions of care are recognised internationally as a time of risk, when 

medication errors and adverse events are more likely to occur (WHO 2016). 

Standardised tools and processes, for example standardised documentation 

and standard operating procedures (SOP) have been identified as improving the 

transfer of ‘complete, accurate and timely transfer of information between 

settings. Standardisation of practice is an important element of systems safety 

and is especially important in ensuring system continuity across organisational 

boundaries (WHO 2007b; WHO 2016). There is however, limited research 

focused on the use of standardised approaches in the context of this transition. 

Using standardised tools to prevent and support medication error and adverse 

events is particularly important in this population where the ability to 

communicate information and identify errors may be reduced (Maidment et al. 

2008). 

1.5.1.2.1 System Resilience 

System resilience involves being able to identify, control and recover from 

errors, as well as having strategies to anticipate and respond to unexpected 

events (AHRQ 2008). Literature exploring the potential for residents, relatives 

and care home staff to contribute to the resilience of medication management 
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systems, in the context of this transition, is limited. There are studies which 

explore the role of patients and relatives in boosting system resilience (O’Hara 

and Lawton 2016; Fylan et al. 2019; O’Hara et al. 2019) but no studies could be 

found which looked specifically at how this might be affected by being a care 

home resident with dementia. Care home based medication reconciliation and 

identification of adverse drug events (ADEs) are ways in which care home staff 

may boost resilience by identifying error (Boockvar et al. 2006). Transition back 

to a care home, rather than home, provides another opportunity to check 

medication and documentation and identify discrepancies or omissions. Care 

home staff may also facilitate medication history taken prior to hospital 

admission, thus providing accurate, timely medication information to facilitate 

the quality and continuity of care when residents arrive at hospital (Cwinn et al. 

2009: Dalawari et al. 2011), for example, the Hospital Transfer Pathway (the 

‘Red bag’ scheme) (Sutton CCG 2016). This ‘Red bag’ scheme was designed 

to support the implementation of the NICE guidance on the transition between 

inpatient hospital setting and care homes (NICE 2015b). The ‘Red bag’ was 

designed to promote safe, coordinated and efficient care by providing a 

standardised system to support staff to send personal information documents, 

medication, other belongings and clothes between settings.  

1.5.1.3 Continuity of Medication Management 

Continuity of care is considered foundational to high quality care (Beadles et al. 

2014). There are multiple definitions and models which conceptualise ‘continuity 

of care’.  Gulliford et al. (2006) stated there were two important perspectives, 

one which focuses on the patient’s experience of a ‘continuous caring 

relationship’ and the other which focuses on the delivery of a ‘seamless service’ 

through integration, coordination and the sharing of information between 

providers. A report commissioned by the Canadian Institute for Health 

Information and the Conference of Canadian Health Ministers defined continuity 

of care as having three components: informational, relational and management 

continuity. This closely aligns with continuity of care as conceptualised, in a more 

recent paper by Beadles et al. (2014), as comprising three distinct but related 

constructs: interpersonal continuity, management continuity and informational 

continuity.  
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Figure 1: Conceptual Model of Continuity of Care (Beadles et al. 2014) 

 

This study also introduces COMM, a novel conceptual construct which 

complements existing continuity of care measures and discusses the 

implications of COMM as a target for intervention development (Beadles et al. 

2014). Medication management is considered an essential component of 

continuity of care (Spinewine et al. 2013; Hirschman et al. 2015; Naylor et al. 

2017).   

1.6 Chapter Overview 

This thesis contains nine chapters. This first chapter introduces background, 

context and key definitions. The second chapter is a mixed method literature 

review and narrative synthesis of the findings. This chapter aims to justify the 

importance of this research and identify gaps within current literature to guide 

and inform the aims, objectives and study design in this research. The third 

chapter discusses the methodological underpinnings for the study and the use 

of a critical realist perspective and systems theory to inform the study design. 

The fourth chapter describes the study design, including the data collection 

techniques; approach to analysis and ethical considerations. Chapters five, six 

and seven present the findings from the data analysis. The last chapter provides 

a discussion of the findings, the methodological strengths and limitations of the 

thesis, and the relevance and impact of the findings for policy, practice and 

future research. 
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Chapter 2: Literature Review 

2.1 Approach and Rationale 

This chapter presents the findings of a mixed method literature review designed 

to determine what is already known about medication management when people 

living in care homes are admitted to, and discharged from, hospital. A review 

identifies, locates and analyses the current literature in an area in order to 

determine the main gaps in knowledge and ways in which existing research 

might be extended or challenged (Robson 2011). Ultimately, it justifies the need 

for, and guides the potential direction of the proposed research. 

Different types of literature review are recognised as having important 

conceptual and practical differences (Gough et al. 2012). New approaches such 

as realist synthesis were also considered (Rycroft-Malone et al. 2012) but this 

method was stated less suited to ‘novice researchers’ (Pawson et al. 2012) as 

it requires a high level of expertise in reasoning, research methods, quality 

appraisal, and expertise in the subject area (Rycroft-Malone et al. 2012). Whilst 

the benefits of systematic reviews were recognised for their ability to draw 

reliable; accurate; generalizable and consistent conclusions (CRD 2008), this 

approach tends to prioritise and emphasise randomised-controlled trial data and 

downgrade or exclude other types of study which may limit the understanding, 

particularly regarding ‘socially situated’ aspects of the research. The initial 

scoping work revealed medication management in the context of this transition 

was likely to be complex, and that gaining a full appreciation of the ‘system’, 

would require a literature review which enabled the inclusion of a wide range of 

studies which covered both social (roles, perspectives, experiences) and 

technical (processes, tools) aspects.  

This mixed methods review uses a systematised approach and presents the 

finding as a narrative synthesis to distil and summarise evidence obtained from 

a wide range of sources. A mixed method approach was chosen due to the 

variety of topic areas and study types, which may be potentially relevant to this 

research. This method also aligns with the epistemological stance of the 

researcher and conceptual or theoretical framework underpinning the research 

as it supports ‘different ways of knowing’ across different aspects of the system, 
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rather than limiting or prioritising based on study type. The procedures for 

selection and evaluation of literature are explicit and transparent, with the aim of 

limiting bias and enabling reproducibility.  

2.2 Mixed Methods Literature Review 

A mixed method review methodology was adopted to provide a comprehensive 

exploration of the literature. This approach enables the inclusion of studies with 

an experimental design (randomised controlled trials [RCTs]; non-RCTs; quasi-

experimental e.g. pre-post studies) and other study designs (qualitative, mixed 

methods etc).  

Search Strategy 

Identifying key themes within the review questions guided the development of 

search terms. The four key areas were: care homes; transition; medication and 

dementia. Following the scoping searches, a comprehensive list of search terms 

was gathered for these four areas and searches were run. The results of 

preliminary searches were reviewed to identify whether search terms employed 

identified relevant papers. An iterative approach was taken to refine the final 

search terms and strategy (Appendix 1).  

Given the PhD focus on care home residents with dementia, the search terms 

initially included ‘dementia or cognitive impairment’. However, these searches 

returned no results. Whilst this was a useful finding, in terms of identifying a ‘gap’ 

and supporting the need for further research in this area, it did not help to build 

a knowledge base to inform the direction of the proposed research. Therefore, 

searches were conducted which combined three of the four areas in different 

combinations. The search which combined ‘transition’ ‘medication’ and ‘care 

home’ terms provided the ‘closest fit’ in terms of providing an overview of 

‘technical’ and ‘social’ aspects of this transition. As studies were designed for 

care home residents, many of whom may have dementia, they were designed 

for people with dementia or cognitive impairment. If people with dementia or 

cognitive impairment were specifically excluded from a study, the study was 

excluded from the review. Removing ‘transition’, ‘medication’ or ‘care home’ 
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search terms fundamentally changed the roles, processes, and other technical 

aspects of the transition.  

All potentially relevant studies were identified by searching: MEDLINE; 

Cumulative Index to Nursing and Allied Health Literature (CINAHL) and 

EMBASE databases. Details of the search terms can be found in Appendix 1. 

Initial searches were conducted, with the final search conducted in October 

2017. 

Inclusion and Exclusion Criteria  

Studies were screened using pre-defined inclusion and exclusion criteria [see 

Table 1]. Studies involving other transitions e.g. to/ from home, were excluded 

as the systems and population considerations would differ in these 

circumstances. For the same reason, studies which omitted populations of 

interest, for example, people with cognitive impairment or care home residents, 

were excluded. Interventions which targeted medicines as part of a wider overall 

study, for example, ‘improving transitional care’, were included provided the 

impact of the ‘medicines’ component was clear. Studies were restricted to those 

published in English as there was no access to translation facilities. 

Papers published before 2000 were also excluded. The NHS Plan published in 

2000 (DoH 2000c), signified a move towards personalisation and this was 

reflected in the ‘Pharmacy in the Future-Implementing the NHS Plan (DoH 

2000a)’ which challenged pharmacy to meet the changing needs of patients. ‘A 

Spoonful of Sugar’ (Audit commission 2001) and ‘Organisation with a Memory’ 

(DoH 2000b) highlighted the need to integrate services and ‘manage medicines’ 

across the continuum. The definition of quality referred to in this report is based 

on the Institute of Medicine report published in 2001 (IoM 2001). Key concepts 

were raised in this review e.g. person-centred care and integration of services 

were published around 2000, and considering the advances regarding patient 

safety initiatives e.g. medicines reconciliation, in recent years, it was felt that the 

relevance of studies pre-2000 was limited.  
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Table 1: Inclusion and Exclusion Criteria  

Studies Included: 

Empirical/ Primary research studies. 

Studies whose primary focus was medication management related (not 

transition in general). 

Intervention studies (RCTs; non-RCTs; pre/post design) that focused on 

interventions designed to improve medication management at transition: 

care home to hospital and/or discharge back to care home. 

Non-intervention studies (all study designs) that explored the influence of 

contextual factors on the quality and continuity of medication management at 

transition between care home and hospital. 

 

Studies Excluded: 

Studies published before 2000. 

Non-English language studies (translation facilities not available). 

Secondary analysis papers such as literature reviews and study protocols. 

Studies focused on the effectiveness of specific medication rather than 

medication management systems. 

Studies focused on different transitions of care. 

Studies which excluded population of interest (people with dementia or care 

home residents). 

Study Selection 

Electronic search results were downloaded into EndNote bibliographic software 

and duplicates were removed. Figure 2 details the screening process. The 

search yielded 1251 references from which 143 duplicates were removed, and 

13 further studies were identified from hand searching reference lists of relevant 

reviews and studies. This gave a total of 1021 papers whose titles were 

screened. Where the decision to include or exclude was not clear based on the 

title these were put forward for abstract screening. In total 332 articles were put 

forward for abstract review. The abstracts were then screened and where there 

was uncertainty for including an abstract these were put forward for full-text 

screening. One hundred and thirty-two articles remained for consideration for 
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full-text review. On examination, a number of these were excluded, most 

commonly because they were not transition focused (34); were focused on 

transition in a different context ‘wrong transition focus’ (11); ‘wrong population 

focus’(26) or they were not focused on medication management (24). In total 20 

studies were included in the review.  

Figure 2: PRISMA Diagram of Selection Process 
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Data Synthesis 

For included papers, data was extracted into a standardised format (See 

Appendix 2). Due to the heterogeneity in study design, intervention types and 

outcome measure, a meta-analysis was not appropriate. Instead, a narrative 

synthesis was conducted. 

Number of relevant articles: 

20 (Intervention studies: 3, 

Non-intervention studies: 17)  

 

( 20220 

Total citations: 1251 

Medline: 632 

Cinahl: 353 

Embase: 266 

Number of articles: 1021 

(title review) 

Additional references 

identified through 

citation screening: 13 

Excluded (689):  
67 Non-English 
181 prior to 2000 
176 conference abstracts 
15 reviews 
350 not meet inc/exc 
criteria 

Removed: 
143 Duplicates  

Number of articles: 332  

(abstract review) 

Excluded (200):  
105 no transition focus 
15 different transition 
point 
17 wrong population  
21 specific condition focus 
42 did not me inc/exc 
criteria 
 

Number of articles: 332  

(abstract review) 

Excluded (112):  
34 no transition focus 
11 different transition 
point 
26 wrong population  
24 not medication system 
17 not reach quality 
 



  

19 

 

Study Quality 

The quality of studies was appraised using a critical appraisal tool appropriate 

to the study design. A number of tools were considered (e.g. Critical Appraisal 

Skills Programme (CASP 2017); Mixed Methods Appraisal Tool (MMAT)) based 

on their suitability in terms of the types of studies being assessed. The MMAT 

tool version 11 (Pluye et al. 2011) was designed to concurrently appraise 

qualitative, quantitative and mixed method studies and was chosen as it was 

purposely designed to appraise the methodological quality of studies that use a 

range of methods. SH and a second reviewer (AR, a PhD student) 

independently assessed the study quality of the included papers using the 

MMAT validated checklist. This checklist provided a set of criteria for screening 

questions, which was applied across the included studies. The quality of the 

paper was reflected by the number of criteria met from 25% (or *) if one criterion 

was met (low quality), to 100% (or ****) if all criteria were met (high quality). For 

mixed methods studies the lowest score of the study components provided the 

overall quality score (as per MMAT guidance). SH and AR discussed the quality 

ratings of the included studies and agreed, by consensus, on the final quality 

score for each study. No studies were excluded on the basis of quality. The 

quality ratings were used to guide interpretation of findings and strength of 

inferences made. 

The critical appraisal of the included studies using the MMAT tool, showed a 

variation in quality (Appendix 2). The overall quality ranged from 50% (**) to 

100% (****). For two of the non-randomised control trial studies it was unclear 

whether recruitment minimised bias (Elliott et al. 2012; Kuo et al. 2013) and 

many of the quantitative descriptive studies did not include a power calculation 

to justify sample size. Within the qualitative studies consideration for researcher 

influences on the studies was lacking in all but one of the studies (Vogelsmeier 

et al. 2017). In one of the mixed methods studies the limitations of integrating 

qualitative and quantitative approaches was not clear (Kerstenetsky et al. 2017). 
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Study Characteristics 

Intervention Studies 

For the purposes of this review, studies were classified as intervention 

(experimental) based on the definition by Thiese (2014). The most common and 

strongest intervention design is a randomized controlled trial (RCT). Other 

intervention study designs include: pre-post intervention (before-and-after) 

studies, non-randomised controlled trials and quasi-experimental studies 

(Thiese 2014).  

Three non-randomised controlled trials were identified (Boockvar et al. 2006; 

Elliott et al. 2012; Kuo et al. 2013). All three used a pre/post study design 

(Boockvar et al. 2006; Elliott et al. 2012; Kuo et al. 2013). Two studies collected 

data by retrospective record review (Boockvar et al. 2006; Kuo et al. 2013). One 

study was based in the USA (Boockvar et al. 2006); one study was based in 

Australia (Elliott et al. 2012) and the final study was based in Taiwan (Kuo et al. 

2013). 

There was a wide range of participant numbers from 20 (Kuo et al. 2013) to 428 

(Elliott et al. 2012). All three of the studies (Boockvar et al. 2006; Elliott et al.  

2012; Kuo et al. 2013) focused on the discharge from hospital to the care home. 

Two of the interventions tested the impact of pharmacist directed care home 

based medication reconciliation (Boockvar et al. 2006; Kuo et al. 2013) and the 

third tested the impact of a hospital pharmacist-prepared interim residential care 

medication administration chart (IRCMAC) (Elliott et al. 2012). 

Non-Intervention Studies  

There were 17 non-intervention studies. Eight were quantitative descriptive 

studies and the majority of these (7/8) used structured record review for the data 

collection method (Boockvar et al. 2004; 2009; 2010; Tjia et al. 2009; Fitzgibbon 

et al. 2013; Lane et al. 2014; Tong et al. 2017) and one used a survey (Pierce 

and Fraser 2017). Seven of the studies used a qualitative studies approach and 

used a range of data collection methods including: interviews (Vogelsmeier 



  

21 

2014; Deeks et al. 2016); focus groups (Kable et al. 2015); focus groups and 

interviews (King et al. 2013; Gilmore-Bykovskyi et al. 2017; Robinson et al. 

2012); vignette/interview (Vogelsmeier et al. 2017). The remaining two studies 

used a mixed method study design, combining: record review/interview 

(Kerstenetsky et al. 2017) and multiple segment factorial vignette (MSFV) 

/interview (Vogelsmeier et al. 2015). The majority of the non-intervention studies 

(13/17) were conducted in the USA, of the remaining four studies, three were 

conducted in Australia and one in Canada. Six studies considered the care 

home-hospital transition (as part of a bidirectional transfer) (Boockvar et al. 

2004; 2009; 2010; Robinson et al. 2012; Lane et al. 2014; Deeks et al. 2016), 

with the remaining 11 studies focusing on discharge to the care home setting. 

All the qualitative studies included care home staff in the sample. Some studies 

chose to focus specifically on a care home sites or care home staff perspectives 

(King et al. 2013; Vogelsmeier 2014; Vogelsmeier et al. 2017; Gilmore-

Bykovskyi et al. 2017), some included acute care sites and staff (Robinson et al. 

2012; Kable et al. 2015; Deeks et al. 2016); community-based healthcare 

professionals (Kable et al. 2015; Deeks et al. 2016) and carers (Robinson et al. 

2012; Deeks et al. 2016). The studies ranged in size from 26 participants 

(Vogelsmeier et al. 2017) to 71 participants (Robinson et al. 2012). All studies 

were multi-site but difficult to compare as some studies quotes sites as ‘regions 

or geographical areas’ (Robinson et al. 2012; Deeks et al. 2016) and the 

remaining studies gave specific number of sites. The quantitative descriptive 

studies were based on case record reviews and varied between 80 (Tong et al. 

2017) and 718 (Boockvar et al. 2010) records reviewed. The records were 

hospital (Tong et al. 2017); care home (Tjia et al. 2009; Pierce and Fraser 2017; 

Lane et al. 2014; Fitzgibbon et al. 2013) or mixed (Boockvar et al.  2009; 2010; 

2004)  

The qualitative studies focused on understanding processes and experiences of 

various stakeholders regarding medication management at transition between 

the care home and hospital setting. Some studies focused on a specific 

population e.g. people with dementia (Deeks et al. 2016; Kable et al. 2015) and 

others focused on specific roles e.g. nurse (King et al. 2013; Vogelsmeier 2014; 

Vogelsmeier et al. 2017) and/ or processes e.g. medication reconciliation 
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(Vogelsmeier 2014; Vogelsmeier et al. 2017). All of the quantitative descriptive 

studies focused on the safety of medication management at transition between 

the care home and hospital, measuring for example, frequency or type of 

medication discrepancies/ errors/ changes. Some also examined outcomes 

such as Adverse Drug Events (ADEs) (Boockvar et al. 2009). 

2.3 Narrative Synthesis of Findings 

The thematic analysis of primary data of the included studies, both intervention 

and non-intervention, generated a number of themes which have been grouped 

under three main themes: Communication of complete, accurate and timely 

medication list; Roles of residents, relatives and staff; Resource constraints and 

outcome measures discussed. 

2.3.1 Theme 1: Communication of a Complete, Accurate, Timely 

Medication List 

Outcome Measure: Medication Discrepancies 

‘Medication discrepancy’ is a term used to describe a mismatch, or 

inconsistency, of information between medications lists when people transfer 

between care settings (Cornish et al. 2005; Coleman et al. 2005; Pippins et al. 

2008). Six studies in this review measured the frequency of medication list 

discrepancies: Two studies measured the frequency of medication list 

discrepancies within transfer documentation at both admission and discharge 

(Boockvar et al. 2009; 2010) and the remaining four studies focused on 

discrepancies within discharge documentation (Boockvar et al. 2006; Tjia et al. 

2009; Kerstenetsky et al. 2017; Tong et al. 2017). All six studies found 

discrepancies between medication lists in documentation at transition, although 

the exact prevalence (discrepancies per transition) varied: M 6.4, SD 4.1 

(Boockvar et al. 2006); M 3.5, SD 2.6 (Tjia et al. 2009); M 1.61, SD 1.85 

(Boockvar et al. 2010); M 1.5, SD 1.7 (Boockvar et al. 2009). Although, it should 

be noted, that heterogeneity of study design and context may limit direct 

comparison of these values. The two studies which measured discrepancies at 

admission and discharge (Boockvar et al. 2009; 2010) found the number of 

discrepancies was greater at admission than discharge: M 2.58, SD 2.17 vs M 
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1.61, SD 1.85 (Boockvar et al. 2010) and M 2.8, SD 2.1 vs M 1.5, SD 1.7 

(Boockvar et al. 2009). The frequency of discrepancies at this transition 

emphasised the need for further research and highlights the importance of both 

admission and discharge processes on the quality and continuity of medication 

management.  

Outcome Measure: Adverse Drug Events and Harm 

Five studies consider factors with the potential to affect the likelihood that 

medication discrepancy will result in ADE/ harm (Boockvar et al. 2009; Tjia et al. 

2009; Boockvar et al. 2010; Lane et al. 2014; Kerstenetsky et al. 2017). 

Boockvar et al. (2010) found 61/ 2913 ADEs were caused by medication 

discrepancies, for an ADE incidence of 0.20 (95% CI 0.16 to 0.25) per 

hospitalisation episode. Boockvar et al. (2009) found that fewer than 5% 

(65/1350) of discrepancies caused ADEs.  

Medication Type: Boockvar et al. (2009) found patients with 0, 1-2 and 3 ‘high 

risk’ discrepancies had a 13%, 23% and 47% (respectively) chance of 

experiencing a discrepancy-related ADE. This information was used to calculate 

a ‘positive predictive value (PPV)’ for specific drug classes to identify those at a 

higher risk of experiencing a discrepancy-related ADE at transition. The findings 

suggested this information could be used to enhance the measurement of care 

quality, identify high-risk patients, and inform development of decision-support 

tools at the time of patient transfer (Boockvar et al. 2009).  Tjia et al. (2009) did 

not directly measure harm attributable to medication discrepancies but 

discussed findings in light of other studies which stated risk of ADE based on 

medication class and found many ADEs identified posed potential harm to the 

study population.  

Discrepancy/Error Type: Four studies measured the type of error within 

transfer documentation, three studies focused on discharge documentation (Tjia 

et al. 2009; Lane et al. 2014; Kerstenetsky et al. 2017) and the remaining study 

looked at both admission and discharge documentation (Boockvar et al. 2010). 

The most common types of discrepancy within ‘discharge only’ transfer were 

omission/ illegibility of medication information and incorrect dose. The majority 

(64%) of discrepancies, associated with the bidirectional transfer of residents, 
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were due to drug discontinuation. The type of error was perceived to affect the 

potential to cause harm; for example, Lane et al. (2014) suggested that dose 

omission was the most likely type of medication error, yet wrong dose 

contributed the most harm. Kerstenetzky et al. (2017) however, deemed drug 

omission as ‘especially dangerous’ as it prevented the identification of 

interactions. 

Process Variation: Lane et al. (2014) found that the probability that error 

resulted in harm was related to process variation rather than resident 

characteristics and suggested the implementation of ‘preventative processes 

such as:  administrative controls and barriers, communication between care 

teams, computer provider order entry and electronic medical record systems, 

and physician and pharmacy review. Boockvar et al. (2010) considered the 

impact of electronic health records on ADE occurrence. The study compared 

Department of Veteran Affairs (VA) residents with EHR, and non-VA patients 

without EHR. Boockvar et al. (2010) found after adjusted comparisons, 

controlling for patient demographic and clinical covariates, that there were no 

significant differences between patients with EHR and non-EHR in any outcome 

(medication discrepancies, high-risk medication discrepancies, or ADEs caused 

by medication discrepancies). In addition, there were no significant differences 

between VA and non-VA groups in ADE severity or in ADEs caused by 

prescribing errors (Boockvar et al. 2010). 

Involvement of Family and/or Care Home Staff: Boockvar et al. (2004) noted 

that the mean time interval from medication change to ADE was 14 days (Med 

13.5 days; range 1-34 days). Most medication changes (8/14) implicated in ADE 

occurrence happened in hospital, however most ADEs (12/14) occurred in the 

nursing home after nursing home readmission. Despite the limitations of this 

study having a small sample, this raises an important point regarding a potential 

role for care staff in contributing to medication safety by identifying ADEs. One 

study highlighted the need to inform relatives regarding medication changes 

associated with transition to increase the likelihood of ADE identification 

(Vogelsmeier 2014). 
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Intervention: Care Home-Based Medication Reconciliation 

Two intervention studies evaluated the implementation of care home based 

medicines reconciliation conducted by pharmacists, to identify and reduce 

medication discrepancies post-discharge (Boockvar et al. 2006; Kuo et al. 

2013). To gain an appreciation of the health-related impact, Boockvar et al. 

(2006) also measured discrepancy related ADEs.  

Boockvar et al. (2006) found that the incidence of discrepancy related ADEs in 

the post and pre intervention groups was 2.3% and 14.5% respectively (relative 

risk, 0.16; 95% CI 0.02-1.2; p=NS). After adjustment for the difference in the 

baseline discrepancy risk score, the likelihood of experiencing a discrepancy 

related ADE in the NH after a return from the hospital was significantly lower in 

the post intervention group compared to the pre intervention group (odds ratio, 

0.11; 95% CI, 0.01-1.0; p=0.05). In an as-treated analysis, no discrepancy-

related ADE occurred in those who received the MR intervention, a significant 

difference compared with the 15.7% incidence in those who did not receive the 

intervention. 

Kuo et al. (2013) found the frequencies of harmful discrepancies among 

undocumented discrepancies were similar for the two groups (26.1% for the 

study period group vs. 26.3% for the control period group, respectively). It should 

be noted that 16 of 19 unintentional discrepancies in the control period group 

and all 33 unintentional discrepancies in the study period group were omissions. 

Eleven out of twelve harmful discrepancies in the study period group were 

corrected in a timely manner as a result of the medication-reconciliation 

program, that is, 91.7% of the harmful discrepancies were successfully 

prevented. Tjia et al. (2009) also found the majority (86.7%) of medication 

discrepancies were reconciled with 24 hours.  
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Outcome Measure: Medication Information Missing 

Intervention: Standardised Transfer Forms 

Deeks et al. (2016) highlighted the importance of documentation as a means of 

communicating vital medication information which, in this population, may prove 

more difficult to obtain verbally. The study described a scenario where an 

emergency department (ED) physician had received a resident with no 

accompanying information, was unable to determine why the resident was in the 

ED and therefore transferred them back to the care home untreated. A 

qualitative study which explored stakeholder perspectives at this transition, 

found that standardised transfer forms were viewed as ‘helpful’ but were not 

always available (Robinson et al. 2012). A number of practical challenges 

regarding the use of transfer forms were cited e.g. having time in an emergency 

to ensure information provided is complete, accurate and what hospital staff 

need.  

Outcome Measure (Timely): Missed or Delayed Doses at Transition 

A number of studies highlighted the importance of timeliness within key 

medication management processes at transition e.g. medication reconciliation 

(Kuo et al. 2013; Tjia et al. 2009) and considered the potential impact of delay 

on patients/ residents, e.g. missed or delayed medication (Tjia et al. 2009; Elliott 

et al. 2012). Tjia et al. (2009) found that whilst most patients (41/59) received 

their medications without delay, some patients (12/59) experienced a delay of 

up to 4 hours and two patients experienced a significant delay of more than 7 

hours. Reasons for delay included: medications not written up on the care home 

medication chart; the medication chart not being signed by a doctor and required 

medications not being available at the care home.  

Intervention: IRCMAC 

Elliott et al. (2012) implemented an intervention which involved hospital based 

pharmacists, providing interim residential care medication administration charts 

(IRCMACs) to improve the continuity of medication following discharge, by 

preventing missed or delayed medication administration on arrival back at the 
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care home. All staff also received training in IRCMAC. A post-discharge 

interview with care home staff (regarding 428 patient transfers) identified that in 

the pre-intervention period, 75 medications (37 patients) had one or more doses 

missed, or significantly delayed, within 24 hours of discharge from hospital. 

Following implementation of the IRCMAC, 9 medications (6 patients) had one or 

more doses missed or delayed (percentage difference=15.6% (95%CI: 9.5% to 

21.9%), p<0.001).  

2.3.2 Theme 2: Roles of Residents, Relatives and Staff 

Communication of Needs, Values and Preferences 

This theme focuses on the need for resident and relative involvement in 

medication management at transition and the provision of information which 

enables a person-centred approach to medication. Robinson et al. (2012) used 

focus groups to explore the perspectives of staff, residents and relatives 

regarding key elements of a successful transition. Knowledge of a resident's 

values and preferences; day-to-day wellbeing; medical history and current 

health status was perceived to be critical, as this information was seen to form 

the basis of many decisions made at transition. The absence of personal 

knowledge of the resident and ‘what is normal for them’ (e.g. if family or care 

home staff not available to accompany or not familiar with resident) the transition 

was reported to be negatively affected as clinical assessment and decision 

making were felt to be compromised thus putting the resident at increased risk 

of unnecessary transitions or transitions that cause distress, disorientation and 

physical decompensation (Robinson et al. 2012). Knowing the resident's 

personality, preferences, and his or her medical baseline also supported 

continuity of person-centred aspects of care for example, care home staff (and 

family) provided ‘little tips’ for other healthcare providers so they were able to 

tailor their approach and improve the experience for the resident (Robinson et 

al. 2012). 

Care Home Residents Characteristics and Role 

There was a notable absence of studies that considered the role of the resident 

at transition. In most cases personal and medication information was obtained 
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from care home staff or family members, as residents may lack capacity (Deeks 

et al. 2016) and it was felt they were often unable to convey critical information 

themselves due to confusion and/or dementia (Robinson et al. 2012). All 

stakeholder groups emphasised having information was particularly important 

when residents suffered from dementia or confusion and could not speak for 

themselves (Robinson et al. 2012). Deeks et al. (2016) did state that some staff 

spoke to residents in the medication history taking process, although it was not 

clear what the nature of this involvement was. Better understanding of what level 

of involvement people want in medication management and how the systems 

can facilitate this requires further research. The study by Robinson et al. (2012) 

highlighted the complexity around interpretation of the resident's best interests 

and differences in perspectives. The better the family–provider relationship, the 

greater the likelihood of negotiating decisions surrounding transfer that all 

stakeholders agreed upon.  

As dementia becomes more advanced and the ability to communicate is 

affected, there is an increased reliance on alternative sources of medicines 

information, for example documentation; medication sent with the resident 

and/or verbal communication with family members or care home staff (Deeks et 

al. 2016). Robinson et al. (2012) also stated timeliness was identified by 

stakeholders as a key area for the perceived success of transitions. This study 

also states that although speed and avoidance of delay was generally perceived 

positively (e.g. being seen quickly in the ED was linked to quality of life for 

residents and families), within certain situations ‘speed’ was perceived 

negatively (e.g. need to slow down to attend to residents' comfort and alleviate 

confusion, facilitate communication, and compile complete documentation) 

(Robinson et al. 2012).  

Family Characteristics and Role 

Six studies (Robinson et al. 2012 ; King et al. 2013; Vogelsmeier 2014; Kable et 

al. 2015; Deeks et al. 2016; Gilmore-Bykovskyi et al. 2017) highlighted potential 

roles for relatives regarding medication management at this transition, namely: 

the provision of personal information to enable a person-centred approach; 

involvement in decision making; identification of error/ ADE. However, the 
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amount of information regarding the role of families within the selected studies 

was limited. The varying level of family involvement during transition was felt to 

pose a challenge- not all residents had family and when they did, it was not 

always possible for them to be present during the transition process (Robinson 

et al. 2012). Where family are available knowledge of the resident and their 

medication also varies. One study (Deeks et al. 2016) cited that some families 

had little to no knowledge of the resident’s medications and that this posed a 

barrier to addressing information gaps at admission. Family members felt they 

were sometimes left to make decisions that they were not comfortable with, for 

example final decision whether to initiate an admission to the ED (Deeks et al. 

2016). More research is needed to further explore the current and potential role 

of family in providing information to support high quality medication management 

at this transition. 

Evidence is limited regarding the benefit of relative involvement regarding 

medication safety at transition. One study highlighted the need to inform 

relatives regarding medication changes associated with transition to increase 

the likelihood of ADE identification (Vogelsmeier 2014). This study also 

highlighted that some staff relied on families to initiate questions or raise 

concerns about the resident’s medication regimen (Vogelsmeier 2014). It is not 

clear from the studies what family understand their role to be with regard to 

medication safety at this transition, but this warrants further investigation. 

Staff Characteristics and Role  

Vogelsmeier et al. (2014; 2017) conducted a series of studies examining the 

nurses’ role in care home based medication reconciliation. Vogelsmeier (2014) 

found that when leaders and staff spoke about reviewing and assimilating 

transfer documents, they often shared frustrations about inconsistent, unclear 

or unavailable information, and medication orders written that simply did not 

‘make sense’. Nurses employed many strategies to identify medication 

discrepancies, for example, looking for ‘red flags’: ‘high risk’ medications; 

nursing home rules and regulations; experience of harmful past events, which 

prompt staff to question the presence of discrepancies. 
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Role clarity and training could also have an influence on the quality of medication 

reconciliation. Vogelsmeier et al. (2017) found that RNs and LPNs perceived 

their roles as equal despite differences in their education and licensure. This 

perceived equivalence in skills and abilities may prevent collaboration and may 

pose a potential risk to resident safety. There was also concern that LPNs 

viewed questioning as a sign of incompetence therefore may be less likely to 

ask questions when needed, for example if they had a clinical query. With regard 

to enactment- when individuals mentally create what they expect to find- RNs 

anticipated discrepancies would occur and described the need for additional 

information, for example, the clinical history. This then helped them to 

understand whether the order change was intentional or unintentional (error). 

LPNs however described transfer orders typically as ‘written as intended’ and 

made assumptions about why medication order changes may have occurred, 

which may result in potentially harmful errors going undetected and unresolved 

(Vogelsmeier et al. 2017). Vogelsmeier et al. (2017) found that all nurses 

conducted medication reconciliation within the constraints of time and competing 

demands but only RNs acknowledged that being quick had the potential to 

compromise accuracy and safety.  

Registered nurses (RNs) detected discrepancies involving orders for high-risk 

medications significantly more often than licensed practical nurses (LPNs) 

(71.88% vs.48.57%, p < 0.0001), which suggests that more highly trained staff 

were more likely to identify serious errors. No significant differences existed 

between RNs and LPNs when identifying discrepancies within orders for low-

risk medications (52.34% vs. 50.71%, p = 0.79) (Vogelsmeier et al. 2015). 

Vogelsmeier et al. (2014) also found some nurses were more proactive in 

identifying those in need of monitoring and where medication needs reviewing. 

A range of staff may be involved in medication reconciliation within residential/ 

nursing homes and it is important to consider the training requirements and 

systems needed to support staff to provide quality and continuity of medication 

management at this transition. 
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2.3.3 Theme 3: Resource Constraints 

Accelerated Discharge for People living with Dementia  

An Australian study (Kable et al. 2015), found nurses and other healthcare 

professionals felt under pressure to discharge people with dementia quickly. 

They appeared to feel conflicted – whilst they acknowledged that the hospital 

environment was not the best place for those with cognitive impairment, there 

were times when they did not feel the person was safe to be discharged (Kable 

et al. 2015). In addition to this, care home staff also reported that: they were not 

informed of a patients’ imminent discharge, or only received short notice; 

discharge documentation was not adequate and that they were being pressured 

to accept discharges after hours which meant that care home staff were 

inadequately prepared to receive and care for people with dementia following 

discharge. 

Tjia et al. (2009) found most patient transfers were associated with at least 12 

hours’ notice and occurred during routine week-day working hours. However, in 

some cases (7/59) people arrived with no more than one hour of warning, and 

three of these patients arrived with no warning. Lane et al. (2013) also stated 

20.3% of the care staff interviewed, reported that patient care activities were 

often delayed due to omitted documents, medication orders, or other patient 

care information from the hospital. 

Too Much Paperwork 

Vogelsmeier et al. (2014) found that both leaders and staff felt that there is too 

much information to review at transfer and not enough time. This has a negative 

impact on staff, leaving them feeling overwhelmed and overworked, which in 

turn impacts on the quality of medication reconciliation. There was also a belief 

in some cases, that medication orders at transfer are typically correct, therefore 

questioning the presence of discrepancies is not necessary. The findings 

presented from studies earlier in the review about the frequency of 

discrepancies highlight this is not the case and this mindset poses a great risk 

to patient safety. 



  

32 

Residents have Complex Needs 

Health provider participants noted that health system resource limitations 

sometimes constrained their ability to appropriately respond to knowledge of 

residents' needs. Staff training and geriatric expertise helped to deal with the 

complexity of care; for example, the identifying and organising resources in a 

more timely fashion (Robinson et al. 2012). 

2.4 Summary of Main Findings 

Twenty studies were identified as meeting the inclusion and exclusion criteria, 

including three intervention studies and seventeen non-intervention studies. 

Mapping each study against the MMAT quality assessment tool indicated that 

the quality was variable. Several non- intervention studies emphasised the risk 

associated with the transfer of medication-related information between settings 

and the intervention studies focused on improving the safety and efficiency of 

communication between settings. Medication discrepancies were found to be 

prevalent at both the care home to hospital and hospital to care home transfer. 

Undetected these have the potential to lead to ADEs and harm, particularly in 

the care home population, who are often older and more likely to have multiple 

comorbidities and cognitive impairment. A number of studies highlighted the 

need to develop strategies to prevent discrepancies, identify ADEs and minimise 

harm and re-hospitalisation.  

The interventions highlighted by this review, including care home based 

medicines reconciliation and the IRCMAC system, were small scale and 

limitations within both studies made it difficult to ascertain the benefit. Neither 

study was situated in the UK context. Interventions studies which evaluated the 

effectiveness of standardised documentation provided by the care home were 

identified in the earlier stages of the review but excluded as they were ‘general’ 

rather than medication specific.  

The absence of the resident and relative perspective in studies was notable. 

Studies provided limited insight into the values and preferences of residents and 

relatives regarding medication management at this transition and what is 

important to them. No interventions were identified which supported the 
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involvement of care home and relatives or facilitated the communication of 

medication-related needs, values and preferences via documentation, at 

transition.  

Studies highlighted some of the current challenges and opportunities regarding 

the roles and contribution of residents, relatives, care home staff and primary 

healthcare professionals to key processes such as provision of information and 

care home based medication reconciliation (Boockvar et al. 2006; Kuo et al. 

2013).  Although some of the findings may be transferable it would be useful to 

explore roles of relatives and care home staff in the UK context. The role of 

relatives appeared to lack clarity and depended on the availability. Further 

clarification of the relatives’ role and the systems in place to support involvement 

may be needed to prevent risk to patient safety and support person centred care.  

Studies tended to focus on the unidirectional, hospital to care home, transfer 

rather than across the entire system from admission to discharge. The studies 

focused on the flow of information between the settings rather than interactions 

between staff and residents and/ or relatives and little consideration was given 

to the physical movement of medication between the settings. The heterogeneity 

of study context, intervention type and outcome measure in this review, made 

overall comparison between studies problematic. The policy context: study 

populations and heath or social care systems, differed widely between the three 

countries in the review, which limited comparison between studies.  

This review identified multiple gaps in research on medication management at 

transition between the care home and hospital setting including research in the 

UK context; research specifically focused on the needs of people with dementia 

who live in a care home and their families; research which focused on the staff 

characteristics, perspectives and relationships; research which considered 

process continuity at the care home/hospital boundary. In addition to identifying 

a knowledge gap, the literature review provided an overview of possible themes 

of interest and approaches used to measure the quality and continuity of 

medication management at transition and, in some cases, how these themes 

had been explored in greater depth. Based on the findings of this review, the 

study research questions were formulated.  
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Research Questions 

• What factors influence the quality and continuity of medication management 

when people living with dementia move between the care home and hospital 

setting?  

• What is important to people living with dementia, their families, and health and 

social care staff regarding medicines at this transition? 

Aim 

• To use a systems approach to explore the factors which may influence the 

quality and continuity of medication management when people living with 

dementia move between the care home and hospital setting. 

Objectives 

1) To examine the content and implementation of medication-related policies and 

guidelines, at transition between the care home and hospital setting and 

understand how they inform practice. 

2) To examine the process and strategies and tools which facilitate the transfer of 

medication-related information and supplies between the care home and 

hospital setting. 

3) To determine the roles and relationships of people with dementia, families and 

care home staff in medication management at transition. 

4) To explore the medication-related needs and preferences of people with 

dementia and their families, in relation to medicines and transition and how 

these inform practice. 
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Chapter 3: Methodology 

This chapter will explain the rationale behind the methodological approach 

adopted for this study. The chapter will begin by exploring the factors which 

informed and influenced the choice of methodology, including: the nature of the 

research question and phenomena under investigation; methodological 

outcomes of the literature review and scoping work and the significance of the 

experiential and interconnected epistemological stance of the researcher. The 

rationale regarding the choice and application of theory within the research will 

then be discussed. Finally, potential threats to validity will be considered and 

addressed. 

3.1 Literature Review and Scoping Work 

Initial reading and scoping work identified that the topic of quality and continuity 

of medication management could be, and had previously been, explored or 

measured using a variety of methods. Initial searches found studies situated 

within the quantitative, qualitative, and mixed method paradigms. To form a 

holistic view of the current research in this area a mixed method review was 

conducted (Chapter 2). The findings of this review were used in a number of 

ways: to identify a need for the research; to identify gaps within existing 

knowledge; to inform the study design. 

The literature review identified limited research which focused on medication 

management at both ends of the transition between hospital and care home 

settings, within this specific context. There was a dearth of studies conducted 

within the UK, much of the research was based in the US healthcare system 

where there are notable, ‘system-level’ differences. A period of ‘scoping work’ 

was needed to develop a study design which worked at a practical level and 

addressed the research questions effectively.  

The findings of the literature review were synthesised to highlight key themes 

and gaps where further research is necessary. It served to provide a broad 

context for the research. To gain a better understanding of this transition within 

the UK and local area of the study, scoping work was conducted. Interviews with 

key stakeholders and visits to care home were conducted to inform the research 
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question and study design. Ongoing consultation with the stakeholder reference 

panel and carer reference panel continued throughout the study.  

3.1.1 Scoping Work and PPI 

The scoping work was conducted to sensitise to key thematic and practical 

issues in relation to the design and delivery of the study. Informal 1:1 scoping 

meetings were conducted with staff working within and across both sectors; 

people with dementia and carers/ex carers and academics working in health, 

dementia or care research, where targeted input was required. I had personal 

experience of having a close family member with dementia and as a pharmacist, 

had clinical knowledge of the condition and experience of transitional care 

processes. However, knowledge and experience of this specific type of 

transition, either in practice or research context was limited. Scoping work 

focused on providing insight within two areas:  

• Considerations when conducting research within this context (population and 

setting): 

o Care home residents living with dementia.  

o Care home environment. 

• Key areas of policy, process and practice at transition between the care 

home and hospital setting. 

The literature review and discussions with colleagues and supervisors (some 

experienced in the field of dementia research and/ or practice) highlighted 

potential complexities and challenges which would need to be considered in the 

design of the research owing to the context (population/setting/transition). 

Scoping work focused on exploring some of these considerations in greater 

detail and highlighting any areas which had not yet been identified. 

3.1.1.1 Experts by Experience 

Experts by Experience (EbyE) are a group of people living with dementia, and 

carers who are involved in both the research and teaching at Centre of Applied 

Dementia Studies, University of Bradford. The EbyE lead was asked to support 

identifying a person living with dementia within a care home setting who could 

be consulted about the proposed research. The PPI lead identified someone 
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and made first contact with the lady and her daughter (carer) and asked if they 

would like to be involved. Once the agreement was received, a meeting was 

arranged with the lady and her daughter at the care home, for convenience and 

to gain a better understanding of the study environment.  

The initial interview was with the daughter to discuss her experience of 

medication management at transition and her involvement. The daughter was 

also a memory nurse therefore offered professional insight regarding community 

services for people with dementia and helped to build a picture of the wider 

healthcare context. Initially there was a joint conversation with daughter and her 

mother, and the conversation then continued after the daughter left. The mother 

struggled to answer some of the medication-related questions, which was 

informative in terms of thinking about the wording of the questions. It also 

demonstrated the importance of seeking the perspective of relatives and staff 

as well as the person with dementia. It raised the issue of the apparent lack of 

clarity regarding the role of relatives in medication management at transition, 

following the handover of many medication-related tasks to care home staff. 

3.1.1.2 Carer Reference Panel 

The carer reference panel comprised of ten members (nine carers and one 

person living with dementia) appointed in an advisory capacity to provide advice 

and support to students within the Doctoral Training Centre (DTC). Members of 

the panel were instrumental in providing advice and feedback which shaped the 

design of this study. The first few meetings were designed to provide a forum for 

discussion of the research; presenting and sharing of ideas and receiving 

feedback regarding aspects of the research design which may or may not work.  

Panel members raised questions as to how the interviews would be conducted 

and some potential difficulties with proposed observation were highlighted. A 

lady with dementia on the panel highlighted important considerations regarding 

design and ethical considerations. In addition to the practical implementation of 

the research, panel members also shared their own experiences and gave many 

valuable insights. For instance, they described their own experiences with 

medication management challenges and some panel members had relatives 
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who had lived in the care home setting, therefore shared lived experience of 

care home/ and hospital transitions. 

3.1.1.3 Stakeholder Involvement 

A number of 1:1 interviews were arranged to facilitate all stages of the research, 

for example formulation of the research question; feasibility of recruitment and 

data collection plans. Summaries of these conversations are included in the 

appendices (Appendix 3). There was also a stakeholder reference panel 

comprised of twenty members representing a variety of health and social care 

professionals and organisations at a strategic and provider level. As with the 

carer reference panel, these meetings were biannual and in a variety of formats. 

In addition to providing a policy, process and practice perspective regarding this 

study, members of the panel were able to act as gatekeepers and provide details 

of other contacts to contribute to the 1:1 scoping conversations. 

3.1.1.4 Summary 

In combination, the literature review, scoping work and PPI work informed the 

methodological approach and aspects of the study design. They served to define 

and refine research questions and then prompt consideration regarding 

practicalities of the study design and which methods may be most appropriate 

and best able to answer the research question. They also demonstrated a level 

of complexity, both in terms of the number and interdependence of relationships 

between different aspect of the system and people within it. These findings 

appeared to align with a systems approach and therefore influenced the initial 

theory chosen to inform the study design. 

3.2 Nature of the Question and Phenomena under Study 

The purpose of the research was to understand quality and continuity of 

medicine management, specifically to explore the factors that influenced 

medication management at transition. The focus of this study was to better 

understand the systems, processes, relationships and experiences related to 

medication management in this context. The initial research question was 

determined by the findings of the literature review. The approach taken in 
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answering the research question was informed by several factors including the 

nature of the phenomena under investigation, what was already known 

(literature review findings), and researcher epistemology. Within this research 

there is an overarching research question and a number of ‘sub questions’ which 

were mapped to a number of proposed methods and the outcomes of each 

method considered. This socially situated question had the potential to be 

explored using a variety of methods therefore the strengths and weaknesses of 

many different options were considered.  

3.3. Deciding between Qualitative and Quantitative Methodology 

The findings of the literature review were used to refine the initial research idea 

and an overarching research question was formulated. This question was then 

broken down into sub-questions to be addressed. Methods which appeared, in 

theory, to be capable of answering the sub-question were listed beside each 

question. In some cases, qualitative and quantitative methods were considered 

and the critical realist approach to research, which will be explored in further 

detail later in the chapter, does not preclude or align with a specific 

methodological paradigm therefore did not restrict the options available to the 

researcher. The rationale for adopting a qualitative approach to address the 

research question will now be explored in further detail. 

Quantitative methods such as survey were considered in answering the ‘what’ 

aspects of the research question but may struggle to answer the ‘why’. In recent 

years there has been a sharp increase in the use of qualitative methodologies 

among health science researchers because social problems lend themselves 

toward ‘thoughtful exploration’, especially when issues of interest are complex, 

have variables or concepts that are not easily measured, or involve listening to 

populations who have traditionally been silenced (Creswell 2013). There were 

also concerns over the validity of the questionnaire given the ‘structured’ and 

‘inflexible’ nature of such a method and the limited knowledge base provided by 

the literature review to inform the design of the research tool. Research in the 

context of this transition (between care home and hospital); population (care 

home residents with dementia); UK health and social care system, was limited. 

Quantitative research demands a comprehensive understanding of key themes 
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‘a priori’, to enable the development of predetermined research instruments 

which ultimately provide data for statistical analysis. The formal/deductive 

approach to data collection within quantitative research design requires a 

substantial body of literature in order to develop tools, for example 

questionnaire/ structured interview, and produce results which are valid, i.e. 

‘measures what it is designed to measure’ (Smith 1997) and reliable, i.e. 

‘findings are repeatable, reproducible or internally consistent’ (Smith 1997). The 

literature review identified that previous research exploring medication 

management for people with dementia at this transition was limited, thus 

prevented development of ‘a priori’ themes and subsequently, research tools/ 

instruments which would produce valid and reliable findings.  

Qualitative methods are useful when the evidence base is limited, as they are 

flexible and well suited to exploring themes using an inductive approach 

(Robson 2011). An inductive approach moves from ‘specific observations to 

develop general theory’, as opposed to a deductive approach which moves ‘from 

a general theory to the testing of specific hypothesis derived from the theory’ 

(Robson 2011). Creswell (2003) advises, if a ‘concept or phenomena needs to 

be understood because little research has been done on it, it merits qualitative 

approach’. Qualitative methods are useful, as highlighted by Morse (1991), 

where, as is the case of this study, ‘the topic is new, the topic has never been 

addressed with a certain sample or group of people, or existing theories do not 

apply with the particular sample or group of people in the study’. One goal of this 

study is to add to the body of knowledge and enable further qualitative and/ or 

quantitative work in the future. 

The literature review and scoping work highlighted the complexity of medication 

management citing multiple interdependent processes and perspectives which 

appeared to vary between systems, organisational and individuals. Issues were 

identified with variation in technologies and systems implemented and the 

subsequent impact on continuity of process and relationships within and across 

settings. The problems appeared to be complex, multi-layered, multi-faceted 

and situated within the context of an ‘open system’. It was not felt that a 

quantitative approach such as survey would be capable of capturing and 

providing the depth of insight required to adequately understand both, the social 
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nature and complexity of the phenomena associated with managing medication 

in the context of this ‘open’ complex adaptive system.  

A notable gap identified by the literature review was the absence of care home 

resident and family perspective or ‘voice’. Findings of the scoping and PPI work 

highlighted potential problems regarding the use of surveys in capturing the 

perspectives, particularly of care home residents with dementia. Issues were 

raised regarding the ability of some residents to read, understand and complete 

a survey independently and being assisted to complete the survey raised a 

number of ethical and validity concerns. The scoping work raised challenges 

with some qualitative methods such as focus groups as there was concern 

amongst carers and people with dementia that in a ‘mixed group’ people may 

not feel able to ‘speak their mind’ and that the more ‘able’ may dominate.  

It was felt an ‘interview’ with residents would be more flexible and able to adapt 

to the needs of individual residents and provide additional explanation and 

clarification where necessary. It was also felt this approach would more 

successfully address the research questions, particularly in understanding 

‘person-centred’ aspects of medication management, as the flexible approach 

would enable additional lines of questioning to be followed. This approach would 

more effectively capture the things which are important to that individual. 

Understanding of person-centred medication management at this transition was 

particularly poorly covered with the literature so allowing this to evolve within the 

interview was important. 

Scoping work with staff also highlighted practical challenges regarding focus 

groups due to the impact on staffing on the ward or in the care home. 1:1 

interviews were identified as the best strategy as they could be organised and 

designed to meet the needs of the individual. They are also more flexible in 

terms of when they take place, and the structure and content could be adapted. 

This was felt to be important given the uncertainty of the factors ‘a priori’. 

Considering the research population and context, it was felt a flexible and 

adaptive qualitative approach would answer the research questions more 

successfully than a quantitative approach. The fact that this was a topic which 

was relatively understudied was also felt to limit the use of quantitative methods. 
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The scoping work also highlighted potential limitations regarding the use of 

quantitative methods within this study population/context, for example 

engagement with surveys and structured interviews may prove challenging for 

many care home residents living with dementia. 

3.4 Strategies of Inquiry: Qualitative Descriptive Approach 

Strategies of inquiry provide a direction for procedures in a research design 

(Creswell 2003). Some of the most common approaches to qualitative inquiry 

include narrative, phenomenological, grounded theory, case study and 

ethnography (Creswell 2003). Various strategies of inquiry were explored and 

their potential impact on the overall research approach considered. 

Phenomenology focuses on ‘lived experience’ and involves the search for 

meaning or understanding phenomena as they are experienced by the 

participants themselves (Hammond et al. 1991). This approach emphasises how 

we actively construct, interpret, make sense of and respond to our social world 

rather than our reality being objectively fixed (Hammond et al. 1991). This 

approach would not support exploration of aspects of the research question 

focused on understanding aspects of the systems and processes beyond the 

participants understanding of them.  

Ethnography focuses on culture and traditionally involves immersion for months 

or years in the ‘field’ or research setting (e.g. care home) to enable full contextual 

appreciation and collection of naturalistic ‘real world’ data which reflects the 

phenomena under study from the standpoint of the actor (Swinglehurst and 

Greenhalgh 2011). The realist approach to ethnography attempts to capture the 

experiences of an individual from their perspective, which requires appreciation 

of context and looking in greater depth, not only at the experience but the 

meanings people assign to these experiences (Robson 2011). Observation is a 

key method associated with ethnography and concerns regarding the ethical 

and practical challenges of observation in the context of this study were 

perceived to limit the use of this approach. There were also practical challenges 

associated with prolonged periods of observation and notification of the research 

to enable points of transition to be captured. Some ethnographic principles 
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regarding the interviews and use of documentary sources were embraced within 

this study.  

Grounded theory (Glaser and Strauss 1967) focuses on ‘theory building’ and is 

useful where little is known about the phenomena under study and the 

researcher starts with a ‘clean slate’. Consideration was given to this option as 

relatively little research had been done about this specific population in this 

context. However, part of the study involves identifying whether existing policy 

is helpful within this context and what amendments need to be made, rather than 

starting from scratch. As a healthcare professional and academic, who has been 

involved in similar research for many years, a ‘clean slate’ would be difficult to 

achieve. Pragmatism was also a stance given further consideration as it ‘opens 

the door to multiple methods’ (Creswell 2003:12). The focus of this perspective 

is ‘what works’ and finding solutions to problems (Patton 1990) which fits with 

the applied nature of the study. However, I felt philosophy was a critical aspect 

of research and did not agree with the aphilosophical nature of pragmatism. 

Initial ideas for the study design did not appear to fit with any of these well 

documented and clearly delineated traditions of inquiry. In 2001, Sandelowski 

proposed an alternative ‘well developed’ approach to research termed 

‘Qualitative Description’. Unlike other strategies, this approach uses a variety of 

sampling techniques and data collection strategies and facilitated a flexible 

commitment to a theory or framework when designing and conducting a study 

(Sandelowski 2010). A qualitative descriptive approach aligns well to the 

objectives of this research, as it seeks to discover and understand a 

phenomenon, a process, or the perspectives and worldviews of the people 

involved in that research context (Caelli et al. 2003). As a methodology, 

qualitative descriptive research studies have gained popularity in recent years 

within healthcare (Polit and Beck 2014) and nursing research (Bradshaw et al. 

2017). This approach is also noted to be less time and resource intensive than 

some of the other approaches (Neergaard et al. 2009), for example 

ethnography, therefore may be better suited to a PhD study such as this, where 

resources are limited. 
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The qualitative descriptive approach was considered well suited to this research, 

as it has been found to be especially amenable to studies based in healthcare 

settings and has been identified as important and appropriate for research 

questions focused on discovering the who, what and where of events or 

experiences and gaining insights from informants regarding a poorly understood 

phenomenon (Kim et al. 2017).  The research takes a naturalistic perspective 

and examines the phenomena in its natural state and does not attempt to 

manipulate or interfere with the ordinary unfolding of events and has been 

recognised as particularly useful when capturing information from those 

experiencing the phenomena under investigation (Neergaard et al. 2009). 

Qualitative descriptive studies are generally less interpretative and provide 

interpretations which are ‘close to the data’ (Sandelowksi 2000; 2010). This 

approach provides some description of experiences, perceptions or events 

using language from the data collected (Neergaard et al. 2009). Sandelowski 

emphasised in her 2010 paper that interpretation is still expected.  

3.5 Philosophical and Theoretical Perspectives Underpinning the Study 

Sandelowski (2010) proposed that qualitative descriptive research should not 

be atheoretical but that the use of theory can be flexible both in terms of the 

theory chosen and the level of commitment to that theory. In qualitative 

descriptive studies theories and frameworks serve as ‘conceptual hooks’ upon 

which hang study procedures, analysis etc (Colorafi et al. 2016). A theoretical 

‘lens’ or conceptual framework may be used to guide the study but there is no 

commitment to stay with a specific theory for the duration of the study, therefore 

it may change during the course of the study (Sandelowski 2010). Critical 

realism recognises that existing theories may or may not reflect reality 

accurately. An initial theory may provide a useful starting point for research and 

may be used to facilitate a deeper analysis that can support, elaborate or deny 

that theory to help to build a new more accurate explanation of reality (Fletcher 

2017).  

The findings of the literature review and scoping work suggested a systems 

approach may provide a useful initial framework for the design of this study and 

the critical realist philosophical orientation also aligns with and appears to 
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complement this theoretical stance (Mingers 2011). Mingers explored the links 

between critical realism and systems theory and found them to be 

complementary. Mingers (2011) describes how systems consist of components 

and relations which are characterised by their structure. By virtue of that 

structure, systems have emergent properties or causal powers or tendencies to 

behave in certain ways. Causal mechanisms are also a key tenet of using a 

critical realist approach. In the case of this research the qualitative descriptive 

approach was informed by systems theory and the critical realist philosophy 

underpinning the research. The rationale and use of theory and philosophy to 

inform the methodological approach will now be explored in further detail. 

3.6 Systems Approach 

3.6.1 Systems Based Practice and Systems Thinking 

Systems-thinking forms the cornerstone of systems-based practice (SBP) and 

at a basic level requires awareness/mindfulness that ‘What I do depends on 

other people and what other people do depends on me’ and it is how learning 

organisations think about their world (Senge 1990). The US recognise SBP as 

a core competency in which physicians must be proficient, to enable delivery of 

safe, high quality care (Johnson et al 2008). Understanding how individual 

practices relate to the larger system of care is vital when working in a complex 

system or at organisational boundaries where different systems interface, for 

example care homes and hospitals. 

Systems-thinking encourages a focus on patterns of incidents, rather than 

individuals and looks at what has influenced the patterns and relationships 

between elements of the system (Goodman 1997). It also considers how 

assumptions and beliefs (worldviews) of people within the system, affect what 

happens. A systems-based approach is useful in understanding concepts such 

as quality and safety as they place the individual, whether patient or provider, 

within the framework of a system (Johnson et al. 2008). When an incident occurs 

within a complex system, it is recognised that it can rarely be attributed to a 

single cause and is best understood in the context of relationships with each 

other and with the systems in place, rather than in isolation: ‘the only way to fully 

understand why a problem or element occurs and persists is to understand the 
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parts in relation to the whole’ (Capra 1996). One of the key human factors 

principles is to have a ‘(sociotechnical) system orientation’ in which ‘the person’ 

is one element. This principle has been instrumental in driving the move away 

from the ‘blame-the-person culture’ towards a more holistic system-based 

approach (IoM 2000). 

3.6.2 Systems Theory 

A system can be defined in many ways. The Oxford English Dictionary (2017) 

offers two definitions which are relevant in the context of this study: ‘a set of 

things working together as parts of a mechanism or an interconnecting network; 

a complex whole’ and ‘a set of principles or procedures according to which 

something is done; an organised scheme or method’. A number of systems 

theories exist and two theories which align with the research questions and 

methods proposed in this PhD were explored in further detail. 

3.6.3 Complex Adaptive System (CAS)/ Complexity Theory 

The Complex Adaptive System (CAS) model, known by some as Complexity 

Science (Cordon 2013) was initially considered to provide a theoretical 

framework for this PhD because the organisations within this study (hospitals 

and care homes) are recognised to be Complex Adaptive Systems (CAS), as 

they are ‘made up of interacting components (the system), whose interactions 

may be complex (nonlinear) and whose components are diverse and/or have a 

capacity for learning that generates reactive or proactive adaptive behaviour’ 

(Norberg and Cumming 2008). Braithwaite et al. (2017) conceptualises CASs 

using four prevailing features: individual agents, interconnections, dynamic 

behaviours, and rules and governance. A recognised challenge of using this 

theory was the multiplicity of definitions or proposed key concepts and the lack 

of one core definition. According to a review of the literature conducted by the 

Health Foundation (2010) complex adaptive systems have a range of properties: 

Emergence, co-evolution, connectivity, nested systems, simple rules, iteration, 

sub-optimal, requisite variety, self-organisation. In a recent White Paper, some 

key complexity concepts were highlighted, with some similarities and some 

differences to the above, including linearity, uncertainty, emergence; networks, 

resilience, culture and implementation science (Braithwaite et al. 2017). A 
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scoping review conducted in 2016 (Thompson et al. 2016), recommended that 

although complexity science was widely used and ‘showed promise’, the 

conceptual confusion and inconsistent application limited the application in 

practice. The review also highlighted that there was no universally agreed upon 

approach of how to use this theory in health service research.  

3.6.4 Systems Engineering Initiative for Patient Safety (SEIPS) 

Donabedian proposed using the triad of: Structure (setting, qualifications of 

providers and administrative systems); Process (components of care delivered); 

Outcome (recovery, restoration of function and survival) to evaluate the quality 

of healthcare and broaden measurement beyond ‘technical management of 

illness’ (Ayanian 2016). Systems Engineering Initiative for Patient Safety 

(SEIPS), is a human factors model which builds on the model proposed by 

Donabedian (Carayon et al. 2006). The original SEIPS model (2006) was 

updated in 2013 to give SEIPS 2.0 (Holden et al. 2013). SEIPS 2.0 clarified and 

expanded certain elements of SEIPS, for example addition of ‘external 

environment’ influence on the work system element. It also incorporated more 

contemporary human factors thinking such as: involvement of patients and 

families and temporal phenomena, for example adaptation (Holden et al. 2013). 

Figure 3: SEIPS Model (Carayon et al. 2006) 
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Figure 4: SEIPS 2.0 (Holden et al. 2013) 

 

SEIPS is a well-recognised, widely used theory in healthcare research, which 

has enabled feedback and improvements in the development of SEIPS 2.0. A 

systematic review conducted in 2015 found that human factors engineering 

(HFE) approaches such as SEIPS can be used to design safer, more efficient 

processes, resulting in improved patient care quality and provider satisfaction 

(Xie and Carayon 2015). 

Overall, both CAS and SEIPS theories hold relevance for this research. The 

SEIPS 2.0 model was chosen to provide the theoretical framework for this study 

as it has an extensive track record of successful implementation in healthcare 

research, therefore should provide a strong foundation for this study. The 

elements of this model align well with research questions and methods proposed 

within the study. The evidence for the successful implementation of complexity 

theory is less easily defined because of the differences between the various 

models in use. The key concepts are less well defined and do not map as easily 

to the research questions and method as SEIPS 2.0. The additions to the original 

SEIPS model, to create SEIPS 2.0 (described above) strengthen the relevance 

of this model within this research. SEIPS 2.0 theory also appears to support and 

be compatible with supporting the ‘stratified ontology’ of a critical realist 

perspective by considering the multiple layers (macro, meso and micro) with the 

system influence of policy, organisational process and the characteristics of 

individual staff and residents. The outcomes were considered in relation to the 

definitions of quality: safe, effective, timely, efficient, person-centred and 
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equitable and continuity. This framework was used to inform aspects of the study 

design but there was also an expectation that other things may evolve and there 

was space and flexibility within the qualitative descriptive approach and 

subsequent study design to support this.  

3.7 Epistemological Stance of the Researcher: Critical Realism 

This reflexive process provided insight to researcher worldview and that there 

were merits of both: positivist/quantitative and constructivist/ qualitative 

perspectives. As a result, the overall stance needed to acknowledge value in 

both ‘ways of knowing’. Realism appreciates the value of science but agrees 

there is ‘no unquestionable foundation for science, no ‘facts’ are beyond dispute’ 

(Robson 2011:31). As with positivism, realism asserts that ‘realities exist outside 

the mind’ (Crotty 1998:10) but ‘rejects the possibility of verifying research 

findings in any absolute or ‘objective’ sense’ (Lipscomb 2008). Lipscomb (2008) 

proposes a critical realist approach in social pharmacy.  

The origins of critical realism are associated with the work of philosopher Roy 

Bhaskar (1975; 1989) and have since been elaborated on and discussed by 

many others including Archer (1995), Collier (1994), Lawson (1998) and Sayer 

(1992). Critical realism provides an alternative to positivist and interpretivist/ 

constructivist views but shares some aspects of the ontological and 

epistemological stance of these perspectives. Critical realism recognises value 

in scientific and social phenomena and appreciates both positivist/quantitative 

and constructivist/ qualitative, ‘ways of knowing’ (Archer et al. 2016), therefore 

aligns well with the researcher’s worldview. As with positivism, critical realism 

recognises the existence of the world independently of thought but introduces 

the concept that knowledge is ‘fallible’ and that although research might bring 

us closer to understanding reality, we can never be certain of absolute truth. 

Bhaskar (1979) also proposes that knowledge is temporally relative (time and 

context dependent).  

One of the important tenets of critical realism which deviates from other 

perspectives is the notion that human knowledge is only able to capture part of 

a deeper reality, in other words ontology is not reducible to epistemology. 

Ontology is the study of ‘being’ that is,’ the nature of existence’ or ‘what is’ (Gray 
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2004), whilst epistemology attempts to understand ‘what it means to know’ 

(Robson 2011). In a research context, ontological and epistemological 

considerations are significant due to their influence on researcher ‘worldview’ 

and therefore what knowledge they deem legitimate and adequate in answering 

the research question (Gray 2004). A number of philosophical paradigms exist 

including positivism, constructivism, realism, pragmatism and postmodernism. 

Different philosophical paradigms embody different ideas about reality 

(ontology) and how we gain knowledge about that reality (epistemology).  

Bhaskar (1988) criticised positivism defining reality in terms of what can be 

empirically known in what he called the ‘epistemic fallacy’ or the reduction of 

ontology to epistemology. Similar critique may also be applied to the 

constructivist view that reality is entirely constructed through human knowledge 

and discourse. Critical realism uses theory to get closer to reality and help to 

identify causal mechanisms driving social events and/or phenomena. Conditions 

in the open social world can create barriers or facilitators to the actualisation of 

causal powers or potentialities, which may or may not result in an observable 

impact at the ‘empirical level’. At the ‘real level’ mechanisms may be generative 

or dormant i.e. they may generate an event or not. Understanding at this level 

helps to understand the ‘why’ or ‘how’ behind what is observed or experienced. 

This is not necessarily a ‘cause and effect’ relationship, as mechanisms exist 

but may not be activated, or produce a different/ unexpected outcome, tendency 

is therefore a term which may be used. It also acknowledges that all 

understanding and beliefs are fallible. 

Another key aspect of critical realism is the notion of stratified ontology. This 

proposes three levels of ‘reality’: the ‘empirical level’ (our experiences and 

observations (human filter/ interpretation)); the ‘actual level’ (events that happen 

even if we do not experience them (independent of interpretation)); the ‘real 

level’ (causal/ generative mechanisms or structures of events seen at the 

empirical level). An iceberg metaphor is sometimes used to illustrate this layered 

reality (Fletcher 2017). 
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Figure 5: Illustration of Iceberg Metaphor for Critical Realism (Fletcher 2017) 

 

The literature review and scoping work highlighted that a systems approach may 

be useful to capture the complexity of the system. Critical realism aligned well 

with my philosophical standpoint and complimented the systems approach being 

used to answer the research question.  

Critical realism acknowledges the complexity associated with ‘open’ social 

systems and the potential for the same trigger to produce different outcomes. 

This aligns with the notion of complexity within health and social care systems 

under study within this project. Imposing simple ‘cause and effect’ relationships 

is discouraged; in favour of intensive methods, e.g. interview and observation, 

in an attempt to capture the complexity of interaction, thus generate better 

understanding of the phenomena under study. The notion of stratified ontology 

(see Table 2) was acknowledged within the study design, using a ‘layered 

approach’ which examined medication management at a policy, process and 

practice level. The literature and national policy review served to provide a wider 

contextual, ‘bigger picture’, appreciation of factors which may influence the 

quality and continuity of medication management at this transition. Data 

collection comprised of both documentary analyses of policies/ processes and 

staff interviews to determine the local/ organisational stance and staff/ resident/ 

carer interviews provided perspectives and experiences of people on the 

frontline to gain insight into what is important to them at an individual/practice 

level. 
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Table 2: Stratified Ontology 

Level Entity Data Collection System 

Empirical 

(Micro) 

Experiences and 

perceptions 

Practice: Resident, family and 

staff interviews 

Person 

Actual 

(Meso) 

Events and actions Process: Process; Guideline 

analysis; Staff interview 

Tools and 

technology; Tasks 

Deep 

(Macro) 

What underpins, 

influences and 

informs practice. 

Policy: National policy review; 

Organisational policy analysis; 

Interviews 

Internal and external 

environment; 

Organisation 

 

Overall Study Design 

When considering the research questions, it was decided that they would be 

best addressed by multiple qualitative methods, in this case: semi-structured 

interview (multiple perspectives) and documentary analysis of policies and 

documents used to facilitate the implementation of policy in practice, for 

example: Standardised documentation templates; procedures, checklists. Semi-

structured interviews, as in the case of this research, are often a primary source 

of data collection in qualitative descriptive research (Stanley 2015). It is not 

unusual for qualitative research to be combined with other methodologies. In 

addition, the combination of methods also improves validity by providing a richer 

account and enabling triangulation of methods.  

3.8 Data Analysis 

3.8.1 Thematic Analysis 

Braun and Clarke (2012) describe thematic analysis as offering a ‘unique and 

valuable’ alternative to more established qualitative approaches such as 

discourse analysis, grounded theory and narrative analysis. Thematic analysis 

provides an accessible, flexible approach to qualitative data analysis and is 

described as ‘theoretically flexible’ and able to be used across the 

epistemological and ontological spectrum (e.g. (critical) realist or 

constructionist). Variations in methods of analysis or techniques may be 

appropriate across qualitative descriptive studies (Sandelowski 2010). A recent 

review of qualitative descriptive studies found that most studies, as in the case 
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of this research, used an inductive approach and thematic analysis was 

commonly used to analyse data. Constant comparison was also used, in 

addition to thematic analysis, to compare cases (individual, organisation) and 

identify similarities and differences as well as reasoning why differences exist, 

to generate more general understanding of phenomena of interest (Thorne 

2000). This approach also facilitates exploration of the causal mechanisms 

associated with a critical realist approach. Other qualitative descriptive studies 

have found these analytical approaches to be compatible with QD research 

(Asemani et al. 2014; DeBruyn et al. 2014; Holland et al. 2014; Johansson et al. 

2014; Oosterveld-Vlug et al. 2014). 

The thematic analysis method selected used an inductive ‘data-led’ approach to 

prevent the findings being limited in some way by what had been found within 

previous research, scoping work or theory. The context of this study was 

acknowledged to be different to that within which the theories were developed 

and other research had been conducted, therefore there was some concern that 

if a deductive approach to data analysis was taken, potentially important findings 

might be missed or underplayed. The critical realist approach supports a flexible 

approach to the use of theory and findings of prior research, acknowledging the 

potential fallibility of this knowledge.  

3.8.2 Triangulation 

The research study design involved the analysis and integration of data 

collected from three different types of participants and different sources. This 

study was designed to enable triangulation of both methods and perspectives. 

Therefore, triangulation was considered the best approach for integrating this 

data. Denzin (1978) developed four types of triangulation that qualitative 

research can use to enhance objectivity, truth and validity (dependability and 

credibility) of social research: Data triangulation (correlate people, time and 

space); investigator triangulation (correlate findings of multiple researchers); 

theory triangulation (using and correlating multiple theory strategies) and 

methodological triangulation (correlate data from multiple data collection 

methods). The method of triangulation used within this study was data 

triangulation (people and space/setting). 
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Triangulation aims to cross check results for consistency and minimise bias of 

using a single research method (Seale 2012). The philosophical critique 

regarding triangulation centres around the argument that it is based on the naïve 

realist assumption that all perspectives will converge to produce one single 

reality or ‘truth’. The opposing post-modernist perspective argues that there are 

multiple standards for understanding the social world and the diversity produced 

by the different accounts should be incorporated and explored to provide in-

depth understanding rather than validity (Denzin 1989). Using multiple methods 

aligns with epistemological perspectives such as critical realism (Lipscomb 

2008; McEvoy and Richards 2006) and pragmatism (Bryman 2006; Scott and 

Briggs 2009). Methodologically, it offers depth of understanding (Johnson et al. 

2007), particularly when complementary methods are carefully selected and 

combined, facilitating a ‘more complete’ analysis (Green et al. 1989; Tashakkori 

and Teddlie 1998).  

3.9 Validity  

The terms ‘reliability’ and ‘validity’ are often avoided within qualitative research 

in favour of concepts such as: trustworthiness, credibility, transferability and 

confirmability (Lincoln and Guba 1985: 294-301). However, others state 

avoiding the use of such terms supports the notion that qualitative research is 

not valid or reliable (Morse 1999). Maxwell (1996) outlined many types of 

understanding in qualitative research. The following section will describe 

potential threats to validity associated with three of the main types: description, 

interpretation and theory and how these were addressed in the study design. 

Firstly, producing a valid description of what had been seen or heard was reliant 

on a complete and accurate account. In the case of this study, interviews were 

audio recorded and after the first few interviews a professional service was used 

to transcribe the interviews. The accuracy of what had been transcribed was 

checked and ensured that the transcriptions were complete accounts of the 

interview. Secondly, the validity of interpretation may be compromised by 

imposing preconceived ideas on what is seen or said and what that means. A 

reflexive diary was kept by the researcher to raise awareness regarding any 

potential bias brought about by previous personal or professional experience 

(having a family member with dementia/ working in healthcare as a pharmacist). 
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Finally, as aligned with the qualitative descriptive approach, an initial theory 

(systems theory) was used flexibly to inform some elements of data collection 

and was subject to change and the approach modified in accordance with the 

study findings. The approach to analysis was inductive to ensure it was open to 

alternative explanation and understandings of the phenomena under study. 

3.9.1 Prolonged Engagement 

Within this study there were two aspects where prolonged engagement 

supported the validity and credibility of the analysis. Firstly, during the data 

collection phase the researcher remained within the setting outside of ‘active’ 

data collection and became familiar with the culture and routines of the setting 

and spoke with staff and residents. This helped to understand the context and 

to tailor the process to suit them. Having developed skills and experience in 

previous roles, I understood the importance of being respectful and sensitive to 

the needs of others in building relationships and rapport. Prolonged engagement 

with participants is thought to improve the credibility of the research as it should 

result in improved rapport and trust therefore people may be more likely to be 

open and act naturally, thus reduce reactivity and respondent bias (Robson 

2011). This approach also appeared to facilitate recruitment. A limitation was 

that this was more difficult to implement in the hospital setting due to the nature 

of the environment. However, having experience as a healthcare professional 

and working in similar environments helped to navigate recruitment, organise 

interviews and gain rapport. Secondly, prolonged engagement with the data 

during analysis was also important, as immersion in the data was required to 

gain a full understanding of the themes which emerged. This was especially 

important in the critical realist approach where it was important not only to 

understand what, but why. 

A threat to validity associated with this approach includes ‘going native’ or 

developing antipathy, although this may be more likely within ethnographic 

research, where months and sometimes years may be spent in the field of 

research. Nonetheless, it remained a consideration within the reflexive process.  

Regular sharing of findings and discussion with supervisors also helped to guard 

against any researcher ‘bias’. There was also the opportunity to share findings 
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and gain feedback from the carer, stakeholder and international expert 

academic reference panel.  

3.9.2 Involvement of Others within the Process of Analysis 

A number of people (peers, academics, PPI groups) were involved throughout 

the process of analysis, to enhance validity through supporting self-reflection, 

as well as the synthesis and identification of patterns in the data to facilitate 

conceptual development (Morse 2015). Braun and Clarke’s approach 

recognises the value of involving others in the analytical process to ‘bounce 

ideas off’ but they do question the use of some of these strategies to support 

validity. They argue that, as with ‘researcher triangulation’, some of these 

strategies produce alternative accounts rather than bringing the researcher 

closer to the ‘truth’. There are several researchers who question the value of 

strategies such as ‘member checking’ to enhance validity (Sandelowski 1993; 

Morse, 1998; Grbich 2006; Morse 2015; Birt et al. 2016).   

Member checking was not conducted in the traditional sense of ‘returning 

transcripts or findings to participants’ following data collection/ analysis and this 

may be viewed as a limitation of the research. However, a clear rationale will 

now be presented as to why this decision was taken and the alternative 

approach used. Member checking can be employed formally and informally as 

opportunities arise throughout the data collection and analysis process (Lincoln 

and Guba, 1986; Bygstad and Munkvold 2007), in order to ensure accuracy and/ 

or interpretative validity i.e. establish the ‘fit’ between the participants views and 

the researcher’s representation of them (Lincoln and Guba 1985; Tobin and 

Begley 2004; Nowell et al. 2017). Lincoln and Guba (1985) stated member 

checking was crucial for establishing study credibility, but this stance is widely 

critiqued owing to a multitude of philosophical and practical issues.  

Member checking is viewed by some as taking a simplistic, positivist orientated 

stance as it suggests that there is a single ‘truth’ which the researcher is trying 

to identify (Bygstad and Munkvold 2007; Koelsch 2013). Critical realism 

acknowledges a world independent of thought but a key tenet of this approach- 

‘epistemic fallacy’- disputes the notion of ‘absolute truth’. It could also be argued 

that member checking juxtaposes with the interpretative nature of qualitative 
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inquiry, which relies on the researcher immersing themselves in the data, 

gaining an in-depth understanding of the theories which underpin actions, 

perspectives, feelings and making interpretations. In the approach taken in this 

study, researcher interpretation was essential, particularly in the development of 

latent themes and when exploring potential connections and relationships 

between themes within, and across, different ‘layers’ of the system. To aid 

interpretation, the data was examined alongside existing theory in an attempt to 

better understand and explain what was being described.  

This process was complex and cognitively demanding, which posed another 

challenge with member checking as participants may have varied insight and 

understanding (Koelsch 2013; Bygstad and Munkvold 2007; Birt et al. 2016). 

The influence of power dynamics, for example, is not something which people 

may be cognisant of, therefore may struggle to confirm that this is what they are 

describing. There is also the issue that when faced with what was said, they may 

change their response to present a ‘different truth’ or alternatively power 

dynamics may prevent the participant challenging researcher interpretation 

(Bloor 1997; Buchbinder 2011). The context of this study posed practical 

challenges with implementing member checking, for example the prolonged 

period between the interview and outcome of analysis relies on retention and 

recall of information which may be problematic for participants with dementia, 

where memory and cognition may be impaired (Birt et al. 2019). During the 

scoping work there was some concern that placing demands on some 

participants to recall information may cause distress. This was experienced 

during data collection- one participant was particularly bothered by not being 

able to remember things that she ‘should remember’ and it seemed member 

checking may evoke similar feelings. There was potential to upset people by 

asking them to repeatedly re-visit a time in their life which, for some was quite 

stressful. The ethical considerations of member checking are explored in further 

detail by Birt et al. (2016). For staff, the problems of engagement in member 

checking were related to having the time and capacity to participate in this 

process. Finding staff who had the time to participate in the study was difficult 

and there was concern that many would not have time to look through the 

transcript/ findings to confirm that this was a true representation. It would also 

not have been feasible to implement this strategy for all of the participants as, 
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given the time lapse between collection and analysis (Birt et al. 2016). Staff may 

have changed jobs/ organisations and residents may have experienced 

significant cognitive decline and, in some cases, may have sadly died. 

Considering the philosophical position and context in which this study was being 

conducted, an informal approach was taken to member checking. Initial 

interpretation was confirmed during the interview itself to check how different 

potential meanings were understood and minimise the risk of misinterpretation. 

This was considered a less demanding strategy for participants both in terms of 

‘time’ for staff and the ‘reliance on retention and recall’ for people with dementia. 

In addition, there was regular presentation and consultation with stakeholder 

groups e.g. carer reference panel (included people with dementia and family 

members); stakeholder reference panel (included social and healthcare 

professionals), who provided feedback regarding interpretations made. 

Although interpretations were not checked with the participants themselves, they 

were checked with people who shared similar characteristics and experiences. 

This approach has been used in other studies, for example a study by Birt et al. 

(2019) whose study also involved people with dementia and therefore faced 

similar challenges. 

Peer debriefing was undertaken to discuss emerging impressions of what the 

data means and how themes relate to each other. Giving oral and poster 

presentations at local and national meetings and conferences to a variety of 

audiences and offering to take questions, also enabled analytical interpretations 

to be challenged. Audiences typically included those with dementia, carers, 

social care staff, healthcare professionals and academics from a variety of 

backgrounds and disciplines. I am a member of a pharmacy research group, 

patient safety research group and dementia research group, which also provided 

a forum in which findings and interpretations were discussed and challenged 

where appropriate. Peer debriefing may occur informally (Agostinho 2005), and 

in this study, occurred through discussions with academic colleagues and other 

postgraduate students from different disciplines. In addition, supervisors were 

met with on a monthly basis to discuss progression and during the analysis 

phase of the study, these meetings focussed on how inferences drawn were 

data-driven and examined how thoughts and ideas evolved as the data is 

engaged with at a deeper level. As supervisors were from different disciplines, 
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this also offered different insights and perspectives. It was sometimes necessary 

to reconcile conflicting perspectives and experience as a healthcare 

professional helped to navigate this process. However, as Morse (2015) states 

the researcher is ‘the one closest to these data, responsible for the analysis, and 

the most familiar with the research agenda and relevant theories’ and therefore 

must be ‘responsible for the research outcome, its implications and applications’. 
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Chapter 4: Methods 

This chapter will provide a comprehensive description of the design and delivery 

of the study. Although the data collection was conducted in two separate phases 

certain aspects of the overall study design were interdependent, for example, 

recruitment of hospital sites informed the locality for care home recruitment. 

Aspects of the research, such as this, which are pertinent to both phases of the 

research, will be discussed. This section will conclude with a section on ethical 

considerations across both phases of the research. The second part of the 

chapter will describe the process of data collection for Phase I and II. Finally, 

the method of data analysis (thematic analysis) and process of analysis will be 

discussed. The COREQ checklist (Tong et al. 2007) was used to inform the 

reporting of the research (see Appendix 10). 

4.1 Overall Study Design 

The study used a qualitatively driven, multi-method approach which comprised 

of two sequential phases: Phase I Care home and Phase II Hospital (see Figure 

6)  

Figure 6: Overall Study Design 

 

This study was designed to explore medication management systems, 

processes and perspectives from both ‘sides’ of the transition as the findings of 

the literature review (Chapter 2) indicates previous research tended to focus on 

one setting. As identified in the literature review, much of the previous research 

• Semi-structured 
interviews (staff, 
residents and families)

• Documentary analysis                                                                            

Phase I: Care Home

• Semi-structured 
interviews (staff)                                                                  

• Documentary analysis

Phase II: Hospital
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conducted regarding medication management at transitions of care have 

focused on the hospital perspective and one purpose of this study was to explore 

some of the challenges from an alternative perspective, focusing on the 

viewpoints of care home staff, residents and family members. This study also 

incorporated documentary analysis to explore the hospital and care home 

policies on medicine management in transition. The care home phase was 

conducted first to frame the study around the systems and processes specifically 

related to this transition and explore the factors with the potential to influence 

the quality and continuity of medication management at a system, organisational 

and individual level (staff, residents and families). 

4.2 Sample Size  

The sample size, for the purposes of ethics and organisation of data collection, 

was determined by the 30+ sample size recommended by Braun and Clarke 

(2013) for a large thematic analysis project. Braun and Clarke (2006) state that 

there are no strict guidelines regarding sampling in thematic analysis and that 

these decisions should be guided by factors such as research question, purpose 

and method. They suggest a minimum of 6 but acknowledged that having an 

interview sample less than 15 may limit publication options. In a review of over 

500 qualitative research projects sample sizes, the most common were 20 and 

30 (Mason 2010). A similar study conducted by King et al. (2013) looking at 

communication at transition, interviewed 27 staff across 5 skilled nursing 

facilities. This study in total proposed a sample of 36 (12 care home staff; 12 

care home residents with dementia/ families; 12 hospital staff) for the purposes 

of the ethics application and organising data collection. The eventual numbers 

were 33 (11 care home staff; 10 residents (7) and family members (3) and 12 

hospital staff). Saturation of themes was reached in the care home staff, hospital 

staff and resident participant groups but due to challenges, and subsequent 

delays, in the recruitment of family members, the sample size was limited and 

saturation was not achieved in this group. 

Elder (1995) states sample size is based on the point at which data saturation 

occurs. Braun and Clarke (2006) contest the use of saturation but also 

recognise that other approaches may prove more difficult to implement in 
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practice. Data saturation was used to inform the point at which data collection 

ended in this study. Saturation is discussed further in section 4.7.3. 

4.3 Site Selection  

The hospitals were recruited first and the care homes were then selected based 

on co-location with the hospital and provided data which enabled exploration 

across the ‘care home-hospital-care home system’. Acute hospital trust sites 

were selected based on location (convenience) and organisational 

characteristics (purposive). Due to researcher work and family commitments, 

the sites needed to be located within commutable distance. Once the maximum 

commutable distance was determined and geographical area defined, potential 

hospital sites were considered to determine the target area for care home 

recruitment. The characteristics of each hospital site were considered e.g. size; 

rurality etc. A large, inner city teaching hospital and smaller, rural hospital were 

approached to gain agreement, in principle, of participation: Following a period 

of e-mail and phone correspondence and meetings with both Hospital Trusts, 

each site offered a PI to be named on the study and agreement, in principle, that 

they would act as study sites for Phase II. This information was then used to 

determine the target area for care home recruitment. Details of the participating 

hospital sites are provided in Table 3.  

Table 3: Participating Hospital Sites (Phase II): Organisational Characteristics  

 Location No. of 

Beds 

Wards CQC 

Hospital A Rural 400+ Acute Elderly Medicine RI 

Hospital B 

(Dual site) 

City Centre 800+ Elderly Care Ward and 

Elderly Care (Admissions 

and Assessment) 

RI 

The study is underpinned by systems theory and subsequently focuses on 

gaining a holistic understanding of how systems, processes and people connect 

and communicate across system boundaries. Gaining insight and multiple 

perspectives regarding the interdependencies and relationships which exist is 

crucial therefore the co-location of hospital and care home sites was important. 

The geographical area, within which care homes were sampled, was therefore 
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determined by the catchment area of the two hospital sites. Care homes were 

then sampled purposively, based on their organisational characteristics e.g. 

CQC rating, size, type. The recruitment of care home sites was facilitated by 

ENRICH (Enabling Research in Care Homes) who had care homes signed up 

as ‘research ready’ within the catchment area of one hospital site. ENRICH is 

an initiative developed by the National Institute for Health Research (NIHR) to 

improve the consistency of support for research outside the NHS. The ENRICH 

network of care homes was less well established in the catchment area of the 

second hospital site, therefore local contacts working in this area, were 

contacted to support the identification of care homes who fit the criteria and may 

be interested in participating. Once all potential care homes had been identified 

a meeting was arranged with the care home manager. During this meeting, the 

project was described, and it was explained what involvement would entail. 

Once this meeting had taken place, they were then asked to confirm that they 

would act as a study site for Phase II. 

Four care homes were identified initially; however, the care home manager left 

at one site in the week before data collection was due to commence and 

unfortunately the new manager no longer wished to participate. The three care 

homes who confirmed participation provided a diverse sample of care homes 

(type (residential, nursing, mixed); ownership (independent, local chain, 

international company); size (no. of beds)) within the catchment area of both 

hospital sites. Details of the participating care homes are provided in Table 4.  

Table 4: Participating Care Home Sites (Ph I): Organisational 

Characteristics 

 Type Ownership Co-located 

Hospital 

No. of 

Beds 

CQC 

Care 

Home A1 

Nursing 

Home 

Local Care 

Home Chain 

Hospital A 60-80 Good 

Care 

Home B1 

Mixed 

(Nursing & 

Residential) 

International 

Care Home 

Chain 

Hospital B 100+ RI 

Care 

Home B2 

Residential 

Home 

Independent Hospital B 40-60 RI 
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4.4 Ethics 

Ethical approval was obtained from the University of Bradford Ethics Committee. 

The Phase I ethics application was submitted for ethical approval to the 

Yorkshire and the Humber, Bradford Leeds Research Ethics Committee, for 

HRA approval. Phase II was submitted for proportionate review to HRA and 

Health and Care Research Wales. Ethical approval was obtained for both 

studies and data collection tools are provided in the Appendix (See Appendix 

4,5, and 6). The main ethical issues related to the research are outlined below.  

4.4.1 Informed Consent 

The study took an inclusive approach and did not exclude people on the basis 

of not having capacity to consent. To demonstrate capacity to consent, the 

Mental Capacity Act (2005) dictates that the participant must be able to: 

understand the study; retain information needed to make a decision; make a 

balanced decision to participate and make the decision of their own free will. 

The involvement of people with dementia in this study demanded that the 

capacity to consent was ascertained at the outset and was confirmed again 

immediately prior to interview to ensure nothing had changed. If at any point in 

the study someone was found to no longer have capacity, they were approached 

for a second time later in the study. If the person was still found not to have 

capacity, family were approached to act as personal consultee. 

4.4.2 Withdrawal from the Study 

There was awareness that care home/hospital managers and research contacts 

were involved in the recruitment of staff and that there was a potential power 

imbalance. Similarly, the care staff were involved in recruiting residents and 

family members, where again there is a power differential and people may feel 

obligated to participate. I was keen to be involved in the recruitment process as 

soon as possible to assure people that this was not the case and that they could 

chose not to participate or withdraw at any point. Participants were free to 

withdraw at any point and I did not exert any influence over the person to remain 

in the study. The participants were provided with contact details of the 

researcher should they wish to withdraw from the study.  
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All participants were informed that they could withdraw from the study at any 

point up to data analysis. Further information was given in the participant 

information sheet and reiterated verbally prior to the interview. Withdrawal of 

data was possible up to the point of data analysis, at which point the data was 

synthesised, aggregated and anonymised in a way which would not allow 

individual responses to be determined.  

4.4.3 Confidentiality and Anonymity 

The careful collection and storage of data is of paramount importance. The Data 

Protection Act sets out 8 principles of good practice which were followed 

throughout the research process (HMSO, 1998). The importance of 

confidentiality was well understood (researcher experience as healthcare 

professional and previous work facilitating the implementation of information 

governance requirements within a healthcare environment). Full responsibility 

was taken for preventing any foreseeable and unforeseeable harm which may 

result from disclosure of information (Seale 2012). Interviews were conducted 

as discreetly as possible to prevent information being overheard. Interviews 

were audio recorded and transcribed and hardcopies of data and any sensitive 

information were locked up in a secure filing cabinet at the University of 

Bradford. Digital data will be stored or on password protected computers/secure 

server for at least five years. Consent was gained to allow use of anonymised 

direct quotes from participants and pseudonyms were used to protect the 

identity of people named in selected quotes.  

4.4.4 Safeguarding 

It was understood that during the research sub-optimal care or risks to resident 

safety might be observed and that if this occurred, firstly the level of risk would 

be assessed, in negotiation with a senior colleague. If an incident was deemed 

to pose an immediate risk to the resident, appropriate action would be taken to 

minimise risk. The incident and course of action would be discussed with one of 

the PhD supervisors or other senior academic and where necessary reported in 

line with the risk and governance arrangements in the care home/hospital 

organisation.  
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4.4.5 Tiredness and Distress 

The minimisation of any potential upset or disruption of participants in this study 

was considered. It was possible that some people would be upset by discussing 

bad experiences with their medication or bad memories of a time when they or 

their relatives needed to go into hospital. As such, if any participants showed 

any signs of upset or distress, they were offered a break. Sometimes this 

involved a choice to not pursue a line of questioning which appeared to cause 

distress and changing direction or style of questioning.  

It was understood from the scoping work conducted that people with dementia 

may find the recall of events challenging and tiring. The interview schedule was 

designed with this in mind and, throughout the course of the study, flexibility and 

sensitivity to the needs of those participating was given. It was understood that 

residents may not be explicit about needing a break, signs may be more subtle 

and reliant on the recognising and responding to verbal and non-verbal cues 

that the person no longer wished to participate.  

4.4.6 Ethical Considerations: Staff   

A few weeks was spent in and around each care home during data collection to 

gain an understanding of each organisation and help staff to feel comfortable 

with the researcher. Understanding the organisation and processes within the 

care home also enabled the research to be conducted in a way which was 

respectful and sensitive to the needs of staff. In the hospital study, this was 

achieved through discussion with people working in that environment and 

experience of the researcher as a healthcare professional. It was recognised 

that some staff may have felt their practice was under scrutiny and be concerned 

or anxious about sharing information. Being flexible, empathetic and respectful 

helped to build rapport with staff. All staff appeared happy to participate- some 

less confident members of care home staff were unsure at first but became more 

at ease as the interview progressed. All hospital staff seemed confident to 

participate. Staff in both settings appeared to have limited time and some staff 

had to break off the interview to complete work tasks and then return to the 

interview. Spending time at the care home also facilitated a careful and 

adequate explanation of the research; the role of participants and how 
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confidentiality/ anonymity are addressed. This supported the successful 

recruitment of participants, as well as data collection. 

Data Collection 

4.5 Phase I: Care Home Based Study 

Organising Data Collection: Study Set Up 

A member of staff was identified as a ‘research contact’ for each care home 

(manager/ deputy manager/ clinical manager). An initial site visit was conducted 

for each care home, following confirmation of participation. This visit comprised 

of an introductory meeting with the ‘research site contact’. Background 

information was identified to inform and facilitate study planning e.g. frequency 

and timing of transitions; number of residents with dementia; tour of the building. 

This tour of the care home provided some understanding of context and care 

home layout, for example some homes had a separate dementia care unit and 

provided an opportunity to meet staff and residents and discuss the practicalities 

of conducting the study within that setting. Timescales and planning were also 

discussed to ensure that data collection caused minimal disruption to care home 

staff and residents, for example understanding shift patterns; timing of meals 

and medication rounds etc. A week was spent within each care home to 

familiarise with staff and processes and facilitate recruitment. The process of 

recruitment and role of the care home manager in facilitating this, for example, 

by handing information sheets out to staff involved in medication management 

at transition processes (e.g. medicine reconciliation) at each change of shift, was 

discussed. Once confirmation of participation was agreed a research contact 

was identified within each site to provide an ongoing contact for the research for 

the duration of the study.  

4.5.1 Phase I: Aims and Objectives 

Aim:  

To use a systems approach to explore factors which may influence the quality 

and continuity of medication management when people with dementia move 

between the care home and hospital setting. 
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Objectives: 

1) Examine the content and implementation of care home medication-related 

policies and guidelines at this transition and understand how they are used to 

inform practice. 

2) Examine the process, strategies and tools which facilitate the transfer of 

medication-related information and supplies between the care home and 

hospital setting. 

3) Understand the role of people with dementia, families and care home staff in 

medication management at transition. 

4) Understand the medication-related needs and preferences of people with 

dementia and their families, in relation to medicines and transition. 

Study Design: Phase I 

The overall study design for Phase I of the study is outlined in Figure 7. 

Figure 7: Study Design Phase I 

 

4.5.2 Phase Ia: Care Home Staff Interviews 

Sampling and Recruitment of Care Home Staff 

At the initial meeting, the sampling frame and recruitment process was explained 

to the care home managers and/ or research contacts. Details of the sampling 

criteria are provided in table 5.  

(IIb) Documentary Analysis 

Care Home Medicines Policies
Tools/ Resources supporting MM at 

transition

Interviews 

(Ia) Care Home Staff                          
(Nurses and Senior Carers)

(Ib) Care Home Residents with Dementia 
and Relatives
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Table 5: Inclusion and Exclusion Criteria for Care Home Staff 

Inclusion Criteria All care home staff involved in managing medication at 

transition will be eligible to participate in the study. 

Exclusion Criteria Domestic and administrative staff. 

Care Home Staff Recruitment Process 

At this meeting, roles in the process were defined and managers and research 

contacts offered support by identifying eligible staff and distributing information 

packs to these staff. This was especially useful where the shift pattern did not 

coincide with researcher hours. The care home manager noted if a member of 

staff was interested in participating and a convenient time was arranged to meet, 

to explain the study in further detail and ensure they understood what 

involvement would entail; provide an opportunity to ask any questions they might 

have and leave a consent form for the member of staff to sign. The care home 

manager or research contact contacted me, either by telephone or e-mail, once 

a consent form had been received and a time for interview was arranged.  

Care Home Staff Interview Guide 

The staff interview guide [Appendix 6] had four main objectives:  

• To determine medication management process and practice within the care 

home, both at admission and discharge, and whether this differs for residents 

with dementia. 

• To understand how policy, standardised tools or processes and other sources 

inform practice. 

• To identify contextual factors that may influence the quality and continuity of 

medication management at this transition.  

• To understand how staff perceive their role and the role of other stakeholders 

(e.g. healthcare professionals; family members; residents with dementia) within 

medication management at this transition. 
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The scoping work; literature review; theory (SEIPS 2.0 (Holden et al. 2013)) and 

quality definition (IoM 2001), informed the formulation of the initial staff interview 

guide. Stakeholders were consulted regarding the proposed style and content. 

Feedback indicated there were too many questions and that some of the 

terminology may need adjusting e.g. care home staff may not understand the 

term ‘medicines reconciliation’. Subsequent adjustments were made to the 

interview guide.  

The final interview guide consisted of core questions that were included in both 

the interviews in the care homes and hospitals. Due to the limited research in 

this area, it was recognised that the rigid adherence to a core set of questions 

may prevent exploration of other significant themes. Therefore, a flexible 

approach was adopted during the interview to enable exploration of themes not 

identified ‘a priori’. Where additional themes were identified from participants’ 

responses, prompts were incorporated within the schedule for future interviews 

to provide further understanding/ insight and understand the transferability/ 

contextual nature of the findings.  

Care Home Staff Participant Details 

Details of the care home staff who participated in the interviews can be found in 

Table 6. 

Table 6: Details of Care Home Staff Participants 

Site ID Type Participant ID Job Title 

A1  Nursing A1S1 Nurse 

  A1S2 Nurse 

  A1S3 Nurse 

B1 Mixed B1S1 Senior Carer 

  B1S2 Senior Carer 

  B1S3 Senior Carer 

  B1S4 Senior Carer 

  B1S5 Senior Carer 

B2 Residential B2S1 Senior Carer 

  B2S2 Senior Carer 

  B2S3 Senior Carer 
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Data Collection: Care Home Staff Interview Process  

Eleven care home staff across the three care home sites were interviewed, in 

one-off interviews, lasting approximately 30 minutes, between 18th April 2018 

and 24th May 2018. All interviews were conducted by a sole researcher (myself) 

within administrative office areas within the care home. Occasionally, where 

office space was not available, or not conveniently located for staff ‘on duty’, 

interviews took place within communal areas. These were far enough away to 

maintain confidentiality but close enough for staff to feel comfortable that they 

could see residents under their care. Permission was granted by all members of 

staff to audio record the interview. 

During these interviews staff were encouraged to share examples of paperwork 

and guidelines that they used to inform and support practice. Blank copies of 

paperwork were collected, and the name of the care home removed.  

Phase la: Reflection  

Overall, staff appeared happy to be interviewed and many expressed a desire 

to help to improve medication management at transition. Several staff used the 

interview as an opportunity to express their concerns and ‘be heard’, ‘give them 

a voice’. Spending time within the care homes prior to data collection appeared 

to help with rapport and most staff appeared comfortable, although some of the 

younger/less experienced staff seemed nervous that they might say the ‘wrong 

thing’ or that they ‘wouldn’t know’, especially at the start of the interview. In this 

instance staff were reassured that there wasn’t a ‘wrong answer’ and they were 

just to explain the process and experiences. 

The interviews were based within the care home setting and conducted away 

from residents and other staff, within offices at the care home. On a couple of 

occasions, when the offices were not available, interviews were conducted at a 

table with the ‘living area’ but set away from residents to maintain confidentiality. 

As the staff members were on shift, researcher flexibility was essential. The 

interviews were challenging at times, as there were many interruptions to the 

interview by other staff, residents, or phones ringing. The environment was also 
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noisy and there were many distractions, which diverted attention from and flow 

of the interviews. 

4.5.3 Phase Ib: Care Home Resident and Relative Interviews 

Sampling and Recruitment of Care Home Residents and Relatives 

In developing the sampling criteria for the residents, information obtained from 

the scoping work and PPI consultation was drawn on. This suggested that 

residents with dementia may struggle to recall past events and experiences 

related to their admission. Therefore, residents who were the most recently 

discharged were targeted to optimise the ability to remember and recall 

experiences of their transition. Residents were also excluded if verbal 

communication was not possible. Table 7 describes the inclusion and exclusion 

criteria for residents, whilst Table 8, describes the inclusion criteria for staff 

members.  

Table 7: Inclusion and Exclusion Criteria for Residents 

Inclusion Residents with dementia who were admitted to and discharged from 

the selected care homes within the last 6 months. 

Exclusion Residents who were not able to communicate verbally either due to 

illness or advanced dementia. Residents receiving anticipatory 

medicines/ end of life care were also excluded. 

Table 8: Inclusion and Exclusion Criteria for Relatives 

Inclusion Relatives of residents with dementia who were admitted to and 

discharged from that home within the last 6 months. 

Exclusion N/A 

Resident and Relative Recruitment Process 

The research contact within each care home was asked to provide a list of 

residents which met the study inclusion and exclusion criteria. In Care Home A1 

there were no residents which met the criteria. A discussion with the deputy 

manager revealed this was likely to be due to a recent drive to prevent avoidable 
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admissions, particularly in residents with dementia. As a result, these residents 

were managed by a nurse ‘in house’ wherever possible and the number of 

admissions had reduced as a result. A number of residents were identified within 

Care Home B1 but many of these residents had more advanced dementia, 

necessitating more family interviews within this group. More residents with 

capacity were identified within Care Home B2; therefore, more interviews were 

able to be conducted with residents in person from this home.  

Residents were approached in order of discharge date to maximise the 

likelihood of recall regarding transition related experiences. A member of staff 

who knew the resident was identified to speak with them and ask if they would 

mind having a chat with a researcher about whether they would like to be 

involved in a study about how medication is managed when people go into and 

come out of hospital. In the process of having this conversation the member of 

staff was also asked to assess the person’s capacity to consent. If the resident 

agreed to speak with the researcher and was determined to have capacity to 

consent, the resident, member of staff and the researcher arranged when would 

be the most convenient time to meet and describe the study in greater detail and 

gain consent if they were still happy to participate. Consent in this population 

was a continuous process and staff were asked to assess capacity again prior 

to the interview. There was one occasion where staff had assessed a resident 

as having capacity, but the researcher did not feel the resident had sufficient 

understanding and appeared unable to weigh up and communicate a decision 

immediately prior to the interview. There also appeared to be a language barrier 

and staff who knew the resident were asked to re-assess for capacity on two 

separate occasions. The resident was deemed not to have capacity and as such 

was not able to be interviewed.  

Where someone was identified as not having capacity to consent, the care home 

was provided with a recruitment pack to either post to or give to relatives, to ask 

if they would agree to act as personal consultee for their relative and/or 

participate in an interview themselves, to gain their perspective on transition. 

Posters were also placed in the care home regarding the study. Information/ 

recruitment packs were sent but no replies were received, therefore staff 

approached relatives in person when they visited and asked for permission to 
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pass on their contact details. The relatives were then contacted to explain more 

about the research and arrange a convenient time to meet and discuss the study 

in further detail. All relatives contacted provided written consent for themselves 

and agreed to act as personal consultee for their relatives.  

Resident Interview Guide 

From the initial scoping work, it was recognised that semi-structured interviews 

may prove challenging for some people with dementia, therefore a less formal 

interview guide and approach was used. The interview content was discussed 

at a carer reference panel meeting with one of the members with dementia. The 

schedule was also further simplified following feedback from the ethics 

committee. The core questions linked with topics covered within staff and family 

interviews to enable triangulation but there was flexibility within the interview to 

support the exploration of unanticipated topics and generation of new themes. 

The interview guide evolved as the study progressed based on the preliminary 

analysis and findings from the other interviews. 

Relative Interview Guide   

A more traditional semi-structured interview format was implemented for family 

members. Discussions with relatives of people with dementia on the carer 

reference panel also informed the content of the interview schedules. As with 

the other interviews, the core topics remained consistent to allow triangulation 

of perspectives but retained flexibility to allow the identification of new themes. 

The interview guide evolved as the study progressed. 

Resident and Relative Demographic Information 

Details of the residents and family members who took part in the interviews are 

provided in Table 9 and Table 10. 
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Table 9: Resident Participant Characteristics 

Site ID Unit Participant ID Age Range 

B1 General B1R1 81-90 

B2 General B2R1 81-90 

 General B2R2 81-90 

 General B2R3 71-80 

 General B2R4 91-100 

 General B2R5 81-90 

 General B2R6 91-100 

Table 10: Relative Participant Characteristics 

Site ID Unit Participant ID Relation to 

Resident 

B1 Dementia B1F1 Child  

 Dementia B1F2 Child  

 Dementia B1F3 Sibling 

Data Collection: Resident and Relative Interview Process 

Seven residents and three family members were interviewed across the three 

care home sites, using one-off interviews, lasting approximately 30 minutes, 

between 6th September 2018 and 7th November 2018. All interviews were 

conducted by a sole researcher (myself) within the care home setting. For two 

residents, mobility was difficult and painful, and they stated a preference to 

remain in the lounge area, where the interview was conducted as discreetly as 

possible. All other residents moved. Three residents were able to move or were 

sat in chairs which were able to be wheeled to a table, away from other 

residents, to be interviewed. One resident was interviewed in their room and one 

was interviewed within an administrative office at the care home. All family 

members were interviewed in a quiet room beside the lounge area, away from 

staff/ residents. Permission was granted by all residents and relatives to audio 

record the interview. 



  

76 

Phase lb Reflection 

The process of identifying, recruiting and interviewing residents and family 

members posed many additional challenges, in comparison to the care home 

staff recruitment. The initial identification of residents which met the inclusion 

and exclusion criteria was at times problematic as there appeared to be no easy 

way of identifying which residents had a diagnosis/ suspected diagnosis of 

dementia and limited records of who and when residents had been admitted to/ 

discharged from hospital. There was some reliance on care home staff ‘trying to 

remember’ when a transition had occurred and then having to check individual 

documentation for confirmation. The Clinical Commissioning Group (CCG) and 

other researchers were asked whether information was gathered centrally, 

which was able to be drilled down to resident level, but nobody appeared to have 

access to this information.  

Generally, residents were not able to confirm whether they had recently been in 

hospital. In many cases, they appeared to struggle to recall their experiences 

related to the most recent transition. Some reflections appeared to be more 

general feelings about medication or transition. An important aspect of the 

research was to understand what was important to people with dementia to 

promote quality and continuity of medication management. In some cases, 

questions were amended to reflect a general view regarding medication at 

transition and did not always directly relate to the latest transition. This approach 

enabled the exploration of how people might like their medication to be managed 

if they were to be admitted again. Where relatives were involved, they were able 

to confirm when transition had occurred and provide information about their 

experiences regarding that transition and what had worked well or could be 

improved in the future. Conducting the research process with people with 

dementia posed additional challenges. People were not always able to read the 

information due to sight impairment and confidentiality was difficult to maintain 

when residents struggled to hear the question posed. Some residents found 

signing the consent form difficult due to their weak manual dexterity. 

The involvement of care home staff in recruiting residents and families appeared 

to result in ‘additional criteria’ being used, for example, those who would be 
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‘good to talk to’ and it was not always clear what was meant by this. When asked, 

staff said they were just trying to find people who were best able to 

‘communicate’ and ‘make sense’. On one occasion staff advised not to speak 

with a resident as they may be aggressive. There were also other issues which 

prevented interviews with residents, for example appointments with other 

professionals, prolonged mealtimes and, at care home level, infection control.  

4.5.4 Phase Ic: Documentary Analysis of Policies and Guidelines 

Data Collection Process 

The research contact and/or care home manager for each site was asked to 

share policies and guidelines designed to inform medication management at 

admission to and discharge from hospital. All care homes provided the 

medication policy, and some provided additional policies and guidelines which 

they felt may inform practice in this area. There were also aspects of the staff 

interview which touched upon the use of policy and guidelines to inform practice, 

this prompted the sampling of other documents or specific areas within those 

documents.  

The documents provided were examined in further detail to identify areas of the 

policy with the potential to inform this area of practice and obtained the 

permission of the care home manager to photocopy the relevant areas/ 

recommendations within the document. All identifiable information was removed 

from the ‘researcher’s copy’ of the documentation. Copies of standardised 

documentation shared by staff within the interviews were blank (no resident or 

staff information) and again identifiable information related to the care home was 

removed. 

Phase Ic Reflection 

The sample of policies examined was reliant on those identified as relevant by 

care home managers and staff. Some managers were not clear on exactly which 

policies were relevant and one care home could not find any policy which related 

specifically to this area. Navigating through the policies was also more difficult 
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in some cases, as there were not always contents pages, therefore reviewing 

them was time consuming in some homes. 

4.6 Phase II: Hospital Based Study 

4.6.1 Phase II: Aims and Objectives 

Aim:  

To use a systems approach to explore factors which may influence the quality 

and continuity of medication management, when people with dementia move 

between the care home and hospital setting. 

Objectives: 

1) Examine the content and implementation of hospital medication-related policies 

and guidelines at this transition and explore how they are used to inform 

practice. 

2) Examine the process, strategies and tools which facilitate the transfer of 

medication-related information and supplies between the care home and 

hospital setting. 

3) Understand the perceived role of people with dementia, families and care home 

staff in medication management at transition. 

4) Understand the perceived medication-related needs and preferences of people 

with dementia and their families, in relation to medicines and transition. 

Study Design: Phase II 

The overall study design for Phase II of the study is outlined in Figure 8. 
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Figure 8: Study Design Phase II 

 

4.6.2 Phase IIa: Hospital Staff Interviews 

Sampling and Recruitment of Hospital staff 

At the initial meeting, the sampling frame and recruitment process was explained 

to the Research and Development (R&D) lead at the hospital trusts and/ or 

research contacts. Details of the sampling criteria are provided in table 11.  

Table 11: Inclusion and Exclusion Criteria for Hospital Staff 

Inclusion Criteria All staff in the selected hospitals (nurses, pharmacists, 

doctors) with a role which involves managing medicines for 

care home residents at admission to or discharge from 

hospital. 

Exclusion Criteria Hospital staff not working at the selected hospitals and staff 

not in a role which involves managing medication at this 

transition. 

Hospital Staff Recruitment Process 

Through regular contact with the Research and Development leads at the 

hospital trusts a member of staff was identified to act as a ‘research contact’ for 

the study (research nurse/ senior pharmacist). Both research contacts were sent 

recruitment packs to identify staff who agreed to participate. The on-site 

research contacts provided e-mail/ telephone updates regarding the number of 

staff identified and once a few potential participants had been identified, a 

convenient date to visit the site was arranged. On the day of the visit, I met with 

the research contact and at one trust an additional ‘ward level’ contact. There 

(IIb) Documentary Analysis 

Hospital Medicines Policy Tools/ Resources supporting MM at transition

(IIa) Interview Hospital Staff (Doctor/ Pharmacist/ Nurse)

Doctor Pharmacist Nurse
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was a brief introduction; tour of the ward and meeting scheduled with the 

research contact regarding the practicalities of conducting and co-ordinating the 

interviews in a convenient, private location within close proximity to the ward. 

Staff had seen the recruitment packs in advance of the visit and at the start of 

the interview an overview of the study was also provided; any questions people 

had were answered; confirmation given that they still wished to participate, and 

that written consent had been obtained/ asked them to sign the consent form. 

Following confirmation of participation, all staff were happy to proceed to 

interview. Permission was granted by all members of staff to audio record the 

interview. 

Hospital Staff Interview Guide 

The interview guide [Appendix 7] had four main objectives, informed by the 

Phase II aims and objectives and the findings of Phase I:  

• To determine how the care home medication management processes interface 

with hospital medication management processes, at admission and discharge, 

and how/ whether this differs for residents with dementia. 

• To understand how hospital policy; standardised tools/ processes and other 

sources inform practice at this transition. 

• To identify contextual factors with the potential to influence the quality and 

continuity of medication management at this transition.  

• To understand how staff perceive their role and the role of other stakeholders 

(e.g. healthcare professionals; family members; residents with dementia) within 

medication management at this transition. 

 

As with Phase I, the scoping work; literature review; theory (SEIPS 2.0 (Holden 

et al. 2013)); quality definition (IoM 2001); stakeholder panel meetings and 

preliminary Phase I findings, informed the formulation of the staff interview 

guide. Initial meetings, with healthcare professionals working within the hospital 

setting, provided additional understanding of key medication management 

processes. The interview guide for hospital and care home staff comprised of a 

core set of questions for completeness, i.e. ‘fill in the gaps’ in the process/ 

understanding in Phase I; to explore alternative perspectives and identify 
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potential/perceived consequences of the actions of care home staff on the 

quality and continuity of medication management for residents in the hospital 

and vice versa. Due to the limited research in this area, it was recognised that 

the rigid application of a core set of questions may prevent exploration of other 

significant topics. Therefore, a flexible/ adaptable approach was adopted during 

the interview to enable exploration of topics not identified ‘a priori’. Where 

additional topics were identified, prompts were incorporated within the schedule 

for future interviews to provide further insight into the findings. 

Hospital Staff Participant Details 

Details of the hospital staff that participated in interviews can be found in Table 

12.  

Table 12: Hospital Staff Participant Details 

Hospital 

Code 

Staff ID Role Ward 

H1 H1N1 Sister Acute Elderly Medicine 

 H1N2 ANP (Advanced 

nurse practitioner) 

Acute Elderly Medicine 

 H1D1 Doctor 

(Consultant) 

Acute Elderly Medicine 

 H1D2 Doctor (SHO) Acute Elderly Medicine 

 H1P1 Pharmacist Acute Elderly Medicine 

 H1P2 Senior Pharmacist Acute Elderly Medicine 

H2 H2N1 Sister Elderly Care 

 H2N2 Sister Elderly Care 

 H2D1 Doctor (F2) Elderly Care 

 H2D2 Doctor (F1) Admissions 

 H2P1 Senior Pharmacist Elderly Care  

 H2P2 Pharmacist Elderly Care  
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Data Collection: Hospital Staff Interview Process 

Twelve hospital staff were interviewed across the two hospital sites in one-off 

interviews, lasting approximately 30 minutes, in April 2019. All interviews were 

conducted by a sole researcher (myself) within the hospital setting, within the 

administrative office areas or quiet rooms on the ward and one took place within 

the inpatient dispensary. At hospital site A all interviews took place within the 

elderly ward and at hospital B staff were recruited from elderly admissions and 

elderly care wards.  

Phase IIa Reflection 

Most staff appeared happy to be interviewed, although there were occasions 

where some staff seemed preoccupied and busy and distracted. The interviews 

were based within the hospital setting, during the staff members shift. As the 

staff members were on shift, researcher flexibility was essential. Taking a 

flexible approach was challenging at times as the flow and focus of the interview 

was interrupted by work demands, for example bleeps, telephone calls, care 

delivery. 

4.6.3 Phase IIb: Documentary Analysis of Hospital Policies and 

Guidelines 

Data Collection Process 

The research contact for each site was asked to share policies and guidelines 

designed to inform medication management at admission to and discharge from 

hospital. Both hospital sites expressed difficulties with this in terms of the size of 

the documents involved. One hospital sent relevant standard operating 

procedures (SOPs) and the other hospital went through policies they believed 

to be relevant but could not find any recommendations specifically related to 

care home transition. The research contact agreed to continue looking. Despite 

repeated contact no documentation was provided by this hospital. The number 

and comprehensive nature of policies in the hospital setting in particular meant 

that identifying relevant recommendations was incredibly time consuming and 

staff were relied upon to facilitate the process but didn’t have sufficient time. 
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There were aspects of the staff interview which touched upon the use of policy 

and guidelines to inform practice, therefore prompted the sampling of SOPs.  

The researcher examined the documents provided in further detail to identify 

areas of the policy with the potential to inform this area of practice and obtained 

copies of the relevant SOPs. All identifiable information was removed from the 

‘researcher’s copy’ of the documentation. The research contact in the hospital 

sites were asked to provide any policies informing medication management 

practice at this transition. At one site the contact provided the SOPs which were 

felt to influence this area of practice. The policies were not easily accessible, 

and the research contact felt this would provide sufficient information regarding 

the process. At the other site, the research contact found it difficult to set time 

aside to identify which policies might be helpful. Eventually, they stated that 

policies had been examined but there was nothing which appeared to relate 

specifically to medication management in the context of this transition i.e. 

involving care home residents.   

Phase IIb Reflection 

The sample of policies examined was reliant on those identified as relevant by 

hospital staff. The staff were not always clear exactly which policies would be of 

benefit and the research contact at one hospital could not find any policy which 

related specifically to this area. Locating the correct policy and area of policy 

appeared to be time consuming for staff and but there appeared in some cases 

to be reluctance to provide access to the researcher.  

4.7 Data Analysis 

4.7.1 Maintaining Records and Audit Trails 

To facilitate the analysis process, comprehensive records were kept throughout 

the study period in a secure, well-organised archive, in accordance with the 

arrangements set out in the ethics application. The content of these records was 

informed by the six areas described by Lincoln and Guba (1985), including: raw 

data (audio-recordings, transcripts, documentation, field notes); times and dates 

of key research activities (ethics submissions, scoping and PPI activities, 

dissemination activities) and the rationale behind key theoretical, 
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methodological and analytical decisions. Records were labelled with the 

identifier of the participant or site, as appropriate and other contextual details, 

such as timing and location of the interview, were also recorded.  

Maintaining an audit trail facilitated analysis as the raw data was well organised 

and easily accessible. The audit trail was maintained throughout the analytical 

process. Notes and diagrams which documented the evolution of themes and 

hierarchies were kept, to support process continuity, transparency and to inform 

discussions with peers and PPI groups, which were also documented. 

Photographs were taken throughout the process of analysis. In the earlier stages 

of developing the coding frame, pictures of transcripts, which had been cut up 

and grouped according to potential themes, were taken. Collections of diagrams, 

mind maps and networks, patterns and relationships between themes and 

subthemes were also stored to capture a record of the thinking and how this 

evolved. A number of different types of ‘networks’ were used to explore the 

relationships in the data, including some of those highlighted by Robson (2011: 

485): context charts (show interrelationships between people, organisations, 

parts of the system); event flow networks (show the ordering of events and 

processes e.g. at transition) and causal networks (highlight the relationship 

between themes). 

This approach did not only provide a clear audit trail, it also facilitated continuity 

within the analytical process, which was especially important given data 

collection and analysis were being conducted concurrently, by a lone 

researcher. Keeping organised records enhanced efficiency, as well as validity. 

Organised records also supported data triangulation and served as a prompt 

within peer-debriefing discussions with stakeholders and supervisors. 

Throughout the process of analysis, there were regular meetings with 

stakeholders and supervisors to enhance validity, for example by supporting the 

development of codes, and checking the understanding and interpretation 

(analytical and theoretical) of themes. The organisation and hierarchy of themes 

and sub-themes was also discussed with the supervisory team. Where possible 

and with permission, meetings with supervisors and stakeholders were audio-

recorded and transcribed, to allow them to be re-visited and reflected upon. 

Where audio-recording was not possible, written notes were taken.  
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To summarise, steps taken to build a complete and accurate archive of raw data 

include: 

4.7.1.1 Collection and Storage of Raw Data  

All interviews were audio-recorded to provide a complete and accurate record 

of written (documentation, transcripts) and auditory (audio-recorded meetings, 

interviews) data. Following the interview, the audio files were downloaded and 

stored securely on a password protected computer. The files were stored 

anonymously using the site and participant identifier and date. Following 

confirmation of successful transfer, the recordings were deleted from the 

recorder. Recording interviews also enabled reflective notes to be taken within 

the interview (reflections, analytic, key points). Relevant documentation was 

photocopied (with permission), identifiable data was removed, and a site 

identifier was added. Blank copies of proformas were used, therefore contained 

no staff or resident/ patient identifiable information. Details of a reputable 

transcription company were obtained from colleagues within the wider research 

team. Audio files were sent at approximately weekly intervals to the professional 

transcriber to produce verbatim transcripts. The first interview of each participant 

group (resident, relative, care staff, hospital staff) interview was also transcribed 

by the researcher to support the process of immersion in the data (see phase I 

of data collection process). Once the professional transcripts were received, 

they were read for accuracy and where errors or omissions were suspected, the 

audio files were accessed, and the data was added or amended accordingly. In 

most cases errors related to the use of technical language, local dialect used by 

some participants or heavy accents. Conducting the interviews personally ‘being 

there’, being a healthcare professional and familiarity with local dialect/ accent 

helped to decipher the few inconsistencies which were identified. Once the 

transcripts were deemed complete, accurate and all identifiable information 

relating to organisations and people was removed or replaced with identifiers, 

they were labelled with participant identifiers which were consistent with other 

records e.g. audio recordings and reflexive notes and filed in a secure repository 

(locked filing cabinet and password protected computer).   
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4.7.1.2 Reflexive Notes  

A reflexive journal was kept throughout data collection and analysis to record 

field notes regarding contextual information, observations and personal 

reflections, thoughts and insights. Field notes were recorded throughout the data 

collection to capture reflections on the data or note contextual factors (e.g. timing 

and location of activities; storage of documents) which had the potential to 

influence data collection, for example distractions during the interview. Notes 

were dated and annotated with site and participant identifiers, where 

appropriate, to provide a clear audit trail and enable these notes to be 

considered alongside the data to which they refer, during analysis. The journal 

was always kept with the researcher. Reflexive notes were kept throughout data 

analysis as well as collection to keep an audit trail of emerging impressions of 

what the data mean and how they relate to each other (Morse and Richards 

2002; Starks and Trinidad 2007) and the development and hierarchies of 

concepts and themes to help establish confirmability (Nowell et al. 2017). 

Lincoln and Guba (1985) emphasise the importance of the ‘human instrument’ 

within qualitative research and subsequently the need to be flexible, adaptable 

and reflexive.  

Reflections were also written following events and meetings or conversations, 

which may directly or indirectly inform the study direction and interpretation of 

findings (e.g. scoping work; peer debriefing; member checking). 

4.7.2 Thematic Analysis 

The thematic analysis was informed by the critical realist philosophy and 

systems theory, as it was felt this approach would provide an in-depth 

exploration of phenomena and interdependencies and relationships within and 

across layers in this complex system. Examining not only what happens, but 

why. An inductive, data led approach was deemed necessary as so little was 

known about factors affecting the quality and continuity of medication 

management in this context and the application of a rigid ‘framework’ may result 

in key themes being missed.  

Although, there were many advantages to a critical realist/ systems informed 

approach, not least the holistic, insightful data generated, there were also 
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several challenges associated with operationalisation. Firstly, the open, holistic 

approach resulted in large volumes of data and a number of decisions needed 

to be made to ensure data analysis was manageable, for a lone researcher, 

within a defined timescale. ‘Grappling with complexity’ is a recognised challenge 

associated with the realist approach (Rycroft-Malone et al. 2012; Jagosh et al. 

2013; Dalkin et al. 2015; Punton and Lloyd 2016; Feather 2018; Maidment el al. 

2020). Wong (2016) highlights the need to set boundaries’ and consider the 

different ‘layers’ within the system (e.g. individual, organisational, system). 

Defining system boundaries was a challenge, as there were multiple systems 

under investigation in this study at organisational, sector and whole transition 

‘level’. 

Overall, this resulted in a long and complex analytical process involving 

exploring many types of codes at a semantic and latent level. Impact and 

outcomes related to the quality and continuity of medication management were 

also examined. Proximal outcomes were often easier to identify, as semantic 

themes were ‘closer to the data’. However, examining the ‘whole system’ also 

enabled distal outcomes to be identified, for example, how a decision taken pre-

admission in the care home affects the process post-discharge. Some distal 

outcomes were implied or inferred and were considered in light of existing 

theories to better understand what may be ‘going on’. 

 

A reflexive approach to thematic analysis was used to develop both semantic 

and latent themes, which subsequently provided exploration of both ‘what’ 

happened and ‘how’ or ‘why’ things happened. Semantic themes focus on 

‘…explicit or surface meanings of the data and the analyst is not looking for 

anything beyond what a participant has said or what has been written.’ (Braun 

and Clarke 2006: 84) whilst latent themes look to explain and interpret the data, 

looking beyond what has been said or written, and ‘…starts to identify or 

examine the underlying ideas, assumptions, and conceptualisations – and 

ideologies - that are theorised as shaping or informing the semantic content of 

the data’ (Braun and Clarke 2006: 84) This approach was chosen to support the 

system-based approach and facilitated exploration within different ‘levels’ of the 

system. This also aligns with and supports the key tenets of the critical realist 
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approach, as it encourages exploration of ‘stratified ontology’ and understanding 

potential causal relationships.  

The process of analysis was informed by the six phases of thematic analysis 

developed by Braun and Clarke (2006): Familiarising with the data; generating 

initial codes; searching for themes; reviewing the themes; defining the themes; 

producing the report. Braun and Clarke state that these steps should be used 

as ‘guidelines’ rather than ‘rules’ and they were therefore applied flexibility to fit 

the research questions and data (Patton 1990). I found, as acknowledged by 

Braun and Clarke, that analysis was not ‘a linear process where you simply 

move from one phase to the next….it was a more recursive process, where you 

move back and forth as needed, throughout the phases.’ (Braun and Clarke 

2006: 16). The next section will discuss the analytical process in further detail.   

4.7.3 Process of Analysis 

4.7.3.1        Phase I and II: Familiarisation with Data and Code Generation 

Immersion in the data is vital to ensure the researcher is familiar with the ‘depth 

and breadth’ of the content (Braun and Clarke 2006). In this study, the same 

researcher conducted the data collection and analysis which provided continuity 

and supported the immersive process. Audio-recordings were sent to a 

professional transcribing service to provide comprehensive, verbatim transcripts 

of all interviews. However, one audio-recording per participant group i.e. 

resident; family member; care home staff; hospital staff was also transcribed by 

the researcher to retain a grounding in the data. Once transcripts were returned, 

they were read for accuracy and where ‘gaps’ were highlighted, or discrepancies 

were found the transcription was compared to the audio-recording to ensure 

consistency (see data collection validity). This process further familiarises the 

researcher with the data collected. 

All transcripts were read fully at the start of the process. They were then re-read 

‘actively’, alongside notes made during data collection. At this stage, 

engagement with the data involved highlighting areas of interest and making 

notes of ideas/concepts which may help to answer the research question. The 

approach was inductive ‘data-led’, open, inclusive and informal. Robson (2011) 

outlines many different types of codes including: activities, events, relationships, 
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behaviours, meanings. As the methodology and scope of the research question 

were broad, the data was coded in many different ways and at different levels 

(semantic vs latent). NVIVO was used to facilitate this process and gain a better 

understanding of the types of codes which may be helpful. 

There are several different approaches to thematic analysis, whilst researchers 

such as Boyatzis (1998), Guest et al. (2012) and Joffe (2011) emphasise the 

measurement of ‘accuracy or reliability’ of coding using a structured codebook 

and multiple independent coders, whereas the reflexive approach, proposed by 

Braun and Clarke (2006) used in this study, places less emphasis on this. They 

assert that working with others during the analysis is helpful but results in a 

‘different’ rather than ‘better (i.e. more accurate and reliable)’ coding (Braun et 

al. 2012). 

Phase II used a more formal approach to coding than the previous phase. The 

transcripts were worked through systematically and coded. Constant 

comparison was employed to decide whether an existing code could be used to 

code the data or a new code needed to be created. At this stage, codes were 

continually being added, amended, expanded, collapsed, split and refined. 

There were several iterations of this phase. Initial rounds of coding focused on 

the development of descriptive, semantic level codes and with reading and re-

reading the data, the deeper, latent level codes became clearer. Drawing mind 

maps to identify connections and relationships also facilitated the development 

of latent themes. The identification of latent themes was more challenging as it 

relied on interpretation and, in some cases, identification of theories which 

explained the phenomena being described in the data.  

This process was repeated for each stage of the analysis, across all participant 

groups. Once the generation of new codes ceased, saturation was said to be 

reached and interviews in that participant group were halted. The exception to 

that was the family group where, due to problems with recruitment, the sample 

size was small. Knowing when to stop coding is something which Braun et al. 

(2016) recognise as a challenge and advise that the set of codes should ‘richly 

and thoroughly capture the analytically-relevant aspects of your dataset’, and to 

this end ‘saturation’ as a concept is questioned. Sampling and saturation are 

discussed further in section 4.2 and 4.7.3. 
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4.7.3.2        Phases III- VI: Theme Development, Refinement, Naming and 

Write Up. 

These phases involved organising the codes identified in the previous phase 

into potential themes, reviewing and revising these themes to provide a rich, in-

depth analysis and ultimately providing a robust, insightful response to the 

research question. Codes were grouped to generate themes which provided a 

multifaceted, deeper appreciation of the phenomena. This was facilitated by 

triangulation of data and methods. The triangulation process identified the type 

and degree of convergence (i.e. agreement, partial agreement, silence and 

dissonance) both within and across participant groups and sources 

(documentation and interview). Tabulating participants and documentary 

sources vs theme/code facilitated the identification of the type and degree of 

convergence and whether there were any obvious patterns, for example, 

between staff in care home A vs care home B or care home staff vs hospital 

staff. These patterns prompted further consideration of potential latent themes/ 

causal mechanism. Close attention was also paid to deviant cases which did not 

fit with the general narrative. Instances of deviant cases were acknowledged 

and compared with other data to develop an understanding of the differences 

and potential relevance for the study. Where appropriate, possible causative 

factors were explored in further detail. There was also consideration given to 

links between codes/themes in terms of process, mechanism and outcome. In 

some interviews the links between some of these was made explicit. Overall, 

the triangulation enabled the appreciation of phenomena in multifaceted way 

and at a greater depth than would otherwise have been possible.  

Once provisional themes were developed, they were reviewed to check that they 

‘fit’ with the data and whether it answered the research question in a coherent 

way. At this point some adjustments were made and diagrams (mind maps, 

thematic networks) were drawn to understand the relationships and 

interconnections between the themes. This was quite complex as this study 

contained many themes which interconnected- as expected when using a 

systems approach- so the data could be organised in several different ways. 

Once the themes were defined, clarified and refined the report was planned. 

This involved writing and organising sections and identifying illustrative quotes 
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and extracts from across the data set. These quotes were removed to check for 

coherence, flow and meaning and then re-added to the final report.” 

4.7.4 Analysis of Interview Data 

In Phase Ia, data collection and analysis were conducted in parallel to enable 

themes outside of the initial framework to be incorporated and explored in 

subsequent interviews. An initial analysis of the data was conducted by the end 

of Phase Ia to enable the findings to inform the interview schedule for Phase Ib 

(resident and relative interviews) and IIa (hospital staff interviews).  

Each transcript was printed; read and highlighted manually to familiarise with 

the data and start to build a picture of key themes/ processes. Preliminary 

themes were mapped and NVIVO software was then used to support the 

generation of codes using an inductive approach. Once initial codes had been 

generated, they were grouped to identify initial themes for each interview. The 

initial themes tended to be ‘semantic’/ ‘descriptive’, identifying key processes 

and reflecting ‘what people did’. The data was then considered in terms of 

‘underlying’/ ’big picture’, latent themes, which described ‘how’ and ‘why’ what 

happened impacted on the quality and continuity of medication management at 

transition. The hospital transcripts were analysed in following the same process 

as Phase I.  

Once each individual interview had been analysed in this way, the analysis 

moved to the group level. The summary lists of themes from each participant 

were compared and related themes were gradually clustered together to achieve 

the best ‘fit’. Once a clear list of themes was identified, the process of clustering 

continued, resulting in a hierarchical listing with themes and contributing sub-

themes. The next stage involved integrating the policy data into the analysis.  

4.7.5 Policy Analysis 

The hospital and care home policy documents were analysed to capture 

semantic and latent level themes. In policy terms, the ‘semantic’ codes referred 

to policy recommendations (content) describing ‘what should happen’, which 

were then triangulated with semantic level interview themes describing ‘what 
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actually happened’ in practice and convergence/ dissonance between the two. 

Latent policy themes mostly referred to factors which affected the use of policy 

and identification of factors which may influence the implementation of policy in 

practice (context). As with the semantic themes, the latent policy themes were 

compared with latent interview themes, to explore aspects such as, how policy 

was used to inform practice. The final analysis considered any data which 

described the potential impact of policy, process or practice on the quality and/or 

continuity of medication management at transition. The identified impacts were 

then mapped to the definitions of quality and continuity selected at the outset. 

Finally, the relationships between semantic themes and latent themes were 

explored to identify causal relationships, as well as their potential impact in 

practice. 

Summary 

This chapter has provided a comprehensive overview of the methods used to 

conduct this research. The criteria used to identify and recruit sites and 

participants were explained and the development of tools used to support data 

collection and steps taken to ensure effective, ethical implementation described. 

The following three chapters (5-7) will describe the findings of this research. This 

is presented as three key themes produced from the integration of Phase I and 

II data analysis. 
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Chapter 5: Policy Practice Gap 

5.1 Introduction 

The triangulation of policy documents and interview transcripts highlighted 

multiple gaps between policy and reported practice. This chapter explores the 

factors which appeared to influence the use of policy to inform practice in this 

context and the potential impact of this on quality and continuity of medication 

management when care home residents with dementia move between the care 

home and hospital setting. 

5.2 Policy Context and Alignment of Organisational and National 

Policy 

Aspects of the policy process for example, the ways in which policies and 

guidelines are developed, implemented and evaluated, appeared to vary widely 

between the three care homes. Care Homes A and B1 were members of a larger 

group of care homes and had a greater level of assistance with the development 

and maintenance of their policies. Policies and standardised documents in Care 

Home A were produced centrally by the Medicines and Compliance Co-ordinator 

and in Care Home B1 by an external compliance management company. 

Recommendations, related to medication management at transition, were 

limited in both care homes, but where available, were written in accordance with 

the latest NICE guidance informing this area of practice and this was referenced 

within the policies. Recommendations identified as aligning with NICE guidance 

included: the type of medication-related information sent with the resident at 

admission and that medication should be sent with the resident.  

Care Home B2, unlike the other homes, was independently run and did not 

appear to have access to the same level of assistance with developing and 

maintaining their policies. The local independent community pharmacy had 

written the Medicine Policy with the care home in 2015 and it did not appear to 

have been updated recently. The policy pre-dated much of the NICE guidance 

informing this area of practice (NICE 2015a; 2015b) and recommendations 

regarding medication management at transition were limited as a result. The 
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organisation and structure of the documents was also difficult to navigate and 

may therefore be difficult for staff to use. 

Both hospital sites appeared to have robust procedures in place regarding the 

development and maintenance of comprehensive, up-to-date, evidence-based 

guidance, which was found to reflect the recommendations in the most recent 

NICE guidance. Standard operating procedures provided by Hospital A 

contained guidance which related specifically to care homes and flagged care 

home staff and documentation as a potential source of medication information. 

It was also recommended that staff confirm medication in stock at the care home 

before requesting medication for discharge from the hospital dispensary. 

Hospital B stated they were not able to identify policy recommendations related 

to medication management at transition which specifically related to care 

homes.  

More broadly, NICE and CQC guidance stated that care homes and hospitals 

should have a ‘locally determined process’ which defines roles, responsibilities 

and training needs for processes such as medication reconciliation: 

“…The process should be determined locally and include organisational 

responsibilities; responsibilities of health and social care practitioners involved 

in the process (including who they are accountable to); individual training and 

competency needs.” (NICE 2015a:37) 

Despite this, there was limited reference to local arrangements or obvious 

stakeholder involvement in the development of care home or hospital policies 

informing this area of practice. Policies, guidance and implementation strategies 

appeared to be developed at an organisational, rather than a system level, which 

may explain some of the implementation gaps identified when comparing policy 

and practice. The next section will examine, in further detail, the differences 

between policy recommendations and reported practice, why they occur and 

their potential impact.  

5.3 Alignment of Policy and Practice 

The previous section explored factors with the potential to impact on the quality 

and evidence base underpinning policy recommendations within current policies 
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and guidelines. This section will examine whether policy recommendations were 

reflected in descriptions of current practice, to better understand how policy is 

used to inform practice and vice-versa. It will consider factors which appear to 

contribute to variation between policy and practice and the impact of using non-

standardised approaches to support medication management in the context of 

this transition.  

5.3.1 Policy Awareness: Availability and Accessibility 

Policy documents across all settings were kept in administrative or office areas 

therefore were not easily accessible to staff working on the frontline. In some 

cases, the offices or cabinets in which documents were stored were locked 

either permanently or temporarily (e.g. out of hours): 

“There will be things written down in there [points to locked office].  There’ll be 

all the policies…” (Senior Carer, B2S2) 

The number of policies and the size and structure of these documents may also 

make it difficult for staff to access and navigate. A pharmacist at Hospital A 

described how they had formulated ‘ward level’ SOPs to summarise key 

recommendations and improve availability and accessibility for staff, thus 

facilitate implementation in practice:  

“…we have our dispensary SOPs, we have about 150, if they don’t want to go 

down that route, we’ve got about ten for wards… one for discharge, one for 

inpatient review, one for … we try to keep minimal SOPs…” (Pharmacist, H1P2) 

Hospital staff reported using these documents and made greater reference to 

the use of policy generally to inform practice when compared to care home staff. 

The use of processes and procedures to summarise and support 

implementation, may be one reason for this, although there did appear to be 

differences in cultures regarding the use of policy between the two settings (see 

‘culture and context’ section). In addition to procedural documents, there were 

also examples of tools and technology designed to support the implementation 

of policy at transition.  
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5.3.2 Role of Tools and Technology in Policy Implementation  

This section will now examine current strategies designed to support medication 

management at transition. Factors which appeared to influence effectiveness of 

current strategies were identified, and deviation from standard practice explored. 

Adaptations and workarounds were examined and the overall impact on the 

quality and continuity of medication management at this transition considered. 

5.3.2.1 Design of Tools and Technology  

Staff described, and shared examples of the tools and technology used to 

facilitate medication management at transition. The documentation and 

packaging systems used were often not designed specifically for use at 

transition or were designed for transition but not in this context. 

5.3.2.1.1 Standardised Medication Information Transfer  

National guidance and care home guidance agreed regarding the need to send 

a complete medication list with the resident when they are admitted to hospital:  

“Give people information about their diagnoses and treatment, and a complete 

list of their medicines, when they transfer between hospital and home (including 

their care home). If appropriate, also give this to their family and carers.” (NICE 

2015b: 5) 

“… the Nurse should ensure that the Service User (or the person accompanying 

them, if appropriate) has with them a copy of the current medication 

administration record (MAR) chart or is provided with the same details in another 

written form…” (Medicines Policy, Care Home A1: 4) 

“MAR charts will be transferred with the resident to the new care setting…” 

(Medicines Policy, Care Home B1: 8) 

National guidelines provided more detailed information than individual care 

home policies, regarding the amount and content of medication-related 

information which should be communicated at admission: 

“Health and social care practitioners should share relevant information… This 

should include, but is not limited to, all of the following: known drug allergies and 

reactions to medicines or their ingredients, and the type of reaction experienced; 

details of the medicines the person is currently taking (including prescribed, 
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over-the counter and complementary medicines) – name, strength, form, dose, 

timing, frequency and duration, how the medicines are taken and what they are 

being taken for; date and time of the last dose, such as for weekly or monthly 

medicines, including injections; ongoing monitoring needs and any support the 

person needs to carry on taking the medicines…” (NICE, 2015a: 33) 

“…what medicines the Service User needs to take; Clear directions on how, 

when and how much of each medicine to take; what time the last dose of each 

was taken…” (Medicines Policy, Care Home A1: 5)  

Staff across all three care homes sent photocopied MAR charts at admission as 

standard practice. This strategy was viewed positively by staff as it was quick 

and easy to implement, which was vital given the limited timeframe (prior to 

ambulance arrival). However, MAR charts were designed primarily to be used 

by care home staff to support medication administration within the care home, 

rather than communicate medication information across organisational 

boundaries. The format and style of MAR chart varied, depending on which 

community pharmacy provided medication to the care home. Some hospital staff 

described the variation of formats, styles and symbols confusing: 

“…some are really good, they have a picture, colour, everything, but they’re all 

quite different as well, so for us interpreting them it can be quite difficult, because 

some of them have morning, evening, night split up, so you’ve got the same drug 

appearing multiple times …and sometimes the annotations we don’t always 

understand, there might be a code at the bottom for not given or patient refused 

or whatever, but it’s not always clear…” (Pharmacist, H2P2) 

Handwritten MAR charts were also viewed as less reliable and legibility was an 

issue: 

“And sometimes you’ve got handwritten MAR charts which would be less 

inclined to… well you would still need your second source, so it’s confirmed…” 

(Pharmacist, H2P2) 

It also was reported that some charts did not have page number/total pages 

which made it difficult for staff to ascertain whether they had the complete record 

in their possession: 

“MAR sheets printed off by big chain, like Boots and Lloyds and stuff, they come 

out as one of one for any acute medicines…so the [page] numbers just don’t 
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help, so I always have to ring to check how many pages of MAR sheets there 

should be.” (Pharmacist, H1P1)  

“I think the issue with the MAR charts though is often they are not numbered 

pages, so you don’t know if you’ve got the whole thing, so we’re still confirming 

on SystmOne or with the chemist, with some other source to make sure we’re 

not missing anything. Because in the process of coming in, especially through 

A&E up to the ward it’s quite easy… sheets could have disappeared along the 

way, and sometimes they are numbered but they all say page one or something 

like that…” (Pharmacist, H2P2) 

Despite these challenges, hospital staff stated that MAR charts generally 

provided important information within a standardised, therefore easily 

identifiable, format. Having this additional source of information, was felt to be 

especially important within this population, when other sources may be limited, 

e.g. knowledge, ability and availability of care home residents with dementia 

and/ or relatives may be limited. 

“But it is always very useful if they bring a MAR sheet in from the care home, it 

really helps with the drug history, especially for dementia patients or elderly 

confused patients, because that’s sometimes one of the only sources we can 

use for the drug history.” (Pharmacist, H1P1)  

In addition to the benefits of care homes providing documentation at transition 

there was also some concern that some staff may use this instead of, rather than 

in addition to, verbal communication with the resident: 

“So, I am reluctant to use a patient once we’ve got a diagnosis of dementia in 

case they give me inaccurate information, whereas if I’ve got a MAR chart that’s 

a carers administration record, that tells me a lot of what I need to know…” 

(Pharmacist, H1P2) 

Verbal communication was important in terms of empowerment and to provide 

a more holistic, person-centred approach. Documentation did not appear to 

provide all the information needed to promote quality and continuity of 

medication management in this population. 

In addition to MAR charts, care homes also used standardised transfer forms, 

to communicate medication information, the content and format of these forms 

varied between homes. The residential home (Care Home B2) form, for 

example, had chosen a format which contained less clinical information, as a 
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senior carer explained they did not have the training or equipment to provide this 

type of information. Care home staff across all three care homes agreed 

however that additional scope was needed to support the provision of 

information to reflect the more complex medication-related needs of this 

population: 

“…. especially with our client group, dementia, there’s certain things you need 

to pass over, things that need to be written on a written sheet. We could do with 

a bit more scope in, in the handover sheet just to give a bit more information 

about if that person has difficulties or if there’s a certain knack to getting them 

to have their medication. So that, I think that could work better the, the actual 

passing over of patient knowledge…” (Care Home Nurse, A1S2) 

Staff, family and resident interviews highlighted that people with dementia may 

have additional medication requirements which need to be communicated at 

transition. Examples of additional medication-related needs included difficulty 

swallowing medication, administration preferences and covert administration 

arrangements: 

“Yes, like Mavis*, I’ll give an example, it’s never straightforward. Um, she’s very 

up and down in how she’ll take her mediation. She won’t let you spoon the pills 

into her mouth but if I give her the pills on the spoon, she’ll take it herself. But if 

you try to give her pills, she’ll just kick off on you. Or if you put them in front of 

her, she’ll take them, but it’s knowing if she’s not going to do it with a spoon, if 

you put them in front of her she will eventually take them. She might take ten 

minutes, but she’ll take them.” (Care Home Nurse, A1S2) 

“Well like, like Joan*, she has it with food and you’ve got to stand there and make 

sure she takes it, otherwise she takes ‘em out and that.  So, she has hers with, 

like with her breakfast and that, and then you’ve got to make sure that she don’t 

spit it out and well she takes it out and hides it sometimes”. (Carer, B1S4) 

“I think they [hospital] tried giving it to her normally, but she just wouldn’t take 

them…I’m not sure, 'cause some, most medication you can get in, um, liquid 

form...” (Relative, B1F3) 

Hospital staff confirmed that this information could be used to inform prescribing 

decisions (e.g. identify swallowing difficulties and selection of most appropriate 

form) and promote continuity of medication administration and routines, thus 

reduce the likelihood of refusal:  



  

100 

“If we don’t know the way that the patient will successfully take that medicine the 

patient might refuse...” (Pharmacist, H1P1) 

“I think it would be useful to have more information from the care homes about 

if there’s certain, if they pitch it [medication administration] in a certain way, then 

that would be massively useful, because it’s often only when there’s been a 

problem for a couple of days you might then… the nursing staff will ring the care 

home and find out what they do, which is bad, we should be proactive about that 

sort of thing. (Pharmacist, H2P1) 

“Sometimes we get patients coming in and the nurses will say we need liquids 

for everything, because they think ‘they are not going to swallow the tablets’, but 

if you’ve got that bit of info prompting, you might be able to use the tablets.  Also, 

if we just supply liquids for everything then it’s a confusing picture for the care 

home.” (Pharmacist, H2P2) 

Despite medication needs and preferences being identified as important, 

acknowledgement within policy, is limited or vague. As policy appeared to inform 

the content of implementation tools, this may explain why the scope for this type 

of information within documentation is limited. As a result, the communication of 

this type of information appeared to rely upon verbal or non-standardised 

documentation. However, multiple factors were identified which may limit the 

effectiveness and efficiency of these modes of communication. It relied on care 

home staff to determine what information they believed to be relevant and have 

the time and motivation to write this at admission. Hospital staff stated that 

communicating in this way is less effective as it is more easily lost; less easily 

identified and may be perceived as less reliable or trustworthy: 

 “… we do see that [individualised, person centred medication information) from 

time to time.  Some of our junior pharmacists might not know to look out for it 

because it’s less standard shall we say…” (Pharmacist, H1P2) 

“I am always a bit wary about handwritten things it depends on the staff member 

that’s done it, if they don’t know what information is important …so I probably 

wouldn’t go off it very much...” (Pharmacist, H1P1).  

At discharge, hospitals used the discharge summary to communicate 

information related to the admission, including medication details and any 

changes. Hospitals and care home staff stated that in the majority of cases these 

documents were sent with the resident at discharge. Although, some staff 

mentioned that occasionally the hospital had forgotten, or due to resource 
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limitations and co-ordination issues (see Chapter 7) was not able, to send 

documents with the resident at the time of discharge: 

“A few times they’ve forgotten to send them [discharge documentation] so they 

send it in a taxi, yeah.  Half past nine at night, we’ve had one of them bringing 

the paperwork because we used to have a contract with a taxi firm.” (Senior 

Carer, B1S1) 

 “It’s not very frequent but I know that if they’re rushing out and they have got an 

ambulance man waiting there they just grab everything and send it out.  It’s not 

ideal, and they can’t print the discharge letter off until the medicines are all done 

so I know that it’s not a thorough process, like the care home will probably get 

nothing when they get back, because they can’t print the letter off anyway, so 

they won’t know what they are expecting from us.  It just gets very messy.” 

(Pharmacist, H1P1) 

The format and type of information contained within each hospital proforma was 

broadly similar and aligned with national guidance, however the level and depth 

of information contained within the document was stated to vary. Hospital staff 

explained that how comprehensive the information was depended on a number 

of factors, including the time available and which person had written the form: 

“I think it depends on the doctor that prescribes them to the level of detail that 

goes on it.” (Nurse, H1N1)  

“…it is quite a brief discharge summary I think we give from that due to again 

staffing pressures and things, we just don’t have time to be… the junior doctor 

staff tend to be writing in-depth why they have started stuff, it might just say 

started these two things and not actually go into much detail about why they 

have been started.” (Pharmacist, H1P1) 

“[Providing information regarding side effects] is certainly an area that there 

could be some work done, it’s who would then take that on, so would the onus 

be on the prescriber, in which case it could get bonkers, because what’s 

manageable?” (Nurse, H1N2) 

Care home staff views regarding the effectiveness of the discharge summary 

varied. Staff liked that it was concise and that the level of information was mostly 

adequate. The typed form was much preferred to the handwritten forms and had 

addressed previous problems with legibility: 

“…the discharge notes are quite… they're minimal, but you… there's everything 

on there that you need to know.” (Senior Carer, B2S3) 
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“, the sheets that they used to send out, you couldn’t read half of it…sometimes 

I had to ring up and say, well I can’t make out what this is supposed to be 

saying…the new [electronic] ones are much better” (Senior Carer, B1S2) 

Some of the issues with discharge summaries raised by care home staff 

included missing or insufficient information and the use of technical terms. Some 

care home staff stated that they had on occasion received more in-depth 

information about how and why a resident’s medication had changed and 

information about side effects or adverse events, which they said had been 

really useful: 

“… on the discharge note it might state, d’you know, the, what d’you call it, [side] 

effects of the tablet…it will say, like, ‘if they start doing this’ or ‘start doing that’ 

or ‘start having that’… ‘could cause sickness’, ‘could cause…’ whatever and 

then we can observe…”  (Senior Carer, B2S3) 

5.3.2.1.2 Involvement of Residents  

NICE guidance and hospital guidelines highlighted a number of roles for patients 

in transition related medication processes. At admission, this included being a 

source of medication-related information to support staff to build a ‘complete and 

accurate’ history to support prescribing, administering and informing clinical 

decision making. At discharge, policies highlighted the importance of patients 

being involved in, and informed of, medication changes and being counselled 

appropriately to support their role in flagging problems experienced post 

discharge, e.g. side effects, errors. Several barriers appeared to exist, which 

prevented care home residents with dementia being involved and actively 

participating in these processes. Barriers related to the knowledge, ability and 

paternalism are explored in Chapter 6. Barriers related to resource limitations, 

are discussed in Chapter 7. This theme will cover barriers related to policy 

content, process and system design which preclude the involvement of people 

with dementia. 

 

The role of the patient, as conceptualised in the guidelines, may not be a realistic 

expectation for some care home residents with dementia. There appeared to be 

a heavy reliance on recall and retention of information and the provision of 

‘complete and accurate’ information, something which people with dementia 
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generally found difficult and which there appeared to be limited training or 

strategies in place to support. Areas where residents were able to contribute, 

e.g. sharing their experiences, needs, values and preferences were less well 

acknowledged within policy. No policies or guidelines were identified, which 

supported staff to understand what and how care home residents with dementia 

may be able to contribute to medication management at transition. In some 

cases, it appeared the efficiency of the process would be improved if systems 

were better designed, e.g. supporting an efficient handover process between 

care home and hospital staff: 

 

“…in A&E then it’s easier for them or if they have got somebody with them we 

can leave them a bit longer.  There should be a designated place where you’ve… 

especially patients with dementia where actually when they go to A&E they are 

moved straight to there to the assessment bit, and then they are seen much 

quicker…Then care home staff can go away.  Like we would do when we escort 

patients to theatres, you take them, you do a handover and you come away.  

Because it is hard because I think that’s why a lot of the care homes then send 

staff that are agency staff…” (Hospital Nurse, H2N1) 

 

As systems were not designed to support this transition, it appeared to be left to 

staff to decide who to involve, when and how. Equally, as systems did not 

support the inclusion of care home residents and their families it was often more 

difficult and time consuming. As a result, staff may only involve people where 

the risk was perceived to be higher, e.g. ‘major’ changes to medication:  

“…I don’t think they would go into detail about each specific drug change though, 

it would probably be started and stop antibiotics, started these, things that have 

important administration things, details…” (Pharmacist, H1P1) 

“…a lot like I say of our patients whether temporarily or permanently can’t 

compute that information, so then that all goes on to the discharge summary, 

and certainly when I update families, I will tell them major changes we have 

made verbally.” (Hospital Nurse, H1N2) 

Whilst this approach appeared to be acceptable to some residents and families, 

when and how people wanted to be involved may differ: 

 

“Just [like to be] kept up to date [about medication, rather than involved in 

decisions] …But I’d like to know if they do change.” (Relative, B1F1) 
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“Um, not, um, not unless it was something serious that he was having to take.  

Like, like I’d expect them to, now he’s Type 2 diabetic, so it’s, it’s diet only…But 

if that got worse, I’d want to know!” (Relative, B1F2) 

 

Current systems did not appear to support the identification and accommodation 

of individual preferences. System design posed additional barriers to 

involvement rather than facilitating it. Staff found it difficult to ensure the ‘right’ 

people were available when medication-related discussions were taking place 

and decisions were being made. Reliance on a reactive and opportunistic 

approach to involvement may be less likely to work where visiting times and 

ward rounds are at different times, thus preventing healthcare professionals and 

family meeting:   

 

“I think there should be more liaison with family of patients with dementia, a 

fundamental thing like that doesn’t happen as much, simply time and timing, 

family are more likely to come in, if they are working, in the evening when we’re 

not around.”  (Doctor, H1D1) 

 

“It totally depends on the time of day you are doing the drug history because it 

will depend on ward visiting times, if you manage to catch the family... If they’re 

there at the time of the ward round or they have asked to speak to the medical 

team then the medical team would usually relay any changes… it’s a miracle if 

you somehow get a family member at the time you do the ward round or the time 

that you come and do the discharge. (Pharmacist, H1P1) 

 

Hospital staff described that, at times, involvement may rely on the proactivity of 

residents and those who support them but the power imbalance (see Chapter 6) 

and a lack of clarity regarding roles and expectations may limit proactivity. 

 

5.3.2.1.3 Medication Packaging: Efficiency vs Safety   

Deviation from policy recommendations regarding the transfer of medication 

between settings was identified at both admission and discharge. This section 

will discuss the reasons for and impact of deviation from policy. 

The way medication was packaged appeared to influence both the safety and 

efficiency of medication management at transition between the care home and 

hospital setting. Policies and guidelines did not appear to account for the 
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complexity and interconnectedness of processes associated with the transfer of 

medication transfer between settings. A number of system level barriers which 

affected the preparation; transport; reconciliation; storage and administration of 

medication during transition were identified and their contribution to the policy 

implementation gap explored. Staff also described competing priorities and 

resource constraints which, at times, resulted in deviation from policy. Policies 

recommended that medication should be sent with people when they transfer 

between care settings.  

National and organisational policy/ guidelines stated that medication should be 

sent into hospital at admission. The ‘Medicine Policy’ in two of the care homes 

in the study, recommended that medication should be sent into hospital with the 

resident. Policy documents in the third care home were less comprehensive and 

did not contain any specific guidance in this area. Current national guidance 

(NICE 2015) recommended that the admitting team should be given all available 

relevant information, which may include current medication: 

“…health and social care practitioners should ensure that the admitting team is 

given all available relevant information. This may include: …current medication” 

(NICE 2015b) 

“Current medicines… will be transferred with the Resident…” (Policy, Care 

Home B1: 5) 

Hospital A provided general advice on their website which advocated that people 

bring their medication with them into hospital, but it was not clear how this 

guidance translated to people living in a care home environment: 

“… [Having medicines at admission] helps us to make an accurate record of all 

the medicines that you are taking. This will help us to give you the right dose of 

your medicines at the right time. With your permission, we can use your 

medicines whilst you are in hospital. This will help to avoid unnecessary costs 

and waste to the health service as we will not need to supply you with the same 

medicines that you already have at home.” (Website, Hospital A) 

Standard practice described by care home staff was in direct contrast with these 

recommendations. Every member of care home staff, across all three care 

homes reported that it was usual practice to retain medication within the care 

home when residents were admitted to hospital:  
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“…very rare we send them [residents] with medication…” (Senior Carer, B1S3) 

A number of system level barriers had the potential to influence implementation 

of this policy recommendation.  All three care homes used a Manrex © 

medication system which appeared to pose many challenges at transition (see 

picture below- illustrative purposes only).  Staff highlighted four factors related 

to the use of this packaging system which influenced the use of medication 

during this transition:  

First, the inability to send small amounts of medication to 

enable retention of some medication in the care home for use 

at discharge and prevent waste or loss of medication in 

hospital. Depending on the point in the care home monthly 

medication cycle and amount of medication the resident 

takes each day, this could result in the need to send a large amount with the 

resident at admission: 

“You see, the thing is we have twenty-eight days’ supply of meds on a rack, so 

it’s pointless really sending all of their meds in because if they’re only going to 

be in, say for four days.” (Care Home Nurse, A1S3) 

Second, the size and bulkiness of the medication packaging, coupled with the 

amount of medication taken by some residents, posed storage challenges in the 

hospital setting as it may exceed the capacity of the patient own drug (POD) 

locker. The inability to safely store medication was therefore perceived to be 

governance and risk issue for other patients and the supply would be more easily 

lost or misplaced, especially when transferring between wards: 

“Sometimes you just get piles of blisters and you are just like just take them 

away, I don’t want them, because we can’t do anything with them, they end up 

just getting lost, it’s a risk to have those sorts of medicines on the ward where 

they can’t be locked up … They don’t fit in the POD lockers.” (Pharmacist, H2P1) 

“Slightly varies depending on the care home and, I would say, I see more often 

that they don’t which for me can be beneficial, because when the patient comes 

in and they transfer between wards that’s probably more risky for loss of 

medicines than if they would have just left them there, then at least I know what 

they have at the care home.” (Pharmacist, H1P1) 
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Third, challenges assuring identity and stability of medication packaged within 

care home medication systems, and subsequent preference for medication in 

the original packaging. There also appeared to be some differences in the 

interpretation of policy and how it applies to different types of care home 

medication packaging systems. Some staff appeared to limit the use of all 

repackaged medication to 24 hours post admission, whereas others felt some 

forms of repackaging could be used for a longer period of time:  

“It would depend what format it was in.  So if it’s a dosette tray, I think our policy 

is the nurses can use it if it’s clearly labelled first 24 hours….If it’s those racking 

systems where all the drugs are separate I would probably say to the ward yeah 

that’s fine, because you can identify clearly, and if one changes you can still use 

the other ones.  Obviously if it’s just packets then we would use because we 

would use for anyone else, providing they are in date or anything like that.” 

(Pharmacist, H2P2) 

 “It [medication] has to be boxed, yeah…I think it’s on the medication policy, 

because the reason behind is I know in the blister packs it says the appearance 

of the tablets, but it’s still you can’t really… because sometimes there are two 

white [tablets] that are scored and things like that, you can’t really identify it.” 

(Hospital Nurse, H2N2) 

Fourth, at discharge, care home staff state a preference for medication 

packaged in the Manrex © system, which influences the use of medication 

provided by the hospital (in different packaging). Most staff described only using 

‘newly initiated’ medication provided by the hospital:  

“Yeah, [I use] the blisters unless, obviously, something has changed, or the dose 

is changed.” (Senior Carer, B2S2) 

 

“… I don’t know why they do it because, I don’t know if they don’t know that we 

have everything on a blister pack unless they’ve got new medication. If they 

come with new medication, we use that. So, like, if they came with a new 

painkiller, we’d use that, um, but like if somebody was on Furosemide and iron, 

for instance and they sent us seven days of Furosemide and iron, we wouldn’t 

use them because we’ve got it in the blister pack.” (Care Home Nurse, A1S2) 

 

The perceived impact and subsequent decision to send or not send medication 

into hospital appeared to vary at an individual and organisational level. However, 

all care homes staff interviewed within this study stated it was standard practice 
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to retain medication within the care home, rather than sending it with the 

resident. The medication packaging did not easily enable the transport of smaller 

quantities which meant it may be necessary to send a whole month’s worth of 

medication into hospital, which would only be used for 24 hours before being 

discarded:  

 “Variable.  I think they [care homes] tend not to [send medication] I would say, 

but it is variable.” (Pharmacist, H2P1) 

“We don’t send any drugs with them, er, simply because the hospital always say 

that they only use them for the first 24 hours then they bin them.” (Care Home 

Nurse, A1S1) 

Care home staff chose therefore to not send any medication or limited supplies 

of medication. However, workarounds developed to reduce the quantity of 

medication sent into hospital generally missed key criteria required by hospital 

staff to utilise the medication and there were also wider impacts associated with 

not sending medication with the residents at admission (see unintended impact 

of workarounds section) 

5.3.3 When Things Do Not Work: Adaptations and Workarounds 

When staff identified problems with current policies, processes and tools they 

tended to adapt, rather than feedback. This sometimes resulted in adaptations 

which were suboptimal at a system level as the impact elsewhere in the system 

was not fully understood. Some adaptations/ workarounds appeared to be 

standard practice or a standard response so understanding the impact and 

effectiveness of these strategies was explored further. 

5.3.3.1 The Use of Non-Standardised Documentation 

When there were problems with sending standardised documentation at 

transition, for example photocopier not available or needs not covered within 

standardised proforma, a number of care home staff reported sending 

information which supported the individualised/ PCC aspects of medication 

management, on blank sheets of paper: 
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“Yeah, just on a blank bit of paper. I think most of the staff on here would do 

that as well, it’s just because of the client, nature of the client group…I’d write 

down that, um, I’d write down things like approach, how to approach the 

resident…I’d, I’d just write a little bit about their needs, just to give as much 

information so the nurses getting it can…if there was a certain approach that I 

used to get somebody to take the pills, I’d put that in.” (Care Home Nurse A1S2) 

“If we’ve not got a photocopier you can do it two ways.  Either you write the 

whole thing down – medications what the person’s on, dosage, how often they 

have to have it, or we will send them up with them, but state that we need them 

back.” (Senior Carer, B1S2) 

However, hospital staff reported that they found it difficult to identify non-

standardised forms in the notes, especially when time is limited. It was therefore 

noted that this information may be more likely to get lost and less likely to be 

read. Depending on the type of information, sending information in this way was 

determined to impact on the quality and continuity of medication management. 

Transcribing information introduces a risk of error and hospital staff were 

therefore wary of handwritten documentation. Some hospital staff also stated 

they may be less likely to trust non-standardised documentation as they 

perceived it to be less reliable: 

“I am always a bit wary about handwritten things…” (Pharmacist, H1P1) 

“And sometimes you’ve got handwritten MAR charts which would be less 

inclined to… well you would still need your second source, so it’s confirmed” 

(Pharmacist, H2P2) 

 “It depends on the quality of the information, so if the nursing home are sending 

in a proper MARs chart that’s all headed and obviously a medicines chart, then 

it’s more likely to spring out at you.  If it’s just some list or some random thing 

mixed in with stuff it wouldn’t.” (Hospital Nurse, H1N2) 

Care home staff reported receiving many calls from hospital to confirm 

information which they had already sent or provide duplicate copies. This was 

particularly difficult if the information was handwritten and no copies were 

available. Care home staff were happy to provide additional information but 

found repeated requests for duplicate information frustrating given the time and 

effort they had spent preparing this documentation. 
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5.3.3.2 Retaining Medication in the Care Home 

The most significant and consistent deviation from policy recommendations was 

retaining medication within the care home rather than sending with the resident 

at admission. All care home staff interviewed stated that it was standard practice 

to not send medication with the resident. Some staff described trying to find a 

compromise by sending in small quantities or instances when the perceived 

waste would be less, e.g. at the end of the monthly cycle. However, hospital staff 

reported problems with some of these strategies as they did not always meet 

key criteria required by hospital staff to utilise the medication, for example 

sending medication in envelopes prevented the identification of medication and 

also may compromise the stability of certain medication: 

“We might send them [medicines] when they’re in the last week of the cycle…“ 

(Senior Carer, B1S1) 

“…literally a few days ago they [care home] did send some medication in, they 

sent in envelopes handwritten what it was with one or two tablets, it was like 

teatime, night time, lunch doses…” (Pharmacist, H2P2) 

“Yes [we use medication], as long as they are labelled up and not in 

unidentifiable pots and things obviously… the only exception to that is the link 

dosette boxes, we can’t use them regardless of where they’ve come from.  But 

yeah, we try and use patient’s own if we can.” (Pharmacist, H1P1) 

Despite the challenges associated with administering from a care home 

medication system, a few hospital staff highlighted the importance of sending 

medication for other reasons; for example, additional source of drug information 

for drug history or as a prompt to facilitate conversations with the patient and 

enable involvement. These were identified as particularly important for people 

with dementia, where verbal communication may be limited and also where 

people identify medication through its visual appearance (discussed in further 

detail in Chapter 6). 

“…definitely [helps if medicines are sent], or else we will be going by record- on 

the SystmOne records and things- and I feel often we do miss out medications 

that the pharmacist has to pick up later….” (Doctor, H1D2) 

“It’s useful for the ones where we do get direct referrals when they bring the 

medicines in, and actually you can see what the patient is taking, because often 
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it doesn’t match from what is on the SystmOne or the prescriptions to what they 

are actually taking.”  (Hospital Nurse, H2N1) 

Care home staff described, on occasion, the hospital specifically requesting that 

medication was sent with the resident, although they appeared unclear of the 

rationale behind this. Hospital staff explained that the care home may be 

contacted and asked to send a medication in if it is not available as hospital 

stock, therefore likely to result in missed or delayed doses:  

“We once had to send one person in with it [medication]. That were, ooh, about 

18 month ago, because they [hospital] asked for them… but we’re a bit unsure 

about this medicine job because some’ll say send their medicines, some’ll say… 

won’t even ask for it…” (Senior Carer, B2S1) 

“It is if it’s something that’s not a stock item, so if it’s something that you are 

going to have to wait around to order, then it’s useful.”  (Hospital Nurse, H2N1) 

“Usually, although that can get frustrating if it’s an unusual medicine or 

something that’s non-formulary and then we have to ask them to bring it in 

anyway so then it just gets a bit messy…. You are never going to win.” 

(Pharmacist, H1P1) 

Many hospital staff described that it is useful to have medication of unusual 

items, especially where a missed or delayed dose would be clinically significant. 

It was unclear how care home staff would identify this in advance as there did 

not appear to be any documentation which identified specific medication or 

conditions where medication should be sent. Currently, this appeared to rely on 

communication at or post discharge. Nursing staff within the care home may be 

more likely to have greater awareness of the clinical consequences of missing 

a dose: 

“Yeah [it is helpful to send medication]. They might be on drugs that we don’t 

have immediately to hand, especially things like anti-epileptics, certainly any 

essential drugs, Parkinson’s drugs, that I worry might get missed.” (Doctor, 

H1D1) 

“The only medicines that we try and get them to bring in is things where it’s 

critical if they miss it, so like Parkinson’s meds, so we do say to care homes if 

they’re on Parkinson’s meds it’s worth [sending]…” (Pharmacist, H2P1) 

The decision whether to send medication in at admission had an impact on the 

discharge process, as well as during admission. The majority of staff stated, 
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where possible, the care home supply of medication would be recommenced or 

‘carried forward’ once the resident was discharged back to the care home. Care 

home staff stated that they preferred medication already packaged in the 

medication system, with the majority of staff stating that the hospital supply 

would only be used for newly initiated medication. Hospital supplies which 

duplicated original supplies were discarded: 

“…the stuff that [Hospital A] sent us, we wouldn’t use that…. that would just get 

binned.” (Care Home Nurse, A1S2) 

“Nine times out of ten at the end of the monthly cycle [we just bin it], yeah, 

whereas if they rung us and say, have you got enough - ‘cause everybody’s on 

a 28-day cycle - so if they’d just ring us and say, ‘Have you got enough 

medication?’  We say, ‘Yeah.’ that’ll save them quite a bit of money.” (Senior 

Carer, B1S3) 

Care home staff again appeared frustrated at the huge amounts of medication 

waste produced. The current system did not appear to be working at a system 

level across admission and discharge, resulting in waste and inefficiency.  

5.3.4 Culture and Context 

Even where policies were available, additional factors appeared to influence the 

use of policy to inform practice, including organisational culture and individual 

characteristics and preferences.  Staff within care homes described how they 

were trying to achieve an informal, ‘homely’ approach which was perceived, at 

times, to be at odds with a policy driven approach: 

“There’s nothing formal about us.” (Care Home Nurse, A1S1) 

“…they are the priority [rather than administrative tasks] you know, above 

anything else.  And then if they’re not well as well, you might need to be there.” 

(Senior Carer, B1S2) 

Policies and recommendations regarding medication management focused on 

practices which improve safety, rather than supporting ‘person-centred’ care and 

the needs of the individual. This appeared to align with hospital staff, rather than 

care home staff priorities. The use of expertise and personal or peer experience 

was mentioned more frequently than policy, when staff described what had 

informed their practice: 
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“It’s just in my head, 26 years I’ve been here…” (Senior Carer, B1S2) 

“Just what you’ve always done…” (Senior Carer, B1S3)   

Care home staff often justified or illustrated a course of action through recount 

of experiences and events. There were examples of sharing and learning from 

incidents, as a number of staff justified their decisions based on the same 

incidents, e.g. agency nurse sending medication in to hospital with the resident 

by mistake. However, it was not clear whether this knowledge is collated, 

managed, and disseminated in a systematic way to provide ‘best practice’ 

guidance to inform future practice. The learning culture and training within care 

homes appeared to be less well established and staff frequently described the 

importance of tacit knowledge and how this informed how they learn and 

practice. Learning and training was described as less formal ‘on the job’ and 

centred around the observation of other staff: 

“Most of it’s learning from the seniors…” (Senior Carer, B2S2) 

“No, it’s just what we all do when they’re going in [to hospital].  We just know it 

has to be done, like that.” (Senior Carer, B1S1)   

Practice was also informed by what they were ‘told to do’ by those perceived to 

have authority, e.g. managers, hospital staff:  

“…the clinical manager’s changed now and the other one that we had, she would 

say, she used to tell us to, ‘bin everything’…now we’ve got a new clinical 

manager, she says, ‘no, you should carry it forward’.” (Senior Carer, B1S1) 

“The reason we do it is - well we’re told to do it.” (Care Home Nurse, A1S1) 

“…some [hospitals] ’ll say take their medicines, some’ll say… won’t even ask for 

it. So basically, if they said to us… if it comes to a straight agreement where we 

have to send ‘em in, then we know where we are.” (Senior Carer, B2S1)  

Within certain medication management tasks, staff described using an informal 

approach, informed by tacit knowledge, where a formal approach, informed by 

explicit knowledge, is advised in policy and guidance. In some cases, there was 

a lack of clarity regarding the application of policy recommendations in the 

context of this transition or limited strategies/ tools supporting the 

implementation of policy, for example medicines reconciliation. In this 
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circumstance, care home nurses recognised the importance of standardised 

process, whereas some senior carers retained a more intuitive, less formal 

approach to inform practice: 

“No [wouldn’t trust the discharge summary]! Because they’re often wrong. Yeah, 

or they have been known to be wrong, so, so we’d look at the MARs sheet, we’d 

look at the discharge sheet and, if there’s any query, we’d ring the GP. “ (Care 

Home Nurse, A1S2) 

“…Yeah, ‘cause it stands out. You know when you’ve been doing medication 

that long, especially a resident what’s been in a long time, could look at it and 

think, bloody hell, you know, they’ve took her off that, they’ve took her off that, 

but we always check. Check with the MAR chart, check with that, but it normally 

explains it pretty good…It usually says, um, er, Frusemide stopped, and things 

like that. So what we do then, we, we go to t’ trolley and we take everything out 

what's been stopped, put the new one in…” (Senior Carer, B2S1)   

“They sometimes send you a discharge form, sometimes they forget to send 

that, and then that tells us if any medications have been stopped or if any new 

have been added ... on the discharge what it’ll say is so-and-so’s stopped or no 

changes…” (Senior Carer, B1S3) 

It is recognised that tacit knowledge may be helpful in applying policy 

recommendations in practice. However, where tacit knowledge is used due to a 

lack of awareness or expertise this may result in certain steps of the process 

being missed. 

Within the hospital setting there was a clear emphasis on formal, standardised 

ways of working, which care home staff felt did not always suit the needs of, and 

maybe particularly detrimental to, this population. Care home staff voiced their 

disappointment regarding the way people were treated, either due to a lack of 

awareness and/ or training or people needing to ‘fit in’ with what the system 

dictates, rather than what is best for the individual: 

“…they didn’t have a bed, and they sent him home at stupid o’clock in the 

morning, and I thought that were disgusting, d’you know what I mean? There 

were obviously summat wrong with him, otherwise it wouldn’t have happened, 

and… and I, in his eighties, d’you know, and I'm thinking, d’you know, if that 

were your mum and dad, would you, would you do that? It’s not right.” (Senior 

Carer, B2S3) 
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Tacit knowledge, by its nature, is difficult to capture in written form, which 

impacts on learning and communication of this type of knowledge, and this may 

partly explain why policy recommendations regarding person-centred care are 

limited or vague (see theme Ia). Nonetheless, helping to identify areas where 

care home staff have expertise and can facilitate person-centred care, by 

providing information to hospital staff, appeared to be worth further exploration. 

This potential use of codifying this tacit knowledge to support person-centred 

care across transition was unclear, but hospital staff stated that provision of this 

type of information within formal documentation may be useful: 

“…. especially with our client group, dementia, there’s certain things you need 

to pass over, things that need to be written on a written sheet. We could do with 

a bit more scope in, in the handover sheet just to give a bit more information 

about if that person has difficulties or if there’s a certain knack to getting them 

to have their medication. So that, I think that could work better the, the actual 

passing over of patient knowledge…” (Care Home Nurse, A1S2) 

“If there’s a specific way that they need to take it [medication] that would be quite 

helpful, because I know some patients have routines and things, it would be nice 

to protect that.  But it’s hard because all care homes are different, but if there 

was a standardised way that they sent it in that would be helpful.” (Doctor, H1D2) 

Care home staff generally described an approach to practice and learning which 

was intuitive and informal. Tacit knowledge is crucial within caring professions 

and care home staff frequently described the use of this type of knowledge in 

this study. The use of tacit knowledge appeared to be a vital part of caring and 

providing an individualised, person centred approach to medication 

management, for example, when staff described a ‘knack’ with certain residents 

in supporting medication administration. However, this informal approach 

appeared to be less well suited to certain medication management tasks which 

relied upon a rigorous systematic approach, e.g. medication reconciliation.  

Summary 

This theme raises important points regarding the use of experience and 

expertise to inform practice. Some policies needed to be adapted to meet the 

additional or differing needs of this transition or of care home residents with 

dementia. However, adaptation in some cases resulted in variation and 
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confusion within and across settings. There did not appear to be mechanisms in 

place which ensured practice informed in this way was quality assured and 

updated. If medication management for care home residents is informed 

predominantly by the experience and expertise of staff the quality and continuity 

at transition may be impacted to a greater extent.  

The need for a robust process was emphasised in some areas as some staff 

described the process of ‘carrying forward’ and reconciling medication supplies 

as confusing. Policy supported the transfer of medication but did not take 

account of the practical implementation at a systems level. Care home and 

hospital staff had a tendency to adapt their practice when faced with a barrier, 

rather than raise this as an issue which needs to be addressed at a system level. 

The potential inefficiency, in terms of financial cost of wasted medication and 

also wasted staff time, was identified as a valuable commodity with the potential 

to limit other aspects of quality. Deviation from policy also appeared to occur 

when the context did not fit or implementation within this context was unclear or 

required additional training etc. Staff also stated, at times, following the policy 

would not be possible due to resource constraints, e.g. staff numbers or training 

and the need to co-ordinate numerous aspects of transition, balance the needs 

of the individual versus the needs of the wider system/ population. 

Generally, there appeared to be limited communication between settings 

regarding the policy content prior to or post policy formulation. Staff noted that, 

whilst significant ‘safety’ incidents may be reported the in the setting, practices 

which affected the person-centred or efficiency aspects of care were less 

discussed. There did not appear to be something in place which supported 

feedback from the alternative setting and enabled adaptation of the policy once 

it had been formulated. 
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Chapter 6: Power and Relationships 

6.1 Introduction 

Chapter 5 highlighted that there were gaps within policies, implementation 

strategies and system design which had the potential to impact negatively on 

medication management for people with dementia. In addition to this, there were 

also resource constraints which left staff making difficult decisions and care 

home residents with dementia may be deprioritised and receive suboptimal care 

as a result. This theme discusses the reliance and trust that care home residents 

placed in the systems and staff and the potential impact of this on their care. 

The majority of residents described a role in medication management which 

aligned with that of ‘passive recipient”. 

6.2 Paternalism and Trust 

The descriptions of the care home resident and staff roles in medication 

management appeared to display characteristics typical of a traditional ‘doctor-

patient’, paternalistic relationship. The doctors’ (and other professionals’) role 

generally aligned with that of ‘patient guardian’ and ‘decision maker’ and the 

residents’ role with that of ‘passive recipient’ who were not involved in 

medication changes: 

"We do everything…they [residents/families] don’t have a particular role in it 

[medicines at transition]. We would tell the family or the resident if some 

medication was changed, but we order it, we deal with it, everything else.  We 

administer it...” (Care Home Nurse, A1S1) 

“We’re not very good at that [involving people with dementia] to be honest 

because we make multiple changes and we rationalise drug charts a lot on here 

to get rid of the polypharmacy issues.”  (Hospital Nurse, H1N2) 

As is typical of the paternalistic approach, many of the residents and most family 

members interviewed appeared to accept the professional authority and 

expertise of staff and assumed a passive role. Residents relied on the 

professional to make decisions because of their inability to understand or the 

residents placed complete trust in staff to make medication-related decisions in 

their ‘best interest’ 
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 “… I just trusted the staff that, er, what, whatever they were doing that, um, 

obviously it’s in the best interest of Elsie* ...” (Relative, B1F3) 

 “I’ve been taking them for years and, um, I just take them and that’s it…I do as 

I’m told.” (Resident, B2R1). 

“…you see, you’ve got to trust them, they’re there for your benefit, so the things 

[medicines] they give you are really to make things better...you trust that it’s for 

your best.” (Resident, B2R5) 

This paternalistic approach appeared to be sustained by policies, processes and 

implementation strategies which did not appear to acknowledge the value or 

support the involvement of residents and/or their family members in medication 

processes or decision making. Staff stated that there was some reliance in the 

current system on the proactivity of patients which may disadvantage this patient 

group: 

“For your patient population, so for the dementia patients I would say no… I don’t 

think the staff would proactively tell people [about medication changes].  If they 

asked is there anything changed they would do, but patients are often… just the 

speed of things I don’t think they’re as involved in things as they maybe should 

be.” (Pharmacist, H1P2) 

There was also evidence to suggest that the paternalistic dynamic may cause 

people to feel reluctant to query their medication, either because they placed 

complete trust in the professional or because they did not feel they had the 

authority to question their medication: 

“I mean I wouldn’t, I wouldn’t question them, you know, because they know what 

they’re doing.  They’ve obviously been told to, er, give the medication.” 

(Resident, B2R5) 

“I know they wouldn’t be giving me them if it wasn’t for my… for my good, you 

know, you don’t say, oh, I don’t want them. You don’t know what they're giving 

you them for. You just take them because they must know what you have to 

have.” (Resident, B1R1) 

Even when residents reported negative experiences related to their medication, 

they did not always feel inclined to question and tended to put up with it because 

they did not want to bother people and because they trusted that people to act 

in their best interest: 
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“…as I say, I think the powers that be would say, well you should be taking such 

and such a medicine and, you know, that would be sufficient for me.  But I do 

remark sometimes that, er, has this got acid in it? …that does bother me to a 

certain extent, they tend to taste of acid and I don’t know which one it is, but I 

find that sometimes it does make me sick.” (Resident, B2R2) 

“They do, um, they keep shoving pills in me, you know, ‘have it with a drink of 

water’ like.”  (Resident, B2R4) 

6.3 Value of Involvement 

Many residents, family and staff queried the value of involving care home 

residents with dementia in medication management. Value of involvement, in 

this context, appeared to be ‘measured’ based on the perceived capability to 

contribute within the current system. 

6.3.1 Perceived Capabilities of Care Home Residents with Dementia 

Staff held preconceived ideas about people with dementia and this appeared to 

impact on their decision to involve this group of patients. This section will explore 

some of the preconceived ideas which appeared to impact on the decision to 

involve people with dementia in medication-related processes and decisions. 

6.3.1.1 Ability to Retain Information 

Some staff stated that the person’s ability to retain information may impact on 

their decision to involve people with dementia. If information was not able to be 

retained, then it could not be used by the resident or ‘passed on’ to others who 

might support them with their medication management: 

“…so I would probably say the majority of patients with dementia who come into 

hospital are often delirious, whether information is retained or not I don’t know…I 

think there probably isn’t enough information given.  But then I think it’s a 

situation where you’re not sure whether that information is going to be passed 

on, and I suspect it’s not discussed with anybody else.” (Doctor, H1D1) 

“…you could say ‘did the doctors mention this?’ and they have forgotten by the 

time you have got to them, or they interpreted something differently.” 

(Pharmacist, H2P2) 
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Residents also felt the ability to retain information was a problem and led to the 

doubting the purpose of their involvement: 

“…probably later on I’d forgotten all about them anyway…I usually do…with the 

tablets, like, if you tell me the name of them, after a bit I’ll probably forget.” 

(Resident, B2R3). 

Interviews with residents highlighted the difficulty people had recalling the 

names and reason for taking their medication. Some residents were upset at not 

being able to recall information as they felt it was something they should know. 

Difficulty retaining information appeared to prevent people being involved. 

Residents stated that they might benefit from things being written down for them, 

but hospital staff stated this was rarely done other than at discharge when a 

discharge summary was sent. 

Staff stated that they did not always ask people with dementia about the 

medication they take when constructing a medication history at admission due 

to difficulties with communication and that information was not reliable. Instead, 

the care home documentation may be used: 

“I’ve seen patients who cannot tell me anything, and I don’t feel I can distinguish 

between an accurate verbal history versus an inaccurate one.  So I am reluctant 

to use a patient once we’ve got a diagnosis of dementia in case they give me 

inaccurate information, whereas if I’ve got a MAR chart that’s a carers 

administration record, that tells me a lot of what I need to know…” (Pharmacist, 

H1P2) 

In contrast, a pharmacist who appeared to work more frequently with this patient 

group explained how she prompted conversations about their medication using 

the physical medication as a memory aid: 

“If they have got them [medicines] there it’s an easier prompt to say how often 

do you take this?  But if you haven’t got them you’ve not got that reference have 

you?”  (Pharmacist, H2P2) 

This was one of the reasons staff gave in favour of care homes sending 

medication at admission.  
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6.3.1.2 Ability to Understand 

Some staff were also unsure whether people with dementia would be able to 

understand information provided to them and as such they were not always 

involved with or informed of changes to their medication. Whether the resident 

is told anything may depend on a judgement being made on the level of cognitive 

impairment:  

“Some patients, the ones with better cognition, we will say ‘we’re going to 

change your blood pressure tablets’ or do this or do that, but a lot like I say of 

our patients whether temporarily or permanently can’t compute that information.” 

(Hospital Nurse, H1N2) 

“I think if they’re compos mentis then you tell them that we’re going to stop these 

tablets, like any other patient I think, but if they had… if they were delirious or 

dementia then it’s harder, and it might be something we can address later on, 

sometimes they ask about it, but otherwise we just write it on the TTO, the letter 

saying that we have stopped so and so and what we were doing.” (Doctor, 

H1D2) 

Residents and family members, perceived medication-related matters to be 

‘complex’ and ‘specialist’, something which they would not be able to 

understand. 

“Well I would [like to be involved], but not that I would understand it [medication 

information] … they might put it down in Latin, I wouldn’t know… they’re just 

white tablets to me.” (Resident, B2R1) 

“I’m not a chemist or a doctor. The chemicals involved just go straight over my 

head…” (Relative, B1F1) 

Residents assumed that they would not understand medication-related 

information and despite wanting to be involved, they doubted the purpose and 

value of their involvement and their ability to contribute in a meaningful way.  

Staff also held preconceived ideas regarding care home residents and their level 

of knowledge and need for involvement, which informed their current practice. 

Staff felt that the knowledge of care home residents and relatives regarding their 

medication would be limited due to the care home managing medication day to 

day: 
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“If it was a patient from a care home, who the nurses give all medications to, the 

family are not normally as useful because they have had that taken away from 

them so they’re again not really involved in that.” (Pharmacist, H1P1)   

Interviews with relatives and care staff indicated that it was often the case that 

family had handed over medication management to staff once they moved into 

the care home. Family members described how they had been the ‘experts’ 

before their relative had gone into the care home, but that their medication-

related knowledge was now much diminished.  This appeared to be magnified 

when moving into the care home had resulted in a change of GP.  One relative 

stated that she was now “kept out of the loop” and that she “had to trust” the 

care home to manage medication. Family members found some of the 

processes confusing and were unclear of their role. 

“I don’t [know what he takes].  I know he takes, um, he takes heart tablets.  You 

see I think when, when I was at home, it was me that was the one that gave him 

his tablets every day… you see I was so hands-on when he was at home.” 

(Relative, B1F2) 

“…sometimes they [family] will know what medication their relatives are taking 

and sometimes they just don’t have a clue, so it’s just a ‘case by case’ thing.” 

(Pharmacist, H2P1) 

In addition, to feeling disempowered, the loss of resident and relative medication 

knowledge appeared to have the potential to impact negatively on the quality 

and continuity of medication management at transition. Due to resourcing 

constraints staff stated that they were often unable to accompany the resident 

and provide a verbal handover of information. In these circumstances, family 

members may be relied upon to provide medication-related information:  

“…they asked me that in hospital …I know at home she used to take them as 

tablets, but I’m going back now a few years now…” (Relative, B1F3) 

The limited day-to-day involvement in medication since care home admission 

appeared to impact on the ability to supply meaningful input in this area. 

Relatives did not feel they were always involved and informed of changes which 

further limited their knowledge and disempowered as a result.  

The perceived limitations in knowledge appeared to contribute to the staff 

decision to consult documentation which limited the opportunity for residents to 
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discuss their medication and further disempowered care home residents and 

their relatives. There appeared to be a spiral of disempowerment, the less 

people knew, the less they were involved and therefore the less they were 

involved by other healthcare professionals. Hospital staff also perceived care 

home residents were less in need of counselling prior to discharge as they were 

not the ones managing the medication, therefore would not be ‘using’ the 

information provided to them. They were also perceived to be less of a risk 

because care home staff would be managing their medication, rather than 

themselves or their families. 

6.3.2 Using the Knowledge People have 

Staff, care home residents and family members queried the level of medication-

related knowledge possessed by people with dementia who live in a care home 

setting and whether this was sufficient to contribute in a meaningful way. 

However, it was clear that some of the residents had some understanding of 

their medication. 

6.3.2.1 Recognition of Medication 

Although many residents struggled to name their medication, some residents 

talked about how many tablets they took and the appearance of their medication. 

A few residents felt confident that they would be able to identify a medication 

change based on their knowledge of number or appearance of medication. One 

resident explained that he had used this knowledge to identify a change in his 

medication in hospital and it enabled him to prompt discussion with a pharmacist 

on the ward who explained why the appearance of tablets had changed: 

“I’d just said to them, well I haven’t seen these before, what are they for? ...some 

tablets what, er, what were different but they were the same tablets but from a 

different company…” (Resident, B2R3) 

The ability to recognise their medication was one of the arguments for residents 

bringing their own medication into hospital. However, few staff utilised this 

aspect of medication knowledge: 

“Sometimes they know how many tablets which can be useful just to… if the 

medicines haven’t come in- because with any patient, if they have got them there 
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it’s an easier prompt to say ‘how often do you take this?’ -you’ve not got that 

reference have you?” (Pharmacist, H2P2) 

As well as making the best use of the knowledge people had, knowledge of 

medication appearance may help some care home residents with dementia to 

identify and flag potential unexpected changes in medication. 

6.3.2.2 Medication-related Experiences and Preferences 

A number of residents had a desire, and one resident stated their right, to be 

involved in discussions about their medication, but they were less clear how they 

could make a meaningful contribution. Perhaps the biggest contribution care 

home residents appeared to be able to make, with regards to medication 

management, was to share their experiences, needs, routines and preferences. 

To share what was important to them and how medication impacted on their 

daily life. 

Many residents cited challenges associated with their current medication, for 

example troublesome side effects, a dislike of taking too many tablets and 

challenges associated with handling (dexterity) and swallowing medication. 

“Oh I take two in the morning, one before that, another two at… and then another 

three and I, you add them all, I said, what, why am I taking all these pills? From 

the very moment I come down for me breakfast, I’m pills, pills, pills.  And at, at 

night I, I have two to take at night as well…” (Resident, B2R1) 

“…only with the small ones, I drop them a bit…” (Resident B2R2) 

“…sometimes it goes down uncomfortable and they might stick another tablet in 

there, not in this place but in previous ones…” (Resident, B2R4) 

Communicating information about swallowing difficulties was identified as 

important at transition, to support prescribing decisions and medication 

adherence during the hospital stay: 

 “…things like whether liquids are preferred, that sort of thing would be helpful, 

because we do sometimes get patients coming in and the nurses will say ‘we 

need liquids for everything’, because I think they think oh no they are not going 

to swallow the tablets, but if you’ve got that bit of info prompting you might be 

able to use the tablets.  Because also if we just supply liquids for everything then 
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they go back … then it’s a confusing picture for the care home.” (Pharmacist, 

H2P2) 

Failure to acknowledge needs, values and preferences may affect safety, as 

well as the experience and quality of life of residents. 

6.3.3 Relationship between Care home and Hospital Staff 

There appeared to be a long-standing tension in the relationship between 

hospital and care home staff. Staff in both settings appeared to be under 

pressure, trying to meet competing priorities with limited resources. Care home 

staff in particular felt hospital staff did not appreciated that their role has evolved, 

and they wanted to be valued and respected for what they could contribute. A 

lack of clarity regarding the system and roles at transition did not help as the 

lines of responsibility and accountability were not always clear.  

Many staff acknowledged that the relationship between care home and hospital 

staff was strained. Although some staff provided examples of working well 

together, for the most part the relationship was recognised to be strained. Staff 

in both organisations described points of transition as busy, where many 

activities needed to be co-ordinated with often limited resources. The lack of 

clarity regarding key processes and roles at transition left staff to negotiate who, 

what and how things should be organised making sure that they did not ‘lose 

out’. Care home staff felt they were being asked to do ‘more than their fair share’: 

“…I don’t mean like that sort of thing, but they’re very quick to ring up and moan 

about what we’ve not sent them or sent them or whatever yet we don’t feel like 

we get much from them.”  (Hospital Nurse, H2N2) 

Staff felt going the extra mile was not appreciated, it was just expected. They 

were frustrated by the lack of respect for their efforts when hospital staff did not 

appear to have listened to or read what they had said or had lost the information 

they had prepared. Many care home staff were frustrated by hospital staff, 

sometimes being rung repeatedly for duplicate information which they had sent 

into hospital at admission. Care home staff did not always feel hospital staff 

respected their time and knowledge. Where care home staff identified and 

flagged issues related at transition it did not always appear to be welcomed and 

was seen by some as being difficult rather than helpful. Care home staff did 
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show empathy and understanding, the care home recognised that hospital staff 

were busy and tried to provide information to support staff in caring for that 

individual. They were also keen to support the efficient use of NHS resources 

and work together to prevent waste: 

“It’s giving the nursing staff at the other end enough because they’re so busy at 

[Hospital A] and it’s just giving them sort of, just trying to make their lives a bit 

easier as well.” (Care Home Nurse, A1S2) 

“…  I know it’s a big job for them, you know, and they’re busy and that, I know.  

I understand all that, but it would save money if they rung.” (Senior Carer, B1S2) 

Many care home staff felt there were many barriers and preconceptions which 

prevented them being respected as equals. Care home staff felt the hospital 

staff did not understand their role and ‘spoke down to them’. Care home nurses, 

on the whole, did not feel their role and skills-set was sufficiently acknowledged 

by hospital staff: 

“There is a bit… there is a bit of a barrier, definitely there’s a bit of a barrier 

because there is still, or there was still, a very big thing when you work in 

hospitals they think nursing homes don’t know what they’re talking about...  they 

think if you’re like that, that nurses who work in nursing homes are like the end 

of the line type nurses… ready to retire and just finishing off the last few years… 

but here particularly our unit here, it’s almost like an acute hospital at times… 

we take a lot of end of life, we do a lot of palliative care and it’s really intense 

stuff, you know, it’s, it’s really, to do it well you need to know what you’re talking 

about.” (Care Home Nurse, A1S1) 

 “I do think the nurses in the hospital sometimes – not all of them – but 

sometimes when they ring to say that they’re sending somebody back or 

whatever, they have a way of sort of talking down a little bit, you know?  As if I’ll 

explain this to you. Yeah?  And, and you think, right go on then explain it to me, 

and then we’ll see…” (Care Home Nurse, A1S2). 

They also felt, at times, the care home policies were not respected by hospitals 

who continued to discharge residents late at night or at short notice therefore 

not allowing sufficient time for the care home staff to adequately prepare for their 

arrival. Hospital staff did not always appreciate the reasons behind the care 

home policies and at times appeared to interpret care home staff as being 

‘obstructive’ or ‘awkward:   
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“Well, we’re supposed to have [a policy] but this is what they try, we try to say 

before six o’clock on a weekday, we don’t take admissions on a weekend 

normally…but we’ve had a couple of times where they’ve not arrived by about 

ten to six and we’ve rung and the bed manager’s been like, ‘oh well they’re on 

the way, they’re on the way’.  ‘Well, you know, if they’re not here by six o’clock’...  

But they know we’re not going turnaround and say, no… The last one that 

arrived at twenty five to seven, she said, they left the building by six, so I can’t 

do anything.” (Care Home Nurse, A1S1) 

“I would probably say generally not that great to be honest. I think there’s quite… 

with various aspects there’s a lot of they should have done this and they should 

have done that, and they won’t take this patient back, and we’ve got to wait until 

Monday for someone to come and assess them to send them back.  So 

obviously that’s the wider issues.” (Pharmacist, H2P2) 

“I think it would be nice for the hospital and the care homes to be a lot more 

integrated and maybe a bit more friendly to each other.  I think sometimes we 

feel as though it’s them and us, they are obstructive to us, we’re obstructive to 

them.” (Hospital Nurse, H1N1)   

Care home staff also stated residents were sometimes sent out before they were 

well enough or before medication and documentation was prepared, which, 

when combined with the previous point regarding timing, was seen as a potential 

safety risk and staff were not happy about being put in that situation.  

Care home staff said they felt the relationship was ‘one-way’, i.e. they did their 

best to accommodate hospital requests but this was not always reciprocated 

and care home staff relied upon family members for information:  

“…when, when we ring the hospital, because we always ring to see how 

someone is… we don’t get the information…we don’t always get told things. We 

just want to know how the person is, you know, and… and how they’re actually 

doing themselves. You know, I don’t want to know right deep information about 

the person… I just want to know they’re alright, you know…I mean especially 

people with dementia it is because it’s a different environment and it can distress 

them and everything, can’t it, because they’re out of their comfort zone.” (Senior 

Carer, B2S2) 

“Yeah, or like, if we ring up, they… they never ring us, d’you know, to inform us 

of what's going on or whatever. Um, we've always got to ring them, and nine 

times out of ten all you get is, there's no change, there's no change, there's no 

change, d’you know, it’s quite frustrating. There's no like communication. It’s 
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always us like having to ring them, unless they need summat…” (Senior Carer, 

B2S3) 

Care home staff said that they felt that they had to chase information, rather than 

the hospital proactively involving and informing them, for example when a 

resident’s medication changes: 

“…we expect it to still be there and they’ve stopped it, but we have to query it.  

They don’t tell us what they’ve stopped.” (Care Home Nurse, A1S1) 

“They don’t really explain much, and, like, if they do ring up and, right, so-and-

so’s coming home, he’s been put on this and rah, rah, rah, he’s alright to come 

home…” (Senior Carer, B2S3) 

The relationship between care home and hospital staff was harmed by care 

home staff experiencing incidents which related to what they perceived to be 

suboptimal care of residents. It upset staff when they felt their residents had not 

been cared for: 

“Nine times out of ten when they’ve gone hospital, they’ll come home and they, 

they’ve lost weight, and they’ll say, they haven’t really been eating, d’you know, 

but most of ‘em, you’ve got to help. We assist ‘em with feeding, and I think… I 

feel like they just get left....I don’t think the staff up in t’ hospital have enough 

time, d’you know, it’s all like a rush...Yeah, I mean, I know it’s not the, the staff’s 

fault, d’you know, it’s just like they need to be putting stuff into place where it’s 

needed…” (Senior Carer, B2S3) 

“Sometimes they’ll get home and you’ll think, well, they're not walking, or they’ll 

come home with a pressure sore, and it’s like, well, they haven’t been getting 

the pressure relief, so… And then we've got to ring district nurses and get them 

out to say that this is how they’ve come home, and it… it’s just a big, massive 

process that…that can be avoided, if they followed the...the instructions we 

sent…” (Senior Carer, B2S1) 

Many staff showed concern about people being discharged late at night with 

insufficient clothing. Staff perceived the actions of as a lack of compassion, care 

and respect for the person: 

“We've got Edna*, she wanders about, she knows what she’s doing and 

everything else, that's a different kettle of fish; but when they’ve got dementia, 

in t’ last stage of dementia, they ain’t got… I know they ain’t got a clue, but I 

think they should have a bit more respect for ‘em…send ‘em home at a 

respectable time; um, if it’s cold, like I say… wrap ‘em up a bit better than what 
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they did… You know when it were freezing cold, you know the really bad weather 

and they sent somebody home with just one blanket round, and I… we thought 

how bad were that, were disgusting...” (Senior Carer, B2S1) 

“They're vulnerable and frail and old, and especially if they go in with, like, a 

chest infection, and they end up with pneumonia, and then as soon as they're 

sorta recovering a little, they're sent back at like three and two in the morning, 

when temperature’s dropped, and that's gonna get on their chest, you know.  

And some of them, with their illnesses, it disorientates ‘em, d’you know, and it, 

it’s, it must be scary for them.” (Senior Carer, B2S3) 

Hospital staff also acknowledged the need to improve the relationship with care 

homes and change some of the systems in place. Some hospital staff were keen 

to improve the situation and had thought about how to better support the 

involvement of care home staff. There was, on occasion, reliance on the care 

home staff proactivity to get involved, rather than hospitals encouraging 

involvement and systems being set up to support this: 

“If they’ve got any little quirky things, I think it would be really good for the care 

home to be given the name of… are told to contact the sister in charge of the 

ward for any issue with the patient.  But I think it needs to be put on the onus of 

the care home to contact us rather than us to contact them sometimes, because 

we’ve got so much going on… they already know the patient and it’s their patient 

and they don’t move as much as what we do.  So if they could contact us, we 

need to look at breaking down the barriers definitely.” (Hospital Nurse, H2N2) 

“I am trying on my ward to try and get hold of the care home and try and get a 

rapport with the care homes and say look ring and speak to me, I am the boss, 

I will be able to give you the information that you need, and I think it’s all about 

you need to break down the barriers don’t you?  Because I think if you feel like 

you can trust someone and you know them you think of yeah it’s *Ella on the 

phone let’s make sure that we can help them out doing X, Y and Z because they 

are always helpful, that sort of thing, and I think not just in medication but in lots 

of areas.” (Hospital Nurse, H1N1) 

Care home nurses may also be helpful in bridging relationships as they had 

empathy and understanding of both hospital and care home settings roles, 

processes and cultures. Other staff which had had experience in both settings 

described this as useful as they better understood the rationale behind the 

decisions made, it helped them to see things from the perspective of the other 

person: 
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“…actually, I can see it from both ends because when I was at [Hospital A] and 

we used to have people come in from nursing homes, there was a lot of 

resentment.  There was a feeling of ‘Well, why can’t they manage them? They’ve 

got RMNs’ but, having been in this side now, where people do deteriorate, they 

do become unmanageable and they do have to go to [Hospital A]. So I can see 

it a bit better now I’ve had experience here.” (Care Home Nurse, A1S2) 

Summary  

Overall, power seemed be associated with the possession of technical 

‘medication’ knowledge, ‘expert’ knowledge. This type of knowledge was 

generally acquired through medication-related studies, training and experience. 

Possession of this knowledge was generally limited in residents, family and care 

staff; thus, it placed clinical staff in a position of power in medication-related 

matters. The power imbalance was further accentuated by a ‘passive’ resident, 

family and care staff mind-set which tended to accept or trust care home and 

hospital staff, rather than being proactive and assertive with regards to 

medication-related decisions and changes. Residents, family and care home 

staff did not appear to feel empowered and in many cases, staff did not 

proactively encourage involvement in medication management. The resident 

population was perceived to be particularly vulnerable at transition due to 

medical complexity, polypharmacy and impaired communication and cognition. 

There appeared to be underlying paternalism which appeared to inhibit 

involvement from the perspective of the professional and the patient. Hospital 

staff appeared to have conferred power within these relationships due to their 

clinical or medication expertise and authority. The relationship between care 

home staff and hospital staff was difficult due to the preconceptions about the 

role of the ‘other’; the resource constraints and pressure staff were under to be 

efficient and poorly defined roles which left staff frustrated as they were unclear 

of the expectations for them or others and, particularly care home staff, felt 

disempowered with less opportunity to contribute. Both hospital and care home 

staff approached things differently, it was felt by working more closely together, 

the resident would benefit, and efficiency may also be improved. 
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Chapter 7: Resource Constraints and Efficiency 

7.1 Introduction 

This theme highlights some of the resource constraints which exist at transition 

and explores the impact of these on the quality and continuity of medication 

management in the context of this transition. This theme also considers waste 

in the current system and ways in which efficiency could be improved to boost 

capacity: 

7.2 Timeframe Limited at Transition 

Staff described ‘acute’ situations where the time available at transition may be 

further reduced, therefore reducing time available to prepare the resident, 

medication and documentation. At admission, care home staff described 

unplanned admissions as particularly fraught as the time-period between 

deciding to admit and ambulance arrival may be relatively short. This is further 

compounded when combined with limited staffing capacity and capability (see 

‘staff capacity and capability’ theme) and staff are forced to prioritise between 

administrative tasks and care tasks. Addressing the clinical needs of the resident 

were the priority (described by both staff and policy), therefore transition related 

tasks were not always complete at the point of transition: 

“Especially if it’s a 999 call and you’re having to try and, and write them out and 

stay with somebody as well, isn’t it?  It’s a bit of a… it gets all a big rush…Yeah, 

and there aren’t always two seniors on…” (Senior Carer, B1S1) 

“Yeah, I mean we’ve sort of written the plans that we can write, up to a point, but 

then there’s at least another three or four pages and if you’re sending somebody 

off and an ambulance is here, how are you going to be able to fill those last three 

of four pages in, in time, that and photocopying your MARS and getting your 

patient ready, you know? Because you’ve got to get them ready as well, and 

that’s the priority.” (Care Home Nurse, A1S1) 

This may be one reason for the variation in documentation received from care 

homes, reported by hospital staff: 

“Sometimes you do get another list [of medication] it varies a bit…” (Pharmacist, 

H2D2) 
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“It’s very variable, so some do, some don’t.  Some care homes will send in 

everything, the MAR chart, all sorts of information about the patients.  I don’t 

know whether that is dependent on when they come in, or who is on duty at the 

care home, or what their process is, but it’s very variable.” (Hospital Nurse, 

H1N2) 

 “The other thing is sometimes there’s a big document depending on the care 

home, there will be a big document which has got all the medicines listed in it as 

well.  But they are not always very up to date.  I wouldn’t use them as… I’ve 

used them as a bit of a vague source for information but not as a definitive 

source.” (Pharmacist, H2P1) 

Although, a number of hospital staff highlighted that documents may get lost in 

the hospital system (see ‘limited infrastructure’ section regarding the loss of 

documentation and medication in hospital): 

“So the documentation might come in, but as a pharmacist and when either 

myself or my technicians come to do the drug history for the patient sometimes 

you can’t locate that, so I don’t know if it always comes in or not, but sometimes 

we don’t seem to have it.”  (Pharmacist, H1P1) 

At discharge, hospital staff explained discharge may be accelerated due system 

pressures such as bed availability. There was a reluctance to hold up discharge, 

so people were sent without being spoken to and/or relevant documentation 

and/or medication. Medication supplies appeared to be a particular problem as 

they were often delayed; therefore, medication was transported with staff or taxi 

to the care home once it was ready: 

 “It’s very rare that there’s a lapse, I imagine the only time that happens is when 

there’s massive pressure on beds, we need someone… they are breaching in 

A&E, everyone is in whatever, pandemonium they’re in, a patient may go to a 

care home for somebody to drop the meds off, but it’s really rare, or a special 

taxi might take the medications.”  (Hospital Nurse, H1N2) 

“There’s often delays in TTOs, so if it’s on acute admissions wards and we’re 

desperate for beds it will happen all the time and they[medication] will be taxied 

out all the time…” (Pharmacist, H2P1) 

“I think occasionally patients are sent without medication, probably when we are 

in dire need for beds and doing some things I imagine, which are obviously not 

good practice.” (Doctor, H1D1) 

“… it’s more bed pressures and they end up sending them and saying well the 

meds can follow, it’s not going to hold up the discharge.  So I see why it happens 

but it does definitely impact the quantity I might send out on a TTO or the 
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accuracy of what has gone…things have gone out that are labelled incorrectly, 

that are not used anymore, ward stock stuff that hasn’t got any labels on it goes 

out, that’s happened a few times, so it’s just not ideal.” (Pharmacist, H1P1) 

Care home residents may also be ‘fast-tracked’, for example at end of life. In 

this instance the process may vary, and extra information may be required:  

“if you are doing a fast track discharge which we would often do to a care home, 

there is separate paperwork that goes through and that would also have a 

prescription for anticipatory medications which are written on a separate chart 

so that district nurses can administer.  So I guess that’s extra information, and 

that’s not an uncommon event, somebody with dementia is dying, and so you 

send them home with anticipatory meds with a pre-planned, so send home with 

the drugs and a pre-planned administration chart for the district nurses.” (Doctor, 

H1D1) 

Care home staff also stated that the pressure to discharge quickly sometimes 

resulted in ‘rushed’ discharge, where people were sent without the necessary 

documentation and/ or medication; before they had chance to adequately 

prepare and at time when resources may be depleted (i.e. out of hours). 

“A few times they’ve forgotten to send them [discharge documentation] so they 

send it in a taxi, yeah.  Half past nine at night, we’ve had one of them bringing 

the paperwork because we used to have a contract with a taxi firm.” (Senior 

Carer, B1S1) 

 “It’s not very frequent but I know that if they’re rushing out and they have got an 

ambulance man waiting there they just grab everything and send it out.  It’s not 

ideal, and they can’t print the discharge letter off until the medicines are all done 

so I know that it’s not a thorough process, like the care home will probably get 

nothing when they get back, because they can’t print the letter off anyway, so 

they won’t know what they are expecting from us.  It just gets very messy.” 

(Pharmacist, H1P1) 

Care home staff highlighted a concern that ‘system needs’ and other patients 

were prioritised, resulting in residents being discharged before they were 

clinically ready.  

“Well, recently, this gentleman, he had a really big bleed, and they ended up 

ringing an ambulance. Ambulance come, but they sent him home at like three 

o’clock in the morning, the same day, and I thought it were disgusting, there 

were obviously summat wrong with him, and he was still losing blood when they 

sent him home, he’s 80-odd…He wasn’t admitted… they didn’t have a bed, and 

they sent him home at stupid o’clock in the morning,” (Senior Carer, B2S3) 
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“I think they should just not discharge them until everything’s in place…they just 

wanna get them out, don’t they…But late discharges as well, like seven, half 

seven at night, I think that’s ridiculous…” (Senior Carer, B1S1) 

There was a concern expressed by some care home staff that hospital staff did 

not always appear to be aware of what resources were available within the care 

home. Staff in Care Homes B1 (Mixed) and B2 (Residential) stated they were 

not always able to deliver what was being asked of them and were reliant on the 

availability of the wider primary care team, hence the importance of timing: 

“They send them out that day and you haven’t got anything in place for them” 

(Senior Carer B1S5) 

“No, ‘cause they just think when they’re coming back to here sometimes, it’s a 

nursing unit, don’t they?...A lot of the time they just think we’re all nurses.” 

(Senior Carer, B1S1) 

7.3 Staffing Capacity and Capability 

The quality and continuity of medication management depended on having 

enough adequately trained staff. Staff in the care home highlighted a number of 

factors which may influence the availability of adequately trained staff including: 

the type of organisation (e.g. nursing v residential) and the timing of transition. 

The type of organisation affected the number of clinical staff available and how 

tasks were assigned. For example, in the nursing home, medication 

reconciliation was only conducted by nursing staff. In the mixed and residential 

facilities, nurse availability was limited therefore tasks such as medication 

reconciliation were conducted by non-clinical staff: 

“It’s usually the senior carer [who conducts medicines reconciliation]…they’ve 

got seniors on the nursing units that do medication now.” (Senior Carer, B1S1)

  

However, there was some concern that the approach of non-clinical staff was 

varied and appeared less systematic compared to the descriptions provided by 

care home nurses (see discussion around use of tacit knowledge in ‘culture and 

context’ section). This highlighted the need to clarify what training/ qualifications 

are required to conduct medication reconciliation. 
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Care home staff explained that the timing of transition affected capacity and 

capability of staff. For example, the number of staff on the night shift was often 

lower than during the day and the composition of the staff with regards their 

knowledge and skill may differ. Although it was felt there was little which could 

be done to manage this in the case of unplanned admission, care home staff 

explained that this was one of the reasons that they tried to avoid late night 

discharges: 

 “So, you know, we’re not going to turn anybody away, but we try to make it so 

that it’s reasonable time because obviously we [nurses] need to do an 

admission, you can’t leave it, for the night staff they, they don’t have time to do 

admissions.  Erm, and we need to do at least the basic admission until the 

morning when we can carry it on but, erm, if they don’t get them there in time, 

that’s when we struggle.” (Care Home Nurse, A1S1) 

Some care home staff stated that policies were in place in attempt to prevent 

late discharges (see Chapter 6) but that these were not always adhered to. 

Some hospital staff appeared to find the care home policies frustrating and 

obstructive. It appeared difficult to reconcile the demands of the hospital and 

care home systems:  

“We try and discharge the majority of patients on a morning, just both to clear 

the beds out so they are ready for patients to come back into us, but also to, if 

there’s any problems we deal with them early on.  We don’t discharge people 

after… try not to discharge people after six o’clock on an evening because 

obviously it’s late and it’s quite unsettling for patients.  Care homes have a lot of 

their own stipulations about how many patients they can take.  Really, we’ve got 

a care home on… now we’re trying to send a lady and they only accept one 

patient a day and they don’t accept on certain days of the week and things, 

because I think they do it round what staff they have got.  I know patients who 

are going to care homes for assessment beds they have to be in before a certain 

time, so it’s that communication with the home about what… some are not 

bothered, they accept patients at any time, others prefer… a lot of them prefer 

to take them on a morning because that’s when they generally have the most 

senior staff on, so that when they come in they can get them settled back into 

the home or in the new home, and ring the ward if there’s any issues.” (Hospital 

Nurse, H2N1) 

Where transition out of hours occurred, staff explained there may be a 

negative impact on the quality and continuity of medication management. The 

use of agency staff appeared to be more frequent during the nightshift, which 
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appeared to impact on the familiarity with the processes in that care home 

and/or residents. Staff described incidences, for example where agency staff 

had sent medication into hospital with the resident: 

“we’ve discovered one of our lady’s went in for, er, ten days ago on the night 

staff, and two of our night nurses are from Hungary, and they automatically sent 

them all the drugs, but they didn’t send the CDs (*controlled drugs) which she 

takes, you know?  But they sent them because where they come from you 

always do.” (Care Home Nurse, A1S1) 

“I think one of the night nurses recently sent somebody in with their medicines 

and fortunately they came back with everything. But usually we don’t.” (Care 

Home Nurse, A1S3) 

Hospital staff confirmed that processes did not appear to be followed as reliably 

by the care home staff at night:  

“Sometimes we have to ring them and ask them to fax it because I think it 

depends, if they’ve come in the middle of the night depends who was on shift, if 

it’s an urgent they don’t always send it all …” (Pharmacist, H2P1) 

Hospital also highlighted that agency staff were not always familiar with the 

resident, therefore were not always able to provide the same level of information 

to support quality and continuity of medication management in the hospital 

setting:  

“…care homes then send staff that are agency staff or whatever, so they don’t 

actually know the patient either” (Hospital Nurse, H2N1) 

Staff highlighted a need for training to support medication management in the 

context of this transition. Many staff recognised that residents should be more 

involved and better-informed regarding medication changes but were unsure 

how to involve residents and their relatives in medication-related processes and 

decision making, in a meaningful way. Pharmacists, in particular, highlighted the 

need for more training and resources to support effective communication 

regarding medication with people with dementia: 

 “I don’t feel I have the skills necessary to identify how lucid patients have been.  

So, I’ve seen patients with a diagnosis of dementia who are perfectly lucid, 

perfectly able to tell me that, and I’ve seen patients who cannot tell me anything, 

and I don’t feel I can distinguish between an accurate verbal history versus an 
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inaccurate one.  So, I am reluctant to use a patient once we’ve got a diagnosis 

of dementia in case they give me inaccurate information, whereas if I’ve got a 

MAR chart that’s a carers administration record, that tells me a lot of what I need 

to know…” (Pharmacist, H1P2) 

This in turn appeared to impact on the ability and motivation to adapt processes 

to support the involvement, design systems and prioritise resources and posed 

additional barriers to communication. Hospital staff stated training to develop not 

only skills, but general dementia awareness may help to inform decision making 

at transition:  

“…talking to the foundation level pharmacists, they know nothing about how to 

talk to these sorts of patients, or even the issues they were having.  So, this 

family were saying we wanted to get mum home before it was dark because she 

really struggles being out and about at night-time, but our foundation level 

pharmacist wouldn’t know that would be an issue with dementia patients.” 

(Pharmacist, H1P2) 

Some care home staff appeared to lack the confidence to speak with people 

about their medication as they did not want to further confuse the person and 

risk adherence problems: 

“…sometimes if they haven’t really got bad advanced dementia, then they will 

know that they take five tablets, and they’ve now got seven, or now got six, they’ll 

say ‘no, that's not my tablet, I only have five’, but trying to explain to ‘em- that 

you’ve been put on another one- is sometimes a little bit hard.” (Senior Carer, 

B2S3) 

Chapter 5 highlighted that policy recommendations and tools to support 

transition in this context are limited and there is reliance placed on staff to adapt 

processes to ‘fill the gaps’. Staff training did not always equip them with the 

knowledge and/or skills to do this.  

7.3.1 Impact of Timing  

Staff in both settings highlighted the potential impact of transition ‘timing’ on the 

quality and continuity of medication management. The timing of transition was 

reported to affect things, such as the number, type and availability of staff; the 

availability of relatives; the experience of the resident. However, timing was 
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often affected by difficulties organising and co-ordinating the multiple, 

medication and non-medication elements of transition.  

The staffing capacity and capability of the ‘night staff’ appeared to differ from the 

‘day staff’. Care home staff described fewer, less qualified, and higher number 

of agency staff working on the night shift. Hospital staff also recognised that the 

composition of the ‘night staff’ is different to the ‘day staff’ and that this may 

impact on the quality of medication management at transition at this time: 

 “Sometimes we have to ring them and ask them to fax it because I think it 

depends, if they’ve come in the middle of the night depends who was on shift, if 

it’s an urgent they don’t always send it all, or like I say stuff goes missing all the 

time which is really bad…” (Pharmacist, H2P1) 

“I know patients who are going to care homes for assessment beds they have 

to be in before a certain time, so it’s that communication with the home about 

what… some are not bothered, they accept patients at any time, others prefer… 

a lot of them prefer to take them on a morning because that’s when they 

generally have the most senior staff on, so that when they come in they can get 

them settled back into the home or in the new home, and ring the ward if there’s 

any issues.(Hospital Nurse, H2N1) 

Whilst some hospital staff understood the relationship between timing and care 

home staffing arrangements (discussed in ‘staffing capacity and capability), 

others found the stipulations, and staff imposing them, to be deliberately 

obstructive and were frustrated by what they felt were unnecessary delays to 

discharge:  

 “Some care homes are very good and very involved in their patient’s care, and 

they come in and they assess them before they go back and make sure 

everything is okay... sometimes it’s helpful, sometimes you feel it’s a delaying 

tactic…” (Doctor, H1D1) 

Staff described that, in some cases, meeting the care home curfew was 

prioritised over the discharge processes being complete, for example 

medication supply was delayed: 

“… if we’ve got some care homes will say we can’t accept the patient after this 

time, therefore the nurses want to discharge the patient and free the bed, if it’s 

just medicines, they are just waiting for they will send them later.” (Pharmacist, 

H2P2) 
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Conversely, there were occasions, where problems with the co-ordination or 

delays in the hospital process delayed discharge. As highlighted in the staffing 

theme, the timing of transition is crucial in terms of staff capacity and capability 

both within the care home and wider primary healthcare system. Hospital staff 

recognised the need to improve in this area and limit delayed/ late discharge, 

especially in this population. However, there appeared to be a number of 

challenges with internal systems and processes which made the exact timing of 

discharge difficult to predict. Hospital staff described this caused tension 

between ‘teams’, pharmacists for example felt they were ‘blamed’ for the delay, 

when the problem was elsewhere in the process: 

“People usually leave the hospital too late in my opinion, a morning discharge is 

always the best, but it’s always challenging to achieve in frail elderly people in 

hospital to be honest for multiple reasons… But then even if you say well it’s a 

bit late today, let’s send them home tomorrow morning, they still don’t go 

tomorrow the next day morning they go, so it’s just the processes.” (Doctor, 

H1D1) 

“It depends, hopefully the doctors say they should be able to go home on 

Thursday so you can plan effectively so that you can get them discharged in the 

morning.  That never happens…the doctor says, ‘Oh yeah Thursday they can 

go,’ oh right okay brill, so we’ll wait… the care home knows in advance, we know 

in advance, asking the doctors for a few days, ‘Can you write the TTOs?  Can 

you write the TTOs?’  ‘Yeah, but I need to do the ones for today, yeah I need to 

do the ones for today.’  TTOs are in pharmacy, ‘Pharmacy can you dispense 

them the day before, so it gets…’ ‘Yeah. but we need to do the ones for today 

first.’  It’s that sort of thing, and that’s really frustrating, but if you can cure that…!” 

(Hospital Nurse, H1N1) 

“… the biggest thing is usually either the letter is not written at all, so the 

discharge decision has been made and the nurses have organised everything 

for them to go home and the doctor or medic or non-medical prescriber hasn’t 

done the discharge, or we have been told about it, they say pharmacy has got it 

and then we’ve actually bounced it back because there’s loads of issues with it, 

or there’s something getting sorted.  So, it always lands that it’s you’re waiting 

on medicines from pharmacy and it’s been four hours, it’s like that’s very unlikely, 

we’ve got a two-hour turnaround unless it’s urgent.  Depends on the TTO, if it’s 

a controlled drug or a Venalink it’s a two-hour turnaround, if it’s a regular 

prescription it would be an hour turnaround.  So, it’s usually unlikely that it’s us 

that’s delaying the process, but we do get blamed a lot for it.” (Pharmacist, 

H1P1) 
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Resource constraints were noted in Chapter 5 as a reason for policy deviation 

and Chapter 6 in preventing the involvement, thus empowerment, of care home 

residents with dementia, their relatives and care home staff, in processes related 

to medication management at transition. Strategies used to manage resource 

constraints appeared to fit broadly within two areas: 1) Prioritisation ‘cost v 

benefit’ 2) Improving efficiency. Medication management for care home 

residents with dementia appeared to present a number of unique challenges 

which placed ‘additional demands’ in an already stretched system. 

One strategy used by staff to manage medication-related processes with limited 

resources, was to prioritise certain tasks and/ or patients. The decisions over 

what and how to prioritise often appeared to be informed by a rational decision-

making approach, which weighed up the ‘costs versus benefits’ of the various 

options. In some cases, this approach appeared to lead to the de-prioritisation 

of tasks or people, especially where the benefits were unclear or ‘less easily 

measured’. In these circumstances, decision making was influenced more 

heavily by previous experience and preconceived ideas (see Chapter 6). 

7.4 Co-ordination and Inefficiency  

The need to co-ordinate various tasks and people at this transition appeared to 

be time consuming and staff did not always appear to have the capacity to 

manage the process proactively. Systems were not set up to support transition 

in this context, where the involvement of other people was more important or 

different processes needed to be co-ordinated. Where things were poorly co-

ordinated, there appeared to be an impact on the quality and continuity of 

medication management, as it resulted in policy deviation or suboptimal care as 

tasks were not able to be undertaken, completed or were completed sub-

optimally. Examples of this were, the co-ordination of care home staff and/or 

relatives to accompany residents at transition and sending residents home 

without medication. These factors will now be discussed in further detail and 

their impact explored. 

7.4.1 Co-ordination and Timing 

Hospital staff described that co-ordination and timing of events within the overall 

system sometimes posed additional challenges which had the potential to 
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impact on the quality and continuity of medication management, for example, 

multiple medication management processes had to be completed before 

transport arrived to take the resident back to the care home. If medication was 

not ready, then the resident may have to leave without it: 

“There is always a rush to get the discharge summary done or the prescribing 

part of it done just before the pharmacy shuts so we can get the medicines in 

time, or when we know that this patient will discharge today first thing first job is 

just to make sure you do the prescribing part, get the medication and we can fill 

out the summary later…  it also depends on if they need to leave at a certain 

point in time, say that transport is coming at this time so we need to make sure 

we get everything done before transport comes so a patient can go.” (Doctor, 

H2D2)  

“Sometimes… we try and send all patients with their medicines, there are 

occasions where they don’t, they might go home and their medicines will follow 

later because they have not been available and the transport has come for them.  

It’s not good practice really.” (Hospital Nurse, H2N1) 

“They send it in a taxi, yeah… sometimes the transport’s arrived before the 

medication were ready. Half past nine at night, we’ve had one of them bringing 

a DNR form….” (Senior Carer, B1S1) 

The timing of the discharge was also co-ordinated to fit in with what has been 

agreed with the care home, especially if they have a ‘cut off’ beyond which they 

will not accept residents. Care home staff reported that the hospital was not 

always able to fulfil this, but hospital staff stated that their aim was to organise 

medication for discharge to enable that to happen. The discharge co-ordinator 

role was highlighted as being helpful in supporting staff with this complex co-

ordination of multiple processes:  

“…Coordinator is always better; I know Ward X are getting a discharge 

coordinator type role soon because they did have one before and it does make 

a lot of difference.  I always explain very thoroughly when I come on to the ward 

with TTOs and people are complaining how long it’s taken. I do try and always 

cement the process that it’s gone through: that someone has to write this 

discharge letter then someone has to check it and someone has to actually 

check the supply and then dispense it and then bring it back, make sure it’s all 

safe and that sometimes the pharmacy don’t have it.  It’s just such an easy ‘out’ 

on the ward, and I get why they do it, because we’re not there and they’re 

bearing the brunt of it, but it just is really frustrating…” (Pharmacist, H1P1) 
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Care home staff again appeared frustrated at the huge amounts of medication 

waste produced. Some care home staff stated that they had received phone 

calls from hospital to ask what medication they already had at the home. Other 

staff stated this was what was needed, some staff empathised with hospital staff 

and recognised that this may be a challenge if they are ‘busy’ but something 

needed to be done: 

“…our hearts’ll sink as we see them [medicines] because we just think, oh it’s 

just such a waste. Yeah.” (Care Home Nurse, A1S2) 

“We use the stuff in the blister… if they rung us and say, have you got enough - 

‘cause everybody’s on a 28-day cycle - so if they’d just ring us and say, have 

you got enough medication?  We say, yeah, that’ll save them quite a bit of 

money.” (Senior Carer, B1S3) 

Hospital staff were not aware of the waste of medication sent out at discharge. 

Although, at a policy level the SOP from Hospital A did highlight the need to 

ascertain what medication the care home had in stock prior to discharge, the 

roles and responsibilities were not clearly defined, and staff stated they did not 

always have time to ring the care home prior to discharge to check stock: 

“I think it needs to be that every pharmacist liaises with the care home to find 

out what they have got and what they haven’t got, and they need to look at where 

they’re actually sending a box of tablets is that just going to go in the bin, 

because if it is why are we even dispensing it?  This is one way to speed up the 

whole of the discharge process.  I think we need to look at all those, does the 

pharmacy here need to dispense the tablets or can a community pharmacist 

dispense them?... it’s not fair on a person especially from a care home who has 

got dementia to be waiting hours to go home because they are waiting for tablets 

that could be done in a different way.” (Hospital Nurse, H1N1) 

“We find that the nurses aren’t very… they don’t prioritise medicines I would say 

because they are busy, so they are not very good at doing that check on 

discharge, so they tend to on a lot of wards they will just automatically get 

dosette and MAR chart for this patient, so I’ve had a patient this morning, 

actually I’ve rung the care home, no we’ve got everything here we don’t need 

anything.  So it’s a pharmacy job, and I think it is really to sort that transition 

out…if they’re going to a care home I will tend to ring and say look what do you 

want?  Because if nothing has changed while they have been in they don’t need 

anything.” (Pharmacist, H2P1) 
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“So the wards where we have a discharge coordinator they tend to do that 

automatically, and when they call us up to say we’ve got a patient going back to 

existing care home, they’ve got all their medicines, they know it’s one of our 

usual questions, they know it’s something while they’re doing a verbal handover 

of other things they can ask that.” (Pharmacist, H1P2) 

Many pharmacists stated that they rang care homes to check stock, despite care 

home staff stating that they rarely received a phone call to check stock, and that 

the majority of residents were sent home with a supply of medication: 

“Even if they’ve got everything, and that is the case for patients who are going 

home care, but if they’re going to a care home I will tend to ring and say look 

what do you want?  Because if nothing has changed while they have been in 

they don’t need anything.” (Pharmacist, H2P1) 

“I always ring, always to see if… what their preference is for type of supply, if it’s 

the original packaging or dosette box, and then I also ring do you have things 

that they came in on at the care home, especially controlled drugs, because it 

delays discharges and it takes so long, and just one of the caveats is always 

that if the directions have changed I will always just supply it because the care 

homes they have to have it labelled exactly right.” (Pharmacist, H1P1) 

7.4.2 Limited Infrastructure 

The infrastructure within the care homes which supported staff to identify, 

organise and provide information quickly and efficiently at transition appeared to 

be limited. Paper-based records and limited infrastructure in the care homes 

resulted in reliance on a photocopier to copy documents prepared in advance of 

the transition e.g. MAR chart, care plans etc. This strategy helped staff to 

address other competing priorities such as calling relatives and caring for and 

preparing the resident for transition. Some staff were unsure which documents 

should be photocopied and were concerned that some documents prepared in 

advance may result in out of date information being communicated. The 

availability of a photocopier was limited at Care Home B1, especially outside of 

office hours which may have impacted negatively on both the quality and volume 

of information provided and the ability to fulfil other tasks associated with 

transition:  
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“If we can’t photocopy that, then we’d, we’d have write it…because if it’s during 

the night or something, we haven’t got, erm, access to, er, photocopier, so we 

would put all them details on paper and that would go with them as well...” 

(Senior Carer, B1S2) 

“Weekend, yeah, weekends, we don’t get into the office, it’s all closed up is that, 

so it is a matter of writing it out by hand.” (Senior Carer, B1S1) 

Care home staff also described the challenge of transcribing potentially large 

medication lists in the timeframe and the impact on the efficiency of the process. 

There may also be a greater risk of transcribing error, given that it may be 

implemented in a rush, sometimes by non-clinical staff. In addition to 

photocopiers being used at the point of transition, care home staff also used 

them to provide duplicate or additional information as requested by the hospital, 

when information had not been provided or had been misplaced. Reliance on 

the photocopier was heightened by the reliance on paper, rather than electronic 

communication. The limited IT infrastructure within care homes was highlighted 

by hospital staff, where systems are increasingly becoming paperless, as 

problematic. Hospital staff stated paper was more easily lost which wasted time 

and posed a potential governance risk: 

“Computerisation obviously [would improve things]…if everything was on 

computers, we’re a bit off that, obviously working towards that, pieces of paper 

and things just get mixed up and go missing, and it’s filed and misplaced, 

because it’s a busy environment, we’re busy, there’s lots of ward changes and 

things… do get lost.” (Doctor, H1D1) 

“Everything’s paper, paper and pen…”  (Senior Carer, B1S3) 

Loss of items was a regular complaint voiced by staff and residents, therefore 

although the care home systems may be suboptimal, there appears to be a wider 

issue to be addressed by the hospital. Care home staff reported the hospital 

contacting them repeatedly for duplicate information which resulted in additional 

time and effort spent faxing documentation or explaining over the phone: 

“Every hour!  So, we send all the information about what diet they’re on, what’s 

their mobility like, and you can guarantee they’ll lose that and then they ring us, 

well how does she eat, how does she drink, does she have this, does she have 

that?  Well, I’ve sent that up for you, but they still ring.  And then they can ring 

again a couple of hours later, how does this lady eat and drink?  Well, I’ve just 
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told your colleague…and then they’ll ring up sometimes and ask about the 

medication.  What, you haven’t let us know what she’s on.” (Senior carer, B1S3) 

“Erm, just sometimes when you take the, the care file and things, they can 

be…kind of lost…so we tend to get our staff to bring the care file back with them 

when the hospital have got their information.” (Senior Carer, B2S2) 

Sometimes multiple phone calls were received due to inadequate internal 

handover of information at shift changes or when a resident moved ward. There 

was a perception by care home staff that issues with recording or handover of 

information in hospital, impacted on the hospital internal handover system:  

“…what’s she like eating and drinking, and we've already told ‘em, … it’s like 

different changeover of staff; but why don’t they have like a documentation, like 

an handover to… if we've got a new person, I always go through everything I 

know, um, everything about her… we write it, we photocopy it three times; one 

goes in t’ handover, one goes there and one goes in t’ daily notes, so that carers 

have got it there. …” (Senior Carer, B2S1) 

Many care home staff appeared frustrated by multiple phone calls requesting 

information which they had already provided. Having a predominantly paper-

based system in the care home appeared to contribute to both the loss of 

information in the hospital setting and made duplication of information, if 

requested, more time consuming. Hospital staff appeared to be more positive 

about move towards using electronic records and communication and had 

identified potential benefits such as preventing paperwork getting lost or 

misplaced, which had been identified as a problem at this transition. Care home 

staff views regarding IT varied. Most staff could see some benefit, but others 

were less familiar with using computers, or had bad experiences with electronic 

systems in the past and were therefore more apprehensive. 

7.4.3 Accompanying Residents at Transition 

Care home and hospital staff felt that ideally residents should be accompanied 

at transition to support the person with dementia and the communication of 

information. However, due to care home staffing constraints and hospital 

processes which resulted in care home staff being away from the home for a 

sustained period, it appeared to be becoming increasingly less likely that care 

home staff accompanied residents at transition even though it may be needed: 
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“We never send ‘em on their own, never. … this is what's happened recently - 

somebody’s took ‘em into hospital on their shift, say two o’clock, and their shift’s 

at eight o’clock, and they're still there with ‘em, but they're waiting to be admitted 

onto a ward, um, they’ll say, ‘no you can’t go, ‘cause they’ve got dementia. But 

basically, they're in the hospital’s care, aren’t they?... sometimes that person’s 

been on a 12-hour shift and been there s-, till ten o’clock, and I don’t think it’s 

right really.” (Senior Carer, B2S1) 

“… because patients a lot of the time will say, ‘Well I had a fall and I’m fine, I 

don’t know what I am doing over here’… where they have come in without 

anybody and they say, ‘Well I can’t understand why I am here.’ Then the doctors 

are on the backfoot before they have even started…” (Hospital Nurse, H2N1) 

Care home staff stated family were contacted to try to avoid residents being sent 

alone. However, family members were not always able to get there in time as 

they may live remotely or be at work. Staff highlighted transitions were more 

frequent at night, which may be inconvenient for some families. Care home staff 

appeared to perceive the role of accompanying the resident as interchangeable, 

however hospital staff highlighted this had the potential to impact on the type 

and quality of medication information received: 

“They [Family] get the option to go with them…. We’ve always given them first 

option because obviously at present times with what residents we’ve got and 

staff levels, I’m not gonna be able to send somebody with them.” (Senior Carer, 

B1S2) 

 “I’d expect them to tell me that he were taking tablets, or I would expect them 

to tell me that he was on insulin. ‘Cause obviously I’ve got to, I’ve got to tell them 

that at the hospital or I’ve, I need to know about it if anything goes wrong…” 

(Relative, B1F2) 

The unpredictability of hospital processes also contributed to the reluctance to 

send care staff with the resident at admission. Staff described waiting in A&E for 

hours and the potential impact on staffing levels within the home over a 

sustained period. Hospital staff acknowledged this may be a problem and 

suggested that people who were accompanied may on some occasions be left 

longer than those who are unaccompanied. However, hospital staff also 

recognised the importance of having a member of care staff present, to provide 

a verbal handover of information. This was viewed as incredibly important, 

especially for people with dementia, as it enabled a more person-centred 

approach to both minimise distress and support effective communication: 
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“I know you’ve got your paperwork but sometimes, you know, verbal handovers, 

in conjunction with the paperwork, are really helpful.” (Care Home Nurse, A1S3) 

The importance of ‘who’ accompanies the resident was also seen as important 

for an effective handover of information. Hospital staff stated that it is helpful if 

the person accompanying knows the resident, agency staff were felt to know 

less about the resident. Equally, although family members may be able to 

provide some information about the resident, hospital staff perceived them to 

know a limited amount about medication-related matters. 

Summary 

Having insufficient time and resources was widely cited by staff as impacting on 

the quality and continuity of medication management. Transition was described 

as a ‘‘pressure point’ where staff had multiple competing priorities to address in 

a limited timeframe. Resource constraints forced staff to make difficult decisions 

about the prioritisation of certain tasks or residents/patients. Many staff 

described prioritisation based on a rational approach to decision making which 

considered the ‘costs versus benefits’ of the options. Many processes involved 

in managing medication at this transition were considered resource intensive as 

they involved adaptation. As the benefits of some tasks were uncertain, or the 

benefits to the person with dementia and/or living in a care home versus 

someone without dementia and/or going home were unclear, this population and 

aspects of medication management important to this population, e.g. person-

centred approach, may be deprioritised.  
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Chapter 8: Discussion 

8.1 Introduction 

This thesis has identified and examined the factors that influence the quality and 

continuity of medication management, when people with dementia move 

between the care home and hospital setting. Critical realism and systems theory 

informed the study design which examined medication management at a policy 

(macro); process (meso) and practice (micro) level and explored the 

experiences and perspectives of multiple stakeholders, within multiple settings 

and across health and social care. The research has employed multiple 

methods: semi-structured interview and documentary analysis and analysed 

data using an inductive approach to thematic analysis and triangulation of 

methods and perspectives, within and across settings.  

The first phase was based within three different types of care home (nursing, 

mixed and residential) and involved speaking with care home residents with 

dementia, and families (where resident no longer able to communicate verbally), 

who had been discharged from hospital in the last six months and care home 

staff involved in managing medication at points of transition. Current practice 

was considered in light of care home policy recommendations and 

implementation tools. The second phase was designed to understand 

medication management at this transition from the perspective of doctors, 

nurses and pharmacists caring for this patient population, to examine the 

challenges and provide an alternative perspective to the care home interviews 

and explore some of the themes raised in greater detail. Exploration of both 

admission and discharge processes provided an insight not only into how 

processes worked across the care home/ hospital boundary, but also the impact 

and connectivity of processes across the whole system. 

The aim of this chapter is to firstly summarise, discuss and interpret the main 

findings in the context of the wider literature and consider potential implications 

for policy, practice and future research. The theoretical and methodological 

aspects of the research will then be discussed.  
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8.2 Theme 1: Policy Practice Gaps 

Triangulation of recommendations in national guidelines, organisational policy 

and interview data, identified a number of discrepancies or ‘gaps’. Many studies 

have explored policy practice gaps in a healthcare context, but fewer consider 

this in a social care context. There are many theories and concepts that have 

been used to explain the differences between policy and practice and the impact 

in healthcare, which are relevant in this context including: implementation 

science; evidence-based practice; behavioural science and organisational 

culture. Whilst it is beyond the scope of this thesis to discuss these theories in 

detail, the key findings will be explored in light of pertinent aspects. 

Health care and social care systems are complex, adaptive, sociotechnical 

systems that rely on workarounds, trade-offs and adjustments for everyday 

activities to succeed (Braithwaite et al. 2016), therefore it is perhaps 

unsurprising that some of the challenges may be transferable. Braithwaite et al. 

(2016) explains that given the complexity of these sociotechnical systems it is 

inevitable that ‘work as imagined’ (WAI), for example, within policy and 

procedural documents, differs from ‘work as done’ (WAD), for example, how 

things happen in practice. This study highlighted the importance of both 

perspectives, described by Braithwaite et al. (2016: ix) as “regulatory-policy, 

managerial, top-down, blunt end” and ‘front-line, practice-centric, bottom-up, 

sharp end” so that they can be reconciled. This research highlighted reliance, 

particularly in the care home settings, on a ‘front-line, practice centric approach. 

Braithwaite et al. (2016), states that having only one standpoint is both 

‘insufficient’ and ‘dangerous’. 

Challenges in implementing policy into practice can be considered in relation to 

implementation science. Implementation science is: “the scientific study of 

methods translating research findings into practical, useful outcomes, is 

contested and complex, with unpredictable use of results from routine clinical 

practice and different levels of continuing assessment of implementable 

interventions.” (Rapport et al. 2018: 1). In a paper discussing implementation 

science in a health research context, Rapport et al. (2018) clarifies some of the 
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foundational concepts including: diffusion, dissemination, implementation, 

adoption and sustainability.  

Figure 9: The Five Categorise of Implementation Science (Rapport et al. 2018) 

 

 

There were challenges with policy implementation and other aspects of the 

‘policy process’, particularly within the care home settings and the most salient 

will now be explored in further detail.  

Rapport et al. (2018) describes implementation as “both an ideal and an 

endeavour.”  This study identified ‘a disconnect’ between policy and practice 

both in terms of ‘what’ and ‘how’ policy was implemented. One of the 

disadvantages of policies and implementation strategies is that they are 

designed to provide general ‘high level’ recommendations and often have a 

limited appreciation of context (Hollander-Feldman and Kane 2003; Greenhalgh 

et al. 2011; Health Foundation 2014; Lau et al. 2016).  Leotsakos et al. (2014) 

states that for any standardised process to be effective it must be specified and 

communicated at a level of detail sufficient to permit consistent and verifiable 

implementation by different users at different times and in different settings. This 

study found that person-centred policy recommendations were particularly 

vague. One of the impacts, pertinent in this study, as highlighted by Rapport et 
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al. (2018), concerned ‘wasted resource’. The resources most frequently referred 

to as ‘wasted’ were staff time and effort and medication supplies.  

Adoption of policy is described as ‘the degree of uptake of new ideas, 

behaviours, practices and organisational structures’ and in many cases is 

context dependent (Rapport et al. 2018). Both settings described problems 

associated with resource constraints which prevented the adoption of policy 

recommendations or adaptation to meet the needs of care home residents with 

dementia. In the care home, the culture also appeared to affect adoption as 

some staff, particularly non-clinical staff, felt a ‘formal’ ‘standardised’ approach 

went against the ‘homely’ ‘personalised’ experience they were trying to achieve. 

This is discussed when we explore ‘context and culture’ in further detail in the 

next section. 

Feedback appeared to be especially important at points of transition, as the 

impact of action taken was not always ‘felt’ or ‘visible’ in the same setting. In the 

model described in Figure 9, to be sustainable, the feedback loop should cycle 

through the five action phases (Graham et al. 2006; Eccles et al. 2009). 

However, this study found staff in both the care home and hospital setting tended 

to work around any problems they encountered, rather than provide feedback. 

There were several barriers to feedback, but the most salient in this study were 

that staff felt the process was time-consuming, overly bureaucratic and that 

“nothing appeared to change” as a result. Care home staff stated formal 

feedback was reserved for major incidents. Power imbalance also appeared to 

pose a barrier to feedback, especially with regards to medication, as all non-

clinical staff, residents and relatives doubted their level of knowledge and 

authority. Care home residents and relatives did not want to appear difficult or 

burdensome and they trusted that staff were acting in their best interest. 

Although work has been done to try to change the way feedback is viewed, partly 

informed by the ‘Safety II’ systems approach and supporting a positive ‘learning 

culture’ (Hollnagel 2012; 2013), feedback still appeared, in some cases, to be 

viewed as criticism. Some staff stated training regarding when and how to 

provide and receive feedback may be helpful, as would being informed of the 

outcome to reinforce its value. 
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There appeared to be a lack of stakeholder involvement in all aspects of the 

policy implementation process. Involving stakeholders, including healthcare 

professionals, social care professionals, care home residents and family 

members may help to close the gap between policy and practice, as the 

recommendations and implementation strategies would likely be more aligned 

to the needs of those groups and sensitive to local context. Ensuring that 

feedback is easy to provide, and any action communicated is also important. As 

Rapport et al. (2018) describes, for something to be sustainable, it is not enough 

just to measure the success of its evidence base, it also needs to take account 

of the real-world environment setting. Staff highlighted challenges with 

implementing policy recommendations including, lack of awareness, 

recommendations which were ineffective or inappropriate in this context and 

resource constraints. Stakeholder involvement facilitates a ‘two-way’ exchange 

of knowledge and allows practice to inform policy, rather than the traditional ‘top-

down’ approach and staff may also feel they have greater awareness and 

ownership of the policy as a result. Others have also found, as in the case of 

this study, that evidence-based guidelines do not necessarily reflect the 

preferences of patients and do not seek to involve them (Lewis et al. 2003). 

Involving care home residents and relatives in the formulation of policy and 

encouraging feedback may help to tailor policy to better reflect their needs and 

preferences.  

8.2.1 Policy Implementation in the Care Home 

8.2.1.1 Policy and Context  

Policies, guidelines and procedures support standardisation of evidence-based 

approaches. Evidence-based practice is a philosophical approach that opposes 

traditional ways or ‘the way we have always done things’ (Specht et al. 2013). 

In healthcare settings, evidence-based practice (EBP), has been shown to 

improve outcomes and efficiency (Melnyk et al. 2012) but, as highlighted in the 

previous section, context is a key factor when implementing evidence in practice 

(Glisson 2007; Glisson et al. 2008; McCormack 2001; Rycroft-Malone et al. 

2009). Cammer et al. (2014) found research examining the influence of context 

and policy use within care homes was limited. Two Canadian based studies 
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explored the complexity of knowledge use and the uptake of policy, specifically 

within long term care settings (Cammer et al. 2014; Desveaux et al. 2019). A 

number of factors identified as influencing policy uptake within these studies and 

others, aligned with those explored within this thesis, for example: availability of 

staff or resources (McCormack 2001; Rycroft-Malone 2008; Cammer et al. 2014; 

Desveaux et al. 2019); differing professional expectations and mismatch in 

outcomes (Desveaux et al. 2019); culture (McCormack 2001; Janes et al. 2008; 

Scott et al. 2008; Cammer et al. 2014).  

8.2.1.2 Policy and Culture 

Organisational culture represents shared ways of thinking, feeling and behaving 

(Mannion and Davies 2018) and can be explored on a number of levels. Davies 

et al (2000) describe these levels as: ‘Assumptions’ which are the ‘taken for 

granted’ views of the world and how one can understand and intervene in it; 

‘Values’ which constitute the basic foundations for making judgements and 

‘Artefacts’ which are the described as the physical and behavioural 

manifestations of culture. This thesis found that the culture within some care 

homes may influence the development and implementation of medication-

related policy recommendations at this transition.  

There were two key areas identified where there appeared to be a clash between 

care home culture and a policy-driven approach. Firstly, some staff were 

concerned that policy-driven, standardised practice in general, was ‘cold’ and 

‘formal’ and may be detrimental to the ‘homely’, ‘informal’, ‘person-centred’ 

environment they were striving for. Secondly, policy recommendations and the 

tools and strategies designed to support implementation were ‘medical model’, 

safety oriented, therefore did not align with staff values and priorities which were 

more ‘social model’ oriented and focused on supporting person-centred aspects 

of medication management. 

Creating a ‘homelike’ atmosphere was noted to be one of the guiding principles 

of the culture change movement in nursing homes, supporting the transition 

from: ‘healthcare institutions to person-centred homes’ (Koren 2010). Cammer 

et al. (2014) identified, as in the case of this thesis, that there was discord 

between being ‘homelike’ and institutional characteristics such as workplace 
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guidelines, policies, routines and legislation. If this is not reconciled it may impact 

on the implementation of policy and, as a key function of policies and procedures 

is to summarise and facilitate the implementation of standardised evidence-

based approaches (Titler et al. 2008), this may widen the ‘research to practice 

gap’ (Ploeg et al. 2007; Berta et al. 2010; Cammer et al. 2014; Masso et al. 

2014; Estabrooks et al. 2015). 

With regards to medication management specifically, there appeared to be a 

clash between the ‘social model’ culture described by care home staff and the 

‘medical model’ culture promoted in policy. When staff described the rationale 

and justification for their actions, their beliefs and values appeared to be ‘social 

model’, rather than ‘medical model’, oriented. Emphasis was placed on providing 

a holistic approach that acknowledged the ‘whole person’ rather than discrete 

biological components or diagnoses (Ansak et al. 1983; Carder et al. 2009). 

Medical conditions and medication were described as important, but not 

necessarily the primary focus, of care. It should also be noted that the ‘medical 

versus social’ culture appeared to vary between homes and staff within those 

homes. The nursing home and care home nurses had a stronger medical focus 

than the residential home and senior carers. Having a greater presence of 

clinical staff also appeared to influence other aspects of culture, for example 

‘safety culture’ and the perception of safety and ‘learning culture’ which 

influenced how staff learn and what they use to inform their practice. 

Policy and implementation strategies identified in this study were ‘medical 

model’ orientated both in terms of the approach and content and therefore did 

not always align with staff values and priorities. Carder et al. (2009) found a 

similar ‘social model versus medical model’ clash regarding the management of 

medication in the context of assisted living and argued that policy and practice 

would benefit from dialogue which integrates elements of the ‘social’ and 

‘medical’ model in medication management. This may act as a barrier to policy 

implementation by care home staff, as it is not aligned with and promoting things 

which they feel are important. Care home staff appeared uncertain how to 

successfully marry the two perspectives in practice, to create a standardised yet 

personalised approach which retained a ‘homely’, ‘less formal’ experience for 

residents. A policy-driven approach provides standardised, population-level 
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recommendations, which could be seen as philosophically incommensurable 

with the person-centred culture within the care home. Ensuring person centred 

aspects of medication management are supported within policy and 

implementation strategies may help. Implementing alternative ways of learning 

and promoting evidence-informed practice, for example through concepts such 

as ‘communities of practice’, may also be beneficial (Tolson et al. 2011).  

8.2.2 Gaps in Policy Content  

This thesis highlighted the complexity of medication management for people 

living with dementia in the care home setting and the potential impact of this on 

the type of information that needs to be communicated at transition, how and to 

whom. Each of these will now be examined in further detail: 

8.2.2.1 Type of Information Needed 

This thesis identified, as others have, that medication administration may 

present a number of challenges for older adults with dementia, including: 

swallowing difficulties (Hudani et al. 2015; Parsons et al. 2010 ; Kaasalainenetal 

et al. 2011; Jansen et al. 2013; Gillespie et al. 2015; Reeve et al. 2015; Smith 

et al. 2015; Deng et al. 2017; Wimmer et al. 2017); manual dexterity problems 

(Mirk et al. 2013; While et al. 2013; Elliott et al. 2015) and unpalatable 

medication (Gillespie et al. 2015). However, care home staff highlighted multiple 

barriers which prevented the effective communication of medication-related 

challenges at admission, this included: a lack of clarity (‘what’ and ‘how’ to 

communicate the information); limited scope within existing documentation, and 

a lack of resources (competing priorities, low staff and limited time to provide 

additional paperwork). 

Many care home staff felt that, particularly for residents with advanced dementia, 

disruption of medication routines at transition would impact significantly on 

adherence. Medication routine is recognised as a facilitator of medication 

management for people with dementia and it is noted that disruption may have 

detrimental consequences, such as medication refusal (Reeve et al. 2015; 

Kaasalainen et al. 2011; While et al. 2013; Elliott et al. 2015; George et al. 2008). 

However, there is limited understanding what the impact is in this context and 
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the effectiveness of interventions supporting this are unclear. This thesis, as with 

previous studies, found medication administration within the care home setting 

to be highly routinised (Hughes et al. 2008; 2009; Barber et al. 2009; Carder et 

al. 2009), however this study also highlighted a number of examples where care 

home staff had adapted the usual routine to take account of resident needs, 

preferences and abilities to improve resident experience and support 

adherence.  

Hughes et al. (2004), described adherence as multifaceted and influenced by a 

number of factors and should be seen as a means of achieving a satisfactory 

therapeutic result, rather than as an end in itself. Adherence does not always 

result in good outcomes (Kozma et al. 2002) and over-emphasis on adherence 

may precipitate iatrogenic disease (Maidment et al. 2011). Medication 

adherence appeared to be used by some staff to flag a problem and prompt 

action, particularly in this population where communication may be limited. 

However, it should be noted that many residents appeared to be complying and 

taking their medication as directed, despite finding the experience unpleasant. 

Adherence as a measure of ‘acceptability’ in this population should therefore be 

used with caution and emphasises the importance of speaking to the resident 

regarding their experience, where possible. There was also noted to be a conflict 

between the social model and medical model of medication management in 

terms of how ‘non-adherence’ was viewed. Care home staff were, on the whole, 

more relaxed regarding adherence and did not see it as their role to ‘force it’. 

However, the ability to make that ‘choice’ may prove more difficult for residents 

with more advanced dementia as the ability to understand the consequences of 

non-adherence diminishes (Brauner et al. 2000). Personality traits and 

behavioural symptoms may also impact refusal and reduce the capacity for 

medication optimisation (Arlt et al. 2008). Staff, with a clinical background, 

appeared to be more concerned about adherence and in some cases this 

seemed to be what motivated them to understand the reasons why medication 

was being refused and work with the resident to find a solution.  

8.2.2.2 How Information is Communicated 

Policies and standardised tools did not support the communication of medication 

related needs and preferences at transition, either in written or verbal form. The 
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communication of this type of information was not supported by standardised 

documentation and therefore appeared to rely on staff sending supplementary, 

non-standardised documentation and/or verbal communication of care home 

staff, relatives or residents. Verbal communication also presented a number of 

challenges for care home residents with dementia, which may be compounded 

by transition. These were not addressed and there appeared to be limited 

support for staff to communicate with people with dementia and relatives in 

medication-related processes. Systems were not designed to actively co-

ordinate the involvement of multiple stakeholders, and relatives and/or care 

home staff were not therefore always available at the right time and/or able to 

provide the information needed. The main barriers will now be discussed in 

further detail: 

Standardisation and Safety 

Standardisation promotes the development, agreement and implementation of 

a uniform approach (e.g. process, practice, tool) in order to increase 

compatibility, interoperability, safety, repeatability and quality (Leotsakos et al. 

2014). Standardising routines and procedures for patient transitions has the 

potential to reduce costs and time spent on communication and may improve 

information exchange between involved stakeholders (Cohen et al. 2010; Arora 

et al. 2008). In this thesis, standardisation was predominantly used to support 

medication safety and support the complete, accurate and timely communication 

of medication list information using standardised documentation (MAR chart) 

and medication reconciliation. These are established strategies used to improve 

medication safety, it should be noted that literature to support the use of these 

strategies was predominantly ‘healthcare focused’ and research to support the 

use of these strategies in the context of this transition was limited. 

Medication safety at transition has been extensively studied in a healthcare 

context and supported by the publication of high-profile international reports 

such as the WHO ‘High 5s’ project (2007). The High 5s project examined the 

impact of implementing standardised operating procedures (SOPs) for five ‘high 

risk’ areas, two of which were especially relevant in this context of this study: 

‘Medication accuracy at transitions in care’ and ‘Communication during patient 

handovers’. Reports such as this raised the profile and level of research and 
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policy focus in this area. This may explain why strategies such as: standardised 

information transfer and medication reconciliation appeared to be more 

established within the hospital setting and why hospital staff were able to 

describe the process with greater levels of confidence and consistency.  

This study found fundamental differences between the hospital and care home 

setting, for example culture and training, which may affect the implementation 

and effectiveness of strategies such as medication reconciliation in the care 

home setting. Caution should therefore be exercised when implementing 

interventions designed for healthcare in a social care setting. The evidence for 

care home based strategies; however, was limited, especially in the UK context. 

Studies were identified which explored the use of standardised transfer 

documentation (non-medication specific) (Cwinn et al. 2009; Dalawari et al. 

2011) and medicines reconciliation (Boockvar et al. 2006; Kuo et al. 2013). The 

literature review in Chapter 2 did however highlight the importance of medication 

safety strategies as the risk of medication error and associated adverse drug 

events (ADEs) at transition between hospital and care home setting, was 

identified by a number of studies (Boockvar et al. 2009; 2010). A few studies 

also emphasised the susceptibility of older people, and especially people with 

cognitive impairment or dementia, to adverse drug reactions and the difficulty 

they may have communicating adverse effects (Maidment et al. 2008; Johnell et 

al. 2015). The research in the UK remains limited but the NICE guidance 

developed in 2015 provides some recommendations about standardised 

information transfer and care home based medication reconciliation. However, 

this study found implementation of this guidance was variable and highlights a 

need for further support in terms of tools and training, for non-clinical care home 

staff in particular, regarding processes such as medication reconciliation. 

The needs of care home residents with dementia were complex and adaptation 

of existing approaches was required to ensure quality and continuity of 

medication management was supported, this inevitably resulted in variation. 

WHO (2014) acknowledged process variation is essential to meet individual 

needs, however there was limited support, in terms of training or tools, to 

facilitate the identification, adaptation or creation of solutions which worked at 

an individual, organisational and system level. Many of the policy 

recommendations appeared to be ‘context sensitive’ and as the context of this 
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transition varied, in some cases significantly, to the context for which the policy 

had been designed, adaptation was required and variation in practice was the 

result. The impact of this variation was unclear, but if policy recommendations 

and tools were designed to support medication management in this context, 

variation may be minimised.  

There were currently two main strategies employed to promote a standardised 

approach and these will now be discussed in further detail: 

Standardised Information Transfer 

This study found that although strategies were in place to support the 

communication of medication related information between professionals and 

professionals and patients, they were rarely tailored to meet the specific needs 

of this transition. Documentation was used to support medication-related 

communication between staff, but gaps were identified both in terms of content 

(what is needed versus what is provided), design (what format is most effective 

versus what format is used) and timing (when information is needed versus 

when information is provided). Care home based studies examined the use of 

standardised documentation to transfer general information, rather than 

medication information specifically (Cwinn et al. 2009; Dalawari et al. 2011). This 

study found that the format and content of standardised transfer forms varied 

between organisations and in some cases individuals, depending on personal 

preference, the company and also whether there had been a recent change of 

strategy (e.g. change of ownership; schemes such as the ‘Red Bag’ (Sutton 

CCG 2016)). In most cases however, medication information was sent in the 

form of a photocopied MAR chart. Policies and procedures confirmed that this 

was recommended practice. This is not a strategy which was identified during 

the literature review therefore the effectiveness of this strategy appears to be 

untested. This study found a number of benefits which included: being quick to 

prepare; contained information which hospital staff found useful e.g. allergies, 

dosing schedules and time of last dose. The disadvantages of this approach 

were mostly due to the MAR chart not being designed for this purpose i.e. to 

communicate information at transition. The documentation used for example, 

was ‘multi-purpose’ to promote efficiency, but resulted in suboptimal 

communication in terms of what and how information was communicated in this 
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context. Hospital staff at times found it difficult to identify whether the record was 

complete as page numbers were absent; there were legibility issues where 

handwritten and the variety of types (formats and symbols used) resulted in 

confusion when hospital staff were trying to identify and interpret the information.  

At one care home, staff highlighted the photocopiers were not conveniently 

located (i.e. in a different building) or were not available out of hours. This study 

found, as others have (McClosky et al. 2011) that reliance on ‘pen and paper’ 

records in all the care homes meant photocopiers were vital. In the absence of 

photocopiers, staff described having to quickly transcribe the medication list on 

to blank sheets of paper before the ambulance arrived. This was identified as a 

risk, in terms of transcription error, as well as reducing the time available for staff 

to complete other tasks and care for the resident. Hospital staff also suggested 

that handwritten information on ‘non-standardised’ paper would be easily lost 

and less easily identified. The impact of this may be especially significant in this 

population where the ability to recall and communicate this information verbally 

may be limited. This had the potential to impact on safety and efficiency as 

duplicate information would need to be requested and prepared, and missed or 

delayed medication may result.  

At discharge, hospital staff explained that a discharge summary would be 

prepared and sent with the resident or family member at discharge which was 

then shared with care home staff on arrival back at the care home. Hospital staff 

recognised that the quality of the discharge summary may vary depending on 

the context in which it was completed and the individual writing it. Other studies 

have also found variation in the quality and how comprehensive the information 

provided is (Sackley and Pound 2002; van Walraven et al. 2004; Kripilani et al. 

2007; Kind et al. 2011). The variation in quality may pose a higher risk in this 

context because care home residents with dementia may be unable to advocate 

for themselves, thus placing a greater level of reliance on the system. The 

medication reconciliation process in the care home was also noted to vary, for 

example non-clinical staff relied to a greater degree on the ‘changed medication’ 

section to flag changes, rather than systematically checking the pre-admission 

and post-discharge medication list. As with the MAR chart the discharge 

summary was not designed specifically to communicate information to care 

home staff, it appeared to be adequate rather than optimal. Care home staff, on 
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the whole, found the discharge summaries useful in providing a succinct 

summary of key information. Areas highlighted for improvement included: 

reduction of technical jargon, as non-clinical staff were not always able to 

interpret the information, and the inclusion of additional information which may 

help staff to identify side effects or adverse effects, particularly when a new 

medication is started. Care home staff were keen to be kept informed about the 

medication changes so that they felt confident if they needed to 

(re)communicate this information to residents or relatives. A lack of knowledge 

and confidence regarding the communication of medication changes appeared 

to result in a reluctance to discuss with residents in case they created confusion 

and residents refused the medication.   

Storm et al. (2014) highlighted delayed or absent information, inaccuracies in 

information exchanged and ineffective co-ordination of care between providers 

may result in discontinuity of care (Heleso et al. 2005; Hesselink et al. 2013). It 

may be possible to adapt the tools and technology to better support the 

communication of medication information in the context of this transition. The 

design of tools and technology was seen as particularly important in the context 

of this transition, as they support efficiency when the timeframe is limited and 

also due to additional reliance on these documents when people may not be 

able to advocate for themselves. Previous studies have found that ADEs often 

occur because of a breakdown in communication between professionals or 

professionals and patients and/or carers at points of transition (IoM 2001; Baker 

and Norton, 2004; Hesselink et al. 2012). 

Whilst it is important to optimise existing tools, technology, systems and 

processes in place, it is also recognised that standardised systems are limited 

and ‘gaps’ are commonly found at transitions of care, which patients, relatives 

and staff may bridge (O’Hara and Lawton 2016; Fylan et al. 2019; O’Hara et al. 

2019) In safety terms, this may be recognised as a ‘Safety II’ perspective which 

takes account of and considers concepts such as resilience. In contrast with the 

perceptions of some staff, care home residents were willing and able to share 

medication-related information at points of transition, especially in relation to 

their experiences, needs and preferences. Failure to acknowledge the 

importance of this type of information within policy, or tools to support 

implementation in practice, has the potential to disempower residents. 
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Standardised medication information transfer should be used to supplement, 

rather than replace verbal communication.  

Barriers to Verbal Communication 

This study identified factors with the potential to impact on the communication 

of medication-related information at transition; however, it was clear that people 

with dementia could contribute some information. Although residents in this 

study struggled to recall specific details, such as medication name or indication, 

they were able to recall the colour and number of tablets and one man recalled 

using this information to question a change to his medication when he had 

recently been to hospital. People were also able to share information regarding 

their experiences, routines, needs and preferences, but doing so relied on staff 

providing an opportunity. 

It is however, acknowledged that many barriers to communication exist in the 

context of this transition. Some people with dementia may have permanent 

(baseline) expressive and receptive language deficits (Boustani et at. 2003; 

Warner and Gerrett 2005; Schubert et al. 2006) affecting communication even 

in the early stages of dementia (Dooley et al. 2015) and in the later stages some 

people may become non-verbal (Ellis and Astell 2017). The ability to 

communicate effectively at transition may be further reduced for people with 

dementia due to delirium and disorientation (Aaltonen 2012; Deng et al. 2017). 

Disorientation and delirium are often experienced by people with dementia 

(Smith and Buckwalter 2005; Fong et al. 2009; Clegg et al. 2014) In addition to 

the stage of dementia, the type of information requested may also influence the 

ability of a person with dementia to contribute (Alsaeed et al. 2016). This thesis 

found that where verbal communication was not deemed possible, staff tended 

to rely on documentation as a source of medication-related information, for 

people with dementia. However, this information should be used to supplement 

rather than replace verbal communication. Standardised documentation did not 

contain information regarding medication-related needs and preferences; it is 

not always provided and where it is, the format/information may be confusing 

and may not be complete or accurate. Non-standardised documentation was 

also easily lost; not always identified or trusted and therefore not always used.  
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Clarifying the Role of Relatives  

Systems were not designed to optimise the role of relatives at this transition. 

One of the main barriers to involvement was being in the right place at the right 

time. Availability, or presence has also been identified as a barrier to 

involvement in other studies regarding the transition of older people (Manias et 

al. 2017) and those with dementia specifically (Deeks et al. 2015; Smith et al. 

2015). Meetings between relatives and staff appeared to be opportunistic rather 

than organised, therefore the timing of ward rounds and visiting times for 

example, were seen as important. When patients lived in a care home, hospital 

staff did not always proactively involve relatives as they were not sure of their 

level of involvement or knowledge. 

There is a dearth of literature which examines the role of relatives in the context 

of this transition. Current literature regarding the role of relatives at transition 

focuses on transition between hospital and home, rather than care home and 

suggests relatives may provide valuable information at transition and contribute 

to medication-related decisions (Hilmer et al. 2012; Parsons, 2017). Whilst this 

appeared to be true in some of the accounts shared by relatives, others 

explained that their role in medication management, and subsequently 

knowledge, had reduced significantly since moving into the care home. Although 

all were keen to be involved, some were not sure what they were able to 

contribute. Studies highlight the wider benefits of people with dementia being 

accompanied by someone familiar at transition, for example, to minimise 

distress and confusion for the resident (Deng et al. 2017; Gilmore et al. 2017). 

This may facilitate involvement of the resident and where this is not possible, 

they may act as an advocate in medication related communication and 

decisions. Studies have shown that having a relative present helps to reduce 

the power imbalance (Cooper et al. 2004; Alborz et al. 2005; Robb and 

Greenhalgh. 2006; Van Kempen et al. 2012).  

Overall, families and staff require clarity regarding the role of relatives and ways 

in which they may be able to contribute to the quality and continuity of medication 

management at transition, for example, provision of information; identification of 

ADEs. The findings of this thesis suggest that systems need to be in place to 

proactively support staff to involve relatives, where it is appropriate to so, to 
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optimise the role of relatives at this transition. The absence of family involvement 

places people in a particularly vulnerable position, where they are wholly reliant 

on the system which has already been shown to be fallible.  

System and Individual Resilience 

Resilience, from a human factors perspective, describes how people learn and 

adapt to create safety in complex systems, such as those described in this study, 

which are ‘fraught with gaps, hazards, trade-offs, and multiple goals’ (Cook et 

al. 2000). Resilience can be described as a property of an individual or team or 

organisation. This study found multiple system level barriers which impacted on 

individual resilience. For example, if care home residents, relatives and care 

home staff are not involved in or informed of changes they are less likely to 

identify an error or be vigilant of adverse events. 

Previous research has found that patients and carers can adopt important roles 

in supporting safety and continuity of medication management at transitions of 

care (Flink et al. 2012; Waring et al. 2016; Fylan et al. 2017; Phipps et al. 2017). 

Although some of these studies (Flink et al. 2012; Waring et al. 2016) 

acknowledge cognitive impairment may impact on this role, this impact is not 

fully explored. Further research regarding the role of care home residents with 

dementia in supporting the identification of error and flagging potential adverse 

events is needed. This study found, as others have (e.g. Hughes et al. 2008; 

2009) that the knowledge and abilities of people with dementia varied greatly 

and that currently the system does not adapt to optimise the contribution of this 

population or people who support them. Previous studies have highlighted that 

people with dementia are less likely to identify and/or communicate that an error 

has occurred because of impaired cognition and/ or verbal communication 

(Boustani et at. 2003; Warner and Gerrett 2005; Schubert et al. 2006; Maidment 

et al. 2008; Johnell et al. 2015; Reeve et al. 2015). This study found that 

although care home residents with dementia face additional challenges; for 

example, recalling information such as medication names and indications, some 

residents were confident that they could provide information regarding the 

number, appearance or taste of their medication and that they had used this 

knowledge to identify changes to their medication at transition. Residents were 

also willing and able to share their experience of medication taking and provided 
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insight into some of the challenges they faced regarding administration, such as 

swallowing difficulties, which could be used to support medication safety both in 

terms of informing medication-related decisions/ administration, the 

identification of ADEs and prevention of harm as a result.  

Hollnagel (2011) proposed that the basis of a resilient system rests on the ability 

to respond to regular and irregular activity or disruption, monitor activity that 

might affect system performance, learn from experience and anticipate 

disruption. Staff described adapting the system to accommodate the needs of 

this population and/ or transition. However, the decision to adapt and the 

success of implementation appeared to rely up on a number of factors. Staff 

described the decision to adapt as a rational decision-making process which 

weighed up the ‘cost versus benefit’ of taking a course of action. However, this 

process appeared to be influenced by cognitive bias, based, for example, on 

what the person perceived to be the ‘cost’ or ‘benefit’. Perspectives changed 

based on the individual making the decision and their experience, training, 

motivation and the context in which they were working. The decision of care 

home staff not to send medication at transition was an example of taking a 

decision based on the ‘cost versus benefit’ as perceived by the care home staff. 

Although staff believed this course of action to be the best for everyone there 

appeared to be several unintended consequences for hospital staff and 

residents. In some cases, the benefits and value were difficult to determine 

objectively, for example person-centred medication management versus 

medication safety.  

Overall, the issues were complex and had an impact at all levels, across the 

whole system. The core processes managing the flow of information and 

medication through the system need to be clarified to prevent duplication and 

omissions, and ensure a safe, efficient and person-centred approach. Staff were 

used to adapting and ‘working around’ resource issues but where there is 

consistent deviation from policy/ best practice this should be flagged. Staff also 

appeared unclear on the ‘boundaries’ of adaptation, for example, whether it was 

acceptable to send people to the care home without medication and if so, in 

what circumstances. 
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8.3 Theme 2: Power and Relationships 

Power imbalance in key relationships appeared to limit the opportunity for 

involvement. This may impact on many aspects of quality and continuity of 

medication management, but the person-centred element in particular. Firstly, 

the influence of power in the ‘professional-resident’ relationship will be 

discussed followed by factors affecting the ‘care home staff- hospital staff’ 

relationship. 

8.3.1 Impact of Paternalism on Involvement 

Most of the care home residents appeared to assume, what is described in the 

literature as a ‘traditional patient role’ i.e. a ‘passive approach and high, possibly 

blind trust in their clinician’s decisions’ (Calnan and Rowe 2006). This study 

aligns with the findings of other studies, which suggest that a ‘paternalistic 

model’ of care can be an expectation of some older patients (Cole et al. 2017). 

Studies have shown that when patients link trust to the professional status of 

their clinician, as is typical of the paternalistic approach, they do not expect an 

active role in decision-making (Trojan and Yonge 1993; Johansson and Winkvist 

2002), instead placing complete or ‘blind’ trust in the professional (Calnan and 

Rowe 2006). Healthcare interactions are ‘characterised by socially prescribed 

roles and imbalances of power’ (Lupton 2012). Power imbalance can suppress 

the patient’s voice (Greenhalgh et al. 2015). 

As with many trust relationships, care home residents and family members 

appeared to base their trust on competence (knowledge and skills) and the belief 

that the professional will work in their ‘best interests’ (intentional trust) (Calnan 

and Rowe 2006). Research identifies trust as a vital component within 

healthcare professional-patient relationship (De Raeve 2002; Seetharamu et al. 

2007; Belcher and Jones 2009) as it allows people to feel safe and ‘taken care 

of’ (Rortveit et al. 2015) and may be of particular importance in situations of 

uncertainty or where patients may be considered ‘vulnerable’ (Calnan and Rowe 

2006) as in the context of this study.  

Calnan and Rose (2006) highlighted a potential tension between trust and 

patient empowerment, which was present in this study. Some residents 
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repeatedly implied there was no point, or need, to be involved as people were 

managing medication in their ‘best interest’. They had become disempowered, 

reliant on the system and for many they may have no other choice than ‘to trust’. 

Kitwood (1990) suggested that disempowerment is one of the processes which 

may depersonalise people with dementia and cause them to be treated in ways 

which does not support their personhood. It appeared in some cases that staff, 

relied on the proactivity of residents, relatives and care home staff to push for 

involvement, rather than actively encouraging it. Other studies have also shown 

that although people with dementia wished to be involved in decision making, 

they were often not encouraged or enabled to do so (Bellanger et al. 2011; 

Chewning et al. 2012; Joseph-Williams et al. 2014; Bunn et al. 2018). The 

concern is that, in some cases, people may make the decision not to be involved 

because the system does not support their involvement and they do not want to 

be a burden.  

Some residents were aware of their ‘vulnerability’, especially at care transitions 

which they described as frightening and having trust provided a sense of 

comfort. It was difficult, at times to discuss ways in which people may be able to 

contribute to improving medication management at points of transition, e.g. 

noticing when medication changes; flagging ADEs etc., without bursting the trust 

‘bubble’, some people did not appear to accept that things might be wrong, may 

be as they did not feel they could ‘trust their own abilities’. Many residents 

recognised the challenges they faced; for example, difficulty remembering 

information; limited medication knowledge; difficulty communicating, and that 

this made them vulnerable.  

The concept of trust changes as we move away from paternalistic ‘passive 

patient’ and in some cases ‘blind trust’ in the professional, towards a more 

‘conditional trust’ (Calnan and Rowe 2006). ‘Blind trust’ in professionals 

regarding medication management at transition was implied within both family 

and resident interviews. Blind trust is a problem as it enables the imbalance of 

power, which in this study was illustrated by staff making decisions without 

adequate involvement of family/ residents. Complete ‘blind’ trust in some cases 

was perceived to be a necessity rather than a choice. There appeared, at times, 

to be a conflict between residents having a desire or ‘right’ to be involved and 

the perceived ability to be involved, e.g. having the knowledge, ability, 
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opportunity to be involved. These perceptions were sometimes inaccurate and 

came from not understanding the value of their contribution; for example, not 

realising that different types of knowledge are needed to make medication-

related decisions and meaningful involvement does not require ‘technical 

knowledge’ or the ability to recall a list of medication. Many people with dementia 

were able to share their experiences and medication-related needs, values and 

preferences but they didn’t know this knowledge was of ‘value’. There was some 

concern that policies and staff may do little to explain the ‘value’ of this 

information and were preoccupied with gaining information which demanded 

‘recall’ skills and knowledge that people did not have. A different approach may 

be needed to avoid further reinforcing peoples feeling of inadequacy and focus 

on what people are able to give. 

From the professional perspective, the approach to medication management at 

transition also appeared to have ‘paternalistic’ undertones, i.e. the professionals 

tended to make decisions based on what they felt was best for the patient and 

involvement of the person was limited. A ‘default’ paternalistic approach is not 

considered to be ‘ethically justifiable’ (Materstvedt 2011). However, it is 

recognised it may be necessary in some circumstances, for example when 

capacity and the ability to display autonomy is significantly impaired (Christman 

2014; Greenhalgh et al. 2015) for example, by illness and/or cognitive 

impairment e.g. dementia. Some people may prefer to have limited involvement 

and this decision should also be respected. Although, the decision not to be 

involved should be an informed one, in some cases the justification for not being 

involved was based on misconceptions or came from a place of 

disempowerment.  

There are complexities and challenges associated with the involvement of care 

home residents with dementia at transition, but it is important for staff not to 

assume this population, and/ or their families, are not willing or able to contribute 

to medication management. Systems may need to be developed and training 

undertaken to support staff with alternative approaches to support involvement 

in this population. The involvement of people living with dementia in medication 

management at transition is complex and warrants further investigation to 

prevent the reversion to ‘default’ paternalism in this population. The system 

should support and empower people with dementia and those who support 
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them, to communicate needs, values and preferences and highlight any 

concerns, to ensure these are taken in to account when medication-related 

decisions are made. Staff appeared to be in control of medication management 

processes; communication of information and decision making, they decided 

who was involved, what happened, when, where, why and how. It is however 

recognised that some staff were aware of the flaws and lack of involvement, but 

they often felt under pressure from the ‘system’ and the need to balance the 

needs of the individual within the context of the wider system/ population and 

the resource constraints they faced.  

8.3.2 Staff Relationship: A Clash of Cultures 

Staff highlighted an element of tension and mistrust in the relationship between 

care home and hospital staff. This has been identified as an issue in previous 

research and early hospital readmissions, in some cases, were attributed to 

miscommunication, lack of coordination and mistrust between care home staff 

and hospital staff (Kirsebom et al. 2012; Kupeli et al. 2018). Care home staff-

resident relationship appeared, at times, to be very close- almost ‘like family’- 

and staff were upset and worried when residents were admitted to hospital and 

shared stories of going to visit people in hospital on their days off to check they 

were feeling better. They were profoundly affected by ‘negative’ experiences of 

care transitions. It was conveyed as anger, frustration and a betrayal of trust. 

McDonald et al. (2012) states trust is a way of managing uncertainty and risk in 

the delivery of collaborative healthcare that crosses organisational and 

professional boundaries. It relies on the expectation that the ‘trusted’ will behave 

in ways that are ‘predictable and fair, that they are competent and will refrain 

from opportunistic behaviour’ (Connell and Mannion 2006). Studies have found 

trust in inter-professional relationships is often related to concepts of 

competence, professional identity and respect (San Martin-Rodriguez et al. 

2005; Connell and Mannionn 2006; Pullon 2008). 

Another problem appeared to be differences in underlying care philosophies and 

cultures with regards to medication management at transition and more widely. 

Kupeli et al. (2018) found fundamental ‘ethical and procedural differences’ 

between the two settings. Much of this was underpinned by the ‘medical model 

versus social model’ perspective discussed earlier in relation to policy 
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implementation. Staff, particularly in the care home, did not feel hospital staff 

understood their role or valued their contribution. Previous studies also 

highlighted care home staff felt that healthcare professionals failed to recognise 

their knowledge and skills (Avis et al. 1999; Doherty et al. 2008; Hasson et al. 

2008). Some care home staff felt ‘they did all they could’ to provide information 

at admission and were frustrated when they did not feel that was reciprocated 

or their efforts and time were not respected, for example, asking for repeated 

duplication of information or leaving staff for hours in A&E.  Staff in both settings 

did not feel the other understood ‘where they were coming from’ or ‘what they 

were dealing with’ or empathised with their position. The differences in 

approach, perspectives and priorities appeared to clash but if managed well, it 

was felt could be complementary. Davies et al. (2011) identified the different 

working cultures and negative perceptions, on both sides, had the potential to 

impact on the relationship. 

8.3.3 Shared Decision Making and Person-Centred Care 

Shared decision-making is seen as an essential part of evidence-based 

medicine. (NICE 2015a) Unlike the traditional approach to medicine, rooted in 

paternalism, where decisions were guided by the knowledge and expertise of 

the medical professional, shared decision making (SDM) involves patients, 

family members and health and social care staff to inform decisions which 

ultimately “reflect, respect and accommodate the patient’s preferences, priorities 

and goals” (Coulter and Collins 2011; Bunn et al. 2018) or “needs, preferences 

and values” (Sackett et al. 1996; Greenhalgh et al. 2014). In principle this 

approach appears to support the involvement, empowerment and person-

centred care needed, but in practice there was no support or guidance for staff 

about how to implement it to support medication management in this context. 

Definitions of person-centred care, within organisational policy guidelines, were 

consistent with definitions provided within national guidance. Person-centred 

care was often positioned as a ‘general approach’ or ‘philosophy’. There was 

limited policy, guidance or tools which directly supported the implementation of 

a person-centred approach. This may be partly due to potential philosophical 

incompatibilities regarding the use of reductionist orientated strategies to 

promote a ‘standardised approach’ to implement something which promotes 
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‘holism’ and tailoring to the specific needs and preferences of the individual: “if 

care is to be person centred, then what it looks like will depend on the needs, 

circumstances and preferences of the individual receiving care. What is 

important to one person in their health care may be unnecessary, or even 

undesirable, to another….” (Health Foundation 2014). However, if staff are not 

aware or supported to deliver a person-centred approach this study found other 

things may be prioritised. 

There appeared to be an ‘implementation gap’, where staff were not aware or 

supported by the system to provide a person-centred approach and were 

unclear what person-centred care ‘looked like’ in this context i.e. medication 

management for people living with dementia at transition between settings. Care 

home and hospital staff provided examples of adapting systems to support a 

more person-centred approach to medication management; for example, using 

tablets as a prompt when discussing medication or providing written information 

about medication-related routines, needs and preferences at transition and 

trying to support ‘warm handover’ of information at admission. Further research 

maybe required to determine whether these strategies are effective and how this 

would be measured. 

8.4 Theme 3: Resources Constraints and Efficiency  

Medication management at transition and particularly in this context was 

resource intensive both in terms of staff training and staff time. Staff across both 

hospital and care home settings highlighted a number of factors which appeared 

to widen the gap between ‘demand’ and ‘supply’, i.e. the resources required 

versus the resources available. To meet the additional ‘demands’ associated 

with transition in this context, additional resources were needed.  As resources 

were limited, staff were forced to make difficult decisions regarding the best use 

of resources. This study also identified other ways to build capacity by training 

and ‘upskilling’ staff and better system integration to streamline and prevent 

duplication. 

Resource constraints appeared to have a significant impact on the quality and 

continuity of medication management at this transition. The type of resources 

which staff described as ‘limited’ included: sufficient numbers of adequately 
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trained staff; bed availability and medication supplies. Resource availability 

appeared to be further reduced by the waste of resources, often brought about 

by the lack of an integrated approach and/ or inefficient systems (discussed in 

Theme 1). Staff were keen to prevent the waste of resources and appeared 

frustrated at times by inefficiencies within the system. There appeared to be a 

number of opportunities for efficiency at a system level which were not currently 

being explored. 

Promoting the efficient use of resources is part of the NHS culture as it is a key 

aspect of the NHS constitution (DoH 2009). National policies and guidelines 

encourage an efficient approach and targets are in place to encourage 

efficiency. Drivers in the care home sector are different, as they are mostly 

privately owned and therefore the emphasis placed on efficiency may vary 

depending on the organisation. Studies have shown that the drive for profits can 

leave resources limited in care homes (Hillmer et al. 2005; Matosevic 2009). 

This study showed, in addition to organisational pressures, care home staff also 

felt responsible for preventing the waste of NHS resources.  

8.4.1. Prioritisation 

Staff described, as outlined in other studies, that transition was resource 

intensive and there was a need to manage and co-ordinate multiple competing 

priorities (Sujan et al. 2015; Baxter et al. 2020). Each individual task to be 

completed at transition and each patient being transferred was set in the wider 

context of other transition and non-transition related tasks and patients to 

manage. Staff described, given the resource constraints, there was a constant 

need to prioritise patients and tasks.  

Staff described a simple ‘cost versus benefit’ approach to decision making. 

There was a concern that this approach may result in care home residents with 

dementia and person-centred tasks to be de-prioritised, due to the additional 

‘cost’ and understanding both of what the ‘benefit’ is and to whom. This process 

appeared to be influenced by cognitive bias, as it was based on what the person 

perceived to be the ‘cost’ or ‘benefit’. Other studies have shown that a doctor’s 

perception and values can influence how much they involve patients (Dy et al. 

2012). There often appeared to be conflicts between outcomes, for example, 
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safe vs person centred vs efficient or the ‘population’ vs the ‘individual’ or care 

home benefit vs hospital benefit. The decision of care home staff not to send 

medication at transition was a good illustration of this approach and some of the 

issues, as different stakeholders had a different view on the best decision. The 

care home staff believed this course of action to be the best for everyone but 

had not foreseen some of the unintended consequences. Decisions often 

needed to be made quickly, therefore staff had limited time to preside over the 

‘longer term’ ‘system wide’ perspective view of the impact on the various 

stakeholders. Prioritisation was seen to be an important skill in these 

circumstances, as was having adequate training to gain knowledge and 

experience to make an informed decision. Encouraging staff to be reflective and 

welcome the feedback of others may help to raise awareness of preconceived 

ideas and bias impacting on the decision-making process. 

8.4.2 Integration and Efficiency 

Processes were highly interdependent but the interaction between processes 

within and across boundaries was not clearly articulated at a policy, process or 

practice level. This appeared to result in incompatibilities and inefficiency due to 

duplication, omission, and the provision of information or supplies which were 

not necessary or not in a usable format. Davidson et al. (2017) found 

coordinated strategies for improving transitions of care were central to 

enhancing the quality of care and improving outcomes for patients. This thesis 

found policies and processes were designed at ‘organisational’, rather than a 

‘system’ level and as such there were issues identified with incompatible, 

inefficient processes resulting in wasted medication, resources and time. Davies 

et al. (2011) conducted a systematic review of integrated working between care 

homes and health services and found that the majority of studies, as in the case 

of this study, only achieved integrated working at the patient level of care and 

the focus on health service defined problems and outcome measures did not 

incorporate the priorities of residents and rarely acknowledged the skills of care 

home staff.  

Organisations developed their own policies, processes and tools. Some of the 

standardised approaches developed by the care homes were similar, e.g. MAR 

charts, others varied significantly, e.g. transfer documentation. Hospital 
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documents were more consistent, e.g. discharge summaries. The Red bag 

scheme (Sutton CCG 2016) was also being rolled out across the region but was 

better established in some organisations taking part in the study. This scheme 

was the only example of a ‘system level’ approach. Where staff perceived 

problems, they developed ‘workarounds’ but these sometimes failed, for the 

same reasons, i.e. a lack of co-ordinated approach. 

Quality and continuity of medication supplies and information at this transition 

relied, to some degree, on system compatibility. Standardisation may be 

required where system compatibility is important, to support efficiency and 

continuity within key processes (WHO 2014; WHO 2016). This thesis highlighted 

that variation may impact on compatibility, which may in turn cause confusion, 

inefficiency and delay.  

The ‘Beyond barriers’ report produced by the CQC in 2018 highlighted the 

importance of a systems approach when working across health and social care 

and Sustainability and Transformation Partnerships (STPs) were established in 

2015 to encourage a joined-up approach, where, as advocated by the findings 

of this research, there is increased working as a locality, rather than individual 

organisations. The Better Care Fund (BCF) announced in June 2013, is the 

biggest ever financial incentive for the integration of health and social care and 

required NHS and local authorities to create pooled budgets. Dementia care is 

prioritised within this policy, to reduce the fragmentation in the provision of care. 

In 2018, the Nuffield Trust produced a report regarding the management of the 

hospital and social care interface and considered the implications of bringing 

organisations together under one contract with a delegated budget (Holder et al. 

2018). This may help to tackle some of the issues raised in this study, for 

example, reducing competition for resources; improved relationships at all levels 

of the system (macro to micro); common goals and performance metrics; 

accountability; resource as a system rather than an organisation. 

8.4.2 Training Needs 

This study found that people with dementia were excluded from aspects of 

medication management at transition based on preconceived ideas about their 

knowledge, ability and willingness to be involved or that the benefit of 
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involvement was limited (Millar et al. 2015). This study highlighted that the 

abilities of care home residents with dementia vary greatly and some people with 

dementia were able to contribute, but maybe not in the way it was initially 

conceived. Hughes et al. (2008) emphasised the heterogeneous nature of the 

care home population and that assumptions should not he made that all 

residents are incapable of being involved in aspects of their own care, including 

medication-related activities. Not involving care home residents with dementia 

appeared to have wider reaching consequences than staff may recognise 

regarding personhood, confidence, self-worth, wellbeing and subsequently 

served to sustain the power imbalance.  

A major barrier to addressing some of these assumptions was staff training. A 

few staff stated that they did not feel they had the ability to identify the needs 

and abilities of the individual and/ or adapt their approach accordingly. A few 

hospital staff, and pharmacists in particular, stated that they would benefit from 

additional training to develop their knowledge and skills to support meaningful 

discussions with care home residents with dementia about their medication. 

Other studies have found that training for healthcare professionals regarding 

communication with people with dementia generally (Chenoweth et al. 2015; 

Stanyon et al. 2016; Deng et al. 2017) and regarding medication specifically was 

limited (Deeks et al. 2016). Staff may also need training regarding what to do if 

the person is not able to communicate either on a temporary, or permanent 

basis, for example, how to involve family and other staff, to ensure that the 

quality and continuity of medication management is optimal both in terms of 

safety and in respect of their needs, values and preferences. Involvement for 

this population appeared to be more than the functional exchange of information, 

it is about ‘rights’ and sustaining personhood, reciprocity and empowerment.  

This study has found, as others have (Vogelsmeier et al. 2015) that training, 

qualifications and experience impacted on the ability of care home staff to 

conduct medication reconciliation. Dementia training appeared to vary 

internationally. The Dementia Strategy, in the US, aims to increase research 

funding and enhance training for healthcare professionals relating to dementia 

care (Vogel 2014). Sweden has the ‘Silviahemmet dementia training 

programme’ which is nationally recognised and offers extensive training for 

healthcare professionals. This programme was reported not only to improve 
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dementia care, but also increased cohesion between medical staff teams (Prahl 

et al. 2016). This study found that none of the healthcare staff had undertaken 

a specific course on dementia care, either in general or with regards to 

medication management/ transition specifically. Paramedics who received 

training as part of the Cared Study in Canada, found they had a better 

knowledge base and were better prepared to engage with patients with 

dementia at transitions of care (Deng et al. 2017). Previous themes have 

highlighted that whilst there are challenges associated with medication 

management in this context there are also a number of opportunities. However, 

the system was not designed to make the most of these opportunities.  

The involvement of care home residents, relatives and care home staff was not 

facilitated, and hospital staff in particular explained that the ‘costs’ often 

appeared to outweigh the ‘benefits’. The other challenge was not only adapting 

but doing so successfully. Experience and training contributed to a successful 

adaptation, for example working with this population; with medication; in both 

settings and therefore being able to identify, adapt and understand the impact 

of the adaptation. However, adaptation, by nature, results in variation and 

uncertainty as to the ‘best way’ of doing something. 

8.4.3 Transfer of Supplies between Settings 

Care home staff repeatedly aired concerns about the amount of medication 

being wasted at both admission and discharge, because of incompatible policies 

and systems at this transition. There appeared to be widespread deviation from 

policy recommendations- which advised that medication should be sent with the 

resident. Most of the problems described, related to the medication packaging 

systems used within the care homes which were: bulky, inflexible and not stored 

in original packaging, therefore affected the ability to store and use the 

medication in the hospital setting. Care home staff felt that retaining the 

medication prevented wasted supplies and time preparing medication at either 

side of the transition. They stated that if the hospital did not have it in stock they 

phoned, and the supply was sent immediately. Some hospital staff views aligned 

with the care home staff perspective, but others voiced concerns about potential 

impacts regarding both safety and person-centred aspects of care. Overall, staff 

perceived the medication process at admission and discharge to be inefficient.  
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8.5 Theoretical Considerations 

System based approaches have been widely used in heath service and 

particularly patient safety research both in general (Flin et al. 2009; DoH 2000) 

and in medication use more specifically (Avery et al. 2002; Slight et al. 2013; 

Keers et al. 2014).  In 2000, national reports were produced in the UK (DoH, 

2000) and USA (IoM 2000) that encouraged a shift away from ‘blame culture’, 

towards a systems approach where contributory factors which make error 

possible are considered. A systems approach forms the cornerstone of the 

human factors approach, which strives to enhance clinical performance “through 

an understanding of the effects of teamwork, tasks, equipment, workspace, 

culture and organisation on human behaviour and abilities and application of 

that knowledge in clinical settings” (Catchpole 2000). Although research using 

systems-based approaches and human factors has traditionally been situated 

in healthcare organisations (Carayon and Wood 2010; Rosenorn-Lanng 2014) 

and has been safety oriented (Reason 2008; Flin et al. 2009; Hollnegal et al. 

2013; Carayon et al. 2014), this study has found it is also useful to inform 

research in a social care context and to consider how systems support person-

centred approaches to care. 

SEIPS 2.0 (Holden 2013) provided a useful framework for the study as it was 

broad enough to encapsulate many aspects of the work system and supported 

a ‘layered’ approach by supporting examination of policy, process and practice. 

The model was easier to implement at organisational level in terms of defining 

the work system and interactions between the elements of the system. It was 

more complex to examine the interaction between systems in different 

organisations and across the wider transition from admission to discharge. 

There was also limited scope for consideration of the interaction between 

individuals and factors which affected this, for example, ‘power’. To identify and 

address problems within complex systems such as hospital and care homes, a 

comprehensive exploration of the components contributing the problems and 

the interactions between them was required; and using SEIPS as an initial 

framework to inform the data collection and analysis helped to do this. 

Understanding the interdependency of different aspects of the systems and the 

influence of context was found to be crucial in this study. Consideration of 
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feedback within the system and adaptation was also vital in the context of the 

transition due to the complex needs of this transition and the challenges with 

feedback at an individual, organisational and system level. 

Overall, using the SEIPS 2.0 model as initial theory to inform data collection was 

useful but maintaining the flexibility to allow other themes to emerge was vital. 

SEIPS 2.0 provides a good foundation to reflect factors affecting medication 

management at transition, although the complexity of interactions both within 

and across different systems was sometimes difficult to illustrate within this 

model. Interaction and interdependences between work systems in the hospital 

and care home, and the impact and potential for impact within and between 

these systems, was important. One reason for choosing SEIPS was that the 

person was situated within and central to the system, however the importance 

of support networks and factors which affect relationships between people (staff-

staff; staff-resident; staff-relative etc) e.g. power imbalance, was influential and 

less widely explored in SEIPS 2.0. Interestingly, earlier this year Carayon et al. 

(2020) proposed SEIPS 3.0 to describe: “the spatio-temporal distribution of 

patients' interactions with multiple care settings over time” and also stated “the 

need to consider multiple perspectives, issues with genuine participation, and 

HFE work at the boundaries.” These updates address a number of the issues 

highlighted by the application of SEIPS 2.0 in this research. Application of this 

model in future research would be needed to examine this further. 

8.6 Methodological Considerations 

This section of the discussion will provide a critique of the study. Firstly, the 

strengths of the study will be presented, followed by the limitations. There were 

no other studies found in the literature review (Chapter 2) which considered both 

admission and discharge processes involved with medication management for 

people living in care homes with dementia at transition. The strengths of the 

study were that it was both multi-sector and multi-site. It should be noted 

however, that although sites were sampled purposively to reflect a variety of 

characteristics, the focus of this study was transition between care home and 

acute hospitals trusts rather than mental health trusts. Data collection was 

organised in two sequential phases to enable exploration of both care home and 
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hospital perspective and gain an appreciation of factors which affect the flow of 

medication-related information and supplies across the system. The study also 

explored the perspectives of a wide range of stakeholders, including people with 

dementia, who traditionally have been less involved in research. The design 

allowed the triangulation of perspectives within and across organisational 

boundaries across the whole system (admission and discharge). Participants 

were recruited from different groups to enable triangulation of perspectives 

regarding key processes and concepts. The documentary analysis enabled 

triangulation of policy recommendations with implementation strategies and 

descriptions of practice. 

 

This study has been designed to explore, rather than produce generalisable 

findings, therefore this is not really a ‘limitation’ but may be considered as such 

by some research traditions. Some may consider this study small with respect 

to sample size, but by using qualitative techniques with a small sample, it 

enabled a rich, in-depth exploration of themes. Purposive sampling supported 

the recruitment of sites and participants with varied characteristics to provide 

data from multiple sources. This enabled triangulation of data from multiple 

sources, across multiple sites within and across the care home and hospital 

sectors to improve transferability of findings. Some themes identified were also 

recognised in other studies, which may also suggest these themes are more 

widely applicable. Another strength within this research was the use of PPI input 

and scoping work which was used alongside the findings of the literature review 

to inform the study design and content/ format of interview schedules. This 

scoping work involved all stakeholders to confirm the literature review findings 

were applicable to the local context and that the instruments were accessible, 

particularly for people with dementia (Evans et al. 2014; Gove et al. 2018). There 

were some limitations of the research which will now be discussed.  

Participants 

 

Recruitment of participants was facilitated by a research contact in each setting. 

Whilst these individuals were invaluable in helping to promptly identify 

participants in accordance with the inclusion/ exclusion criteria, at times it felt as 

though people were using their own initiative to deem who would be suitable for 
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the research. Some ‘gate-keepers’ discounted individuals who they felt were not 

able to engage in conversation or even newer members of staff. These 

comments were challenged, and it was reiterated that they did not need to select 

the ‘best’ people they just needed to fit the study criteria. However, these beliefs 

may have limited who was initially approached to partake in the study. 

There were also limitations with the type of staff who participated, as interviews 

were restricted to office hours due to researcher availability. It was noted 

however, that many staff interviewed worked day and night shifts and therefore 

were able to reflect on the challenges and differences between the different 

shifts. There did appear to be some staff who worked only on the night shift, e.g. 

agency staff and the perspective of this group of staff was not captured because 

of interview timing. There were issues highlighted, by both care home and 

hospital staff, regarding the use of agency staff and the potential impact on 

familiarity with standard practices and knowledge of residents. Therefore, it 

would be useful to explore the viewpoint of agency staff in future research.  

In the interviews with people with dementia, there were a few instances where 

people were unable to remember aspects of their transition and questions were 

re-phrased as prospective rather than retrospective. In most cases this was not 

necessary and appeared to relate to both the severity of dementia and the 

duration since transition. Achieving a balance of being recently discharged and 

recruiting sufficient participants was a challenge. Although people with dementia 

were recruited as close to discharge as possible, in cases where more time had 

elapsed, sometimes people were less able to recount clearly what had 

happened. Processes such as member checking were also adapted, as it would 

not have been possible in many cases to return transcripts/ analysis to 

participants with dementia for comment. I would like to explore the opportunities 

to optimise the involvement of people with dementia in the research process in 

the future. 

Data collection 

Originally it was planned to observe medication-related processes at transition, 

however this was found to be problematic for a number of reasons. No data 

could be identified in advance regarding the number or pattern of admissions of 
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people with dementia between the care home and hospital setting. The 

individual sites were asked but stated that they did not have this data to share. 

The care homes were therefore asked to flag any potential admissions or 

discharges whilst on-site. This strategy did not deliver any opportunities to 

observe transitions. Staff highlighted that this may have been due to timing as 

most transitions occurred out of hours. Although this was unfortunate, the 

observation schedule was discussed with staff during the interview, and they 

talked through the process and shared the documents used to inform and 

support medication management at transition. 

A care note review had also been planned. However, on commencing the care 

note review, problems were identified. Firstly, some notes made at the time of 

transition had been ‘archived’ and were stored remotely, therefore were no 

longer accessible. Where notes were available there were difficulties identifying 

issues pertinent to medication around the time of transition, due to record 

legibility, organisation and chronology of the notes, which were rarely filed in 

chronological order. On the few occasions when the date of transition was 

identified within the notes, nothing about medication was documented. Staff 

based at two of the care homes explained that discharge summaries were 

sometimes filed separately, as they were checked against the MAR charts and 

then archived. Due to the nature of the process being so time consuming and 

the limited information found regarding medication at the time of transition, the 

decision was taken with supervisors not to pursue the case note review. 

Attempting to undertake the review did however highlight some of the challenges 

regarding the availability and accessibility of care home records which are 

heavily reliant on paper-based notes. Policies could also have been explored on 

a bigger scale for example, a national trawl of policies could have been 

conducted to reflect the picture on a larger scale. 

Reflexivity 

The researcher’s role as a pharmacist was both a strength and limitation. 

Reflexivity was used to minimise bias, for example, by keeping notes and being 

aware of phenomena such as the ‘halo effect’ (Nisbett and Wilson 1977) which 

may lead to bias towards other pharmacists for example. All aspects of the 
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research were discussed with supervisors, stakeholders and academics/ 

colleagues from different disciplines who challenged and provided different 

perspectives. Being a pharmacist also had advantages such as: having 

knowledge of the system and existing networks facilitated access to research 

sites; understanding of key processes and terminology enhanced understanding 

in interviews; and experience of building rapport with participants/ patients/ 

medical staff. 

8.7 Policy and Guideline Implications 

The findings of this research are relevant in a number of key policy areas. The 

NHS Five Year Forward View, published in 2014 by NHS England, set out a 

vision to meet the changing needs of the population. This plan emphasised the 

need to improve integration of existing health and social care services and 

empower patients and communities to take a more active role in their care. This 

study highlights the need for, and challenges and opportunities associated with, 

achieving integration and empowerment in the context of medication 

management at transition between the care home and hospital setting, at a 

macro (policy); meso (process) and micro (people/practice) level. Key 

implications will now be explored in each of these areas. 

The quality of policy recommendations related to this area was found to be 

variable, particularly within the care home setting. The level of infrastructure and 

support in place to develop and implement policy within the care home setting 

appeared to vary. Some care homes may require additional support and/or 

training in this area to ensure policies are evidence based and tailored to the 

requirements and context of that care home. Clarification may also be required 

as to the role of healthcare organisations in supporting this process, for example, 

the level of community pharmacy input appeared to vary. There was a wider 

problem with policy formulation and implementation associated with the level at 

which this was targeted and who was involved in the process. Effective 

management of medication in the context of this transition relied on connectivity, 

compatibility and communication between systems and people across the 

‘whole system’. However, hospital and care home policies and implementation 

tools were often developed at ‘organisation-level’ rather than ‘system-level’, with 
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limited stakeholder input. It is recommended that the policy process involves 

representation from all stakeholder groups involved in the process both within 

and across organisations and including people with dementia, residents and 

family members. Mechanisms for feedback may also need to be improved to 

ensure people feel empowered to provide feedback via a more accessible, less 

time consuming and less bureaucratic process.  

Having a single point of contact to facilitate communication within each unit/ 

ward/ site or a representative for a group of sites, for example all care homes in 

the area, may help to improve quality and continuity of medication management 

both at individual level and when implementing ‘whole system-level’ 

interventions. The lack of integration and ‘system focus’ with policies and 

implementation strategies resulted in compatibility problems both in terms of 

what and how information and supplies were sent. This, in turn, impacted on 

various aspects of quality including safety, person-centredness and efficiency, 

as well as continuity of medication management at this transition. It is also 

important to note that primary care staff (e.g. GPs, PCN pharmacists) and 

community pharmacy staff (pharmacists, technicians) are also integral to the 

provision of medication in the community and are key stakeholders in the re-

design of the process. 

Improved integration of primary; secondary and social care was central to many 

of the ‘new care models’ which were developed to deliver the NHS Five Year 

Forward View (2014). Implementation of the EHCH model was highlighted as 

one of the key system changes within the ‘High Impact Change Model for 

Managing Transfers of Care’, developed by the Local Government Association 

(LGA) and Association of Directors of Adult Social Services (ADASS), national 

partners and the sector, in 2015, to manage patient flow and reduce delayed 

hospital discharge. The ‘Enhanced Health in Care Homes’ model (2016) is 

particularly pertinent to this study as it focused on developing ways to support 

joined-up, co-ordinated health and care services; reduce unnecessary 

admissions to hospital and improve hospital discharge processes.  

The EHCH is also designed to ensure that interventions are offered as early as 

possible to meet each individual’s needs. This study found a number of 
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challenges in both identifying and communicating individual, often complex, 

medication-related needs and then supporting a tailored approach in practice. 

Issues were identified at system, organisational and individual levels. The Sutton 

Vanguard site developed the ‘Sutton Hospital Discharge Pathway’ to address 

some of these issues by providing standardised forms and a red bag in which to 

place documents, belongings and medication at admission to hospital (Sutton 

CCG 2016). The ‘Red Bag’ scheme was in the early stages of roll out at the time 

of the study. The findings of this study may help to support the effective 

implementation of this scheme, for example the potential to include additional 

content within the documentation to support a person-centred approach to 

medication management, for example regarding swallowing difficulties, manual 

dexterity, administration routines. 

High quality dementia care is specifically identified as one of the seven core 

elements that describe the EHCH care model and is designed to improve equity 

within the system to ensure people with dementia have equal access to the 

services and support that they require and that care home residents have the 

same entitlement to these types of high-quality care as everyone else. There 

were found to be multiple barriers which prevented people getting involved with 

medication management, for example, time constraints, competing resources, 

preconceived ideas around value/ benefit and empowerment of care home 

residents with dementia and their families.  

Recommendations to address some of these barriers includes, firstly to invest 

in training and resources to support staff working in health and social care to 

communicate effectively with older people with dementia about their medication, 

both in terms of ‘what’ (e.g. talk about experiences and routines as well what 

people take) and ‘how’ (e.g. support in managing verbal interactions and other 

ways to support communication, such as provision of written information). 

Secondly, time and resource constraints, coupled with preconceived ideas 

regarding the value/ benefit of involvement, appeared to result in involvement 

being deprioritised. There were a number of inefficiencies identified across the 

system which, if managed more effectively may help to increase capacity, e.g. 

duplication of medication supply provision, loss of documentation. Training of 

staff or having a team of people who are specially trained to support 
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communication with people with dementia would increase capability as well as 

capacity. Finally, raising awareness of the way different organisations and staff, 

implicitly and explicitly promote the prioritisation of certain tasks and/or people 

in decisions making. There is a focus across health and social care to support 

‘person-centred’ approaches but the implementation and ways we measure 

‘success’ and ‘value’ do not always reflect this. The level of involvement in the 

decision-making process, appeared to be based on preconceived ideas about 

‘care home residents with dementia’, rather than asking the person themselves. 

Prioritisation at all levels appeared to be based on ‘cost vs benefit’. The 

involvement of care home residents with dementia was generally perceived to 

be ‘resource intensive’ and ‘benefit/value was felt to be limited’ as people may 

not be able to retain/ understand/ recall information. Assumptions were also 

made that medication would be managed by care home staff therefore the need 

to involve residents and family was less. Process and person level outcomes 

need to be developed to measure the benefits of involving care home residents 

and their families in the medication management process and therefore 

incentivise staff to focus on this area.  Further research may be needed to 

provide additional evidence around the effectiveness of interventions which 

support person-centred approaches to medication management.  

EHCH encourages the use of the ‘This is me’ tool (Alzheimer’s Society 2017) to 

help NHS services identify and support the needs of care home residents with 

dementia. There appeared variation in the use/ implementation of ‘This is me’ 

and it was seen as a ‘general’ document rather than a resource for ‘medication-

related’ information. There also appeared to be a lack of clarity regarding what 

additional medication-related information might support a ‘person-centred’ 

approach at points of transition. Staff and residents highlighted several areas, 

some of which were very specific and individual and others which appeared to 

be common challenges. The philosophical incompatibility in ‘standardising’ an 

approach which is designed to support ‘individualisation’ is understood but 

providing staff with some guidance regarding the type of information which may 

support a more ‘person-centred’ approach to medication management at 

transition and raise awareness/ facilitate implementation in practice, may be 

required.  
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The NHS Long Term Plan, takes ‘personalised’ care to another level, calling for 

a ‘fundamental shift’ in the way that the NHS works alongside patients and 

individuals to create ‘genuine partnerships’ to help people make decisions that 

are ‘right for them’. Again, this is more complex in the population within this 

study, within a context of limited resources and considering the ‘power 

imbalances’ and varied ability to ‘contribute’. It does recognise the need to 

identify ‘carers’ and provide them with appropriate support ‘carers passport’ 

which enables staff to identify someone as a ‘carer’ and involve them in the 

patients care. Again, when people live in care homes there may need to be a 

discussion as to who to involve in medication-related communication/ decisions 

and how. Names and contact details should be clearly documented within the 

notes.  Staff and families highlighted varied levels of ‘informal’ communication 

occurred between hospital staff, families, residents and care home staff, but 

roles and responsibilities of all parties, regarding medication management at 

transition, needed to be clarified to support quality and continuity. 

The NHS Long Term Plan builds on the policy platform laid out in the NHS Five 

Year Forward View which articulated the need to integrate care to meet the 

needs of a changing population. It advocated a shift towards ‘place-based care’ 

and ‘integrated care systems’ (ICSs) which are planned to cover all areas of 

England by April 2021. The ‘Beyond Barriers report’ issued by the CQC also 

considered how well services work together to support and care for people aged 

65 and over with complex and long-term care needs. Sustainability 

Transformation Partnerships (STPs) and Integrated Care Systems (ICSs) 

across England also implemented the Medicines Optimisation in Care Homes 

(MOCH) Programme (NHS England 2018) to integrate pharmacists and 

pharmacy technicians into primary care teams, social care teams and EHCH 

plans. This programme is targeting some of the areas for improvement identified 

in this thesis, for example MOCH has been shown to improve person-centred 

care and quality and reduce medication related harm. This study may help to 

support the implementation of MOCH ‘target areas’ such as: medicines 

optimisation for residents; reducing inefficiency and waste; supporting training 

of care home staff. 
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There are also implications in terms of the wider primary care sector involved in 

medication management at this care transition. GPs and community 

pharmacists work closely with the care homes to support quality and continuity 

of medication management at transitions of care, although the type and level of 

involvement may vary. The primary care landscape is rapidly changing, and 

roles are evolving all the time, for example, MOCH supporting pharmacists are 

working more closely within care homes and primary care and community 

pharmacists increasingly becoming more involved in medication management 

at transitions of care. Primary care pharmacists are often involved in reviewing 

discharge summaries and more recently have also started to undertake 

Structured Medication Reviews (SMRs) with patients. Care home residents and 

those with severe frailty (electronic frailty index score (eFI> 0.36)) who have had 

a recent hospital admission i.e. the focus population in this study, are recognised 

as priorities for this service (NHS England 2020).  

A number of potential roles for PCN and/ or community pharmacy staff were 

identified, for example in the training of care home staff in processes such as 

medication reconciliation and involvement in policy writing and implementation. 

In relation to supporting transitions of care, the role out of the Discharge 

Medicines Service (DMS), which has recently become a new Essential service 

within the Community Pharmacy Contractual Framework (CPCF), will enable 

NHS Trusts to refer patients who would benefit from extra guidance around 

newly prescribed medicines for provision of the DMS at their community 

pharmacy (NHS England 2021).  

8.8 Summary of Policy and Practice Impact 

This section will summarise key recommendations made for policy formulation, 

implementation strategies and practice, based on the findings of this research: 

o Systems and processes need to be developed to support the inclusion of all 

stakeholder groups through the formulation, implementation and embedding 

of policy. Policies appeared to be informed predominantly by national 

guidance and legislation. Stakeholders, such as care home residents living 

with dementia; relatives and staff/ representatives from other organisations, 

did not appear to be routinely involved in the process. As such, policy was 
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not tailored to optimise medication management in the context of this 

transition. 

o At a ‘system level’ hospitals and care homes may benefit from the 

development of ‘system level’ policies; local cross sector agreements and 

tools/ resources which provide support and guidance to staff involved in 

managing the transfer of medication-related information and medication 

supplies in the context of this transition. Many systems and subsystems were 

connected and interdependent, therefore when something happened in one 

area of the system there was an impact elsewhere in the system. Systems 

thinking within policy development and implementation appeared to be 

limited, resulting in process incompatibility and inefficiency across the 

system. Staff described systems which were suboptimal, resulting in 

duplication of effort and wasted resources both in terms of staff time and/or 

medication supplies.  

o Systems need to be implemented to support cross-sector feedback when 

issues arise. Staff stated current systems and processes were overly 

bureaucratic and time consuming, therefore feedback focused 

predominantly on ‘major’ incidents. Improving existing processes, alongside 

supporting a cultural change from the perception of feedback as ‘negative’ 

and ‘critical’, to a positive, ‘no blame’, learning focused approach, was also 

identified as important. Staff training for skills regarding giving and receiving 

feedback, may help to further empower people, giving them the confidence 

to feedback. Collecting data/ auditing feedback received may also be helpful 

in identifying ‘trends’ or ‘patterns’ which can be used to prevent future 

problems.  

o Policy accessibility and implementation strategies are crucial, as staff are 

often balancing competing priorities, under time/resource constraints. In the 

care home especially, there were limited strategies which supported the 

accessibility of policy, for example, availability of SOPs or checklists to 

support processes such as medicines reconciliation. These resources may 

also help to support quality, continuity and consistency if staff turnover is 

high, agency staff are employed or staff with less clinical training are involved 

in medication-related processes. 
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o Policy and implementation strategies need to be tailored to support 

medication management at transition in this context. This may reduce 

variation within core processes and support an evidence-based approach. 

Deviation from policy was recognised to be beneficial in some cases but in 

some instances appeared to result in unintended consequences. Because 

staff were not always aware of policy, they were not always clear whether 

what they did was aligned with policy. The gap between practice and policy 

may be inadvertent rather than a ‘choice’. Inadvertent deviation appears to 

require efforts to support implementation, whereas chosen deviation requires 

an exploration as to why the deviation was needed and identifies learning 

and modification of policy/ guidance as a result. 

o Policy, guidelines and implementation strategies require greater clarity 

regarding what person-centred medication management is in this context 

and how to balance this with competing priorities. There is a risk of 

information overload and it is not always clear which recommendations are 

good practice and staff can adapt, and which are essential. 

o MAR Charts could be adapted in terms of style and content to optimise their 

use as transition documentation. 

o There needs to be greater clarity regarding what types of medication need to 

be transferred with the resident, how much and in what packaging. Currently, 

this varies and the lack of compatibility between policies and systems may 

impact on quality and continuity of medication management at this transition. 

Many care home staff aired concerns regarding medication waste. 

o Staff training varies and gaps exist within care home and hospital staff 

training which need to be addressed to optimise medication management in 

this context. Staff have limited awareness of the role of others and the 

context in which they are working. The exception to this is care home nurses, 

who had some insight into working in both settings. Relationships between 

health and social care professionals needs to be nurtured so they are able 

to work more effectively as a partnership. Hospital staff may need to develop 

their skills regarding the involvement of this population, family members and 

care home staff, to make the best medication related decisions for that 

individual. Care home staff, particularly non-clinical staff, may need further 
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training regarding medication safety principles in general and medication 

processes, such as medication reconciliation, more specifically. 

o Care home staff, families and people with dementia possess valuable 

knowledge and skills regarding the management of their medication and this 

needs to be harnessed to optimise quality and continuity of care. 

o There is a need to clarify the role of people with dementia and their families 

in medication management at this transition and how to support the 

involvement of people with different needs and abilities. 

o People with dementia and families need to be empowered in this process. 

They need to better understand the principles of person-centred care and 

shared decision making to appreciate the validity of their contribution. 

Systems need to support professionals to proactively seek the perspectives 

of family members and people with dementia. 

 

Directions for Future Research 

 

This thesis highlights a number of areas where additional research may be 

beneficial. A quantitative approach could be employed to ascertain the type, 

volume and financial impact of medication waste at this transition and used to 

determine the optimal model to support quality and continuity of medication 

management. A similar approach could be used to determine the type and 

nature of medication errors at this transition and the effect on outcomes 

examined. Staying with the patient safety theme, it would be useful to explore 

ways in which resilience can be supported in the context of this transition to 

improve identification of errors and ADEs post-discharge. It would also be 

interesting to examine how traditional medication ‘safety’ concepts, such as 

standardisation and resilience, may be used to support ‘person-centred’, as well 

as ‘safe’, medication management at this transition.  

 

Qualitative methods could be used to explore the factors which impact on the 

level of resident and/ or relative involvement in medication management and 

determine ways in which involvement could be supported, including exploration 

of strategies such as shared decision making. In terms of policy, the process 

could be explored in further detail; for example, looking at ways in which 

residents, relatives and staff could be involved to a greater extent in the policy 
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process, both at the point of development and/or to provide feedback during 

implementation. Finally, the ways in which the content and design of existing 

policies, processes and documentation and tools at this transition could be 

adapted to better support the needs of this transition could also be explored. 

Conclusion 

This thesis identified and examined the key factors influencing the quality and 

continuity of medication management when people with dementia move 

between the care home and hospital setting. The mixed method literature review 

found that previous research on medication management in this context was 

limited, particularly in the UK. The ‘voice’ of care home residents and relatives 

was a notable absence in previous studies, as was research using a system-

wide ‘holistic’ approach. Critical realist methodology and systems-based 

approach informed the multi-phase, multi-site research design. This used 

qualitative methods to explore a wide range of perspectives, including those of 

care home residents with dementia and their families. Themes were generated 

using an inductive ‘data led’ approach to thematic analysis and identified a 

number of semantic and latent themes. Triangulation of methods, data and 

perspectives was used to provide a rich, in-depth exploration of medication-

related roles, processes and experiences and to identify, clarify and explore 

areas of agreement or divergence. Overall, the thesis provides a multi-layered, 

multi-faceted appreciation of medication management in the context of this 

transition. 

The main themes identified as influencing the quality and continuity of 

medication management when people with dementia move between the care 

home and hospital setting were: Policy practice gap; Power and relationships; 

Resource constraints and efficiency. The triangulation of policy 

recommendations and staff descriptions of medication-related processes at 

transition highlighted gaps between policy and practice. In addition, frontline 

staff attempted to identify and adapt policy and implementation strategies to fit 

the context. However, there were barriers which limited the effectiveness of this 

approach. Overall, the findings indicate that policies and processes require 

adaptation to meet the needs of this transition and more research is needed to 

identify ways in which the ‘policy process’ could be improved to better support 
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‘policy informed practice’ and ‘practice informed policy’. However, systems and 

processes will never be infallible therefore it is also important to consider the 

role and involvement of residents, relatives and other staff in this process. 

The majority of care home residents interviewed in this study were keen to be 

involved in medication related discussions and decisions, but they doubted their 

ability to contribute. Staff also appeared unsure ‘what’ and ‘how’ residents with 

dementia’ and their relatives were able to contribute, and given the limited time 

and resources, the involvement of this population may be deprioritised. Given 

residents generally assumed a passive role with regards to medication 

management, they may not proactively seek involvement. This may place them 

at a further disadvantage and less likely to be involved. However, limited 

proactivity should not be mistaken for a lack of interest or willingness to be 

involved. Therefore, systems and professionals need to adapt to proactively 

encourage involvement and optimise the contribution of care home residents 

and relatives. There was a misconception with some residents and relatives that 

their limited ‘knowledge’ of medication limited the value of their contribution. 

Therefore, residents and relatives need greater clarity regarding their role and 

the value of sharing their experiences, needs and preferences to inform 

medication administration and prescribing decisions.  

Medication management at transition involved several resource intensive 

processes, which needed to be delivered and co-ordinated with other aspects of 

transition, in a limited timeframe. Transition in this context highlighted a number 

of additional ‘demands’ which needed be met. Time and resource constraints 

limited what staff were able to achieve and forced them to manage multiple 

competing priorities. Staff described a rational decision-making approach which 

involved weighing up the perceived ‘costs versus benefits’ of the various options, 

whilst trying to reduce wastage of resources. This approach appeared to impact 

negatively on care home residents with dementia as the ‘cost’, in terms of 

resource, was perceived to be high and the ‘benefits’ were not always clear (or 

easily measurable) or valued within the system.  

Overall, the findings of this thesis highlight the need for a whole-system 

approach, in which representatives of the key stakeholder groups work together 

to design system level policies, processes and implementation tools which 
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clarify and support the transfer of tailored medication information and supplies 

between settings. This approach should acknowledge the needs of key 

stakeholders and provide process and role clarity to prevent inefficiency and 

support the involvement and empowerment of care home residents, relatives 

and care home staff. 

Dissemination Plan 

The applied nature of this research is very important and having regular 

meetings with key stakeholders, has helped to identify the best ways to 

disseminate the research findings to different audiences.  The dissemination of 

findings has been a continual process as throughout the PhD, as findings have 

evolved. I have given oral and poster presentation at several local meeting and 

events, as well as national conferences (see Appendix 8). In addition to the 

‘formal’ routes of dissemination, the findings have been used to inform 

undergraduate and post-graduate teaching both within the School of Pharmacy 

and the Centre for Applied Dementia Studies. As well informing curriculum, 

which supports the quality and continuity of medication management in this 

population generally, the findings could also be used to support interdisciplinary 

care both within organisations and across the health and social care boundary. 

I plan to publish the findings of this research and will seek to build on the findings 

to develop future grant applications for post-doctoral studies and/or collaborative 

funding opportunities. 
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Appendices 

Appendix 1: Literature Review Search Terms 

 

Embase: 

Theme  

Medication Medication* ti or ab OR Medicine* ti or ab OR Drug* ti or ab 
 AND 
Care Home ‘Nursing Home’ OR ‘Skilled Nursing Facility’ OR SNF* OR ‘Care 

Home’ OR ‘Home for the Aged’ OR ‘Assisted Living Facility’  
 AND 
Transition/ 
Continuity 

Continuity* OR Transfer* OR Transition* OR Mov* OR ‘Hospital 
Discharge’ OR Discharge* OR ‘Hospital Admission’ or 
Admission*  

 

Medline and Cinahl: 

Theme  

Medicine Medicine* (ti or ab) OR Medication* (ti or ab) OR Drug* (ti or ab) 
 AND 
Care Home MH: ‘Nursing Homes’ OR MH: ‘Residential Facilities’ OR MH: 

‘Skilled Nursing Facilities’ OR SNF* OR MH: ‘Homes for the 
Aged’ OR ‘Care Home’ OR MH: ‘Assisted Living Facilities’ OR 
MH: ‘Residential Facilities’ 

 AND 
Transition/ 
Continuity 

MH: ‘Continuity of Patient Care’ OR ‘continuity’ OR MH: ‘Patient 
Transfer’ or ‘transfer*’  OR MH: ‘Transitional Care or ‘transition*’ OR 
MH: ‘Patient Discharge’ or ‘discharge*’ OR MH: ‘Patient Admission’ 
or ‘admission*’ OR ‘mov*’ 
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First author 
(date) 

Country Aim/ Objective Intervention Admission/ 
Discharge/ 
Both 

Data Collection Participants Main findings Quality 
Score 
(%) 

1. Qualitative  

Deeks, L et al. 
(2016) 
 
 

Aus To explore medication processes 
in acute care episodes and care 
transitions for PWD and to 
make recommendations to 
improve practice. 

N/A Both Semi-structured 
interviews. 

51 participants (carers, 
health professionals, Alz 
Aus staff) 

MM is suboptimal for PLWD during care transitions and may 
compromise safety. Themes identified included: medication 
reconciliation; no modified planning for care transitions; 
underutilization of information technology; multiple prescribers; 
residential aged care facilities; medication reviews by 
pharmacists. Sub themes were: access to appropriate staff; 
identification of dementia; dose administration aids; staff training. 

75 

Kable, A. et al. 
(2015) 

Aus The aim of this study was to report 
acute, community and residential 
care health professionals’ 
(HP) perspectives on the discharge 
process and transitional care 
arrangements for people with 
dementia and their carers. 

N/A Discharge Qualitative descriptive 
study. 
 
Semi-structured focus 
groups. 

Staff involved in 
discharge planning/ 
transitional care. 
- Acute care: 5 JMOs; 
16 discharge planners: 
nurses, allied health. 
- Community care: 8 
GPs, practice nurses, 
admin., 
4 RACF staff. 

Although acute care HPs do engage in required discharge planning 
for people with dementia, participants identified critical issues: 
pressure on acute care health professionals to discharge PWD 
early, the requirement for JMOs to complete discharge 
summaries, the demand for post discharge services for PWD 
exceeding supply, the need to modify post discharge medication 
prescriptions for PWD, the need for improved coordination with 
RACF, and the need for routine provision of medication dose 
decision aids and home medicine reviews post discharge for PWD 
and carers. 

75 

King, B. et al. 
(2013) 

USA To examine how SNF nurses 
transition the care of patients 
admitted from hospitals, the 
barriers they experience, and the 
outcomes associated with 
variation in the quality of 
transitions. 
 

N/A Discharge Qualitative study 
using GDA, focus 
groups and in-depth 
interviews 

27 registered nurses 
representing 5 
Wisconsin SNFs. 

Poor quality discharge communication is a barrier to safe and 
effective transition. SNF nurses rely heavily on written hospital 
discharge communication to effectively transition patients into 
the SNF. Nurses cited multiple inadequacies of hospital discharge 
information, including regular problems with medication orders 
(including the lack of opioid prescriptions for pain), little patient 
psychosocial/ functional history, and inaccurate information 
regarding current health status. These communication 
inadequacies necessitated repeated phone clarifications, created 
care delays (including delays in pain control), increased SNF staff 
stress. 

75 

Robinson, C. A. 
et al. 
(2012) 

Canada To identify key elements, from 
multiple stakeholder perspectives, 
that influence the success of 
transitions experienced by nursing 
home residents when they 
required transfer to a hospital 
emergency department 

N/A Both Interpretive 
Descriptive Study 
 
Interviews and focus 
groups 

71 participants in focus 
groups and interview 
with NH residents, 
family members and 
professionals working in 
NHs and hospital. 

Transitions were influenced by the complex interplay of multiple 
elements: knowing the resident; critical geriatric knowledge and 
skilled assessment; positive relationships; effective 
communication; and timeliness. When one or more element was 
absent or compromised, the success of the transition was also 
compromised. There was consistency about the importance of all 
the identified elements across all stakeholder groups. Aspects of 
many of these elements are modifiable and suggest viable targets 
for interventions aimed at improving the success of transitions for 
this vulnerable population. 

50 

Vogelsmeier, 
A. et al. 
(2017) 
 

USA To describe differences in RN and 
LPN sensemaking when detecting 
discrepancies. 

N/A Discharge Qualitative 
methodology. 
 

13 RNs and 13 LPNs in 

12 NHs. 

NH nurses, particularly RNs are in an important position to 
identify discrepancies that could cause resident harm. Both RNs 
and LPNs are valuable to keeping resident safe, yet RNs offer 
unique contribution to complex processes such as Med Rec. 

100 
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Semi-structured 
interviews and 
vignettes. 

Vogelsmeier, 
A. 
(2014) 

USA To explore nursing home leader 
and staff nurse perceptions about 
the process of medication 
reconciliation, with a specific focus 
on identifying medication order 
discrepancies. 

N/A Discharge Qualitative study. 18 leaders, focus groups 
of 13 registered nurses 
and 28 licensed practical 
nurses 

Findings expand knowledge and insight into the process of 
medication reconciliation and how medication order 
discrepancies are identified when residents make the transition to 
the nursing home. Specifically, this study provides evidence about 
the integral role nursing home nurses play in the process and how 
nurses engage in important cognitive processes, such as 
sensemaking, when detecting discrepancies. 

75 

Gilmore-
Bykovskyi, A. 
et al. (2017) 

USA To describe skilled nursing facility 
(SNF) nurses’ perspectives on the 
experiences and needs of persons 
with dementia (PwD) during 
hospital-to-SNF transitions and to 
identify factors related to the 
quality of these transitions. 

N/A Discharge from 
hospital to SNF 

Qualitative 
 
Grounded 
dimensional analysis 
study using individual 
and focus group 
interviews with nurses 
(N = 40) from 11 SNFs. 

Grounded dimensional 
analysis study using 
individual and focus 
group interviews with 
nurses (N = 40) from 11 
SNFs. 

Hospital-to-SNF transitions described as distressing for PwD and 
their caregivers and dominated by dementia-related behavioural 
symptoms. SNF nurses described PwD as having unique 
transitional care needs, which primarily involved needing 
additional discharge preplanning. SNF nurses identified 
inaccurate/ limited hospital discharge communication and short 
discharge timeframes as factors that contributed to poorer-
quality transitions producing increased risk for resident harm, 
rehospitalisation, and negative resident/ caregiver experiences. 
Engaged caregivers throughout the transition and the presence of 
high-quality discharge communication were identified as factors 
that improved the quality of transitions for PwD. 

75 

Quantitative Non RCT  
Boockvar, K. et 
al. (2006) 

USA To examine the effect of 
pharmacist-conducted medicines 
reconciliation on the occurrence of 
discrepancy-related ADEs 
associated with drugs ordered at 
hospital discharge back to the NH. 

Pharmacist 
conducted, NH 
based, 
medicines 
reconciliation 

Discharge 
(Hospital to NH 

Pre/ post-intervention 
design. 
 
Review of records pre 
admission/ post 
discharge MR 

81 NH residents pre and 
87 post intervention 

Pharmacist medication reconciliation and communication with 
the physician reduced discrepancy related ADEs. 

100 

Elliott, R. et al. 
(2012) 

Aus To test the impact of a hospital 
pharmacist-prepared interim 
residential care medication 
administration chart (IRCMAC) on 
medication administration errors 
and use of locum medical services 
after discharge from hospital to 
residential care. 

Pharmacist-
prepared 
interim 
residential care 
medication 
chart (IRCMAC) 

Discharge 
(Hospital to 
residential care) 

Prospective pre/ post-
intervention design 
 
Structured 
questionnaire over 
phone with RCF staff 
member. 

428 patients (202 pre 
and 226 post 
intervention), 
discharged to a RCF 
from an inpatient ward 
over two 12-week 
periods. 

The number of patients who experienced one or more missed or 
delayed doses fell from 37/202 (18.3%) to 6/226 (2.7%) 
(difference in percentages 15.6%, 95% CI 9.5% to 21.9%, p<0.001). 
The number of patients whose RCF medication chart was written 
by a locum doctor fell from 66/202 (32.7%) to 25/226 (11.1%) 
(difference in percentages 21.6%, 95% CI 13.5% to 29.7%, 
p<0.001). For 189/226 (83.6%) discharges, RCF staff reported that 
the IRCMAC improved continuity of care; 31/35 (88.6%) general 
practitioners said that the IRCMAC reduced the urgency for them 
to attend the RCF and 35/35 (100%) said that IRCMACs should be 
provided for all patients discharged to a RCF. 

75 

Kuo, C et al. 
(2013) 

Tai To evaluate a pharmacist-directed 
medication-reconciliation program 
in a nursing home setting 

Pharmacist-
directed, NH 
based, 
medication 
reconciliation. 

Discharge 
(Hospital to NH) 

Pre/ post-intervention 
design. 
 
Record review. 
 

Control: 18 residents (25 
transfers). 
Study: 20 residents (28 
transfers). 

A pharmacist performed medication reconciliation and discussed 
discrepancies with care providers in the study period. Most 
common error was omission. MR may also have cost benefits. 
Pharmacist directed MR can reduce medication discrepancies in 
the nursing home setting. 

50 
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Quantitative Descriptive  
Boockvar, K. et 
al.   (2010) 

USA To examine the frequencies of 
medication error and adverse drug 
events (ADEs) at the time of 
patient transfer in a system with 
an electronic health record (EHR) 
as compared to a system without 
an EHR. 

Electronic 
Health Records 

Both Observational cohort 
study 
 
Retrospective 
structured medical 
record review. 

469 patients transferred 
between 7 NH and 3 
hospital in NYC 

Identified 1854 discrepancies NH-Hospital and 1059 Hospital-NH. 
64% drug discontinuations. 61 of the discrepancies caused ADE. 
Of those discrepancies, 48% were unintentional (error). There was 
no difference, with and without EHR, in the occurrence of 
discrepancies or ADEs caused by medication discrepancies at the 
time of transfer. Possibly due to lack of specialised computer tools 
to facilitate med review. 

100 

Boockvar, K. et 
al. (2004) 

USA To measure the frequency of 
changes and discontinuations in 
medication use that occur at the 
time of transfer of older adults 
between hospital and nursing 
home in both directions of transfer 
and to identify adverse events 
related to these changes. 

N/A Both Quantitative 
 
NH and hospital 
record review. 

87 residents (122 
admissions). Residents 
of 4 NHs in NYC 
admitted to 2 hospitals. 

For 86% of NH- Hospital transfers at least 1 medication was 
altered. For 64% of Hospital- NH transfers at least 1 medication 
was altered. 21% of alterations at NH readmission were reversion 
to pre-hospital admission meds. Of the 71 bidirectional transfers, 
there were 14 ADEs attributable to med changes. Mean time 
interval from med change to ADE= 14 days, which meant 12/14 
ADEs identified in NH after hospital stay. 
 
Med changes common during transfer between hospital and NH 
and are a cause of ADE. Need systems interventions to prevent 
ADEs needed. Improve interinstitutional care. 

75 

Boockvar, K. et 
al. (2009) 

USA To quantify the rate of adverse 
drug events (ADEs) caused by 
prescribing discrepancies and the 
discrimination of an index of high-
risk transition drug prescribing. 

 Both Retrospective medical 
record review. 

208 patients, 
hospitalised 304 times 
between 7 NH and 3 
hospitals. 

65 Of 1350 discrepancies caused ADEs. Positive predictive values 
(PPVs) calculated and highest for analgesics and metronidazole. 
Patients with 0, 1-2 and 3 high risk discrepancies had a 13%, 23% 
and 47% respectively of experiencing a discrepancy related ADE. 
 
Discrepancies in certain drug classes more likely to cause ADE 
than others in hospitalised NH residents. Information about ADEs 
used to enhance care quality, identify high risk patients and 
inform the development of decision support tools at the time of 
transfer. 

75 

Fitzgibbon, M. 
et al. (2013) 

USA To examine medication 
discrepancies that occur as a result 
of transitioning from hospitals to 
ALFs and to explore the role of 
nurses regarding medication 
reconciliation in ALFs. 

N/A Discharge from 
hospital to ALF 

Quantitative 
 
Retrospective Chart 
Review in large 
commercial pharmacy 
servicing multiple ALFs 

80 consecutive ALF 
residents (65 or over) 
discharged from the 
hospital with at least 5 
prescription 
medications. 

One or more medication discrepancies were found in 68 (86.2%) 
of the records from pre- to post hospitalisation and three most 
common discrepancies were: omission without documentations 
(42%), added without documentation (28%) and changed without 
documentation (26%). Pearson’s linear correlation coefficient 
comparison between the total no. of medications per resident 
and the total number of discrepancies per resident showed a 
weak and statistical nonsignificant association (r=0.187). 

75 

Lane, S. J. et 
al. 
(2014) 

USA To evaluate structure- and 
process-related factors that 
contribute to medication errors 
and harm during transition periods 
at a SNF. 

N/A Both Quantitative 
 
Medication Error 
Quality Inititaive 
(MEQI-IE) database 

Data for 581 errors 
across 138 SNFs. 

A total of 138 SNFs reported 581 transition period medication 
errors; 73 (12.6%) caused harm. Chain affiliation was associated 
with a reduction in the volume of errors during the transition 
period. One third of all reported transition errors occurred during 
the medication administration phase of the medication use 
process, where dose omissions were the most common type of 
error; however, dose omissions caused harm less often than 
wrong-dose errors did.  Both structure and process measures of 
quality were related to the volume of medication errors. 
 

50 
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Prescribing errors were much less common than administration 
errors but were much more likely to cause harm. 
 
The impact of SNF structure and process measures on the number 
of reported medication errors and harm from errors were 
examined using bivariate and multivariate model methods. Data 
for medication errors and potential medication errors during the 
7-day transition period for residents entering North Carolia SNFs 
were from the Medication Error Quality Initiative V Individual 
Error database from October 2006 to September 2007. 

Pierce, D. & 
Fraser, G. 
(2009) 

Aus To investigate patient outcomes 
and participating nurses’ 
experience of medication issues 
related to admissions to rural 
residential aged care facilities 
were investigated. 

N/A Discharge to 
RACF. 

Observational study. 
 
Questionnaire (senior 
nurse at each facility) 

59 patient transfers 
from 14 aged care 
facilities. 
 

1 in 5 patients experienced a delay of up to 4 hours. 
 
A number of staff reported that they had felt it necessary to act 
beyond their employee duties to ensure timely medication 
delivery to their residents. 
 
Study identified pathways to transfer med info about patient 
being admitted to aged care facilities. Highlights staff working 
outside their designated role to keep the system going e.g. taking 
information to the GP, that this is potentially inefficient use of 
limited (nursing) staff time. 

50 

Tjia, J. et al. 
(2009) 

USA To describe the prevalence, type 
and sources of medication 
discrepancies upon admission to 
the SNF setting. 

N/A Discharge to 
SNF 

Quantitative 
 
Cross-sectional study. 
 
Record Review 
 
 

Based in two 
community-based 
SNFs within long-term 
care facilities in Central 
Massachusetts. 
 
2319 meds reviewed 
from 199 admission 
records. 
 

Medication discrepancies occurred in 
almost three out of four SNF admissions and accounted for one in 
five medications prescribed on admission. 
The discharge summary and the patient care referral forms from 
the discharging institution are often in disagreement. Our study 
findings underscore the importance 
of current efforts to improve the quality of inter-institutional 
communication. 

75 

Tong, A. et al. 
(2017) 

USA To report common types of 
discrepancies due to medication 
reconciliation through monthly 
retrospective chart reviews of the 
nursing home admission 
medication reconciliation. To 
improve the medication 
reconciliation process. 

Medication 
reconciliation of 
newly admitted 
patients records 
using a 
standardised 
spreadsheet 
tool. 

Discharge from 
hospital 

Quantitative 
 
QI initiative: Chart 
review using 
standardised tool. 
. 

2 NHs in Washington DC. 
Site A- 50 chart reviews 
(452 meds/ 89 discrep) 
and Site B- 30 chart 
reviews (373 meds/ 65 
discrep) 

A standardized spreadsheet tool based 
on multiple medication reconciliation implementation tool kits 
was created to record the information. The use of high-risk 
medications, namely antidiabetic, anticoagulant, and opioid 
agents, was also recorded. 
 
The five most common medication discrepancies were incorrect 
indication (21%), no monitoring parameters (17%), medication 
name omitted (11%), incorrect dose (10%), and incorrect 
frequency (8%). 
 
This initiative highlights that medication discrepancies on 
admission are common in nursing homes and may be clinically 
impactful. 
 

75 
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More attention needs to be given to workflow processes to 
improve medication reconciliation considering the increased risk 
for adverse drug events and hospitalizations. 
 

Mixed Methods Studies  
Kerstenetzky, 
L. et al. 
(2017) 

USA To assist in the development of a 
needs assessment logic model, 
the specific aims of this study were 
to: 1) identify and characterize 
medication discrepancies that 
occur between our hospital's 
medication discharge list 
compared to SNF and LTC 
pharmacy medication 
lists, and 2) examine barriers and 
facilitators of medication 
information communication 
between our hospital, SNFs, and 
LTC 
pharmacies. 

Intervention 
Mapping (IM) 
framework, 

Discharge to 
SNF 

Mixed methods 
 
Record review; 
Interviews (SNF and 
LTC pharmacy staff) 

71 patient records 
reviewed. 
 
Interviews: 69 SNF staff 
and 50 LTC staff 

At least one medication discrepancy was discovered in 77.6% (n 
45/58) of SNF and 76.0% (n 19/25) of LTC pharmacy medication 
lists. A total of 191 medication discrepancies were identified 
across all SNF and LTC pharmacy records. Of the 69 SNF staff 
interviewed, 20.3% (n 14) reported patient care delays due to 
omitted documents during the hospital-to-SNF transition. During 
interviews, communication between the SNF/LTC pharmacy and 
the discharging hospital was described by facility staff as 
unidirectional with little opportunity for feedback on patient care 
concerns. 
 
The targeted needs assessment guided by the IM framework has 
lent to several planned process improvements initiatives to help 
reduce medication discrepancies during the hospital-to-SNF 
transition as well as improve communication between healthcare 
entities. Opening lines of communication along with aligning 
healthcare entity goals may help prevent medication-related 
errors 
 

75 

Vogelsmeier, 
A. et al. 
(2015) 

USA To examine the extent to 
which licensure (RN, LPN), years of 
experience performing medication 
reconciliation, and the perceived 
Need for Closure were related to 
differences in the detection of 
medication order discrepancies. 

N/A Discharge Mixed methods 
 
Multiple Segment 
Factorial Vignette 
(MSFV)  (employs 
experimental design 
logic and qual and 
quant approaches). 

From the 12 nursing 
homes, 102 nurses 
participated (32 RNs and 
70 LPNs. 

RNs and LPNs contribute to safety in different ways yet they are 
used interchangeably. Explore further maximising the 
contribution of use of RN and LPN to processes such as medicines 
reconciliation. 

75 
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Appendix 3: Stakeholder Consultation 

 

Pharmacist/Academic (conducted research in the field) 
Met: 26th January 2016 

Involvement She felt involvement of patients in her own work was missing. She 
felt patient insight really useful. Her ethics approval would not permit 
patient interview. 

Fragmentation of Care Caused confusion 

Modified planning No modified care planning… consider training re dementia screening. 
Access to modified care following discharge (4 day supply) and junior 
doctors write discharge. 
Identifying those with dementia- ‘labelling’ 

Green bag system Is there a place to support independence? 
Question of self admin in dementia 

IT Information not shared effectively- errors occur (Community 
pharmacy/ Care Home/ Hospital). 
IT could be used better. 

Communication Vulnerable- communication particularly important- safety. 
Structured communication at clinical handover. 
Many meds being taken. 
Timing- letters are posted causing delay. 
Effect of timing of discharge. 

Roles GRACE nurse, Care co-ordinator. Felt there were individual 
champions who stood out. 
? Pharmacist transition roles 

Standardisation of CH 
requirements 

Admin charts/ boxes or bottles/ CH supply or hospital supply 
(Standardisation would be useful). 

 

 

Mental Health Pharmacist 
Met: 19th January 2016 

Background: The purpose of this meeting was as a scoping exercise and to gain an 
understanding of living with severe dementia from a mental health trust 
angle. 
Admission to a mental health facility occurs when someone is ‘sectioned’ 
under the mental health act i.e when they are considered a potential harm 
to themselves or others. 
Within these hospitals there are designated beds for elderly patients (aka 
EMI beds- ‘elderly mentally ill’). 
People may be admitted from community, care home or hospital. 

Transitions: E.g of transition related problem… 
At hospital from MH facility. Limited documentation- verbal instruction. 
Issues re assessment and communication of EoL. Hospital limited 
understanding of MH facility and what was possible.  
Raised a number of issues… 
…who should accompany the patient into hospital? 
…lack of understanding from the hospital clinician perspective of guidelines 
for communication and also the services offered/ resources available in the 
mental health organisation (mostly nurses implementing care not Drs). 
…ability to contact the hospital when there is an issue 
...care through the night i.e. when admission to A+E at night communication 
problems may be more frequent? 
…MH facility need written communication to issue the request to stop meds 
and initiate EoL and rationale for the course of action that they have 
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advised e.g. brief clinical notes/ discharge note, have family been involved? 
have this discussed with them? 

Medication For med provision at MH organisation they have an SLA with pharmacy 
chain. 
Staff: Support workers, nurses, psych, pharmacist (clinical review, looks at 
charts and sometimes involved in complex case reviews). GP may come if 
requested. 

 

Pharmacist/ MD Commissioned Service Providing Care Home Pharmacists 
Met: 4th Feb 

Understanding of political 
landscape 

BMA Negotiations re the reconfiguration of care provision to care 
homes. Will GPs continue to be responsible for care provision in 
these settings? These are complex patients often requiring 
specialist input and GPs are being urged not to be pressure to 
provide care beyond their level of expertise. Possible movement 
towards outreach geriatric services? 

 Vanguard- link with PSNC and re-designing of healthcare services 
also. 

 Commissioning based on outcomes. 

 Political landscape is critical at the interface. 

Communication Discharge advice notes/ summaries: 
-electronic (explanatory letter not received by post until weeks 
later) 

 Consider the role of the care home in co-ordinating care providers. 
Do they communicate with the GP/ CP if pt admitted/ discharged? 

 What happens re meds rec in the care home setting once the 
patient returns from hospital? What is the process? What happens 
if an error is detected… who ‘plays detective’? 

 L a case manager (advanced nurse practitioner). Single point of 
contact 

 Look at BMJ paper re frequent admissions (what affects). Care 
home panic? Family demand (guilt) 

 ?End of life planning 

Dementia Some CH specialise in dementia care. Indicators of good care- low 
anti-psych use (pain/ env factors) 

 Owned by council? Poor care? 

 Med reviews and depx where possible are really important 

Care Home When admitted often move GP/CP as the home prefer to deal with 
certain pharmacy (use a preferred system). 

Relatives Mentioned  incident re EoL care- how should carers be involved in 
decisions re meds. 

Research methods Track med/ Track person/ Track documentation 

Existing research Stopp/Start; Depx; EoL 

Themes Communication (Effective/ timely); Role Clarity; Documentation; 
Errors (where?) 

People SH; NB; Pt advocate groups; Age UK- what do advocates want? 

 What is the patients/carers want need- not what we think they 
need… 

 

Carer (mother with dementia)/ Memory Nurse 
Met: Feb 26th 2016 

Role of Carer When we arrived D was cleaning and tidying her Mum’s room in 
the Care Home. We sat down in the lounge area of her mum’s 
room. 

Role of Memory Nurse GPs refer to the memory nurse for assessment (Addenbrooks ACE 
3- cognitive assessment). Talks to person about cholinesterase 
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inhibitors if appropriate. Goes to the MDT and discusses findings. 
Visits the patients every 6-8 months to monitor. Visits 2 weeks after 
diagnosis made. 
‘Everyone tends to be on statins, folic acid, amytriptyilline (but 
that’s usually for pain).’ 
Also checks GDS for low mood. 
Described people having ‘washing up bowls full’ of medication. 
Some people have dossette boxes but don’t take them. 
Talk to person about memantine and donepezil. Use memantine 
when more behavioural issues. Might use rivastigmine patch. 
Once taking these they stay on them ‘forever’. 

Access SPA- single point of access. 

Medication Often liase with family/ carer to find out what medication people 
are taking. It would be too time consuming to contact the 
community pharmacy. But there have been problems on taking the 
word of a family member re meds being taken and they were 
incorrect….. 
Pharmacy tech involvement. 
Skills team within social services help to prompt 
Problems with pharmacy when they try to deliver… patient may not 
open door as they don’t understand the knock or if the patient isn’t 
in it causes confusion. 
Integrated teams- Primary care (DN, Community matron, GP, 
Diabetic nurse (if pt. diabetic)) 
Problems when they go into hospital- meds change, take off 
cholinesterase inhibitor? Discharged with just a bag of meds? 
Risperadone 0.5-1mg given or diazepam/ lorazepam for day/ night 
reversal. Organise a dossette box, someone prompts/ gives tabs 
and memory nurse used to visit every 6 m. GP review and 
monitoring continual- can’t understand how will be possible to 
provide cholinesterase monitoring for all those people (600)/ post 
diagnostic support. 
Memory nurses now seeing 3 weeks post diagnosis and that’s it- 
GP s then see in clinic. 
If vascular GP sees and if any problems send through SPA. 
If confused in hospital call liason psych (memory nurses only see 
pts in their own home). 

Integration PARIS system is used. Liason psychiatry involved which is ‘really 
good’. (FM) 
MDS: Consultant psych, psychologist, memory support worker, 
rapid response, community mental heath 
Care plans sent to GP 

Dossette Incident: Telecare ‘flying saucer’ tablet dispenser for meds but 
can’t see what is in there? The team had no access to care 
records. Reliance on verbal communication and whatever to hand. 
Sometimes incorrect. 

 

Lady with dementia in care home 
Met: 26th Feb 2016 

Introduction Met and introduced myself to P. Myself and A chatted with her. 
Chatted about my children, shared pictures etc. 

 When A mentioned I was a pharmacist P said I might come in 
useful! When A asked what tablet, she thought would be useful to 
her…response not health connected and no mention of dementia 

Reminiscence Used the reminiscence box to facilitate the discussion about P and 
her life. 

Other residents Were very interested but a few ladies seemed to be less happy 
with our presence…. The dynamic between residents was 
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interesting…. Important to be mindful of others being resentful of 
visits. 

Environment Pleasant lounge area- not a great deal to do? Watching TV…. our 
chat possibly disruptive? Other people keen to talk. Consider 
impact of visit on other residents. 

 

Care Home Dementia Lead for group of care homes 
Met: 8th March 2016 

Role Lady led dementia care provision in a group of Scottish care 
homes. 

Medication Mentioned reducing anti-psychotics and GPs being ‘driven to 
reduce these types of medication. Also aware of difficulties with 
pain and meds administration in general. 

 

Hospital Nurse 
Met:8th March 

Dossette boxes This nurse described the ‘nightmare’ with medication and watching 
patients trying to get into dossette boxes….’attacking them with 
scissors’ just not understanding how they work. The OT next to her 
also agreed... saying that may of her patients struggled to get into 
the boxes also. 

 

Carer Reference Panel 
Met: 9th March 2016 

Involvement of carers in 
decisions 

Ladies mentioned they had been heavily involved in caring for a 
loved one living in a nursing home. They talked of their distress in 
going one day and their mum ‘not being herself’. The lady had 
been given an antipsychotic type medication and they were very 
upset that no discussion had been with them about it. She did 
come off it but they didn’t think she was ever the same…. 
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Appendix 4: NHS REC Approval Letters 

A Phase I 
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B Phase II 
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Appendix 5: Outline of Ethics Process 

Timeline of Ethics Application Process: Phase I 

Ethics Process Date 

University ethics application submitted 27/07/2017 

University ethics application re-submitted 05/10/2017 

IRAS submitted 28/11/2017 

REC meeting date 12/12/2017 

REC Provisional opinion 19/12/2017 

REC Favorable opinion 24/01/2018 

 

Timeline of Ethics Application Process: Phase II 

Ethics Process Date 

University ethics application submitted 17/09/2018 

University ethics application re-submitted 12/10/2018 

HRA/HCRW acceptance 24/10/2018 

Initial assessment letter received  06/11/2018 

CRN portfolio eligibility confirmed 08/11/2018 

HRA/HCRW submission of additional information 09/11/2018 

HRA/HCRW approval granted 12/11/2018 

Letter of Access granted Hospital B 22/11/2018 

Letter of Access granted Hospital A 12/12/2018 

Request for extension 19/03/2019 

Extension granted 28/03/2019 

 

Timeline of Phase I Key Dates 

Ethics Process Date 

University ethics application submitted 27/07/2017 

University ethics application re-
submitted 

05/10/2017 

IRAS submitted 28/11/2017 

REC meeting date 12/12/2017 

REC Provisional opinion 19/12/2017 

REC Favourable opinion 24/01/2018 

Initial Site Meeting  

All care homes w/c 12/03/2018 

Data Collection   

Staff Interviews A1 (w/c 16/04/2018)  
B1 (w/c 30/04/2018) 
B2 (w/c 14/05/2018) 

Resident Interviews B2 (w/c 03/09/2018) 
B1 (w/c 17/09/2018) 

Family Interviews B2 (w/c 22/10/2018) 
Study Closed 30/11/2018 
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Appendix 6: Data Collection Tools: Phase I 

A Recruitment Poster 

 

 Hi! My name is Suzanne, I work at the 

University of Bradford and am currently 

studying for a PhD.  

I am a pharmacist, so I am interested in 
helping people to get the most from their 
medicines. We know that when people 
move into and out of hospital, things can 
go wrong with their medicines. Lots of 
things need to happen to make sure that 
people continue to receive the right 
medicines, at the right time. This research 
aims to understand what is currently 
working well and how things could be 
improved.  
 

I would like to talk to people living 
in this care home, and their family 

members, about any medicine- related experiences, following 
a hospital stay.  
 
I am particularly interested in the experiences of people living with 
dementia and their families. Please let myself or a member of staff know 
if you have an experience you wish to share. 
 
I will be around the care home, for a few weeks, observing care staff as 
they talk with people about their medicines and carry out other 
medicines related tasks. Please let me, or a member of staff, know if you 
would prefer me not to be present at any point.  

 

If you would like to know more about this research please speak to a member of 

staff or contact: Suzanne Hill, University of Bradford at:  

S.E.Hobson@bradford.ac.uk or Tel: 01274 236481 

mailto:S.E.Hobson@bradford.ac.uk
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B Participant Information Sheet: Care Home Staff 

 

 

PhD Research Study: The Quality and Continuity of Medication 

Management when People move between the Care Home and Hospital 

Setting 

Participant Information Sheet: Care Home Staff  

You are being invited to take part in a research study. Before you decide whether or 
not you would like to participate, it is important that you understand why the 
research is being carried out and what will be involved if you decide to participate. 
The following information explains the purpose of the study and other relevant 
information. Please take time to read it carefully and discuss it with others if you 
wish. If there is anything that is not clear, or if you would like more information, 
please do not hesitate to ask. 
 
Who is carrying out this study? 
The research is being conducted by Suzanne Hill, a pharmacist who is currently 
teaching and studying for a PhD at the University of Bradford. 
 
Why is this study important? 
People living in care homes are often on multiple medicines, putting them at greater 
risk of medication error. Moving between care settings, for example hospital to care 
home, further increases the risk as medications may change during a hospital stay 
and but communication of the change to the care home may be inaccurate, 
incomplete or delayed. This has an impact on staff workload and ultimately the safety 
and quality of care for people living in the care home. 
 
If a person has dementia this causes additional risk of medication error causing harm, 
as it is less likely to be recognised, and/or effectively communicated, that an error has 
occurred. It is especially important, in these circumstances, that effective medication 
systems and processes are in place to support staff to deliver safe, high quality care 
which meets the needs of people with dementia and their families. This study will 
look at what is working well currently and what staff, residents and families think 
could be improved. 
 
Who is being invited to take part? 
You have been invited to take part as you work in the care home and organise 
medicines when people are admitted to/ discharged from hospital. 
 
What will be involved if I take part? 
Firstly, the study will be explained in further detail and you will have the opportunity 
to ask any questions. You will be provided with a written information sheet and if you 
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wish to participate you will be asked to sign a consent form to show you have agreed 
to take part. You will be able to keep a copy of this sheet and the consent form.  
 
If you consent to take part, you will be shadowed whilst you are organising medicines 
and documentation, in readiness for admission to hospital, or following a resident 
being discharged from hospital. Activities observed may include: compiling an the 
medication list; communicating with resident, family or staff (internal/external) to 
organise medicines; recording or processing medicines information. Whilst being 
shadowed, the researcher will ask questions about the tasks you are carrying out and 
the systems and processes within your area of work. The researcher will also take 
notes during the observation. The shadowing and questioning will not inappropriately 
interrupt or delay a resident receiving care. If any safeguarding issues/ areas of 
concern are highlighted during the course of the research, standard procedures 
would be followed, in line with organisational policy.  
 
Throughout the research you may be observed during contact with resident. If this is 
the case, it is important that residents understand and are comfortable with the 
presence of the researcher. You will be expected to explain to patients that you are 
being observed as part of a research study, for example: 
 
‘This is Suzanne Hill. She is a pharmacist and PhD student, observing me at work 
today, as part of a research study to understand how medicines are managed when 
people go into hospital/ return from hospital. She is observing staff, and the processes 
and procedures they use, but is not observing patients/residents. You can choose for 
her not to be present and this won’t affect the care you receive. Would you be willing 
to allow Suzanne to observe me? If at any point you would like her to leave please let 
me know.’ 
 
If it is not possible to directly observe a resident being admitted/ discharged, you may 
be asked to talk through organising medicines for a person recently admitted to/ 
discharged from hospital to explain what happened and how you were involved. 
 
At the end of the study the researcher may want to ask you some questions to get a 
better understanding of what happened in the observations and anything you feel is 
working well or could be better.  
 
Will what I say be confidential? 
Yes. Your identity and any personal information will be completely confidential and 
known only to the researcher. No record will be kept of actual names and locations. 
The information obtained will remain confidential and stored within a locked filing 
cabinet. The data are held in accordance with the Data Protection Act, which means 
that it is kept safely and cannot be revealed to other people, without your 
permission. You will not be identified in any report or publication. 
 
What are the benefits of taking part in this study? 
By taking part in this research, you will be providing valuable information regarding 
medicines when people move between the care home and hospital setting. It is 
hoped that this information will be used to improve the medicines systems and 
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processes which support staff to deliver safe, high quality care for people living with 
dementia and their families. 
 
 
What should you do if you would like to help with my study? 
You can let the researcher know straight away or take some time to think about it. 
You will be contacted in 1-2 days to find out if you would like to take part, but you can 
take longer to decide if you wish. You can keep this sheet as a reminder, and please 
feel free to contact Suzanne if you have any more questions.  
 
 
What will happen to the information you give me? 
The research will be written up for publication in academic journals so that others can 
learn from the findings. The data will also be submitted as part of a doctoral thesis 
(PhD). If you would like a copy of the findings, please contact Suzanne Hill, using the 
details below. 
 
If you would like more information, please contact me at the University of Bradford: 
  

Suzanne Hill 
Tel: 01274 23 

Email: S.E.Hobson@bradford.ac.uk 
 

Thank you for reading this information sheet. 
 

 
 

 
 
 
Complaints 
If you wish to make a complaint or raise concerns about any aspect of this study and 
do not wish to speak to the researcher, you can contact: 
 
Ms Tamsin Holt 
Title: Head of Research Support 
Email:nhs-ethics@bradford.ac.uk 
Telephone: 01274 2360000 

mailto:S.E.Hobson@bradford.ac.uk
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C Participant Information Sheet: Care Home Resident  

Participant Information Sheet 
PhD Study: The Quality and Continuity of Medicines 

when People move between the Care Home and 
Hospital Setting 

 
 

  

I will ask these questions in a place that is 

comfortable and familiar to you.  

 

You will be able to have a rest at any point 

or finish the questions on another day. 

 

Hello! My name is Suzanne Hill. 

 

I am a PhD Student working at Bradford 

University. 

 

I am carrying out a study about medicines 

when people with memory problems go into 

hospital. 

 

I will be performing the study myself but have 

supervisors at the university to help me. 

 

 

I would like to ask you some questions about 
your recent visit to hospital.  
 
Did your medicines change? Are you happy 
with the change? How were you told? Have 
there been any problems with your medicines 
since you came back to the care home? 
 
 

I will write down what you tell me but no one 
else will know what you have told me. 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCLH-6-L0jsYCFYFZFAod21MAYQ&url=http://www.designtube.org/cont/living-room-model-free-download&ei=2E59VbGyLoGzUdungYgG&bvm=bv.95515949,d.d24&psig=AFQjCNGfDoZ8k4YrTRLpy1CC23GhDKbQXA&ust=1434361876300124
http://www.google.co.uk/imgres?imgurl=http://cliparts.co/cliparts/6Ty/XKd/6TyXKd66c.png&imgrefurl=http://cliparts.co/writing-images-clip-art&h=608&w=483&tbnid=Lnr6oAYVrhN93M:&zoom=1&docid=zYgMYkdA4c9mZM&ei=GzB8VYShNMmrswHPtobQDg&tbm=isch&ved=0CF8QMyhbMFs4rAJqFQoTCMSa1KjjjMYCFcnVLAodT5sB6g
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If you would like to help me with my study, I 

will visit you again. 

 

I will ask you to sign a consent form. 

 

I will help you do this and you can have 

someone else with you if you like. 

I will fix a date and time to visit you again to ask 

you the questions about your medicines. 

 

Do not worry if you cannot answer some of the 

questions. There are no right or wrong 

answers. 

 

This should take about 45 minutes. 

 

 
If you change your mind at any time you can 

tell me to stop. 

If you feel unwell or want to stop for another 

reason, just let me know. 

If you would like to know more about the study, please ask someone to 

contact me at the University of Bradford: 

 

Suzanne Hill 

Tel: 01274 236473 

Email: S.E.Hobson@bradford.ac.uk 

 

Complaints : If you wish to make a complaint or raise concerns about any aspect of this study 

and do not want to speak to the researcher, please contact:  

Ms Tamsin Holt, Head of Research Support 

Email: nhs-ethics@bradford.ac.uk Telephone: 01274 2360000 

 

 

 

 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCOXYxJjtjsYCFYG4FAodYlwAOg&url=http://cliparts.co/workout-clip-art&ei=5UZ9VaXSNYHxUuK4gdAD&bvm=bv.95515949,d.d24&psig=AFQjCNHnx0XlmUhBhtIIlT5mCfuU5Udk4Q&ust=1434359465872163
mailto:R.J.Bradley@student.bradford.ac.uk
mailto:nhs-ethics@bradford.ac.uk
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D Participant Information Sheet: Relative 

 

PhD Research Study: The Quality and Continuity of Medicines Systems 

and Processes when People move between the Care Home and Hospital 

Setting 

Participant Information Sheet: Relative 

You are being invited to take part in a research study. Before you decide whether or 
not you would like to participate, it is important that you understand why the research 
is being carried out and what will be involved if you decide to participate. The following 
information explains the purpose of the study and other relevant information. Please 
take time to read it carefully and discuss it with others if you wish. If there is anything 
that is not clear, or if you would like more information, please do not hesitate to ask. 
 
Who is carrying out this study? 
The research is being conducted by Suzanne Hill, a pharmacist who is currently teaching 
and studying for a PhD at the University of Bradford. 
 
Why is this study important? 
People living in care homes are often on multiple medicines, putting them at greater 
risk of medication error. Moving between care settings, for example hospital to care 
home, further increases the risk as medications may change during a hospital stay and 
but communication of the change to the care home may be inaccurate, incomplete or 
delayed. This has an impact on staff workload and ultimately the safety and quality of 
care for people living in the care home. 
 
If a person has dementia this causes additional risk of medication error causing harm, 
as it is less likely to be recognised, and/or effectively communicated, that an error has 
occurred. It is especially important, in these circumstances, that effective medication 
systems and processes are in place to support staff to deliver safe, high quality care 
which meets the needs of people with dementia and their families. This study will look 
at what is working well currently and what staff, residents and families think could be 
improved. 
 
Who is being invited to take part? 
You have been invited to take part as you have a relative with dementia, living in the 
care home setting who has recently been in hospital. 
 
What will be involved if I take part? 
Firstly, the study will be explained in further detail and you will have the opportunity 
to ask any questions. You will be provided with a written information sheet and if you 
wish to participate you will be asked to sign a consent form to show you have agreed 
to take part. You will be able to keep a copy of this sheet and the consent form.  
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If you consent to take part, the researcher will talk with you about your experience 
when your relative was admitted to hospital. You may be asked questions about 
whether there were any changes with medication whilst in hospital and if anyone spoke 
to you about these changes. Also, whether you and your relative were involved and 
part of any decisions about medicines? What about your experience was good and 
what could have been improved? 
 
Will what I say be confidential? 
Yes. Your identity and any personal information will be completely confidential and 
known only to the researcher. No record will be kept of actual names and locations. 
The information obtained will remain confidential and stored within a locked filing 
cabinet. The data are held in accordance with the Data Protection Act, which means 
that it is kept safely and cannot be revealed to other people, without your permission. 
You will not be identified in any report or publication. 
 
What are the benefits of taking part in this study? 
By taking part in this research, you will be providing valuable information regarding 
medicines when people move between the care home and hospital setting. It is hoped 
that this information will be used to improve the medicines systems and processes 
which support staff to deliver safe, high quality care for people living with dementia 
and their families. 
 
What should you do if you would like to help with my study? 
You can let the researcher know straight away or take some time to think about it. You 
will be contacted in 1-2 days to find out if you would like to take part, but you can take 
longer to decide if you wish. You can keep this sheet as a reminder, and please feel free 
to contact Suzanne if you have any more questions.  
 
What will happen to the information you give me? 
The research will be written up for publication in academic journals so that others can 
learn from the findings. The data will also be submitted as part of a doctoral thesis 
(PhD). If you would like a copy of the findings, please contact Suzanne Hill, using the 
details below. 
 
If you would like more information, please contact me at the University of Bradford: 

 
Suzanne Hill 
Tel: 01274 236473 
Email: S.E.Hobson@bradford.ac.uk 

 
Thank you for reading this information sheet. 
 
Complaints 
If you wish to make a complaint or raise concerns about any aspect of 
this study and do not wish to speak to the researcher, you can contact: 
 

Ms Tamsin Holt, Head of Research Support 
Email:nhs-ethics@bradford.ac.uk or Telephone: 01274 2360000 

mailto:S.E.Hobson@bradford.ac.uk


  

272 

E Consent Form: Care Home Staff   

Quality and Continuity of Medication Management when People Living 

with Dementia move between the Care Home and Hospital setting 

Participant Consent Form (Care Home Staff) 

                                

Please initial box 

I confirm that I have read and understand the information sheet for the above 
  
study and have had the chance to ask questions.     
 
I understand the purpose of the study and know what my involvement will be.  
I do not need any more information now, but know I am free to request it at 
anytime.   
 
I understand that it is my decision to take part and that I am free to withdraw  
at any time without giving any reason. 
  
I understand that data collected will be anonymised and kept securely and that 
anonymised quotes may be used in the reporting of data.    
 
I agree to take part in the study.       
  
 
Signed……………………………………………………………………………………………………………… 
Date……………………. 
 
Name (in block letters)……………………………………………………………………………………… 
 
Researcher 
 
I have explained the study to the above named participant and he/she has 
indicated his/her willingness to participate. 
 
Signed……………………………………………………………………………………………………………… 
Date……………………… 
 
Name (in block letters)……………………………………………………………………………………. 
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F Consent Form: Care Home Resident   

PhD Study: The Quality and Continuity of Medicines when 
People move between the Care Home and Hospital Setting 

Participant Consent Form 

                  

              Please initial box 

I confirm that I have read and understand the information sheet for the above 
study and have had the chance to ask questions.   
 
I understand the purpose of the study and know what my involvement will be. I 
do not need any more information now, but know I am free to request it at any 
time.   
 
I understand that it is my decision to take part and that I am free to withdraw  
at any time without giving any reason. 
 
I understand that I will not be identified by name.     
 
Should my ability to make decisions change during the study period I would like 
………………………………………………………………….to be consulted about whether they 
think  
I would still be happy to take part in the study. 
 
I agree to take part in the study.        
 
Signed……………………………………………………………………………………………………………… 
Date……………………. 
 
Name (in block letters)…………………………………………………………………………………… 
 
Researcher 
 
I have explained the study to the above named participant and he/she has 
indicated his/her willingness to participate. 
 
Signed……………………………………………………………………………………………………………… 
Date……………………… 
 
Name (in block letters) …………………………………………………………………………………. 
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G Consent Form: Care Home Relative 

PhD Study: The Quality and Continuity of Medicines when 
People move between the Care Home and Hospital Setting 

Participant Consent Form 

                  

                  

Please initial box 

I confirm that I have read and understand the information sheet for the above 
study and have had the chance to ask questions.      
 
I understand the purpose of the study and know what my involvement will be. I 
do not need any more information now, but know I am free to request it at any 
time.   
 
I understand that it is my decision to take part and that I am free to withdraw  
at any time without giving any reason. 
 
I understand that I will not be identified by name.     
 
I agree to take part in the study.       
  
 
Signed……………………………………………………………………………………………………………… 
Date……………………. 
 
Name (in block letters)…………………………………………………………………………………… 
 
 
Researcher 
 
I have explained the study to the above named participant and he/she has 
indicated his/her willingness to participate. 
 
Signed……………………………………………………………………………………………………………… 
Date……………………… 
 
Name (in block letters)……………………………………………………………………………………. 
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H Interview Schedule: Care Home Staff 

Process Overview (Unstructured) 

Admission 

Could you please describe the process of getting medicines information ready for 
admission… 
…who do you speak with (is the resident/ family involved?) 
…what resources do you use 
…what documentation do you send with the resident? (forms, MAR charts etc) 

 

Do the hospital ever contact you to after admission to 
….re-send information? What and Why? 
….send additional information/advice? What and why? 

 

Do you send medication with the resident? Why? What happens to the medication?  

Could you please describe the process of organising medicines following discharge from 
hospital…. 

 

What works well when managing medicines at admission/discharge? Why?  

What works less well when managing medicines at admission/discharge? Why? 
 
How could it be improved? 

 

Can you please describe what you do if you notice a residents medicines have changed whist 
in hospital? 
Who would you speak to? 

 

Interview (Structured) 

Information sharing/ MR Process  

Are there processes in place for sharing, accurate information about a resident's medicines 
with hospital?  
…including what is recorded and transferred when a resident moves from one care setting to another (including 
hospital) (care notes) 
 

How is implementation supported in practice e.g. process/ standardised forms e.t.c? 

1.3.3  

Is an electronic discharge summary always sent, if possible, or a printed discharge summary? 
….. is this in addition to the one sent with the resident when they return from hospital? 
See recommendation 1.7.3 for the minimum information that should be transferred. 

1.3.4 

When does the discharge summary generally arrive? 
What does this depend on? 
The discharge summary should be made available to the person’s GP within 24 hours of their discharge. Also a copy 
given to the person on the day they are discharged.  

1.5.6  

What other information is available for MR on the day that a resident transfers into the care 
home  
(informed by findings of case note analysis/ observation). 

1.7.3 

Is all information about a resident's medicines, accurately recorded and transferred with a 
resident when they move from one care setting to another? 
 
Is there a standardised proforma/ process? 

1.3.5 

How do you monitor that complete and accurate information about a resident's medicines 
has been 
…. received  
…..and recorded  
…..and acted on 
 after a resident's care is transferred from one care setting to another  

(see recommendation 1.7.3 for the minimum information that should be transferred). 

1.3.6  

Do you have a standard process in the care home medicines policy for recording the transfer 
of information when residents move to and from care settings? 
 
How is this implemented and is it adhered to in practice? 

1.3.7 
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Do the hospital/ GP and social care proactively share complete and accurate information 
about medicines: 
• ideally within 24 hours of the person being transferred, to ensure that patient safety is not 
compromised and 
• in the most effective and secure way, such as by secure electronic communication, 
recognising that more than one approach may be needed. 

1.2.2 

Who (Roles)  

Who in the care home 
…..is responsible for  
…..co-ordinates  
the accurate listing of resident’s medicines when they …..enter hospital  
…..return to the care home? 

1.7.1 

*Who…. 
● updates the medicines administration record and the care plan as soon as possible (usually 
within 24 hours) with any changes to medicines made by remote prescribing. 

1.9.7 

How and at what point are the following people involved in medicines reconciliation: 1.7.2 

… .the resident(what if dementia?) 

…. their family members or carers (1.3.6) 

…. a pharmacist 

…. other health and social care practitioners involved in managing medicines for the resident, 
as agreed locally. 

How do health and social care practitioners’ work together to make sure that everyone 
involved in a resident's care knows when medicines have been started, stopped or changed? 
Why? 

1.9.3  
 

Does a GP/ community-based nurse phone or visit people at risk of readmission 24–72 hours 
after their discharge. 

1.5.38  

Role of the Resident/Family (Person-centred care)  

What do you discuss regarding medicines at admission/ discharge  
……with the person being transferred? 
……their family members or carers (where appropriate) 
at the time of transfer.  

1.2.4 

What medicines information do you give to people when they transfer to hospital e.g. 
medicines list?  
 
Do you give this information to their family/carers? 
 
What medicines information do people return to the care home with e.g. a complete and 
accurate list of their medicines, including changes? 
 
Is this in a format that is suitable for them? 

1.1.5  

How are changes to medicines communicated to residents/ family? 
 
How does this differ for people with dementia? 

 

When (Timeliness)  

How does the care home support timely hospital MR? 
…when is information sent to the hospital (hosp carry out MR within 24 hrs) 

(….what information is sent (care note analysis) 

….what is done to ensure the information complete and accurate 
….is it aligned with what hospital needs (is there a policy to support this?) 
 
List should include prescribed, over-the-counter and complementary medicines)? and carry out medicines 
reconciliation within 24 hours or sooner if needed 

 

When is medicines reconciliation carried out for people who have been discharged from hospital? 
Why?  

1.3.3 
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Do you know how quickly it should happen? 
 
This should happen as soon as is practically possible, before a prescription or new supply of medicines is issued and 
within 1 week of the GP practice receiving the information. 

1.3.3 

What are the challenges associated with doing care home MR accurately and in a timely manner? 

 
Do you think that there is enough staff/ time to complete MR accurately and on time? 

1.7.1 
1.1.2 

Information Recorded  

What is recorded during the MR process at 
….admission 
….discharge 

 

How is medicine reconciliation information recorded  
 

1.3.7 

How are records updated (e.g. medicines administration records), to ensure they contain 
accurate information about any medication changes? When does this happen? 

1.9.4 

Medication Safety Incidents 

Local Arrangements 

What happens if a medicines-related safeguarding incident occurs e.g. following hospital 
discharge? 
 
Is there a policy/process which promotes a standardised response? 
 
Who would you contact? 
E.g. a health professional? Why? (to minimise harm) 
 
Does this vary depending on ‘out of hours’?  
 
Is this documented anywhere? 

1.6.4 

Do you always investigate medicines-related safeguarding incidents? Why?  1.6.6 

Do you get feedback about your own or other reported medicines-related incidents? Do you 
find this useful? (to promote sharing of experiences and learning?) 

1.6.7 

Is there a locally agreed action plan in place for improving safety of residents and reducing 
medication errors in care homes? 
….developed by health and social care practitioners (and other relevant stakeholders)  
….in line with other local and national strategies and governance arrangements. 

1.5.2 

Are you aware of local arrangements for notifying suspected or confirmed medicines-related 
safeguarding incidents? 

1.6.1 

Are reporting requirements are included in commissioning and contracting arrangements? 1.6.3 

Care Home Culture 

Do you feel part of the ‘system’ which ensures medicines are safe and suitable for residents 
when they transfer settings? 
 
Do you feel care homes could play a greater role in ensuring medicines are safe and what 
residents want? 
 
What would need to change to encourage the care home and hospital to communicate more 
effectively about medicines?  
 
….mindset 
….understanding/respect 
….role clarity 
….resources (time, people) 
….systems which support 

 

When medication errors occur, what happens……? 
 

1.1.1 
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What are your thoughts on the ‘no blame’ approach for when things go wrong e.g. 
medication error? 
 
Do you feel people learn from each other (and other organisations)? How could this be 
improved? 

What types of things do you do in the care home to identify medicines related patient safety 
incidents when someone goes into/ returns from hospital? 
E.g. health record review, patient surveys and direct observation of medicines administration 
 
Is this approach agreed locally? 
 
Is it reviewed regularly to reflect local and national learning. 

1.1.4 

What training do staff receive to help residents and family members identify and report 
safety incidents? 

1.1.6 

What do you do to ensure that national medicines safety guidance, such as patient safety 
alerts, are actioned within a specified or locally agreed timeframe? 
 
What is the timeframe? 

1.1.5 

What systems are in place to support staff to report all identified medicines-related patient 
safety incidents at transition….. 
…..consistently 
…. in a timely manner 
…. in line with local and national patient safety reporting systems 
to ensure that patient safety is not compromised. 

1.1.7 

Is there a clear process for reporting medicines-related safeguarding incidents under local 
safeguarding processes and to the Care Quality Commission (CQC) (or other appropriate 
regulator). The process should be recorded in the care home medicines policy. 

1.6.2 

…do staff report all suspected adverse effects from medicines to the health professional 
who prescribed the medicine or another health professional as soon as possible? 
 (this would usually be the GP or out-of-hours service).  

1.5.3 

…. do you know which medicines-related safeguarding incidents should be reported under 
local safeguarding processes and when? How? 

Reviewing 

Are you (or staff) able to find the root cause of medicines-related incidents? 
(resources/systems/training prevent?) 
 
If the issue was felt to originate in the hospital, who would you contact and how would you 
communicate this? 

1.6.8 

Learning 

Have you ever considered exploring what barriers exist that may reduce reporting and 
learning from medicines-related patient safety incidents? 
 
What do you the barriers might be? 

1.1.10 

 

 

 

 

 



  

279 

I Interview Guide: Care Home Resident 

Introduction 

• Introduction and Gaining Consent 

• The researcher will introduce herself, explain who she is and confirm the name by which the person 

being interviewed wishes to be referred to e.g. Mr…… Edward/ Ted etc. 

o Hello there, my name is Suzanne. I’m here from the University of Bradford to talk with you about my 

project. Is it [Mr…../Name]  Are you still ok for me to talk with you today? 

• Thank the participant for agreeing to take part in the research and explain briefly what the study is 

about. 

o Thank you so much for agreeing to talk with me today. I’m really interested in talking to you about your 

medicines and I believe you have been in hospital recently…is that right?... so I would be really 

interested to hear what happened to your medicines when you went into hospital.  

• Provide details on how the researcher can be contacted after the interview. 

o Before we start there are just a few things I wanted to mention. So firstly if you want to contact me at 

all after we have talked….I will leave my contact details with you and with the care staff. Just to let you 

know I work part time so I might not always answer the phone, but if someone leaves a message I will 

ring back as soon as I am back at work.  

• Give details about how the interview is structured and time. 

o So I have some things that I would like to talk to you about, but I am also really interested in hearing 

about other things that I might not have thought about! So please let me know if there is anything I 

don’t mention. We will chat for about half an hour but if you feel tired or want to have a break for any 

reason, just say and we will stop and I’ll come back later, if that’s ok? 

• Any  questions? 

o Is there anything you would like to know before we start? 

 

• Gaining Consent 

o There will be a brief reminder of anonymity/confidentiality 

o Tell person that interview will be recorded but don’t feel like they need to answer all questions and 

can stop the interview at anytime. 

o Capacity assessed and consent form signed earlier, this will be reaffirming that they are happy to take 

part.  

Your experience with your medicines when you moved between care home and 

hospital…. 

So, generally how do you feel about taking medicines?  
Is there anything in particular which bothers you, concerns you? Why? 
Is there anything which you like about taking medicines? Do they make you 
feel better? 

1.2.7; 1.6.2 

How did you feel when you needed to be admitted to hospital? 
Was there anything in particular which worried you?  
Anything related to medicines? 

 

What did you feel was the most important thing for the hospital to know 
about your medicines?  

 

When you were admitted to hospital, can you remember if  
………you took any medicines into hospital with you?  
………you were given any medicines information to take with you into 
hospital with you? 

1.2.7 

Who went with you to the hospital e.g. relative/care home staff?  
How did you feel about that? 
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Involving you….giving/ gathering information 

Did anyone in the care home ask you about the medicines you were taking 
before you went into hospital?... were you too poorly?  

1.1.2 

Would you like to be involved in discussions about your medicines? Would 
you like to be more/less involved? 

 

Do you know if there is a ‘discharge plan’ (condition, meds, contact info 
etc)? Have you ever seen it? 

1.1.15; 
1.5.16 

Did anyone discuss your medicines with you when you came out of 
hospital? Who? 
…….did you feel any this was a supportive discussion and you were 
listened to? 
 …..were you given a list of your medicines by the hospital 

1.2.4 
 
1.1.2 

Would you/ have you agreed to sending your medicines list to the 
pharmacy? Why? 

1.2.5 

Involving you….decision making 

Who should be involved in talking to the hospital about what medicines you 
are taking and your preferences (nb if you are ill you may not beable to)? 

1.2.7; 1.6.2 

Did your medicines change when you went into hospital? 1.2.7; 1.6.2 

Were you involved in the decision to change your medicines? 
Would you like to be more involved in making decisions about your 
medicines?  

1.1.1; 1.2.7; 
1.2.1; 1.6.1; 
1.6.6 

Were your family/carers involved in decisions to change your medicines/ 
Would you like family/ carers to be more involved in making decisions about 
your medicines? Why? 

1.1.1; 1.1.3; 
1.5.29; 
1.2.7 

What could be changed to help people with dementia with taking/making 
decisions/talking to people, when they move to and from hospital? 

1.1.4; 1.2.7  

Considering your values and preferences…. 

Do you always take your medicines?  
…..Can you think of a time when you didn’t want to take your medicine and 
why? 

1.2.7; 1.6.2; 
1.2.3 

Is there anything you are currently not happy with and would like to change 
about your medicines? Who would you talk to about this? 

1.2.7; 1.6.2 

Do you have any goals of what you would like from your medicines? E.g. I 
would like to be in less pain or I would like to be taking fewer medicines…… 

1.2.7; 1.6.2 

Your medicines knowledge 

Do you know any medicines you take at the moment? Do you know the 
names of any of them? 

1.1.5(?) 

Do you know what they are used for? 1.1.5(?) 

Would you like to know more about your medicines? (1.1.1) 1.1.5 

Safety 

Who would you speak to if you had any concerns about your medicines? 1.6.11 

Good practice 

When you moved into and out of hospital was there anything in particular, 
about your medicines which went well? E.g. the way that a certain person 
talked to you/ involved you? Any written information which helped etc 

 

Areas for improvement 

When you moved into and out of hospital did you have any bad experiences 
with your medicines? Any delays/any changes you didn’t want to 
happen/lack of involvement? 
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J Interview Guide: Care Home Relative 

Introduction 

• Introduction and Gaining Consent 

• The researcher will introduce herself, explain who she is and confirm the name by 

which the person being interviewed wishes to be referred to e.g. Mr…… Edward/ Ted 

etc. 

o Hello there, my name is Suzanne. I’m here from the University of Bradford to talk with 

you about my project. Is it [Mr…../Name]  Are you still ok for me to talk with you 

today? 

• Thank the participant for agreeing to take part in the research and explain briefly what 

the study is about. 

o Thank you so much for agreeing to talk with me today. I’m really interested in talking 

to you about [NAME]’s medicines. I believe [NAME] has been in hospital recently, is 

that right? I would be really interested to hear what happened to your relatives 

medicines when they went into hospital.  

• Provide details on how the researcher can be contacted after the interview. 

o Before we start there are just a few things I wanted to mention. So firstly, if you want 

to contact me at all after we have talked….I will leave my contact details with you and 

with the care staff. Just to let you know I work part time so I might not always answer 

the phone, but if you leave a message I will ring back as soon as I am back at work.  

• Give details about how the interview is structured and time. 

o  I have some things in mind, that I would like to talk to you about today, but I am also 

really interested in hearing about other things that I might not have thought about! So 

please let me know if there is anything I don’t mention. We will chat for about half an 

hour today, is that ok? 

• Any questions? 

o Is there anything you would like to know before we start? 

• Gaining Consent 

o There will be a brief reminder of anonymity/confidentiality 

o Tell person that interview will be recorded but don’t feel like they need to answer all 

questions and can stop the interview at anytime. 

o Consent form signed in advance of interview.  

Medicines when moving between care home and hospital…. 
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How do you feel about your relatives medicines at the moment…. 
...do they seem to be working well/ helping them? 
….is there anything in particular which worries/concerns you? Why? 

1.2.7; 1.6.2 

How did you feel when your relative needed to be admitted to 
hospital? 
Was there anything in particular which worried you about their time 
in hospital?  
Anything related to medicines? 

 

What do you feel is the most important thing for the hospital to know 
about your relatives medicines and preferences?  

 

When your relative was admitted to hospital, can you remember if  
………they took any medicines into hospital with them?  
………you were given any medicines information to take into 
hospital with you? 

1.2.7 

Who went with your relative into the hospital e.g. relative/care home 
staff? Why? 
How did you feel about that? 

 

 

Information giving/ gathering 

Did anyone in the care home ask you about the medicines your 
relative was taking before they went into hospital? 

1.1.2 

Do you know if there is a ‘discharge plan’ (condition, meds, contact 
info etc)? Have you ever seen it? 

1.1.15; 
1.5.16 

Did anyone discuss your relative’s medicines with you when they 
came out of hospital? Who? 
…….did you feel any this was a supportive discussion and you were 
listened to? 
……did you feel your relative was listened to? 
 …..were you given a list of your relative’s medicines by the hospital 
…..was you relative given any information about their medicines? 
Was this provided in an appropriate format? 
…do you feel you should be more/less involved with discussions? 

1.2.4 
 
1.1.2 

Does your relative agree to sending their medicines list to the 
pharmacy? Why? 

1.2.5 

 

Decision making 

Who should be involved in talking to the hospital about what 
medicines your relative is taking and their preferences (nb if you 
are ill you may not beable to)? 

1.2.7; 1.6.2 

Did your relative’s medication change when they went into 
hospital? 

1.2.7; 1.6.2 

How did this affect them?  

Were you involved in the decision to change your relative’s 
medicines? 
Would you like to be more involved in making decisions about your 
relative’s medicines?  

1.1.1; 1.2.7; 
1.2.1; 1.6.1; 
1.6.6 
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Was your relative involved in decisions to change their medicines/ 
Would you like your relative to be more involved in making 
decisions about their medicines? Why? 

1.1.1; 1.1.3; 
1.5.29; 1.2.7 

What do you think could be changed to help people with dementia 
and their families  
…make medicines-related decisions? 
….give/ receive medicines information? 

1.1.4; 1.2.7  

 

Values and preferences…. 

Does your relative always take their medicines?  
….would you be informed if they were refusing their medication? 
….has this happened recently? 
…..Can you think of a time when your relative didn’t want to take 
their medicine and why? 

1.2.7; 1.6.2; 
1.2.3 

Is there anything you are currently not happy with and would like to 
change about your relative’s medicines? Who would you talk to 
about this? 

1.2.7; 1.6.2 

What is the most important thing for you about your relatives 
medicines when they move to and from hospital? 
What do you think would be the most important thing for them?  
E.g. They would like to be in less pain/taking fewer medicines…… 

1.2.7; 1.6.2 

 

Considering your knowledge 

Do you know any medicines your relative takes at the moment? Do 
you know the names of any of them? 

1.1.5(?) 

Do you know what they are used for? 1.1.5(?) 

Would you like to know more about your relatives medicines?  1.1.5(1.1.1) 

 

Safety 

Has anyone ever spoken to you about identifying medication-related 
problems/ adverse effects etc? 

 

Who would you speak to if you had any concerns about your 
relative’s medicines? 

1.6.11 

 

Good practice 

When your relative moved into and out of hospital did your relative/ 
you have any good experiences with the organisation/communication 
of their medicines? E.g. the way that a certain person talked to them/ 
involved you? Any written information which helped etc? 

 

 

Areas for improvement 

When your relative moved into and out of hospital did your relative/ 
you have any bad experiences with their medicines? Any delays/any 
changes you didn’t want to happen/lack of involvement? 
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Appendix 7: Data Collection Tools Phase II 

A Participant Information Sheet 

 

Quality and Continuity of Medication Management when People Living with 

Dementia move between the Care Home and Hospital setting 

Participant Information Sheet: Hospital Staff  

You are being invited to take part in a research study. Before you decide whether or not you would like 
to participate, it is important that you understand why the research is being carried out and what will 
be involved if you decide to participate. The following information explains the purpose of the study and 
other relevant information. Please take time to read it carefully and discuss it with others if you wish. If 
there is anything that is not clear or if you would like more information please do not hesitate to ask. 
 
Who is carrying out this study? 
The research is being conducted by Suzanne Hill, a pharmacist who is currently teaching and studying 
for a PhD at the University of Bradford. 
 
Why is this study important? 
People living in care homes are often on multiple medicines, putting them at greater risk of medication 
error. If a person has dementia this causes additional risk of medication error causing harm, as it is less 
likely to be recognised, and/or effectively communicated, that an error has occurred. It is especially 
important, in these circumstances, that effective medication systems and processes are in place to 
support staff to deliver safe, high quality care which meets the needs of people with dementia and their 
families. Previous research highlights challenges regarding the accurate and timely communication 
about medication between settings and the impact this has on staff workload and ultimately the quality 
and continuity of care for these already vulnerable patients. This study will look at what is working well 
currently and what staff, residents and families think could be improved. 
 
Who is being invited to take part? 
You have been invited to take part as you work are involved in medication management when people 
are admitted from/ discharged to the care home setting. 
 
What will be involved if I take part? 
Firstly, the study will be explained in further detail and you will have the opportunity to ask any 
questions. You will be provided with a written information sheet and if you wish to participate you will 
be asked to sign a consent form to show you have agreed to take part. You will be able to keep a copy 
of this sheet and the consent form.  
 
At the start of the interview the researcher will introduce herself and briefly explain the study. She will 
also ask whether you are happy for the interview to be audio recorded. She will then speak with you to 
get a better understanding of your role and the medicines management systems and processes when 
care home residents with dementia, are admitted to/ discharged from hospital. The researcher may also 
ask you about anything you feel is working well currently or where things could be improved. If any 
safeguarding issues/ areas of concern are highlighted during the course of the research, standard 
procedures would be followed, in line with organisational policy. 
 
Will what I say be confidential? 
Yes. Your identity and any personal information will be completely confidential and known only to the 
researcher. No record will be kept of actual names and locations. The information obtained will remain 
confidential and stored within a locked filing cabinet. The data are held in accordance with the Data 
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Protection Act, which means that it is kept safely and cannot be revealed to other people, without your 
permission. You will not be identified in any report or publication.  
 
What are the benefits of taking part in this study? 
By taking part in this research, you will be providing valuable information regarding medicines when 
people move between the care home and hospital setting. It is hoped that this information will be used 
to improve the medicines systems and processes which support staff to deliver safe, high quality care 
for people living with dementia and their families. 
 
What should you do if you would like to help with my study? 
You can let the research team know straight away or take some time to think about it. You will be 
contacted in 1-2 days to find out if you would like to take part, but you can take longer to decide if you 
wish. You can keep this sheet as a reminder, and please feel free to contact Suzanne (details below) if 
you have any more questions.  
 
What will happen to the information you give me? 
The research will be written up for publication in academic journals so that others can 
learn from the findings. The data will also be submitted as part of a doctoral thesis (PhD). 
If you would like a copy of the findings, please contact Suzanne Hill, using the details 
below: 
  
Suzanne Hill 
Tel: 07504 796596 
Email: S.E.Hobson@bradford.ac.uk 

 

Thank you for reading this information sheet. 
Additional Privacy Information (GDPR): The University of Bradford is the sponsor for this 
study based in the United Kingdom. We will be using information from you in order to undertake this 
study and will act as the data controller for this study. This means that we are responsible for looking 
after your information and using it properly. The University of Bradford will keep identifiable information 
about you for up to 5 years after the study has finished. Your rights to access, change or move your 
information are limited, as we need to manage your information in specific ways in order for the research 
to be reliable and accurate. If you withdraw from the study within two weeks of the interview, we will 
keep the information about you that we have already obtained. To safeguard your rights, we will use the 
minimum personally-identifiable information possible.  
 
You can find out more about how we use your information by contacting Suzanne Hill (Researcher) or 
University’s Data Protection Officer, Matthew Stephenson, data-protection@bradford.ac.uk, University 
of Bradford, Richmond Road Bradford BD7 1DP. 
 
NHS site [insert appropriate participating NHS site name] will use your name and contact details to 
contact you about the research study, and make sure that relevant information about the study is 
recorded and to oversee the quality of the study. Individuals from the University of Bradford and 
regulatory organisations may look at research records to check the accuracy of the research study. NHS 
site [insert appropriate participating NHS site name] will pass these details to the University of 
Bradford along with the information collected from you. The only people in the University of Bradford 
who will have access to information that identifies you will be people who need to contact you to 
collect data for the study or audit the data collection process. The people who analyse the information 
will not be able to identify you and will not be able to find out your name or contact details.   
 
NHS site [insert appropriate participating NHS site name] will keep identifiable information about you 
from this study for 12 months after the study has finished. 

 
Complaints: If you wish to make a complaint or raise concerns about any aspect of this study and do not 
wish to speak to the researcher, you can contact: Dr Martin Brinkworth, Senior Lecturer in Biomedical 
Sciences & Chair of IRAS Applications Review Panel. Email: nhs-ethics@bradford.ac.uk. Telephone: 
01274 233196 

mailto:S.E.Hobson@bradford.ac.uk
mailto:nhs-ethics@bradford.ac.uk
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B  Consent Form: Hospital Staff 

 

Quality and Continuity of Medication Management when People Living 

with Dementia move between the Care Home and Hospital setting 

Participant Consent Form (Hospital Staff) 

                                

Please initial box 

I confirm that I have read and understand the information sheet for the above 
study and have had the chance to ask questions.     
 
I understand the purpose of the study and know what my involvement will be.  
I do not need any more information now, but know I am free to request it at 
anytime.   
 
I understand that it is my decision to take part and that I am free to withdraw  
at any time without giving any reason. 
  
I understand that data collected will be anonymised and kept securely and that 
anonymised quotes may be used in the reporting of data.    
 
I agree to take part in the study.       
  
 
Signed……………………………………………………………………………………………………………… 
Date……………………. 
 
Name (in block letters)……………………………………………………………………………………… 
 
Researcher 
 
I have explained the study to the above named participant and he/she has 
indicated his/her willingness to participate. 
 
Signed……………………………………………………………………………………………………………… 
Date……………………… 
 
Name (in block letters)……………………………………………………………………………………. 
 

 

Participant ID: 
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C Interview Guide (Hospital Staff) 

 

Process Overview (Unstructured) 

Admission 

Please could you describe the process of medication reconciliation for care home 
residents at admission… 

… who do you speak with (resident/ family/ CH staff/ GP)? 

… do you have access to any other sources of medicines information 
(POMs/records)? 

… does the process differ for people living with dementia? How? 

 

What information do you receive from the care home regarding the medication 
people take?  

What information do you receive which supports person centred care (e.g. 
medication preferences; communication needs; mental status/capacity 
(?dementia diagnosis))? 

… is this written/verbal? 

Do you ever contact the care home for information e.g. verbally/ over the phone? 

… why is this necessary? Is information missing or do documents get lost? 

 

Are you aware of anything which supports standardisation of the process? 

… hospital policy? 

… guidelines/ checklists? 

… standardised proforma? 

Do you use any of these things to guide your practice? 

 

Do care homes often send medication in with the resident?  

… Is this be useful? Why? 

… If not, does this result in delay for patients getting their medicines? 

 

Do current processes work well to support medicines management at admission? 

… Why/ why not? 

…How could things be improved? 

 

Discharge 

Could you describe the medication processes at discharge for care home 
residents … 

How are medication changes communicated with… 

… the patient? 

… the family? 

… the care home? 

… does the process differ for people living with dementia? How? 
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What medication information do you send to the care home? 

…When is this sent? 

…How is it sent? 

Do the care home contact you for information e.g. verbally/ over the phone? 

… why? Is additional information required? (What?) 

… do things get lost? 

 

What records do you make re medicines communication at discharge?.. and 
where?  

 

Is there anything which supports standardisation of the process? 

… hospital policy? 

… guidelines/ checklists? 

… standardised proforma? 

 

Do you send medication to the care home at admission? 

… Do you send everything?  

… How much do you send? (7 days) 

… Do you ever ring ahead to find out what the care home has got in stock? When 
would you do this? Is this hospital policy? 

… Is the medication always sent with the resident? (follow in a taxi?..why?) 

 

Do current processes work well to support medicines management at discharge? 

… Why/ why not? 

…How could things be improved? 

 

Can you please describe what you do if the care home queried medication post-
discharge? 

Is there a process in place to support feedback/learning from the error? 

 

Interview (Structured) 

Information sharing/ MR Process  

Are there processes in place to support the care home sharing, accurate 

information about a resident's medicines with hospital?  (and vice-versa) 

… Are they effective? 

How is implementation supported in practice e.g. process/ standardised forms 

etc? 

1.3.3  

Is an electronic discharge summary ever sent to the care home, if possible, or a 

printed discharge summary? 

….. is this in addition to the one sent with the resident when they return from 

hospital? 

See recommendation 1.7.3 for the minimum information that should be 

transferred. 

1.3.4 
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Does the hospital send a discharge summary to the care home? When is this 

sent? 

What does this depend on? 

The discharge summary should be made available to the person’s GP within 24 

hours of their discharge. Also a copy given to the person on the day they are 

discharged.  

1.5.6  

Do the care home accurately record and transfer medicines information at 

admission?  

Is information transferred immediately when the patient is admitted to the ward? 

Is there standardised proforma/ process? 

1.3.5 

How do you monitor that complete and accurate information about a 

resident's medicines has been 

…. received  

…..and recorded  

…..and acted on 

 after a resident's care is transferred from one care setting to another  

(see recommendation 1.7.3 for the minimum information that should be 

transferred). 

1.3.6  

Do you have a standard process in the hospital policy regarding the transfer of 

medicines information to and from care settings? And specifically for people 

with dementia? 

How is this implemented and is it adhered to in practice? 

1.3.7 

Do the hospital/ GP and social care proactively share complete and accurate 

information about medicines: 

• ideally within 24 hours of the person being transferred, to ensure that patient 

safety is not compromised and 

• in the most effective and secure way, such as by secure electronic 

communication, recognising that more than one approach may be needed. 

1.2.2 

Who (Roles)  

*Who is the designated health professional with overall organisational 
responsibility for MR process?  

1.3.4 

Who in the hospital 

…..is responsible for  

…..co-ordinates  

the accurate listing of resident’s medicines when they …..enter hospital? 

1.7.1 
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How and at what point are the following people involved in medicines 
reconciliation: 

1.7.2 

… .the resident(what if dementia?) 

…. their family members or carers (1.3.6) 

…. a pharmacist 

…. other health and social care practitioners involved in managing medicines for 
the resident, as agreed locally. 

How do health and social care practitioners’ work together to make sure that 
everyone involved in a resident's care knows when medicines have been started, 
stopped or changed? Why? 

1.9.3  

 

Role of the Resident/Family (Person-centred care)  

What do you discuss regarding medicines at admission/ discharge  

……with the person being transferred? 

……their family members or carers (where appropriate) 

at the time of transfer.  

1.2.4 

What medicines information do you give to people when they transfer to hospital 

e.g. medicines list?  

Do you give this information to their family/carers? 

What medicines information do people return to the care home with e.g. a 

complete and accurate list of their medicines, including changes? 

Is this in a format that is suitable for them? 

1.1.5  

How are changes to medicines communicated to residents/ family? 

How does this differ for people with dementia? 

 

When (Timeliness)  

How does the care home support timely hospital MR? 

… when is information sent to the hospital (hosp carry out MR within 24 hrs) 

… what information is sent 

… what is done to ensure the information complete and accurate 

… is it aligned with what hospital needs (is there a policy to support this?) 

List should include prescribed, over-the-counter and complementary medicines)? 

and carry out medicines reconciliation within 24 hours or sooner if needed 
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Medication Safety   

Local Arrangements  

What happens if a medicines-related incident occurs at transition? 

Is there a policy/process which supports feedback to ward staff/ care home? 

1.6.4/ 

1.6.6 

Do you get feedback about your own or other reported medicines-related 

incidents? Do you find this useful? (to promote sharing of experiences and 

learning?) 

1.6.7 

Culture  

Do you feel care homes could play a greater role in enhancing the quality of 

medicines management (safe, efficient, pcc) at transition? How? 

 

Recording  

Where and how do you record all transitional medicines-related safety incidents, 

including 'near misses' and incidents that do not cause any harm?  

1.6.5 

Reviewing  

Do you ever find and report  the root cause of medicines-related incidents? 

(resources/systems/training prevent?) 

If the issue was felt to originate in the care home, who would you contact and how 

would you communicate this? 

1.6.8 

Learning  

What barriers exist that may reduce reporting and learning from medicines-related 

patient safety incidents? 

1.1.10 
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Appendix 8: Conference Abstracts and Other Dissemination Activities 

 

Invited speaker: Power Relations 
and Prescribing 

West Yorkshire Research & 
Development Event 

11/ 2019, Leeds 

Workshop invite: Innovation project 
re improving hospital transitions for 
people with dementia 

Innovation team, Alzheimer’s 
Society 

10/2019, London 

Abstract: Transitions of care 
between hospitals and care home 
settings for people living with 
dementia 

British Society of Gerontology 
(Symposium) 

07/2019, Liverpool 

Quality and Continuity of 
Medication Management when 
People with Dementia move 
between the Care Home and 
Hospital setting 

Alzheimer’s Society Annual 
Conference (Poster) 

05/2019, London 

Research outside the NHS Setting  NIHR ‘Dementia Researcher’ 
network (Podcast) 

05/2018, London 

Abstract: Quality and Continuity of 
Medication Management when 
People with Dementia move 
between the Care Home and 
Hospital setting  

Alzheimer Society Annual 
Conference (Oral) 

05/2018, London 

Invited speaker: “Promoting an 
Evidence base for care home 
research” 

Education & Debate (SHED) Talk, 
University of Leeds (Oral) 

02/2019, Leeds 

Quality and Continuity of 
Medication Management when 
People with Dementia move 
between the Care Home and 
Hospital setting 

NIHR Patient Safety Translational 
Research Event (Poster) 

02/2019, Leeds 

Alzheimer's Society - Working 
Together to Beat Dementia event. 
DTC for transitions in dementia 
care.  

Alzheimer's Society - Working 
Together to Beat Dementia event 
Dementia PPI (Workshop)  

03/2018, York  

Translating Research into Practice  Dementia Congress (Opening 
Speech) 

11/2017, Doncaster 

Article in ‘Pharmacy Matters’ 
feature on dementia (Contribution) 

Pharmacy Matters (Article) 06/2017 (Interview) 

Quality and Continuity of 
Medication Management when 
People with Dementia move 
between the Care Home and 
Hospital setting 

Alzheimer's Society 
Conference (Poster) 

05/2017, London  

Safety, Quality and Effectiveness 
of Medication Management for 
People with Dementia at 
Transition  

DTC Launch Event (Oral) 11/2016, Bradford  

Workshop: Transitions in Dementia 
Care 

Dementia Congress (Symposium) 11/2016, Brighton  
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Appendix 9: Summary of Scoping Work 

People affected by 

dementia 

Brief description Outcome 

Expert by 

experience 

consultation:  

Paired with a lady with 

dementia living in a care 

home. Visited the lady and 

spoke with her and 

continued to consult with 

her daughter (memory 

nurse and main carer) for 

the duration of the scoping 

work. 

The visit highlighted some of the 

challenges re the care home setting, for 

example researcher presence appeared 

to cause some disruption amongst 

residents. A number of residents were 

keen to share their perspectives and 

experiences, but it was not possible to 

speak with everyone. 

 

The visit also raised awareness of some 

potential challenges of communicating 

effectively with people with dementia and 

especially with additional factors such as 

hearing loss. The researcher reflected on 

the approach taken by other researchers/ 

professionals (consulted literature/spoke 

with colleagues) to inform the interview 

approach/design. 

Carer reference 

panel 

Have presented and had 

1:1 discussions with 

several panel members 

who either have dementia 

or have cared for people 

with dementia. 

Gained feedback on themes of interest, 

support for the importance of the topic 

and practical advice/ points for 

consideration. 

Stakeholder 

reference panel 

Have presented and met 

individually with several 

panel members 

Members include GP; Consultant; Nurse; 

Managers in health and social care etc. 

They have given feedback regarding 

pieces of work which may be of interest, 

people to speak with, feedback on the 

design and themes based on the 

challenges they face in practice. 

International visits Many visits from the 

international advisory 

panel 

Provide research masterclasses about 

topics related to dementia research 

based on their own areas of expertise. 

Provide feedback from presentation or 

1:1 feedback. 

International 

advisor- Dr Amy 

Kind 

Had teleconference and e-

mail contact. 

Had a teleconference earlier in the PhD 

to discuss ideas based on an early 

protocol draft and understand her 

research interests. I will be host for her 

visit in March. There will also be the 

opportunity to visit the states. 

Mental health 

pharmacist 

Met with mental health 

pharmacist at the 

university. 

Discussed some of the system 

challenges particularly around clear 

communication of information between 

settings and understanding of the roles/ 

needs of staff in organisations outside of 

where you work. 
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Care home 

pharmacist 

Met with care home 

pharmacist.  

Gained understanding of systems in 

place at the care home/hospital transition 

to provide context. Gained insight into 

role of care home staff re medicines 

reconciliation. Happy to arrange for me to 

shadow in future. 

Clinical psychiatrist 

and research nurse 

Met at the Mental Health 

Trust. 

Wanted to understand the local work in 

care homes and things to consider 

regarding recruitment. Agreed to help 

with recruitment if needed. Gave 

additional contacts who may be able to 

help with other aspects of the research, 

Consultant meeting  Met at hospital to present 

our research to the 

geriatric consultant 

meeting. 

Aim to secure PI and gain expression of 

interest from sight. They were interested 

in research and agreed to be involved. 

Also gave additional contacts of people at 

hospital site who were not present at the 

meeting. 

Local Enrich 

network contact 

Teleconference To understand how to work with Enrich to 

help in the recruitment of care home sites 

for the research. Provided with details of 

outline required to send to care homes to 

gain expressions of interest. 

Met nurse and 

physiotherapist at 

hospital. 

Met at hospital Scoping to gain understanding of hospital 

site and the people needed to talk to. 

Care home visit Arranged through Enrich Met with Care home manager, deputy 

manager and other staff at a local care 

home to better understand the practical 

aspects of my research and also themes 

of interest. 

Dementia specialist 

nurse visit to 

Bradford Hospital 

‘dementia friendly’ 

wards 

Met at BRI Met with nurse as part of an international 

visit and were given a guided tour around 

the unit to explain aspects of care and 

environment which are important for 

people living with dementia. 

Workshop at 

Dementia Congress 

2016 

Held a plenary session 

with alongside colleagues 

at this conference 

Helpful in making contacts and 

generating themes of interest. 

Alzheimer’s Society 

Joint DTC Event 

Joint event with Newcastle 

Doctoral Training Centre. 

Academics; people with 

dementia and their 

families and other 

stakeholders will be in 

attendance. 

Feedback from attendees (people living 

with dementia and relatives). 

Oral presentation 

Alzheimer’s Society 

Conference 2018 

Abstract accepted for 

presentation at 

conference. 

Feedback from delegates. 
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Appendix 10: COREQ Checklist 
 

Domain 1: Research team and reflexivity 

Personal Characteristics 

1. Interviewer/ 
facilitator 

Which author/s 
conducted the interview 
or focus group? 

The PhD student conducted all 
interviews. See thesis (p. 71, 75, 82) 

2. Credentials What were the 
researcher’s credentials? 
E.g. PhD, MD 

MPharm, MRes, PgDip, IPresc, 
AFHEA 

3. Occupation What was their 
occupation at the time of 
the study? 

Clinical teacher/Pharmacist 

4. Gender Was the researcher male 
or female? 

Female 

5. Experience 
and training 

What experience or 
training did the 
researcher have? 

The PhD student is also an 
experienced healthcare professional 
(pharmacist) and academic. 
Professional qualifications related to 
being a pharmacist include: MPharm 
(1st class hons), PgDip, independent 
prescriber. She was awarded funding 
to study for her MRes prior to the PhD 
and achieved her Associated Fellow 
of the Higher Education Authority 
during her PhD. As a mature student 
she also brings life experience e.g. 
raising three young children alongside 
studying for her PhD. 

Relationship with participants 

6. Relationship 
established 

Was a relationship 
established prior to study 
commencement? 

The researcher spent a period of 2-4 
weeks in the care home prior to and 
whilst conducting the study to better 
understand how best to support 
recruitment and how best to conduct 
data collection in each setting. During 
this time the researcher also invested 
time in building relationships with staff 
and residents within the home e.g. 
having a cup of tea and speaking with 
people. (see ‘3.9 Validity’ p. 54) 

7. Participant 
knowledge of 
the interviewer 

What did the participants 
know about the 
researcher? e.g. personal 
goals, reasons for doing 
the research 

Participants knew what the researcher 
was doing and the aims of the study. 
This was explained within the 
information sheets (See Appendix 6 
and 7 PIS) and at the beginning of the 
interview. Many had been told the 
researcher was a pharmacist and was 
introduced as such at the start of the 
interview. During the interview, some 
participants asked further information 
regarding the research or professional 
background. Interviews with resident 
and family members often involved 
sharing more personal information to 
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build rapport, for example sharing life 
experiences, having children e.t.c. 
(Rapport building also discussed in 
‘3.9 Validity’ p. 54) 

8. Interviewer 
characteristics 

What characteristics 
were reported about the 
interviewer/facilitator? 
e.g. Bias, assumptions, 
reasons and interests in 
the research topic 

Characteristics and potential 
influence/ bias discussed in ‘Validity’ 
p. 54. Approaches used to 
acknowledge and address ‘bias’ e.g. 
reflexive diary and discussing findings 
with others also discussed in this 
section; 4.7.1.2 p. 85; 4.7.2 p. 87; 
4.7.3.1 p. 88 and 8.6 Methodological 
Considerations, ‘Reflexivity’ section 
p.182. 

Domain 2: study design 

Theoretical framework 

9. 
Methodological 
orientation and 
Theory 

What methodological 
orientation was stated to 
underpin the study? e.g. 
grounded theory, 
discourse analysis, 
ethnography, 
phenomenology, content 
analysis 

Qualitative descriptive (see 3.4 
Strategies of Inquiry: Qualitative 
Descriptive Approach’ p. 42), informed 
by critical realism and systems theory 
(see 3.5 Philosophical and Theoretical 
Perspectives Underpinning the Study 
p. 44; 3.6 Systems Approach p. 45; 
3.7 Epistemological Stance of the 
Researcher: Critical Realism p. 49) 
Thematic analysis approach (3.8.1 
Thematic analysis p. 52; 4.7.2 . 
Thematic analysis p. 87) 

Participant selection 

10. Sampling How were participants 
selected? e.g. purposive, 
convenience, 
consecutive, snowball 

Purposive, convenience (Site 
selection: Resident: 4.5.3 ‘Sampling 
and Recruitment of Care Home 
Residents and Relatives’ p. 72; 4.5.4 
‘Data Collection Process’ p. 77; 4.6.2 
‘Sampling and Recruitment of Hospital 
Staff p. 79; 4.6.3 Data Collection 
Process p. 82). 

11. Method of 
approach 

How were participants 
approached? e.g. face-
to-face, telephone, mail, 
email 

Face to face; telephone; e-mail; mail 
and poster. Further details in the 
following sections: 4.5.2 Care Home 
Staff Recruitment Process p. 69; 4.5.3 
‘Resident and Relative Recruitment’ p. 
72; 4.6.2 Hospital Staff Recruitment 
Process p. 79 

12. Sample 
size 

How many participants 
were in the study? 

33 (See ‘4.2 Sample Size’ p. 61) 

13. Non-
participation 

How many people 
refused to participate or 
dropped out? Reasons? 

Everyone approached by the 
researcher appeared happy to 
participate and nobody dropped out of 
the study. One resident identified as a 
potential participant was found not to 
have capacity to consent. Repeated 
attempts were made but the lady did 
not have capacity at any of the visits. 
(discussed in ‘Resident and Relative 
Recruitment Process’ p. 72). One care 
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home site dropped out just prior to 
study commencement due to a 
change of management (discussed in 
‘Site Selection’ section p. 63). 

Setting 

14. Setting of 
data collection 

Where was the data 
collected? e.g. home, 
clinic, workplace 

Three care home sites (one 
residential home; one nursing home; 
one mixed residential/nursing). Two 
hospital trusts (ward/ dispensary). See 
details in section ‘4.3 Site Selection’ 
(p.62) 

15. Presence 
of non-
participants 

Was anyone else present 
besides the participants 
and researchers? 

No. On two occasions residents 
stated that they would prefer to stay in 
the lounge area as mobility was 
difficult and painful. Where interviews 
were conducted in communal spaces 
they were discreet and at a distance 
to other staff and residents. (see p. 
76) 

16. Description 
of sample 

What are the important 
characteristics of the 
sample? e.g. 
demographic data 

See tables in thesis re participant 
details; Table 3: Participating Hospital 
Sites p. 62; Table 4: Participating 
Care Home Sites p.63; Table 6: 
Details of Care Home Staff p. 71; 
Table 9: Resident Participant 
Characteristics, p.75; Table 10: 
Relative Participant Characteristics 
p.75; Table 12: Hospital Staff 
Participant Characteristics p.81. 

Data collection 

17. Interview 
guide 

Were questions, prompts, 
guides provided by the 
authors? Was it pilot 
tested? 

Yes. See Appendix 6 (H, I, J) and 
Appendix 7C. for example interview 
guides. The guides were informed by 
meetings with stakeholders and the 
resident interview was shared at a 
carer reference panel meeting for 
feedback. This is explained in the 
sections which explain the role of the 
Carer Reference Panel and 
Stakeholder Reference Panel and 
sub-sections 4.5.2. ‘Care Home Staff 
Interview Guide’ p.69; 4.5.3. ‘Resident 
Interview Guide’p. 72; ‘Relative 
Interview Guide’, p.72; 4.6.2. ‘Hospital 
Staff Interview Guide’ p. 79; It was 
recognised that the guide, particularly 
for residents may need to be adapted 
and tailored to each individual, for 
example some residents were not 
able to clearly recall aspects of their 
experience, so questions were re-
phrased (See Methodological 
Considerations- Participants p.179) 

18. Repeat 
interviews 

Were repeat interviews 
carried out? If yes, how 
many? 

No. 
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19. 
Audio/visual 
recording 

Did the research use 
audio or visual recording 
to collect the data? 

Yes, every interview was audio 
recorded and all participants were 
asked for consent to record prior to 
the interview. Audio recording is 
discussed in the following sections: 
3.9. Validity p. 54; 4.4.3 Confidentiality 
and Anonymity p. 65; 4.5.2 Phase Ia 
Care Home Staff interview p. 69; 4.5.3 
Phase Ib: Care Home Resident and 
Relative Interviews p.72; Phase IIa: 
Hospital Staff Interviews p. 79; 4.7.1 
Maintaining Records and Audit Trails 
p. 84; 4.7.3 Process of Analysis p. 89. 
 
Documents were photocopied as 
needed with permission (see 4.5.4 
Phase Ic: Documentary Analysis 
p.77). All documents and transcripts 
were anonymised both in terms of the 
individuals and organisations 
mentioned. (See 4.7.1 Maintaining 
Records and Audit Trails p. 84. 

20. Field notes Were field notes made 
during and/or after the 
interview or focus group? 

Field (reflexive) notes were made 
throughout the data collection period 
(before, during and after interviews 
and documentary analysis). See 
section: ‘Collection and Storage of 
Raw Data’ p.85 and ‘Reflexive Notes’ 
p. 86. 

21. Duration What was the duration of 
the interviews or focus 
group? 

Each interview was around 30 
minutes in duration. See sections 
4.5.2 Phase Ia: Care Home Staff 
Interviews p.69; 4.5.3. Phase IIb Care 
Home Resident and Relative 
Interviews p. 72; Phase IIa: Hospital 
Staff Interviews p.79) 

22. Data 
saturation 

Was data saturation 
discussed? 

Yes. Saturation is discussed in 4.2. 
Sample Size p. 61 and 4.7.3 Process 
of Analysis p. 89. 

23. Transcripts 
returned 

Were transcripts returned 
to participants for 
comment and/or 
correction? 

No. Rationale provided within the 
thesis in 3.9. Validity section p. 54. 

Domain 3: analysis and findings 

Data analysis 

24. Number of 
data coders 

How many data coders 
coded the data? 

One. In line with the Braun and Clarke 
approach, there were regular 
discussions with supervisors and 
stakeholders throughout the process 
of analysis, but they were not directly 
involved with analysing the raw data. 
The rationale behind this approach is 
discussed in 3.9.2 Involvement of 
Others in the Process of Analysis 
(p.56). 
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25. Description 
of the coding 
tree 

Did authors provide a 
description of the coding 
tree? 

No. 

26. Derivation 
of themes 

Were themes identified in 
advance or derived from 
the data? 

Data led, Inductive approach. This is 
discussed in section 3.3 Deciding 
between Qualitative and Quantitative 
p.39; 3.8.1 Thematic Analysis p.52; 
3.9 Validity p.54; 4.7.2 Thematic 
Analysis p.87; 4.7.3 Process of 
Analysis p. 89; 4.7.4 Thematic 
Analysis of Interview Data p. 92 

27. Software What software, if 
applicable, was used to 
manage the data? 

NVIVO. 4.7.3 Process of Analysis p. 
89; 4.7.4 Thematic Analysis of 
Interview Data p.92. Other techniques 
were also used to manage data, for 
example mind maps discussed in 4.7 
Data Analysis p.84. 

28. Participant 
checking 

Did participants provide 
feedback on the findings? 

No. Method and rationale described in 
3.9. Validity section p. 54. 

Reporting 

29. Quotations 
presented 

Were participant 
quotations presented to 
illustrate the themes / 
findings? Was each 
quotation identified? e.g. 
participant number 

Yes. See Chapters 5, 6 and 7. 

30. Data and 
findings 
consistent 

Was there consistency 
between the data 
presented and the 
findings? 

Yes. See Chapters 5, 6 and 7. 

31. Clarity of 
major themes 

Were major themes 
clearly presented in the 
findings? 

Yes. See Chapters 5, 6 and 7. 

32. Clarity of 
minor themes 

Is there a description of 
diverse cases or 
discussion of minor 
themes? 

Yes. Perspectives and cases which 
deviate are integrated within the 
findings (see 4.7.3 Process of 
Analysis p. 89). 

 

 

 


