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Introduction

In this scoping review we examine what is known from existing literature and prior research
about what ‘quality of care’ means to different stakeholders in the domain of paid-for social
care at home for older people.

The issue of care quality for social care delivered at home to older people affects a
substantial number of older people and those supporting them. While estimating the
population in receipt of homecare has proven difficult, the most recent Office for National
Statistics (ONS; experimental) estimate of the older population/population with dementia
suggests 307,000 older people in receipt of homecare, with about 25% of those self-
funding.t

The current formal sector for social care in England is large and highly fragmented. It
comprises about 18,000 organisations across 39,000 locations, with about 1.5 million people
working in the sector (cf. 1.4 million working in the NHS).%*4 Of these, around 12,800 are
registered homecare providers.? Formal providers in England often service both local
authorities and private clients and are subject to regulation (registration, inspection,
monitoring and enforcement) by the Care Quality Commission (CQC). They are also
regulated through the process of local authority commissioning of homecare, and in theory (if
not always in practice) by the consumer market mechanisms of choice, voice and exit. Some
providers exclusively support self-funders and organise their services in a way which they
suggest ensures ‘quality’ for the higher price that this allows. However, evidence suggests
that most self-funders lack sufficient information to make informed choices, in a market
“characterised by complexity, plurality, and imperfect information” and thus likely exert weak
influence on quality through consumer market mechanisms.*® In the publicly funded domain,
local authority commissioned care is argued by many to be at prices that preclude the
structural conditions that would permit high quality care.

Current data show a system under stress. In August 2023, around 250,000 people were
waiting for a care assessment or, having been assessed as qualifying for state supported
care, waiting for care packages, up from 223,000 in March 2023.2 In the first three months of
2023, 564,000 hours of homecare could not be delivered because of insufficient workforce
capacity.* The King’s Fund and the Homecare Association highlight problems relating to low
wages, low-rate, zero-hours commissioning and budget pressures.® The highest vacancy
rate in adult social care is in homecare. Meanwhile, the number of family carers receiving
support has fallen in the last year from 314,000 to 295,000 and respite care has fallen from
57,000 places in 2016 to 36,000 in 2023, indicating greater and growing pressures on family
caregivers at home.®

Within this context, a shared understanding of quality in homecare is important for older
people, their families, care workers and service providers in setting expectations and
standards, and in maintaining satisfaction, trust, respect and understanding. It informs
minimum benchmarks and scales for providers, commissioners and regulators in
safeguarding as well as monitoring and improving provision; and is an important factor in
shaping the private market for consumers, which is also of interest to policymakers and
providers. Furthermore, provision of high quality homecare has the potential to impact health
service utilisation.” In England, the integration of health and care services into Integrated
Care Systems (ICSs) requires shared understandings of quality in social care across the
NHS, local authorities and others in the system, and in 2023, the regulator for health and
social care in England, the Care Quality Commission (CQC), introduced a new single



assessment framework for the holistic assessment of care quality including homecare
providers.®

Determining how quality of homecare for older people is understood across the health and
care ecosystem is therefore important for determining the focus for delivery, acceptability,
regulation, service improvement and innovation, as well as how we might or should measure
this concept. In this report we first briefly set out the background and context for this review,
before describing our review objectives and scoping review methodology. We then present
our findings, and close with a discussion.

Background and context

Formal homecare for older people in England

Adult social care includes a wide range of activities that help people in need of support for
optimal daily living. It comprises self-care, unpaid care mostly by family but also friends,
neighbours and communities, and a paid-for system of residential and homecare (previously
called domiciliary care) providers. In this report we focus on the quality of paid homecare for
older people (hereafter ‘homecare quality’) in the formal sector. In England, this is funded
either by local authorities via a state-funded system, or individuals and families in the private
market. Homecare in this sense can include support for washing, dressing, getting up and
going to bed, toileting, cleaning, shopping, cooking and eating, and other everyday individual
or household activities essential to being able to live at home, as well as wider support for
engaging in leisure activities and family and community life. Formal homecare is also vital for
the support of family and other unpaid caregivers, and can help to sustain critical unpaid
caregiving. It can be short or long term and can mean anything from a 15 minute support
visit to 24 hour care at home.

Since care commissioners, regulators and consumers all have important roles in ensuring
care quality, how homecare is commissioned and funded is important for understanding how
social care is provided and how care quality is understood. While in 1993, 95% of homecare
was provided by local authorities, by 2018, 98% of council funded homecare hours in
England were outsourced to independent sector providers.'® As well as commissioning
functions, Local authorities also have a statutory duty to make markets for themselves and
self-funders, ensuring that markets provide sufficient choice and capacity across the full
range of social care provision.'’

The costs of care of older people are mostly borne by individuals and families in the unpaid
and paid-for systems. The King’s Fund estimate the contribution of family care as the
equivalent of four million paid care workers, and LaingBuisson, which produces (paywalled)
market sector reports, estimate about £12.4 billion spent in the private market for homecare
and supported living.*® Publicly funded care expenditure is also substantial. About half of net
local authority public expenditure of £20.4 billion on adult social care in 2022/23 is on those
over 65, making local authority commissioners important stakeholders in ensuring homecare
quality,*® and in considering minimum acceptable standards for homecare and equity of
homecare quality across the population.

Local authority funded homecare is currently restricted to those with low means and high
needs. For the means test (as of October 2024), broadly speaking, people with more than
£23,250 in savings and property (including the home they live in) are not eligible for any local
authority funding for residential care, while the value of the home people live in is
disregarded for homecare. Even if the means test is fulfilled, only those assessed as having
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the highest levels of social care needs are eligible for funding. This is determined through a
‘needs assessment’, with the local authority determining the services that it decides will meet
eligible needs (the ‘care package’). There are limited opportunities to challenge local
authority decisions in practice. For publicly funded clients, the local authority largely
determines homecare quality through its commissioning practices.

In 2012 the CQC conducted a major themed inspection programme of homecare.?° This
highlighted difficulties in monitoring homecare and raised concerns about continuity of care
workers, staff knowledge and training, poor working conditions and lack of support for staff.
A lack of formal documented processes for quality monitoring and managing complaints was
also noted. Many of these challenges endure. Research by the King’s Fund and the
University of York conducted between 2016 — 2018 highlighted three major issues:
recruitment and retention of staff (described as a ‘relentless’ challenge); the driving down of
prices by local authority commissioners (with disagreement between commissioners and
providers as to whether this influences quality); and commissioning on a ‘time and task’
basis rather than on outcomes.?! The latter was frustrating for commissioners who
highlighted the lack of infrastructure among providers to collect and monitor outcome data.

About two million people a year request adult social care support from local authorities, of
whom 1.4 million are over 65, an increasing trend.® Of these, 53% receive no services or
only information, advice and signposting to others. The last decade has seen publicly funded
care delivering more intensive care to fewer people, despite needs growing across the
(ageing) population. For the older population this has fallen from 6% of the population over
65 in 2016 to just over 5% in 2023.6 Our understanding of care quality for this report
therefore emerges from a context in which the sector is perceived to be struggling.

Within this highly strained and constrained environment, delivering high quality care is likely
to be challenging, especially to local authority funded clients who are the most socio-
economically disadvantaged.

Regulation and the regulator’s concept of care quality
Care Quality Commission

England has a mature long term care system. The CQC, formed in 2009, is a single
regulator across health and social care and regulates local authority duties relating to social
care and providers. The Care Act 2014 mandates local authorities to provide or arrange
services that prevent people’s needs from worsening, provide comprehensive information
and advice about available care and funding options, and help develop a market of
sustainable, high-quality care and support services.?? Across the sector it is argued that
funding is insufficient to achieve these aims, but the regulator is nevertheless tasked with
ensuring that homecare services provide high-quality, safe, and person-centred care, and
holding providers accountable for maintaining these standards.

Homecare of older people provides significant challenges for regulators.?® Regulator
resources and time are limited, enforcement is challenging, and the market is fragmented
and fluid. Homecare is delivered across all geographies, with quality, staff, training,
management and the use of technology varying widely. Needs of clients are constantly
changing, experiences are subjective, and recruitment and retention of staff is problematic.
Obtaining honest feedback from service users and families is extremely challenging because
of the potential consequences for care, and complex health problems amongst people
needing care.?*2°



The CQC initially focused on a compliance-based approach, but following a period of review
and consultation, introduced major changes in 2016 towards a more holistic framework,
resulting in four summative quality ratings [outstanding, good, requires improvement,
inadequate] based on five key questions set out below. In the wake of the Covid-19
pandemic, The Health and Care Act 2022 created Integrated Care Systems (ICSs) and gave
the CQC new regulatory powers. In this light and following a further lengthy and detailed
consultation process, in 2023 the CQC introduced a new ‘single assessment framework’ for
health and social care, aiming to provide a single vision of ‘quality’ for the whole health and
care system.® While the quality ratings and five key questions remain, the new regime relies
on a new series of 34 quality statements or ‘We’ statements, where the CQC sets out its
expectations of commitments that providers, commissioners and system leaders should live
up to, and 16 ‘I’ statements, which are part of the assessment framework reflecting what
people have said matters to them. The 50 ‘We’ and ‘I’ statements are set out in Appendix A.
Although it has had a very bumpy start,?’ the idea is that each quality statement will draw on
six associated evidence categories: people’s experiences, feedback from staff and leaders,
observations of care, feedback from partners, processes, and outcomes of care. While this
framework is argued by the CQC to be simpler, focused on what really matters to people,
and reflects how care is actually delivered by different types of services as well as across a
local area, it potentially leads to an overwhelming plethora of varying evidence across a very
large number of domains. The process by which ratings are calculated is clear — a review of
guality statements based on evidence leading to a score for each of the five inspection
categories, aggregated to give a global rating. However, the evidence required to achieve
scores that would differentiate between ‘good’ and ‘outstanding’ is not made explicit.?®

The five key questions are:

1. Are they safe? Safe: you are protected from abuse and avoidable harm.

2. Are they effective? Effective: your care, treatment and support achieves good
outcomes, helps you to maintain quality of life and is based on the best available
evidence.

3. Are they caring? Caring: staff involve and treat you with compassion, kindness,
dignity and respect.

4. Are they responsive to people's needs? Responsive: services are organised so that
they meet your needs.

5. Are they well-led? Well-led: the leadership, management and governance of the
organisation make sure it's providing high-quality care that's based around your
individual needs, that it encourages learning and innovation, and that it promotes an
open and fair culture.

In 2023, the CQC rated 4% of homecare services in England as ‘outstanding’, 81% as
‘good’, 14% as ‘requires improvement’, and 1% as ‘inadequate’.?® The new Framework is
now in force for all health and social care providers across England. However, a recent
report (August 2024) by the Homecare Association is extremely critical of the CQC, arguing
that systemic problems with resources, infrastructure and leadership mean that 60% of
homecare providers either have no rating or very outdated ratings.*

Other bodies

In addition to the regulatory framework, other bodies have also produced guidance. The
National Institute for Health and Care Excellence (NICE) have published quality standards in
homecare for older people,®* and the Homecare Association (the trade body for homecare
providers) has published a Code of Practice for its members.®? The Adult Social Care Quality
Matters initiative from the Department of Health and Social Care aimed to achieve ‘a shared



understanding of what high-quality care is’ (but it is not clear what has happened to this
programme of work after 2019).2 The current Nuffield Trust/Health Foundation ‘Quality
Watch’ programme monitors more than 200 quality indicators across health and social care;
13 of these indicators focus on social care, but none of them are explicitly about homecare.®*

Commissioning and quality

In the UK, local authority social services departments are required to develop management
systems to optimize available resources and produce the best results in each area.*® That
includes planning for future and current homecare needs, purchasing homecare and
providing support to homecare providers. Much of this activity falls within the remit of
‘commissioning’, defined by the European Social Network as ‘the process through which
public authorities specify, guarantee and monitor services... a process that involves a broad
range of activities from social planning... to the authorisation, accreditation and contracting
of providers, as well as quality monitoring and assurance.’®

While in the UK accreditation is performed by the regulator (the CQC), local authorities still
occupy a key role in quality control. Commissioning has been framed as a multi-dimensional
link between local authorities (the buyers) and care services (the providers).*’ It involves
active or strategic planning (‘strategic commissioning’), market shaping, search for suppliers
(‘procurement’), and contract management.** Numerous studies and recommendations on
local authority commissioning emphasise its centrality to improving homecare quality in the
UK.842 This will become increasingly important in light of the new CQC power regulating
local authority market-shaping behaviour.

Who are the stakeholders?

As the above reveals, there are many different groups of people with perspectives and
interests in understanding homecare quality. Accordingly, for this review we considered
meanings of ‘quality’ in the provision of formal social care across all those involved in the
provision or receipt of care by older people: older people themselves, their unpaid
caregivers, front-line staff and service providers, commissioners of services, policymakers,
regulators, advocates and researchers.

Review objectives

The review objectives were to:
e Summarise the meanings of homecare quality for key stakeholders, reported in the
published literature
e Highlight similarities and differences between different stakeholders’ understanding
of homecare quality
¢ Identify the measures of homecare quality (qualitative and quantitative) across this
literature.

Methods

We conducted a scoping review, which is recommended for reviews that aim to clarify
concepts and definitions within the literature.® Our review follows Joanna Briggs Institute
guidance and is reported below in line with the PRISMA-ScR checklist.*® A protocol was
registered on Open Science Framework.**



Search strategy

Targeted search strategies were designed and tested for the following databases: CINAHL,
PsycINFO, ASSIA and Social Care Online.? These strategies were developed between July
and October 2023. The full strategy applied to CINAHL is provided in Appendix B. For grey
literature, we also searched websites of major UK organisations (Association of Directors of
Adult Social Services, Age UK, Alzheimer’s Society, Carers UK, Homecare Association,
King’s Fund, Local Government Association, Nuffield Trust) for relevant reports and briefing
papers.

Databases were searched from January 2016 until October 2023. This period covers two
major strategic periods of the CQC: the 2016 — 2021 strategy (which consolidated earlier
strategies) and the current, post-2021 strategy.*> %6 The period 2016 — 2023 therefore covers
the transition from the old regime to the new, and captures how homecare quality was being
conceptualised in the literature during that period.

Review criteria

The review criteria are summarised here and shown in full in Table A1 (Appendix C). We
used the Population, Concept and Context approach to develop the criteria:

e Population: any stakeholder groups which expressed views on quality of homecare
for people aged 65 and above, with a mean age of 65, with dementia or Parkinson’s
disease, or described as ‘older people’ if the age was not explicitly defined.

e Concept: quality of care, however defined, considered across the entire spectrum of
worst care (i.e., neglect/abuse) to best care.

e Context: homecare in Organisation for Economic Co-operation and Development
(OECD) high-income countries (peer-reviewed literature); UK only (for grey
literature).

Study selection

Records were screened in Rayyan, an online platform to support literature reviews. We
adopted a two-stage screening process: (i) titles and abstracts were screened for relevance;
(i) full texts of selected records were assessed against the review criteria. Both stages
involved a team approach with initial duplicate screening and discussion, followed by single-
researcher screening. In the first stage, 50 records were screened by the whole team,
followed by discussion and clarification of review criteria. In the second stage, three records
were screened by the whole team, with further discussion and clarification of criteria. The
remaining records were screened by individual researchers. The size of the team allowed for
differential allocation of records across both stages, so that any individual researcher
screened different records at stage two to those they had screened at stage one. The team
met weekly during screening to discuss any challenges. Additional grey literature reports
from website searches were screened by one researcher and checked by a second.

Data extraction and analysis
We extracted summary data from each article including:

e Author
e Year of publication and country

a Social Care Online closed down in March 2024 and was last updated in early 2023: https://www.scie.org.uk/social-care-

online/
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e Publication type

e Article aim

e Description of care provided

e Care recipient group (i.e. general older adults or those with specific conditions)

e Quality definition: research framing (i.e., the meaning of quality that the authors have
used to frame the work and to articulate the aim of the article)

e Study design and methods, study participant type (i.e., stakeholder group(s))

e Study participant demographic details

e Quality definition: participant views (i.e., how does the stakeholder group understand
quality)

o Details of any quantitative measures or data deemed by stakeholders to be important
in the concept of quality

e Any research outcome, author assessment or comment about whether good quality
care was achieved

We extracted the data into an MS Excel form, which we piloted with three articles and
refined by team discussion.

In keeping with our aim to clarify conceptualisations of ‘quality’, we undertook a qualitative
content analysis of the data,'° using a second MS Excel document to establish a framework
in which to chart understandings of quality according to our stakeholder groups. One
researcher used the data extracted from 10 articles (selected to provide variation in
methodology and stakeholder group) to develop an initial framework of sub-dimensions
relating to quality. Three different researchers checked this analysis using the same 10
articles and refined the framework via discussion. We then applied the revised framework to
the remaining articles, dividing them equally between four researchers. Once the extracted
data had been charted in the analytical framework, we discussed grouping the sub-
dimensions into higher-order dimensions.

Public and community involvement and engagement

This review builds on our recent Care Act easements project,*” which concluded with a focus
group with four participants aged 70 and above whose spouses were or had been in receipt
of homecare services. The group endorsed the aims and focus of the present review. We
also discussed the work with our public and community involvement and engagement
partners (the Elders Council of Newcastle and the Greater Manchester Older People’s
Network), who endorsed the aims and objectives of the review.

Findings

Included articles and characteristics

We identified 93 articles (Figure 1): 72 research papers,*®119 six academic comment
papers?®12® and 15 reports from the grey literature (which were either comment or
research),?6140 published in 16 countries (Table 1). Most of the articles focused on
homecare for older people as a general population, but around a quarter were specifically
about homecare for people with dementia (n=22).



Identification

Identification of studies via databases and registers

Identification of studies via other methods

Records identified from:
Databases (n=4941; de-
duplicated)

Screening

Included

Records removed before
screening (n=0)

Records identified from:
Organisation websites
(n=223)

Reference list scanning (n=4)

Records screened
(n=4941)

Records excluded
(n=4611)

Reports sought for retrieval
(n=330)

¥

Reports not retrieved
(n=9)

Reports sought for retrieval
(n=25)

Reports assessed for eligibility
(n=321)

Reports included in review
(n=93)

Reports excluded (n=235; some
for more than one reason):

Not homecare (n=84)

Not focused on quality (n=74)
Wrong population (n=22)
Wrong date (n=19)

Wrong publication type (n=25)
Duplicate /duplicate short report
(n=10)

Wrong country (n=5)

Not published in English (n=3)

Reports assessed for eligibility
(n=25)

\4

Reports not
retrieved
(n=0)

Reports excluded
(n=18; some for
more than one
reason):

Not homecare
(n=7)

Not focused on
quality (n=7)
Wrong population
(n=4)

Duplicate from
database
searches (n=4)

Figure 1. Flow diagram of articles




Table 1. Included articles according to country and method

Total | Qualitative | Quantitative Mixed Comment
Methods

Total 93 55 16 1 1"
UK 25 10 5 6 4
Nordic (Denmark, 35 27 6 2
Faroe Islands,
Finland, Iceland,
Norway, Sweden)
Australia 8 6 2
USA 8 2 2 4
Canada 7 4 1 2
Others (Czech Rep, 10 6 2 1 1
Germany, Japan
Ireland, Israel,
Netherlands,
Europe-wide

We developed four broad dimensions, three of which capture core aspects of quality [(1) to
(3) below], and a fourth [(4) below] relating to measurability:

(1) relationships and continuity of care
(2) bespoke care
(3) organisational and structural aspects of care

(4) the extent to which quality is understood as a measurable construct.

Table A2 (Appendix D) summarises the characteristics of the 93 included articles, including
the mapping of the four broad dimensions. We present these four dimensions in a narrative
summary below, discuss similarities and differences in views among stakeholders, and
consider the relationships between the different ways that stakeholders conceptualised care
quality. Figure 2 shows the four main dimensions and underlying sub-dimensions. Most
articles encompassed multiple dimensions and sub-dimensions. A minority (around 5%)
covered all four dimensions, a third covered at least three, around a third covered two,
leaving only a quarter that conceptualised quality within just one of the dimensions. Most
reports therefore demonstrated that all stakeholders consider quality to comprise multiple
dimensions. This was strongest for unpaid carers/ family members.



Sub-dimensions Dimensions

[ Relationships and continuity of care (n = 66)

o

‘ Relationships

[ Compassion/ empathy/ sensitivity (overlapping subtheme) (n = 13)1—

[ Maintaining dignity (overapping subtheme (n = 14)

—

Care worker responsiveness (overlapping sub-theme) (n = 30)

[ Encouraging independence (n = 41)

U]
[

[ Personalisation of care (n = 40)

Risk (n = 3)

Safety (n = 15)

Time (n = 36)

Training, skills & experience (n = 41)

Organisation of care (n = 24)

Staff numbers and diversity (n = 14)

Information on clients (n = 20)

Joint working with family (n = 15)

Coordination or integration with other services (n = 23)

l
[
[
[
[
[ Pay or cost of care (n = 20)
[
[
[
[

| TW‘WT

[ Quality is a measurable construct (n = 40)

Figure 2. Dimensions and sub-dimensions observed in the included articles (n =
frequency)

Dimensional and national variation by stakeholder group

There were some variations in the frequency of dimensions reported by stakeholder groups
(Figure 3, Table A3 Appendix E). Organisational and structural aspects of care were
reported more frequently by staff working in homecare and as reflections by the authors of
articles, while bespoke care, relationships and continuity of care were slightly more prevalent
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among reports from unpaid carers and family members. However, given that these
differences were slight and likely influenced by the nature of studies aimed at different
stakeholders (including research framing), the overriding message is that there is a great
deal of consensus on what is important for homecare quality.

Relationship
Organisation
Measuremen

s
Bespoke

Stakeholder group (number of articles*)
Article authors

(n=15)

Health professionals

(n=28)

Care workers

(n=27)

Senior staff/ team managers

(n=17)

Older adults

(n =46)

Unpaid carers/ family members
(n=19)

All stakeholders

(n =134")

*Counts are reported by stakeholder group, therefore articles that include more than one stakeholder contribute multiple times
to the Figure. **Stakeholder groups included in single articles are not shown in this Figure, see Table A3.

1-20% | 21-40% | 41-60% | 61-80% | 81-100%

Figure 3. Heat map of dimensions reported by stakeholder groups

There were also some subtle international variations in the reporting of different stakeholder
group views (Figure 4), although they need to be interpreted with caution since the
underlying numbers of articles by country and stakeholder group are very small (Table A4,
Appendix E). Most countries had produced articles on how quality is conceptualised by older
adults (13/16 countries) followed by care workers (12 countries). Articles from the UK
comprised a quarter of the included studies and captured the greatest range of stakeholder
groups (six), with emphasis on the views of older adults and unpaid carers, followed by
Australia, the USA and Canada (five). There was also a clear cluster of views of care
workers, senior staff and health professionals from the Nordic countries (the presence of the
latter group reflects the organisation of homecare and team composition in these countries,
where qualified health professionals are involved in social care delivery). Despite articles
from Norway accounting for nearly a fifth of the total body of literature (second to the UK),
they only represented three of the stakeholder groups, with views from unpaid carers/family
members absent.
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Nordic countries

Australia

USA

Canada

Others

Counts are by reported by stakeholder group, therefore articles that include more than one stakeholder contribute multiple
times to the Figure.

<1% 1-<2% | 2-<3% | 3-<4% 4-<5% | 5-<6% | 6-<7% | 7- 7-<8% | 8-<9% | >9%
<8%

Figure 4. Heat map of perspectives by stakeholder group and country

We now turn to discuss each of the four dimensions in detail.

Quality is about relationships and continuity of care
Summary

The analysis of this dimension revealed that the development and maintenance of
relationships between older people and care workers, and continuity of care (i.e., having the
same care worker), are seen as important determinants of quality. Relationships and
continuity of care were explored in 43 studies across 12 countries (plus one European-wide
report). The majority of articles were Scandinavian (n=15) or UK-based (n=12). Most (n=32)
were qualitative, with four quantitative studies, four mixed methods studies, and three
comment pieces. Conceptualisation of quality as a function of relationships and continuity
was encountered in two-thirds of articles where unpaid/family carers views were included,
over half of articles involving older people and almost half of articles where care workers
views where included (Table A3, Appendix D). It also appeared in approximately half of
articles from senior stafffmanagers and health professionals.

The studies highlight that both relationships and continuity of care are vital for enhancing the
quality of life and care experiences for older adults. Challenges such as high staff turnover,
communication difficulties, and over-familiarity can complicate these relationships. The
findings also suggest that while relationships and continuity of care are often discussed
separately, they are interrelated and can significantly influence each other, impacting on the
overall quality of care.

Evidence

Older people and unpaid/family carers viewed high quality care as being dependent on the
relationship between the older person and the carer, with emphasis placed on trust,
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communication, and the ability of the carer to know and understand them beyond their
surface level care needs.5® 74 90.93. 95,102, 111 Re|ationships were also a recurring issue for
care workers/health professionals, who viewed good care as being characterised by open
communication and mutual understanding.*®: 74 84. 111. 112,133 Care workers also highlighted
potential challenges around forming relationships with the older people they cared for. Staff
sometimes felt they were ‘too close’ and were seen as members of the family, which could
result in the older person not listening to them.>® Another study found that care
workers/health professionals who had a desire to be seen as a ‘good’ person were at risk of
overstepping their boundaries or responsibilities.®® Everyday racism towards care workers
could also prove challenging, causing elements of the care relationship to be rejected.®®
Furthermore, communication difficulties may arise due to cognitive impairment or dementia,
with some care workers feeling they do not possess the necessary skills to ensure effective
interactions.®®

Only one study reported the views of senior care staff/managers regarding relationships. A
mixed sample of senior homecare staff and health professionals felt that good carers should
have a close relationship with those they care for, much like family or friends, but
acknowledged that this is not always possible for various reasons (e.g., high staff turnover;
communication difficulties due to high volumes of foreign care workers).!'* The same study
reported ambivalence amongst some managers towards carers becoming too close to the
older person.

The importance of the care relationship was also highlighted in the grey literature. The
Global Coalition on Aging gave particular weight to this, stating that relationship-based
homecare ‘will empower countries to deliver on the promise of high-quality care’ for older
people.'® Researchers in the field argued that high quality care is characterised by mutual
care between care workers and those they care for, but this can be undermined by
organisational level structures such as low pay, high turnover, few benefits, little control over
working hours and care recipients, and inadequate training.'?®

The perceived essential nature of the care relationship for high quality care overlapped with
the conceptualisation of quality as hinging on ‘continuity of care.” Continuity of care, whereby
a small number of care workers visit the same person regularly, was seen by many older
people, unpaid/family carers, and care workers as important to high quality care.52 74 97, 106,
107,110, 117,126, 128, 132, 133, 139 Qnly one study suggested that continuity was important to some
older people and not others.%® Healthwatch England highlighted that lack of continuity was a
problem for older people, with as many as a quarter of service users almost never seeing the
same care worker.>*® |t was acknowledged that this could cause particular anxiety for people
with dementia. There were only two studies examining continuity of care from the
perspectives of senior staff and management, both suggesting that continuity is an important
aspect of high quality care. In one study, senior homecare staff suggested that continuity of
care managers promotes better decisions and more efficient decision-making.” In another
study, providers of homecare services suggested that high turnover of staff impacts
continuity of care.!*8

Although often discussed independently, relationships and continuity of care can be viewed
as interrelated concepts that may influence each other. Older people, unpaid/family carers
and care workers felt a relationship built on knowledge and understanding depends on
continuity of care, as these relationships take time to develop.°0: 65 67.82 83, 94,100, 102, 107, 127
One study found that patients were more likely to rate the number of carers as suitable when
they reported that they were familiar with them.” In a study of older people receiving
homecare, interpersonal factors, such as relationships, were found to have a greater impact
on quality of life than organisational factors, such as continuity of care, although both
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aspects were found to be significant.®? Similarly, a study of older people with dementia found
they experienced a trusting relationship as more important than the same staff visiting them
regularly, but the authors note that continuity of care and trusting relationships are factors
that may influence each other.”

Table 2 summarises the nuanced variations in how different stakeholders conceptualise the
importance of relationships and continuity of care for high quality care. This reveals a great
degree of congruence between care workers, older people and unpaid carers/family
members both in the importance they place on this dimension and in the ways that they think
about it. Trust was an important component for older people and unpaid carers.
Communication and understanding were important components for older people, unpaid
carers and care workers. Managers and senior staff also value a close relationship between
carers and recipients of care, but the components of this relationship were not specified. All
stakeholders valued continuity of care.

Table 2. Stakeholder conceptualisations of the importance of relationships and
continuity of care for high quality care

Relationships and Continuity of Care

Older People Unpaid Care Workers Managers/Senior
carers/Family Staff
Members
Trust Trust A close relationship
between carers and
recipients of care
Open Open Open
communication and | communication and | communication
collaboration collaboration
Ability for care Ability for care Mutual
worker to worker to understanding
understand them understand them
beyond ‘surface’ beyond ‘surface’
care needs care needs
Seeing the same Seeing the same Seeing the same Continuity of staff and
care workers care workers care recipients management
regularly regularly regularly

Quality is about bespoke care
Summary

In this dimension we use the term ‘bespoke’ care to mean care centred on individual needs,
personalities, histories and circumstances; that meaningfully involves people in designing
their care; is compassionate and empathetic; and facilitates choice and control in how
service user and caregiver needs are met, in ways that maintain dignity and independence.
We have avoided incorporating the phrase ‘person-centred care’ because this has become a
ubiquitous term that has a large number of meanings in the field. The importance of bespoke
care was strongly recurring for all stakeholder groups, except senior staff/ quality
improvement leads and local authorities or their equivalents for which there were only two
included studies (Figure 3). It comprised five sub-dimensions, three of which overlapped with
the relationships dimension (Figure 2). The bespoke care dimension was explored in 57
articles from 14 countries, particularly prominently in Scandinavian work (n=25) and in the
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UK literature (n=13), with smaller contributions (n=1 — 4) from the other countries. Most of
the work (n=41) was qualitative, with seven quantitative studies, four mixed methods studies
and five comment pieces.

The studies, mostly qualitative, highlighted that older adults value having control and choice,
maintaining dignity and independence, and having care that is responsive to their needs and
histories. This perspective was shared by family members, who stressed the importance of
routines aligned with the care recipient's lifestyle and respect for emotional, social, and
cultural needs. Care workers and health professionals also recognised the importance of
adapting care to individual needs and ensuring respect for dignity. The literature
acknowledged potential challenges, such as difficulties in identifying psychosocial needs,
especially in dementia care. There were also differences in views, with some older people
not expressing their desires or being reluctant to participate in care decisions. Organisational
challenges, such as time constraints and balancing unmet needs with wants, were also
noted as potential barriers to providing bespoke care. Overall, the dimension underscores
the importance of personalised care in enhancing the quality of life and care for older
individuals.

Evidence

Most of the literature reporting older people’s views and preferences on what makes good
quality care highlighted that older people felt it was important to ensure personalisation,
choice and control and to maintain their dignity and independence, often through having a
say in the care that they receive.®7 82 83.94.97. 109, 113 Thjs was similarly central in comment
pieces and grey literature.?2 124128 139 Q|der people also highlighted the importance of care
that engaged with them and listened to their needs and those of their families.®® 1% There
was acknowledgement by older people and by authors of research and grey literature that it
is important for care to be responsive to changing needs.83 9 9. 111, 115,131,135 Thjg was
echoed in quantitative work showing that older people and families emphasised the need for
carers to respect and to know the person.®® Conversely, older people felt that a lack of
involvement in planning care reduced the extent to which they felt their care was attuned to
their needs.'%* Fostering a sense of independence was seen to be an important marker of
quality care by older people as it could influence their acceptance of the inherent
dependency upon care.®® Other work showed older people’s preferences for
acknowledgement of their complex, life histories, personal identities and relationship
histories that went beyond immediate care needs.>" 120

Similar perspectives were held by family members, who believed that older people should
have opportunity to participate and influence their own care,'°” and that care should be
delivered according to routines that align with the care recipient’'s way of living,”* respectful
of their emotional, social and cultural needs,® and compatible with their broader family
context.”> Some work reported that families favoured consultation with care services to help
identify how care may be personalised for the older care recipient.*> Two related
guantitative studies from the UK found that unpaid carers of people with dementia, at both
early and late stage, valued emotional support.5t 8’

Care workers also saw the importance of choice and control for older people, and for care to
align with their needs, requirement and preferences, way of living and family contexts.56: 59 68
274 1n the context of homecare for older people with intellectual disabilities, the importance
of flexibility of staff to adapt to changing needs of clients, facilitate their involvement and to
focus on clients’ perspectives to understand their wishes, needs and behaviours has been
identified by care workers and other professionals as a key component of Integrated
Emotion-Oriented Care (IEOC).'2 Health professionals were also aware of needs for
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tailored, person-centred care that respects dignity, delivered by people knowledgeable about
the person’s family life and situation.*® °% 114 |n the context of dementia care, quantitative
work suggested that maintaining independence or upholding dignity may be more
challenging for service users, e.g., if care workers ignore the older person or treat them like
a child, but was no less important to the service user or to their family.” 78103, 130

Some senior care staff, including CEOs, recognise that compassion, sensitivity, respect for
dignity and a focus on ethics of care are important drivers of care quality.®' 5255 Empathy
was seen as important by care workers, particularly when experiencing challenges in
delivering personal care and in dementia care.®0 116 118

Although this literature was largely uniform in emphasising bespoke care as being key to
quality, there was some recognition of potential divergent views. One study from Norway
highlighted that some older people may not voice their own desires out of politeness, or that
some would not want to be involved in decisions about their care and may find it odd to be
asked.®® Another Norwegian study with people with dementia found that homecare services
could be difficult for them to understand clearly, but that they accepted the support they were
offered as they did not want to cause difficulties for the care workers.” Other work found that
some older people may dismiss any dissatisfaction with non-bespoke care by citing
perceived organisational challenges as barriers to its provision, e.g., they could see the staff
operating under time constraints.'!” One study in Canada found that senior care staff and
managers attempted to consider service user wishes and ability to make their own decisions
about their care, but recognised the need to balance and differentiate between meeting their
unmet healthcare needs with their wants, as they felt that homecare may be unable to meet
the latter.”® However, it was unclear from the study how the differentiation between ‘needs’
and ‘wants’ is made, or who is making the distinction. We discuss organisational and
structural aspects of care and their relationship with quality in the following dimension.

Table 3 summarises the extent to which there was almost no variation in how different
stakeholders conceptualise the importance of bespoke care for high quality care. This
reveals a great degree of congruence between all stakeholders included in the articles in this
review both in the importance they place on this dimension and in the ways that they think
about it.

Table 3. Stakeholder conceptualisations of the importance of bespoke care for high
quality care

Bespoke Care

Older People Unpaid Care Workers Managers/Senior
carers/Family Staff
Members

Compassion/empath | Compassion/empath | Compassion/empath | Compassion/empath
y/sensitivity y/sensitivity y/sensitivity y/sensitivity

Care should be Care should be Care should be Care should be
personalised to align | personalised to align | personalised to align | personalised to align
with recipient’s way | with recipient’s way | with recipient’s way | with recipient’s way

of living and of living and of living and of living and
individual needs, individual needs, individual needs, individual needs,
and older people and older people and older people and older people
should be involved should be involved should be involved should be involved
in care planning. in care planning. in care planning. in care planning.
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Care that is Care that is Care that is Care that is
responsive to responsive to responsive to responsive to
changing needs changing needs changing needs (in changing needs
the context of
recipients with
intellectual disability)

Maintaining dignity Maintaining dignity Maintaining dignity Maintaining dignity

Supporting
independence

Quality is about the organisational and structural aspects of care
Summary

This dimension captures the extent to which quality is understood according to
organisational and structural aspects of care and care systems. It includes work highlighting
aspects relating to the homecare workforce (e.g., the need for sufficient numbers of well-
trained, suitably skilled staff who are remunerated appropriately), the organisation of care
(e.g., considerations of time taken to deliver care) and wider structural aspects (e.g., the co-
ordination or integration of homecare with other aspects of health and care systems). It has
some overlaps with the first two dimensions, as the ability to deliver relational and/or
bespoke care may at least be partly contingent on organisational and structural factors.
However, it is also partly distinct from the two earlier dimensions, as there are some
understandings of quality based on organisational and structural factors that may not align
clearly with understandings that emphasise relational and/or personalised care.

This dimension was the most populated and complex of all four main dimensions, covering
10 sub-dimensions (Figure 2). It was explored in more articles (n=72) than any other
dimension and across the greatest range of countries (n=14, plus one European-wide
report). Most were conducted in Scandinavian countries (n=27) and in the UK (n=21). The
importance of organisational and structural aspects of care recurred across all stakeholder
groups but was more frequently encountered in articles which reported the views of senior
staff and team managers, care workers and health professionals (Figure 3). Most articles
were qualitative (n=46), with five quantitative studies, 10 mixed methods studies and 11
comment pieces.

Key points

1. Older People and Families: Valued choice, control, and flexibility in care. They expressed
concerns about lack of choice, inadequate information, and difficulty navigating the system.
Costs were linked to perceived care quality, and effective communication between services
was crucial. They stressed the importance of trained and reliable care workers, especially in
dementia care.

2. Care Workers: Emphasised the need for organisational support, fair wages, adequate
staffing, and training. Time pressure and poor working conditions were major concerns,
affecting care quality and safety. Effective communication and collaboration were vital for
high-quality care.

3. Senior Staff and Managers: Recognised the need for information, communication, and a
supportive work environment. They highlighted issues like recruitment challenges, funding,
and market competition. They also noted the importance of understanding and addressing
structural issues to improve care quality.
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4. Experts and Researchers: Echoed concerns about equitable access to services, the
impact of financial models on care quality, and the need for coordinated, team-based
services. They emphasised the importance of adequate funding, training in mental health
and dementia care, and clear mechanisms for feedback and complaints.

Overall, the dimension underscores the complex interplay between organisational and
structural factors and their impact on homecare quality. It highlights the need for a well-
supported workforce, effective communication, and appropriate funding to achieve high-
quality care.

Evidence

Older people, families, and the organisation of care

Similar issues were raised by older people and family members in relation to organisation of
care. Both groups placed importance on choice and control, information, access, and
coordination in relation to care. Older people valued choice and flexibility in their care, in the
form of self-managed care or the use of micro-providers (small businesses that provide care
and support in diverse ways), as this allowed them to have more control over the care they
received.% 106.133 O|der people and their family members were concerned about a perceived
lack of choice regarding homecare services, which can result in people feeling unable to
question the care they are receiving as no alternative options are available to them.**® This
may be exacerbated by inadequate or misleading information on the care options available
to them.,50: 94 96,106, 113,127 Both older people and their family members reported finding it very
difficult to navigate the system to arrange care for themselves or a loved one.*?’

Care costs were seen in some studies as related to quality. One study reporting high
variation in hourly rates among homecare recipients.% Other studies examined the
relationship between costs and perceived quality of care. A Swedish study reported that the
perceptions of older people regarding quality of care remained level, despite steadily
increasing costs,® whereas another UK-based study suggested that older people and their
families’ experience of care at the point of use was inadequate and they had to pay more to
receive care that in their terms met a high standard.*?’

Well-coordinated care is important for both older people and their family members, with
emphasis being placed on communication between organisations/services.5% % 6. 107,126, 136
Communication between services and older people/families is also viewed as important, as
both groups reported uncertainty about how services were organised and a lack of
involvement in planning and scheduling.” 7®: 104127 For people with dementia in particular,
there can be a great deal of uncertainty about how the service is organised, experiencing the
service as being predetermined, which limited opportunities to participate in decision-
making.”® Case managers, or a key person assigned to co-ordinate care were viewed as
integral to high quality care.®” 1% Unpaid carers/family members felt that collaboration
between families and care organisations is vital if high quality care is to be achieved.®

Older people expressed fear that raising a complaint might negatively affect the care they
were receiving. For those who did complain, many felt their concerns were not taken
seriously, and those who proposed service improvements felt their suggestions were not
acknowledged or acted upon.3® Other issues important to older people and family members,
and linked to organisation of care, related to the homecare workforce, particularly their level
of training and experience. Older people valued homecare workers who were seen as
appropriately trained, knowledgeable, reliable, and trustworthy, with good communication
skills, 106, 107, 109, 117, 126, 128, 130 O|der people and family members emphasised the need for
appropriate training in relation to dementia.®® %2 72 87.192 They also placed importance on
punctuality and sufficient time being allocated to carers to complete required tasks.”* 82 9. 106
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Time was seen as a key indicator of quality care, with longer visits viewed as integral to
building a trusting relationship,8® 94 107.109. 127 and short visits causing carers to seem ‘hurried
and stressed’ from the perspective of older people.'” One Norwegian study (the only study
that reported descriptive quantitative findings in relation to time) noted that 83% of patients
and 80% of unpaid carers reported that homecare workers had enough time during care.”
Numbers and diversity of staff and safety issues were a concern for older people in
particular. Rapid staff turnover and a lack of racial and ethnic diversity was viewed as
resulting in a depersonalised service that lacked continuity of care.®® 128 This may lead to
older people feeling unsafe and insecure as they are unable to develop strong relationships
with their carers.%* 96 106,109, 111

Care workers, organisational structures and time

Care workers identified quality issues related to organisational and structural aspects of care
that echoed those of older people and family members, although their perspectives placed
greater emphasis on system-level challenges. They highlighted the need for organisational
support, such as ongoing education, fair wages and sufficient staffing to improve care quality
and promote relationships characterised by continuity, integrity and respect, as well as the
need for policies reflecting experiences and knowledge of frontline workers.5t 54
Collaborative practices such as teamwork and effective communication between older
people/families, care workers and management, as well as between services, were seen as
important to high quality care.5* 68 72,105,108, 112,118,119 |n gsome contexts, care staff reported
they did not experience integration and collaboration across services and this reduced
opportunities for continuity, dialogue and interdisciplinary support.”® Inadequate pay, working
conditions and training were also viewed as hindering high quality care. Care workers saw a
need for training to better understand dementia and its progression in order to provide high
quality care and include the family in the planning and provision of care.>* 72 8.118.130 | the
UK, workers reported feeling overworked and undervalued, with pay not reflecting level of
responsibility and a general lack of recognition from the government compared to NHS
staff.130. 140 Similarly, a mixed sample of care workers and health professionals felt additional
training is required to improve safety,'% but there is also a need for more organisational
support, with care workers reporting lack of a formal mandate to deal with safety issues as
they arise (e.g., whether a client should be sent to hospital; how to report abuse).5* 76

Time pressure was a strongly recurring issue for care workers and health professionals and
was seen as negatively impacting quality, as it is viewed as incompatible with personalised
care and threatening to safe care.”* 80 108 114,118 Care workers reported not having enough
time to complete scheduled tasks and often ‘going the extra mile’ and working additional
time unpaid to ensure good quality care.*'® 140 Insufficient staffing levels may be a
contributing factor to time pressure.>* 8 Health professionals reported that time pressures
may also exacerbate safety issues, with task completion being prioritised over the health of
clients.®® Care workers felt their duties were often unclear and undefined, particular with
regard to medical tasks,® and working conditions often resulted in stress and exhaustion
due to time pressure.® 5% 105

Perspectives of senior homecare staff, managers and providers

Senior homecare staff and managers/providers recognise and echo many of the concerns
highlighted by older people, their families, and care workers, particularly regarding the need
for thorough information about providers and effective communication within and between
services and families,® 72 73 the necessity of case managers to coordinate care,’ and the
importance of a supportive work environment if high quality care is to be achieved.? 72
Perceived benefits of integrated working (e.g., improved flow of tasks, connection, trust,
knowledge and mutual understanding) were much clearer for managers than for care
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workers due to shared office space and working hours.” Some of the organisational
challenges facing management included regulations and practices that were seen to favour
larger companies,®® recruitment and retention problems due to low pay and lack of
experienced applicants,®% 70 114,128,132 hoor communication between health and homecare
services (e.g., lack of detail regarding medication),'*? and problems funding the service (e.g.,
low pricing in order to remain competitive), implicitly linked to lower quality care.'® Pressure
to compete locally and provide services commissioned by local authorities means employers
had limited capacity to improve pay for their staff.'?°

A survey of local authorities in the UK found that the way in which older people contribute to
costs of their care varies greatly, and for many people care is unaffordable, with access to
support for paying for care unevenly distributed across the country.*** A report by the CQC
addressed issues around access and continuity of care, noting that some local authorities
were paying retainers to care providers to keep packages of care open if a person they
cared for was admitted to hospital, meaning the same care provider would still be available
when the person was ready to be discharged. This approach also provided greater stability
to the homecare market, enabling providers to recruit and retain staff at reduced risk.**? The
same report stated that local authorities recognised the challenges providers face in relation
to recruitment and retention of staff, and some were increasing rates of pay to providers to
enable them to offer better working conditions. A number of local authorities were also
reforming their homecare markets to increase quality and capacity by reducing the number
of providers on the commissioning framewaork to support more stable and high-quality
provision.32

With regard to care workers, management often viewed homecare quality as being
dependent on the attributes of the carer, rather than an organisation. For some managers,
good care involves staff who ‘love their work’ and are not just doing it for the money,14 116 119
which may be used as a justification to avoid changing working conditions.*'®* Managers
highlighted how contractual obligations determined the use of clock time for care workers,®
and acknowledged how this can challenge the provision of personalised care and create
time pressure for care workers.>® Some managers expressed empathy for care workers
having to rush, but were also distrusting of staff and suspected them of cutting visits short.14
With regard to safety, care managers have to accept client choice about the level of risk they
choose to live with, while also being aware of any changes to the client’s support system to
help mitigate risk.”

Research framing and expert consensus: the importance of structural issues for high quality
care

The organisation of care is a widely researched area, and the views of experts largely echo
the challenges to high quality care highlighted by older people, their families, those working
in the field, and managers. In terms of access to services, researchers have argued that
guality involves equitable access, and strategic planning is required to better understand
supply and demand issues as well as funding models to enable equality of access.!?* 134
Researchers also widely agreed that people’s needs are best met by coordinated, team-
based services.1?0: 122,124,130, 135 There has been substantial research on working conditions
for care workers, particularly in North America, and these issues have been linked to
financial models of care provision. Low wages, inconsistent hours, few benefits, and lack of
regulation, can lead to lower quality care and result in workers leaving the field.*?*125 An
expectation is placed on care workers to overcome difficult working conditions in a ‘heroic’
manner, with little organisational support.''* Research has shown that services are
struggling to maintain or improve quality standards within tight financial margins imposed by
municipalities or councils,®® 13! and that the marketisation of adult social care compromises
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care quality due to problems with staff recruitment and retention, and low pay.**” In the UK,
funding is seen to be at the core of the care crisis, and recommendations for councils to
improve homecare services include examination of the impact of reductions in hourly rates,
incentivising outcome based commissioning, and utilising open book accounting
arrangements (a transparent approach to procurement) with providers.®

Links between structural issues and the dimensions of relational and bespoke care
discussed above were made by researchers and experts. An emphasis on efficiency coupled
with financial constraints made it challenging for the carer to focus on the individual beyond
their immediate physical needs.”” Relational care was seen as undermined by homecare
structures that impose strict time limits,'?> whereas structures that allow flexibility in work
practice (e.g., the Danish care system) allowed care workers to act according to the
particular care demands they encounter on any given day.!'® Care plans could facilitate
person-centred care and should be regularly reviewed and updated to align with clients’
needs and preferences.®® 13¢ Experts argued that if local authorities want to commission care
that meets people’s needs, there should be a clear understanding of the price of the care to
be offered, the choice of services that may be required, and the outcomes to be sought and
measured, as well as an assessment by both care managers and providers to ensure that
people are getting the right help.t3!

Experts and researchers identified that in order to improve homecare quality, care workers
should be trained in both mental health and dementia care, and lobby groups have argued
that governments must find the resources to ensure all local authorities offer a high-quality,
dementia-specific training programme.?% 122 130 There is also a perceived need for increased
data collection to assess abuse, neglect, or adverse events in the context of homecare as
this will impact on both care worker and client safety.'?® Providers and carers were seen as
needing to make it clear to their clients how they can give feedback, both positive and
negative, and how complaints or allegations of abuse would be handled, as this would
impact on safety.123 136

Table 4 summarises the extent to which, although as the analysis above shows these were
sometimes differently expressed, there was a very high degree of congruence across these
stakeholders in how they conceptualise the importance of organisational and structural
factors for high quality care. Some subtle distinctions are that older people perceived rapid
turnover of staff as being linked to lack of continuity of care and a depersonalisation of care,
whereas care workers linked insufficient staffing with time pressures, while managers were
concerned with issues around recruitment and retention. For older people, safety issues
were associated with a lack of continuity of care workers. Care workers linked safety to
appropriate training and reduced time pressures, whereas managers were concerned with
helping their clients mitigate risk in their homes. All stakeholders viewed time as an essential
issue for high quality care, as well as well-coordinated care and good communication
between organisations, services, and older people and their families

Table 4. Stakeholder conceptualisations of the importance of organisational and
structural factors for high quality care

Organisation of Care
Older People Unpaid Care Workers Managers/Senior
carers/Family Staff
Members
Organisational Organisational Organisational Organisational
support — support — support — support —
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appropriately trained
and knowledgeable
care workers

appropriately trained
and knowledgeable
care workers

appropriate training,
pay, staffing

appropriate training,
pay, staffing

Well-coordinated
care/good
communication
between
organisations,
services, and older
people and their
families

Well-coordinated
care/good
communication
between
organisations,
services, and older
people and their
families

Well-coordinated
care/good
communication
between
organisations,
services, and older
people and their
families

Well-coordinated
care/good
communication
between
organisations,
services, and older
people and their
families

Sufficient time to
complete tasks

Sufficient time to
complete tasks

Sufficient time to
complete tasks

Sufficient time to
complete tasks

Number and
diversity of staff —
rapid turnover and
lack of ethnic
diversity impacts
continuity and
personalisation of
care

Sufficient staffing
linked to reduced
time pressure

Sufficient staffing —
issues around
recruitment and
retention

Cost of care seen by
some as related to
quality

Cost of care seen by
some as related to
quality

Safety — linked with
a lack of continuity
of care workers

Safety — linked with
appropriate training
and sufficient time to
complete tasks

Safety — help clients
mitigate risk

Easily available
information

Easily available
information

Easily available
information

Quality is a measurable construct

Summary

This dimension overlaps with the other three dimensions, as it has implications for the extent
to which relational care, bespoke care, and specific organisational and structural aspects,
deemed to be important in understandings of quality, might be measured (Figure 2). The
measurement of quality was represented in fewer articles (n=33, spanning 11 countries)
than the other dimensions. Of these articles, 11 used a quantitative methodology, 11 were
gualitative, six were mixed methods, and three were commentaries. There was relatively

little data for analysis, and what there was mostly came from studies involving care workers
in Sweden and the UK, unpaid carers and family members in the UK and older adults in the
UK, Sweden, Israel, Australia and Canada. With the exception of one study involving senior
staff and quality improvement leads which focused entirely on quality as a measurable
construct, and some commentaries, the importance of measuring quality was reported
alongside other dimensions. Nevertheless, it appeared significantly less often than the other
dimensions in studies involving the main stakeholders (Figure 3, Table A3 Appendix E).
There were no clear differences in views between people that receive care and support and
those that provide it.

Thirteen instruments were identified across the reviewed articles for measuring homecare
guality from the perspectives of older people, unpaid carers, care workers, and managers
(Table A5; Appendix E). These instruments assessed quality through common aspects such
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as satisfaction, carer responsiveness, personalisation, relationships, communication, dignity,
safety, and organisation of care. Many measures adopted a person-centred approach, some
explicitly, like the Person-Centered Care Assessment Tool (P-CAT) and the Person Directed
Care measure (PDC), and others implicitly, focusing on care experience and quality of life.
The literature underscores the value of collecting quality data in homecare, though there is
uncertainty about what data to collect. Continuous quality monitoring was advocated in some
studies and commentaries, though challenges in identifying appropriate measures were
noted. Studies called for a person-centred approach to evaluating homecare, suggesting
further development of quality measures, especially for older people with cognitive and
functional impairments. Interpersonal care processes and the care relationship were deemed
crucial for quality evaluations, with some recommending observational data collection over
self-report measures to reduce bias. There are calls for performance metrics focused on
user satisfaction and outcomes for older people. While there is consensus on the importance
of measuring homecare quality, uncertainty remains about the best methods. Nevertheless,
a person-centred approach, considering the carer-client relationship, is largely seen as
essential for effective quality measurement.

Evidence

We identified 13 instruments that had been developed or were described as possibly being
used to measure the concept of homecare quality from the perspectives of older people,
unpaid carers and family members, care workers, and/or managers (Table A5; Appendix E).
For all measures, homecare quality was operationalised using a number of common aspects
of care, including general satisfaction with care, carer responsiveness to needs,
personalisation of care (in the sense of bespoke care, as we have discussed it above),
relationships and communication, dignity, safety, and organisation of care (including
psychosocial aspects of the work environment for carers). All measures view quality through
a person-centred lens, although to varying degrees. Two measures, the Person-Centered
Care Assessment Tool (P-CAT) and the Person Directed Care measure (PDC), view person-
centred care as being synonymous with high-quality care, and only included items with a
person-centred focus.® Similarly, the Quality of Care Questionnaire and the Life Through My
Eyes questionnaire were developed using a person-centred framework and explicitly seek to
measure quality in terms of support for the preferences of the older person and knowledge
and understanding of their individual needs.®® °> Others are more indirect, with a focus on
the care experience and quality of life, which can implicitly be viewed as related to person-
centred care. For instance, the National Board of Health and Welfare in Sweden administers
an annual national state survey to evaluate user experience of homecare services.53 7> 8117
Many questions are structured to capture views and preferences of the older person
regarding their care. Similarly, the ASCOT measures social care related quality of life
(SCRQoL) with a focus on the outcomes of care for care recipients and carers, many of
which take into account the individual needs and preferences of the older person.'®® The
Homecare Quality Indicators (HCQIs) derived from the RAI-HC similarly focus on health
outcomes implicitly considered to be associated with the quality of care provided.®®

From the literature, it is clear that there is great value placed on collecting data in relation to
homecare quality, but there is also uncertainty about the most appropriate data to collect.
Due to the nature of the dimension, views regarding measurement are predominantly from
the perspective of researchers and senior care home staff/managers. In a study of older
people receiving homecare, the authors argued that continuous quality monitoring of
homecare services should be undertaken,® a view also emphasised in commentaries by
long-term care experts and geriatricians,'??> and public health experts who highlighted a lack
of standardised data collection.?® A study in a sample of senior homecare staff echoed the
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sentiment that measuring quality should be a top priority for homecare organisations, but
acknowledged that some organisations struggle to identify appropriate quality measures,
and did not provide detail relating to appropriate measures.*® They also highlighted that
organisations working with older people were less experienced in identifying quality areas
than those working with younger people.*®

In studies that included mixed samples of older people, unpaid carers/family members, and
care workers, it was suggested that more work needs to be done to develop a measurement
of experienced quality of care in homecare.” %" There was emphasis on the need to take a
person-centred approach to the evaluation of homecare services, with quality of care being
viewed as ‘a great deal more than meeting perceived care outcomes’.” In a study on older
adults with complex needs, the authors argued that there is a need to further develop
existing quality measures for use with older people with greater levels of cognitive and
functional impairment (e.g., modified easy read versions or pictorial versions).1°* They
suggest that given this group are the primary target audience for homecare, these types of
measures should be mandatory in the evaluation of homecare.

A study with a mixed sample of care workers and senior homecare staff (managers)
concluded that the interpersonal care process (how care workers behave towards their
clients) is crucial for quality evaluations, and data pertaining to this should be gathered via
observations as opposed to self-report measures which are more susceptible to bias.®*
Similarly, a study in a mixed sample of older people and homecare workers highlighted the
importance of the care relationship in achieving good care.!!!

In the UK, the CQC is tasked with ensuring high quality adult social care and CQC
inspections have been used to highlight the state of care.'®” However, a 2018 CQC report
focussing on joined-up care (particularly the interface between health and social care) was
critical of performance measurement of individual organisations, as it does not incentivise
collaborative working across organisations, and argued that the focus of measurement
should be on outcomes for older people.*? Similarly, Healthwatch England suggest that
specific performance metrics around user satisfaction should be considered to enable local
scrutiny mechanisms and ensure quality care is being delivered.*¢

In summary, a number of measures have been identified in the literature that purport to
measure at least some aspects of the concept of homecare quality, and there is agreement
between senior homecare staff and researchers that the measurement of quality should be a
priority for homecare organisations. However, there is still uncertainty surrounding the
appropriate measurement of quality. The need for a person-centred approach to
measurement that also considers the relationship between the older person and the carer
was highlighted.

Discussion

In this section we first present a summary of the findings from this review and a reflection on
its strengths and limitations, followed by a discussion of measurement issues, the relevance
of these findings to the question of achieving high quality homecare for older people; and the
relevance of these findings for the new regulatory framework from the CQC, set out in the
Background and Appendix A. We close by discussing research gaps observed through this
review.
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Summary of findings

Understanding what high quality care means, and to whom, is important in improving the
circumstances of older people in society. This scoping review has examined what is known
from existing research literature about what ‘quality of care’ means to different stakeholders
in the domain of paid-for social care at home (homecare, or domiciliary care) for older
people. We included 93 research papers, comment pieces and reports from 16 high-income
countries, published since 2016. This body of research conveys the perspectives of older
people, unpaid caregivers, paid care staff and care service managers/senior staff on the
issue of homecare quality. A number of perspectives were notably absent from this literature
despite being in scope for this review, and they are discussed below in the section on
research gaps.

Overall, there are very clear, largely consistent and widely-held views about what high
quality care looks like in homecare for older people across different stakeholder groups and
countries. We highlighted four dimensions of homecare quality: (1) relationships and
continuity of care; (2) bespoke care; (3) organisational and structural aspects of care; and (4)
understanding of quality as a measurable construct. These dimensions highlight a particular
emphasis on relational and organisational aspects of care as being central to high quality.

High quality homecare is understood in relational terms (dimensions 1 and 2):
e High quality homecare includes the development and maintenance of good relationships
between care staff, families and services users.
e This is often (although not always) seen as being linked to continuity of care staff to
allow these relationships to develop.
e High quality homecare is bespoke:
o the care meaningfully involves people in designing their care;
e is compassionate and empathetic;
o facilitates choice and control in how service user needs are met;
e and is done in ways that maintain dignity and independence.

High quality homecare is also understood in organisational and structural terms (dimension
3):
e Interms of staffing, it requires
e appropriate numbers and diversity of well-trained staff;
e pay and working conditions that recognise the importance and complexities of
their roles;
o sufficient time and flexibility for staff to deliver the care that people want and that
they want to deliver.
e ltinvolves the homecare workforce being connected to the wider health and care
infrastructure to facilitate support by other health and care professionals.
o It requires effective communication between organisations.

Our review also showed that there is value placed by some stakeholders, particularly service
managers, researchers and expert commentators, on collecting data to measure or
demonstrate homecare quality, but that there is uncertainty about which data or measures
are appropriate, or how to do this (dimension 4). The results of this review suggest some key
aspects that may be important to measure to relate homecare quality to the perspectives
and understandings of older people, unpaid caregivers, paid caregivers and service
managers.
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Strengths and limitations

Our review includes international literature with a date limitation (2016 onwards) that
specifically reflects changes in the UK policy context. However, we screened over 5000
records and have reviewed close to 100 articles. Much of this literature is influenced by
earlier work that informs understandings of quality. Our review required articles to focus on
homecare for older adults and, therefore, those about homecare quality that do not clarify
older adults as care recipients would not be included. We analysed understanding of quality
according to broad stakeholder groups and did not focus on granular analysis of more
specific groups. Our review is also not a review of the development of quality measurement
instruments in homecare. Our use of a relatively small number of generic terms for quality
may mean that we have not captured some articles. However, we considered that it would
be very difficult to write about quality of care without using one of these terms. More
importantly, we felt that the use of multiple specific terms for different concepts such as
‘person-centred care’ that are associated with quality presented too much risk of influencing
the search and of missing potential understandings of quality that would not have been
included in such a search strategy.

A final challenge is the inconsistency in international terminology to refer to homecare, which
reflects different health and care systems and service provision. The UK financing model
creates a striking divide between healthcare provided within the home (such as community
nursing) and homecare as a specific, social care service. This is important for understanding
the occupational structure and necessary qualifications for care work in the UK, where
trained nurses are largely absent from the workforce and care workers may be assessed to
perform ‘delegated healthcare tasks’ to meet the needs of clients.'*! In many other countries
where homecare serves similar populations, it includes support delivered by trained nursing
staff and other health professionals working alongside assistant nurses (akin to care workers
in the UK) and encompasses a much wider range of services delivered alongside support
than is typically available in UK homecare settings.?*? This is likely to affect the experience
of providing and receiving care and with it, perceptions of quality. Despite this difference, the
similarities of views held by different stakeholder groups about high quality care found within
the included articles in our review are striking. Our findings closely reflect those of Cleland et
al.’s 2021 review on defining quality of older people’s care, which applied narrower search
terms, mainly included articles about residential care, and only those reporting older people’s
or proxies’ perspectives.*?

Homecare quality indicators

Many stakeholders valued collecting data to measure or demonstrate quality of homecare,
but there was uncertainty about which data or measures are appropriate, and no consensus
emerges from these studies. Two recent reviews appraising international homecare quality
indicator sets, one by Foong et al.}** (two interRAIl sets and the ASCOT) and the other by
Wagner et al. (three interRAI sets),*® raise three points that are worth noting. First, Foong et
al. found that the interRAI sets focus predominantly on clinical and functional outcomes,
whilst ASCOT includes a focus on person-centred care. These are all designed to be used
within services, rather than compare across settings, and all three lack coverage of structural
aspects of care quality. Our review found a substantial amount of literature that included
stakeholder views on organisational and structural aspects of care as being essential to
quality and highlighting their influence on the relational and bespoke nature of care. It is
therefore not clear how far these quality indicator sets, particularly the interRAI sets, align
with our findings. Second, Foong et al. and Wagner et al. both reported methodological
shortcomings with the interRAI sets leading to concerns over validity and reliability, despite
their widespread use in practice. Third, Foong et al. also noted that use of routine data alone

26



is unlikely to capture social aspects of care quality. Therefore, there is likely to be a burden
of additional data collection placed upon providers if they, or researchers, want to measure
guality in ways that meet the dimensions found in our review. As our findings suggest that
there is uncertainty among stakeholders about which data to collect, it seems reasonable to
suggest that this burden should not be underestimated. In England, current work exploring
the information that homecare providers routinely collect about their service users shows
that it is highly variable, and influenced by funding source, as providers who have more self-
funders place more emphasis on data that reflects personalised care.'* This work also
suggests that standardised data collection would entail resource implications for providers
and training for staff.

CQC and Healthwatch England argue that measurement should focus on outcomes for older
people and metrics around user satisfaction. However as this review has shown, outcomes
are important but not synonymous with ‘care quality.” Many people articulate their
understanding of care quality by relationships, the nature and manner of the care delivered,
and organisational factors, rather than outcomes. Good outcomes may correlate with high
quality care, but will also depend on many other things. Similarly, it is possible that users
may be satisfied with a service, when poor quality care is delivered across domains that are
perceived as less important or salient to the care recipient.

Relevance for understanding what can be done to achieve high quality
care

Our review highlights the publication of almost 100 international articles between 2016 and
2023 containing very similar messages about what high quality homecare should look like for
older people in high income countries. One implication of this is that across a wide range of
countries, with significant variation in the funding and organisation of homecare and the
composition of its teams,**2 more often than not, care is deemed lacking in aspects which
stakeholders understand to be fundamental components of high quality. This raises the
guestion of what can be done to achieve high quality homecare. Our review did not aim to
explore this question, but it is telling that we found consistent and clear emphasis on various
organisational and structural factors that underpin what is understood by quality. This means
that research on homecare quality can read like something of a wish list.

In the context of the UK, to a large extent, this is epitomised in guidance by bodies like
NICE, whose reports are designed to provide evidence-based recommendations for health
and care prepared by independent committees (including professionals, citizens and
interested parties).®! 47 As highlighted in the introduction to the present review, over a
decade of work since the CQC'’s large-scale homecare inspection in 2012 shows that the
same organisational and structural problems that stakeholders believe preclude the delivery
of high quality care, persist. It is therefore not clear how, within the current system and
current budget constraints, to achieve care that fully aligns with understandings of what is
meant by high quality care, with recommendations made by organisations such as NICE, or
with the CQC rating of ‘outstanding’ care. The extent to which innovation by individual
homecare organisations within this context can genuinely improve quality of care within
current funding constraints remains unclear, and researchers have shown at times that
attempts at innovation may have negative consequences for care quality.**® 14° None of the
research that we reviewed assisted with informing models for the delivery of high, or higher,
guality care on the budgets available. While the research has informed what good quality
care is believed to be, it has been less informative on the question of how to achieve it in the
real world.
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We did not find many studies that sought to assess homecare quality, or that sought to find
out whether people felt they were receiving good enough, good, outstanding, or indeed
unsatisfactory or even neglectful or abusive care. As noted below, we also did not find
studies comparing homecare quality for different groups, of any type. This was an
unexpected lacuna in the analysis.

Relevance for CQC framework

As noted in the introduction and set out in Appendix A, the regulator has identified five key
guestions, with 50 domains of care quality in the form of ‘We’ and ‘I’ statements. Each is
each effectively a YES/NO metric. For each statement, evidence is sought from six possible
sources, with no specific measurement guidance or common metrics. Although the process
by which ratings are calculated is clear (a review of quality statements based on evidence
leading to a score for each of the five inspection categories, then aggregated to give a global
rating), the evidence required that would lead to scores that would ultimately differentiate
between the ratings, e.g., ‘good’ and ‘outstanding’ is not.?®

The CQC statements are all-encompassing so at a generic level, the issues raised through
this review are all reflected somewhere in the CQC framework. For example, the CQC asks,
as one of its key questions, whether the management and governance of the organisation
make sure it is providing high quality care based around individual needs, and as another,
whether services are organised so that they meet individual needs. They include that
organisations should care about and promote the wellbeing of their staff, and that staff
should be supported to provide person-centred care. These are very high-level generic
statements and so can be interpreted to cover all aspects of high quality care. However, the
50 sub-domains have much more specificity, and so it is worth noting what, from this review,
is clearly reflected there, and which specific things emerging from this review, are not easy
to discern across any of those CQC domains.

Findings reflected in CQC domains

Many of the ‘We’ and ‘I’ statements of the CQC Framework (Appendix A) reflect the central
messages found in this review about what high quality homecare looks like. However, some
of the central messages from this review are not clearly among the statements across the
CQC Framework. In particular:

e There is no mention of care staff, families and service users forming and then being
able to maintain meaningful relationships, seen as central to high quality homecare
for older people in the research reviewed here;

e Provision of continuity of care staff for individuals, also seen by stakeholders as
central to high quality homecare for older people, is not among the ‘We’ or ‘I’
statements;

o While appropriate numbers of staff are mentioned, diversity is only mentioned in
terms that ‘We value diversity in the workforce’ (Statement 30), not to employ a
diverse workforce that meets the needs of service users;

e Whether staff feel that their pay and working conditions reflect the importance and
complexity of their roles emerged as important from this review, but is not featured in
the CQC statements;

o Staff having time and flexibility to deliver the care that people want and that they want
to deliver is not a clear CQC requirement, yet was seen as fundamental to high
guality care across this review.

These important elements of high quality care are not being reflected across the CQC
framework, and the framework also gives no indication of salience or weighting. Matters that
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might be very important to stakeholders, and might be done extremely well by a particular
service provider, would not necessarily lead to a summative rating that would convey that
information clearly to older people or their unpaid carers, or indeed reflect that excellence
back to staff and service providers.

Because the process of evaluating evidence by the CQC to determine their summative
ratings is opaque, this review raises another question. This is whether the ways that older
people, their caregivers, and indeed care workers and care providers, conceptualise high
quality care in the literature reviewed here maps to ‘good’ or ‘outstanding’ care in CQC
terms, on the relevant domains (or indeed to something more akin to ‘satisfactory’ or ‘ok’ or
‘good enough’, which is not a summative outcome on the CQC scale). This question has
been articulated previously by various groups including Care England (the largest
representative body for independent providers of adult social care) and Skills for Care (the
strategic workforce development and planning body for adult social care in England).'* %2 It is
also reflected in the existence of the Outstanding Society, a Community Interest Company of
adult social care providers who had achieved ‘outstanding’ ratings in 2014 and who formed
in order to share best practice and improve standards across the sector.*® All these
organisations highlight that to achieve an outstanding rating requires ‘going the extra mile’ to
introduce innovative and exemplary practice that delivers bespoke care. This is potentially
problematic, since some of the findings in our review suggest that in order to ‘go the extra
mile’, care staff may feel they need to work beyond their paid hours, as they attempt to
deliver bespoke care in a context where resource pressures mean that they rarely have time
to do so.

The above discussion highlights a number of risks for the CQC inspection regime in the
context of homecare for older people: that they are not necessarily asking the questions that
really matter to people, that they are not reflecting the salience of certain aspects over others
for key stakeholders in the system, including older people and their families; and that there is
a potential mismatch between regulatory requirements and the expectations of people using
or purchasing homecare services.

Who and what are missing from the research?
Some important research gaps have been identified in the discussion above:

1. We did not find any studies or how older people in receipt of homecare formulate and
articulate their preferences and issues with care; nor of issues of capacity, the raising
of complaints, or cognitive dissonance in understanding satisfaction with homecare
quality.

2. We also found few studies that sought to assess homecare quality, or explore
people’s perceptions of whether their care was good enough, good, outstanding,
unsatisfactory or even neglectful or abusive.

3. We also found no consensus on what measurement is optimal in this realm of
homecare quality for older people.

4. None of the research in this review served to evaluate models for the delivery of high
guality care on the budgets available.

5. We found no UK studies that compared local authority to privately funded homecare
in terms of care quality. There were also no comparisons of homecare quality across
different commissioners, geographical areas, or using different types of provider or
organisational models of care. There were no studies included in our scope that
explicitly aimed to determine whether there was equity of access to good or excellent
guality homecare for older people across socio-demographic groups, or protected or
other characteristics.
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6. The articles included in this review contain views of diverse groups including older
people in receipt of homecare, family members/unpaid carers, frontline care workers,
staff in more senior or leadership roles of homecare organisations, and expert
commentators from academic and professional communities. However many crucial
perspectives were absent. Owners of homecare organisations especially larger
corporate organisations were barely represented in this literature. We found only one
article exploring the views of stakeholders who are involved in commissioning
services for older people, and no research about the views of regulators, or
inspectors/assessors involved in regulation, nor of people within the legal or
advocacy professions who might be involved in challenging provision of care.

Our focus on homecare for older adults is likely to have influenced the capture of views from
commissioners. Reports on commissioners’ conceptualisations of quality in homecare cover
tend to be generic to all care recipient groups and therefore were not captured by the search
strategy.*® Equally, much of the literature on commissioning is not explicitly linked to
quality,®4° instead referring to concepts such as outcomes and sustainability.'>! 52 Broadly
speaking, the literature on commissioning argues that much of what drives (or does not
drive) quality is tied to market conditions, dynamics in the system of providing and
contracting care services including how providers are reimbursed for care. There is a limited
body of literature on outcomes-based commissioning that attempts to leverage quality in
homecare by commissioning mechanisms,*" 13 154 which fell outside the scope of our search
but is nevertheless weak as an evidence base. The absence of research on commissioner
conceptualisations of quality means it is not possible to examine, e.g., the tensions that
might exist between a prevalent view across stakeholders that was revealed in our study,
that time and task commissioning is not conducive to the provision of good quality care to
older people, and how commissioners view this issue. We also could not consider potential
tensions between providers, commissioners and regulators as to what excellent care looks
like when it is delivered, that might be suggested by our findings. Moreover, excellent care in
terms of the development of caring relationships, relational care, compassionate care, care
with dignity, empathy and understanding, and care delivered with time, that is revealed
across the studies reviewed here, might be enough for care recipients and their families to
consider the care outstanding, but would not be enough for the regulator if evidence on the
regulators’ other domains is weak.

Conclusion

This scoping review identified clear and consistent views about how quality in homecare for
older people is understood across stakeholders and countries. Research on this issue is
predominantly focussed on understanding the views of four groups: older people, family
carers, care workers and service providers, with the views of regulators,
assessors/inspectors and advocates absent from the literature, and we found only one
account of commissioners’ views. We found very little research that sought to understand
how older people form and articulate their preferences for, and issues with, homecare, nor
how they or others in the system respond when homecare is perceived as not being of good
or sufficient quality. We found no literature relating to issues of capacity in understanding
and evaluating homecare quality for older people.

This review revealed that homecare quality is understood as a multi-dimensional concept,
with a focus on relationships and tailoring of services to individual needs. We identified four
dimensions as important across stakeholder groups: (i) relationships and continuity of care;
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(ii) bespoke care; (iii) organisational and structural aspects of care; and (iv) understanding of
guality as a measurable construct. We found general agreement across stakeholder groups
on these issues although some nuances were identified. There is an emphasis within the
reviewed literature on meaningful relationships and relational aspects of care being critical
for homecare quality.

There are implications of these findings for the new system of regulation of homecare by the
CQC. Care England, Skills for Care and the Outstanding Society (a CIC of adult social care
providers who had achieved ‘outstanding’ ratings in 2014) all highlight that to achieve an
‘outstanding’ rating requires ‘going the extra mile’ to introduce innovative and exemplary
practice that delivers bespoke care. This aligns with concerns identified in our review that
high quality care may require care staff to go beyond their resources and paid-for time, and
perhaps beyond perceived professional boundaries.

Addressing potential organisational and structural barriers will require resources but may
prove essential to the delivery of high-quality care. Notably, we did not locate any research
that helped inform optimal models for high quality homecare provision for older people within
existing budgets.

Development of a consensus on homecare quality measurement in this setting, and how this
relates to CQC requirements, is likely to be helpful. Our findings suggest that there is
uncertainty among stakeholders about which data to collect to measure homecare quality for
older people. It will be important that adoption of a multi-dimensional approach to measuring
homecare quality for older people does not lead to data collection that is overly burdensome
for care providers, service users, or their families.
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Appendix A: CQC statements

Taken from: https://www.cgc.org.uk/quidance-requlation/providers/assessment/single-

assessment-framework

CQC ‘We’ statements

1.

10.

11.

12.

13.

14.

We have a proactive and positive culture of safety based on openness and honesty, in
which concerns about safety are listened to, safety events are investigated and reported
thoroughly, and lessons are learned to continually identify and embed good practices.
We work with people and our partners to establish and maintain safe systems of care, in
which safety is managed, monitored and assured. We ensure continuity of care,
including when people move between different services.

We work with people to understand what being safe means to them as well as with our
partners on the best way to achieve this. We concentrate on improving people’s lives
while protecting their right to live in safety, free from bullying, harassment, abuse,
discrimination, avoidable harm and neglect. We make sure we share concerns quickly
and appropriately.

We work with people to understand and manage risks by thinking holistically so that
care meets their needs in a way that is safe and supportive and enables them to do the
things that matter to them.

We detect and control potential risks in the care environment. We make sure that the
equipment, facilities and technology support the delivery of safe care.

We make sure there are enough qualified, skilled and experienced people, who receive
effective support, supervision and development. They work together effectively to
provide safe care that meets people’s individual needs.

We assess and manage the risk of infection. We detect and control the risk of it
spreading and share any concerns with appropriate agencies promptly.

We make sure that medicines and treatments are safe and meet people’s needs,
capacities and preferences by enabling them to be involved in planning, including when
changes happen.

We maximise the effectiveness of people’s care and treatment by assessing and
reviewing their health, care, wellbeing and communication needs with them.

We plan and deliver people’s care and treatment with them, including what is important
and matters to them. We do this in line with legislation and current evidence-based good
practice and standards.

We work effectively across teams and services to support people. We make sure they
only need to tell their story once by sharing their assessment of needs when they move
between different services.

We support people to manage their health and wellbeing so they can maximise their
independence, choice and control. We support them to live healthier lives and where
possible, reduce their future needs for care and support.

We routinely monitor people’s care and treatment to continuously improve it. We ensure
that outcomes are positive and consistent, and that they meet both clinical expectations
and the expectations of people themselves.

We tell people about their rights around consent and respect these when we deliver
person-centred care and treatment.
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15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

We always treat people with kindness, empathy and compassion and we respect their
privacy and dignity. We treat colleagues from other organisations with kindness and
respect.

We treat people as individuals and make sure their care, support and treatment meets
their needs and preferences. We take account of their strengths, abilities, aspirations,
culture and unique backgrounds and protected characteristics.

We promote people’s independence, so they know their rights and have choice and
control over their own care, treatment and wellbeing.

We listen to and understand people’s needs, views and wishes. We respond to these in
that moment and will act to minimise any discomfort, concern or distress.

We care about and promote the wellbeing of our staff, and we support and enable them
to always deliver person centred care.

We make sure people are at the centre of their care and treatment choices and we
decide, in partnership with them, how to respond to any relevant changes in their needs.
We understand the diverse health and care needs of people and our local communities,
so care is joined-up, flexible and supports choice and continuity.

We provide appropriate, accurate and up-to-date information in formats that we tailor to
individual needs.

We make it easy for people to share feedback and ideas or raise complaints about their
care, treatment and support. We involve them in decisions about their care and tell them
what’s changed as a result.

We make sure that everyone can access the care, support and treatment they need
when they need it.

We actively seek out and listen to information about people who are most likely to
experience inequality in experience or outcomes. We tailor the care, support and
treatment in response to this.

We support people to plan for important life changes, so they can have enough time to
make informed decisions about their future, including at the end of their life.

We have a shared vision, strategy and culture. This is based on transparency, equity,
equality and human rights, diversity and inclusion, engagement, and understanding
challenges and the needs of people and our communities in order to meet these.

We have inclusive leaders at all levels who understand the context in which we deliver
care, treatment and support and embody the culture and values of their workforce and
organisation. They have the skills, knowledge, experience and credibility to lead
effectively. They do so with integrity, openness and honesty.

We foster a positive culture where people feel that they can speak up and that their
voice will be heard.

We value diversity in our workforce. We work towards an inclusive and fair culture by
improving equality and equity for people who work for us.

We have clear responsibilities, roles, systems of accountability and good governance.
We use these to manage and deliver good quality, sustainable care, treatment and
support. We act on the best information about risk, performance and outcomes, and we
share this securely with others when appropriate.

We understand our duty to collaborate and work in partnership, so our services work
seamlessly for people. We share information and learning with partners and collaborate
for improvement.

We focus on continuous learning, innovation and improvement across our organisation
and the local system. We encourage creative ways of delivering equality of experience,
outcome and quality of life for people. We actively contribute to safe, effective practice
and research
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34.

N

o o

10.
11.

12.

13.

14.

15.

16.

We understand any negative impact of our activities on the environment and we strive to
make a positive contribution in reducing it and support people to do the same.

CQC ‘I’ statements

When | move between services, settings or areas, there is a plan for what happens next
and who will do what, and all the practical arrangements are in place.

| feel safe and am supported to understand and manage any risks.

I know what to do and who | can contact when | realise that things might be at risk of
going wrong or my health condition may be worsening.

If my treatment, including medication, has to change, | know why and am involved in the
decision.

| have considerate support delivered by competent people.

| can get information and advice about my health, care and support and how | can be as
well as possible — physically, mentally and emotionally.

| have care and support that is co-ordinated, and everyone works well together and with
me.

| have care and support that enables me to live as | want to, seeing me as a unique
person with skills, strengths and goals.

| am treated with respect and dignity.

| am supported to manage my health in a way that makes sense to me.

I am in control of planning my care and support. If | need help with this, people who
know and care about me are involved.

| can keep in touch and meet up with people who are important to me, including family,
friends and people who share my interests, identity and culture.

| am supported to plan ahead for important changes in my life that | can anticipate.

I know how to access my health and care records and decide which personal
information can be shared with other people, including my family, care staff, school or
college.

| can get information and advice that is accurate, up to date and provided in a way that |
can understand.

I am encouraged and enabled to feedback about my care in ways that work for me and |
know how it was acted on.
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Appendix B: Search strategy applied to CINAHL

S23
S22
S21
S20
S19

S18
S17
S16
S15

S14

S13
S12
S11
S10

S9
S8
S7
S6
S5
S4
S3

S2
S1

S22 AND S11 AND S17
S21 AND S11 AND S17
S5 NOT S20

S19 NOT (S1 OR S2)

(MH "Nursing Homes") OR (MH "Skilled Nursing Facilities") OR (MH "Nursing Home
Patients")

S12 AND S17
S13 OR S14 OR S15 OR S16
TI(“quality standard*”) OR AB(“quality standard™”)

TI(quality N2 (monitor* OR assurance OR assure*)) OR AB(quality N2 (monitor* OR
assurance OR assure?*))

TX (quality OR good OR “high-quality” OR “low-quality” OR "good quality" OR "bad
quality" OR "poor quality" OR fail* OR “gold standard*” OR “best practice” OR abuse*
OR safeguard* OR neglect* OR complain®)

MH "Quality of Health Care"
S5 AND S11
S6 OR S7 OR S8 OR S9 OR S10

Tl(older OR geriatric* OR elder* OR aging OR ageing OR parkinson* OR dementia*
OR alzheimer*) OR AB(older OR geriatric* OR elder* OR aging OR ageing OR
parkinson* OR dementia* OR alzheimer*)

(MH "Dementia+")

(MH "Parkinson Disease")

(MH "Aged+")

(ZG "aged, 80 & over") or (ZG "aged: 65+ years")
S10OR S2 OR S3OR S4

TI(domicil* N3 care) OR AB(domicil* N3 care)

TI("home care" OR homecare OR "home health care”) OR AB("home care" OR
homecare OR "home health care")

(MH "Home Health Aides") OR (MH "Home Health Agencies")

(MH "Home Health Care") OR (MH "Home Health Nursing") OR (MH "Home
Rehabilitation") OR (MH "Home Occupational Therapy") OR (MH "Home Physical
Therapy") OR (MH "Home Visits") OR (MH "Homemaker Services")
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Appendix C: Review criteria

Table Al. Review criteria

age of 65+; or with dementia or
Parkinson's; or described as ‘older
people’

Homecare provided to older people in
their own homes

If an article refers to multiple setting of
care, e.g., nursing homes and homecare,
the evidence regarding homecare must
be clearly identifiable

Include Exclude
Population Articles that report perspectives of Articles reporting
stakeholders on quality of homecare for perspectives of
older people: stakeholders on forms of
e Older homecare recipients (aged | care other than
65+) professionally provided
e Unpaid family carers homecare. For example,
e Homecare providers, workers, records reporting unpaid
managers or agency owners family carers’ perspectives
e Social workers on professional homecare
e Local authority and healthcare would be included, but
commissioners records reporting unpaid
e Government and other family _carers’ perspectives
policymakers on thelr own experiences
¢ Non-governmental organisations of providing unpaid care
(NGOs: including statutory and non- | Would be excluded
statutory advocates/advocacy
services)
e Legal representatives
e Regulators
e Researchers
Concept Articles providing a definition of quality or | Articles with no indication
indicating how quality is characterised, of what quality means
conceptualised or
operationalised. ‘Quality’ is considered
across an entire spectrum from
neglect/abuse to excellent care
Context Care recipients aged 65+; or with mean Articles with mixed

populations where it is not
possible to determine
relevance to over-
65s/older people

Care provided in hospital
settings, assisted living,
supported/extra care
housing or care/nursing
home facilities, unless
there is also a homecare
component and reference
to its quality (e.qg.,
transition from homecare
to nursing home, with
clear discussion about the
implications of quality of
homecare for this
transition)

Palliative/end-of-life care,
including hospice care (as
defined by study authors;
may or may not specify a
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Homecare provided by care professionals

Qualitative, quantitative or mixed methods
papers

Opinion/comment pieces

Published in English language since
2016

Peer-reviewed literature: care provided in
OECD high-income countries: Australia,
Austria, Belgium, Canada, Chile, Czech
Rep, Denmark, Estonia, Finland, France,
Germany, Greece, Hungary, Iceland,
Ireland, Israel, Italy, Japan, Korea, Latvia,
Lithuania, Luxembourg, Netherlands,
New Zealand, Norway, Poland, Portugal,
Slovak Rep, Slovenia, Spain, Sweden,
Switzerland, UK, USA

Grey literature: UK only

time frame, e.g., last 12
months of life)

Reablement or other
specific short-term
interventions

Solely medical care
provided by registered
health professionals

Unpaid care provided by
family, friends or
volunteers with no
professional involvement

Review papers (potentially
relevant primary studies
within review papers will
be assessed)
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Appendix D: Characteristics of included articles

Table A2. Summary of included articles

Authors, date Publication | Homecare Aim of study/article Design Study participants Dimensions
and country type recipient group (i.e. stakeholder highlighted**
views reported)*
Abrahamson Empirical Older adults To explore home and community-based service Quantitative | Senior staff/quality M
et al. 2016 research providers’ perspectives of organizational readiness improvement leads
USA“8 for quality improvement (n=56)
Alnes et al. Empirical Older adults To investigate healthcare professionals' Qualitative Health professionals | R
2022 Norway*® | research with dementia perspectives on improving the everyday lives of (n=14) B
people with dementia at home. 0]
Andersson et Empirical Older adults To describe and analyse care workers' and Qualitative Care workers (n=25) | M
al. 2023 research personal assistants' strategies in managing B
Sweden>® situations and challenges relating to personal and (@)
intimate care in formal homecare settings
Andersson & Empirical Older adults To explore how community homecare is provided Qualitative Senior B
Sjolund 2023 research and organised at nighttime stafffmanagers (0]
Sweden®! (n=41)
Blomqyvist et Empirical Older adults To explore homecare leaders’ perceptions of Qualitative Senior M
al. 2023 research ethical sensitivity and compassion associated with stafffmanagers B
Finland>2 care quality in homecare (n=10) (0]
Bostrom et al. | Empirical Older adults To examine associations between psychosocial Quantitative | Older adults (n=723) | M
2022 research work environment of homecare staff and Care workers B
Sweden>® satisfaction with care among older persons (n=219) (0]
receiving homecare services in Sweden
Breen et al. Empirical Older adults To explore perceptions of personal support Qualitative Care workers (n=15) | B
2022 research with dementia workers regarding quality homecare for persons (0]
Canada® with dementia in Ontario, Canada
Brodin & Empirical Older adults To critically examine assumptions underlying Mixed Senior M
Peterson 2019 | research Swedish elder care policies. Specifically, to assess | Methods staff/managers B
Sweden>® belief that market practices in publicly funded (n=24) (0]
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eldercare services will promote women’s
entrepreneurship

Brown et al. Empirical Older adults To explore alignment between actual delivery of Qualitative Care workers (n=16) | B
2022 UK research with dementia paid homecare and care plans for clients living Older adults (n=17) (0]
(England)®® with dementia, in order to understand Authors

effectiveness of care plans in ensuring person- (ethnographic

centred care in homecare setting for individuals observations of

with dementia delivery of care)
Browne-Yung | Empirical Older adults: To explore perceptions and expectations of aged Qualitative Older adults (n=16) B
et al. 2021 research 'Forgotten care among older Forgotten Australians, in order
Australia®’ Australians' to identify ways to deliver aged care services in

(care-leavers) safe and inclusive ways

Burns et al. Empirical Older adults To examine how service delivery models and job Qualitative Senior M
2023 UKS58 research quality are temporally connected through staff/managers @)

homecare work Care workers

Older adults
(n=70 total)

Cederbom et Empirical Older women To explore how homecare staff described their role | Qualitative Care workers R
al. 2017 research with chronic in improving their abilities of older people, Senior B
Sweden>® pain particularly older women with chronic pain who are stafffmanagers (0]

dependent on formal care, to perform everyday (n=12 total)

activities
Chapman Empirical Older adults To examine the views and experiences of adult Qualitative Older adults (n=12) M
2021 UK research social care users who receive care at home, to B
(Northern explore if and how a person-centred approach (0]
Ireland)®© might work for older adults in Northern Ireland
Chester et al. Empirical Older adults To examine people with dementia and carer Quantitative | Older adults (n=44) B
2018 UKSL research with dementia preferences for home support attributes in early- Unpaid carers/family

stage dementia (n=103)
Chester et al. Empirical Older adults To explore unpaid carers' preferences for different | Quantitative | Unpaid carers/family | R
2017 UK®2 research with dementia attributes of homecare for older people with (n=28) B

dementia o]
Cohen- Empirical Older adults To establish the components of quality of care as Quantitative | Older adults (n=72) M
Mansfield et research provided by migrant live-in caregivers Unpaid carers/family | R
al. 2018 (n=117) B
Israel®?
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Craftman et al. | Empirical Older adults To describe homecare assistants’ (HCA) Qualitative Care workers (n=19) | O
2018 research experiences of providing social care in older
Sweden®* people's own homes
Dalgarno et al. | Empirical Older adults To explore the views of unpaid carers of those with | Qualitative Unpaid carers/family | R
2021 UKS®5 research with dementia dementia concerning homecare (n=52) B
o]
Davidson & Empirical Older adults To describe homecare clients, aged 65+, with Dual | Quantitative | Older adults M
Guthrie 2019 research with Dual Sensory Impairment (DSI) on demographic (n=72,188 with DSI)
Canada®® Sensory characteristics, items related to functional and
Impairment cognitive status, health-related outcomes, and
(hearing and rates across a set of quality indicators
vision)
Dostalova et Empirical Older adults To explore the experiences and needs of frail older | Qualitative Older adults (n=15) R
al. 2022 Czech | research people receiving home health care B
Republic®” o]
Duner et al. Empirical Older adults To analyse the processes and practices of Qualitative Senior B
2019 research individualized eldercare, focusing on preconditions staff/managers (@)
Sweden®8 for older peoples’ choice and control Care workers
(n=12 total)
Older adults (n=12)
Eltaybani et al. | Empirical Older adults To describe the development of quality indicators Quantitative | Senior M
2023 Japan®® research for long-term care (QIs-LTC) in Japan staff/managers
(n=699)
Older adults
(n=1450)
Unpaid carers/family
(n=808)
Fraser et al. Empirical Older adults To extend what is known about resource allocation | Qualitative Senior R
2018 research decision-making factors identified in a previous stafffmanagers B
Canada’ systematic literature review and ethnographic (n=17) (@)
study
Gjevjon et al. Empirical Older adults To explore how patients and next of kin Quantitative | Older adults (n=125) | R
2016 Norway™ | research experience and assess continuity when patients Unpaid carers/family | O

receive daily and long-term home health care from
multiple health personnel

(n=92)
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Goh et al. Empirical Older adults To explore what people receiving and providing Qualitative Senior B
2022 research with dementia care consider to be ‘good’ in-homecare for people staff/managers (0]
Australia’ living with dementia (n=14)
Care workers (n=10)
Older adults (n=4)
Unpaid carers/family
(n=15)
Gudnadottir et | Empirical Older adults To explore the benefits and barriers of Qualitative Senior (@)
al. 2019 research collaboration between the nursing and social staff/managers
Iceland™ service teams in a homecare ostensibly fully Health professionals
integrated but divided into separate nursing and Care workers
social service teams (n=42 total)
Haex et al. Empirical Older adults To explore and understand the views of clients Qualitative Care workers M
2020 research and formal and unpaid caregivers about the Older adults R
Netherlands” experienced quality of homecare for older people Unpaid carer/family B
(n=9 total; n=3 ‘care | O
triads’)
Hammar et al. | Empirical Older adults To enhance knowledge of the perceptions of Quantitative | Older adults M
2021 research with dementia people with dementia regarding their treatment (n=271,915; 8.1% of | B
Sweden’ with dignity and respect in homecare services over which with dementia)
time
Hanberger & Empirical Older adults To identify home health aides’ experiences and Qualitative Care workers (n=17) | O
Lindgren 2019 | research perceptions around detecting and reporting elder
USA™6 abuse
Hansen et al. Empirical Older adults To explore how the psychosocial needs of home- Qualitative Health professionals | O
2017 Norway’” | research with dementia dwelling, older people living with dementia were Care workers
perceived, emphasized and met by homecare (n=24 total)
services
Hansen et al. Empirical Older adults To explore purchasers’ deliberations on Qualitative Health professionals | B
2018 Norway’® | research with dementia psychosocial needs during the process of (n=19)
allocating healthcare services to older home-
dwelling persons with dementia
Hoel et al. Empirical Older adults To explore the experience of homecare services Qualitative Older adults (n=12) R
2021 Norway™ | research with dementia among people with dementia, to understand the B
continuity in services, how the service was (0]

adapted to people with dementia, and how the
patient experienced person-centred care and
shared decision-making
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Hoel et al. Empirical Older adults To explore the experiences of homecare staff Qualitative Care workers (n=14) | B
2021 Norway® | research with dementia about the impact of the organization of homecare 0]

services for people with dementia
Hsieh 2017 Empirical Older adults To describe the development and psychometric Quantitative | Older adults (n=156) | M
USA8! research testing of the Client Satisfaction: Homecare

(CSAT-HC) measure, which uses a client-centred

perspective to measure client satisfaction for

homecare services for older adults
Hughes & Empirical Older adults To understand the individual's lived experience of | Qualitative Older adults (n=17) R
Burch 2020 research care and how it interacts with sense of self B
UK
(England)®?
Jakobsen & Empirical Older adults To express the phenomenon of lived experience Qualitative Older adults (n=1) R
Lind 2023 research as presented by an elderly woman, more B
Norway?®3 specifically her experience of care in home nursing (0]

run according to the principles of new public

management
Kajonius & Empirical Older adults, To describe the basic elements of care process Qualitative Senior M
Kazemi 2016 research some with quality as user-oriented care. Specifically, the staff/managers R
Sweden8* dementia questions of how and why quality in user-oriented Care workers

care varies were investigated in the context of (n=30 total)

elderly care
Kajonius & Empirical Older adults To investigate the empirical validity of the structure | Quantitative | Older adults M
Kazemi 2016 research versus process approach to quality of care (n=61,600 using
Swedens® presented by Donabedian, specifically concerning homecare)

the relative effects of structure and process on

satisfaction with elderly care as perceived by the

older persons themselves
Kamalraj et al. | Empirical Older adults To understand the lived experiences of personal Qualitative Care workers (n=15) | R
2021 research with dementia support workers regarding their communication O
Canada® with people living with dementia who live in their

own homes
Kampanellou Empirical Older adults To examine the relative importance of different Quantitative | Unpaid carers/family | B
et al. 2017 research with dementia home support attributes from the perspective of (n=100) (0]
UK®7 carers of people with later-stage dementia
Kazemi & Empirical Older adults To examine whether selected items from Quantitative | Care workers M
Kajonius 2021 | research commonly used instruments of person-centred (n=1342; 23% of
Sweden® care were able to differentiate between
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respondents with a reasonably even level of
measurement precision across different regions of
the construct range using item response theory
(IRT)

which working in
homecare)

Kazemi & Empirical Older adults To analyse the longitudinal trends in costs and Quantitative | Older adults (2012: (@)
Kajonius 2016 | research perceived quality of care across three years using n=61,573; 2013:
Sweden8® nationwide data in Swedish elderly homecare n=99,469; 2014:
n=92,945)
Kristensen et Empirical Older adults To describe the characteristics of communication Qualitative Care workers (n=12) | R
al. 2017 research practice in homecare visits between older people Older adults (n=15) B
Norway®° and nurse assistants and to discuss the findings
from a person-centred perspective
Laragy & Empirical Older adults To examine whether self-management improved Mixed Older adults (n=60) @)
Vasiliadis research consumers' perceptions of their choice, control, Methods Unpaid carers/family
2022 and wellbeing; to examine whether provider prior (n=41 supporting or
Australia® experience with self-managed packages proxy responders)
significantly influenced consumers' perceptions of Senior
choice, control and wellbeing staff/managers
(n=14)
Malley et al. Empirical Older adults To assess the relationship, synergies and trade- Quantitative | Older adults M
2019 UK research offs between 'quality of care' dimensions in long (n=14,172) R
(England)®2 term homecare, including safety, experience and
effectiveness, and how these impact on quality of
life
Martinsen et Empirical Older adults To explore the existential dimension of being Qualitative Older adults (n=15) R
al. 2023 research dependent on homecare with a particular focus on
Denmark and what makes dependency bearable
Norway®3
McDonald et Empirical Older adults To consider time in the delivery of homecare for Qualitative Older adults (n=46) R
al. 2019 research older adults in Ireland from the perspective of Senior B
Ireland®* multiple stakeholders, bringing visibility and clarity staff/managers (0]
to the subject while providing suggestions as to (n=29)
how the more effective use of time could improve Care workers (n=18)
the care experience for all stakeholders Other professionals
not specified (n=11)
Miller et al. Empirical Older adults Quality improvement initiative to increase the Qualitative Older adults (n=10) M
2019 research utilization of a new tool designed by/for CBI Unpaid carers/family | R
Canada®® (quality (n=9) B
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improvement Homecare to facilitate the provision of patient-
initiative) centred care in the homecare setting
Nilsen et al. Empirical Older adults To explore person-centred care provided to a Qualitative Older adults (n=8; R
2022 Norway® | research transitioning group of older adults by understanding their n=4 follow-up B
between experiences of care received, their participation in interviews) (@)
hospital and care and what matters to them during and after the
home transition process between hospital and home
Olaison et al. Empirical Older adults To investigate the experiences of participation in Qualitative Older adults (n=20) R
2021 research care by older people following their involvement in B
Sweden®’ an intervention of a health care model called O
Focused Primary Care (FPC)
Olasunkanmi- | Empirical Older adults To interrogate the implications of the tension Qualitative Care workers (n=30) | R
Alimi et al. research between positioning migrant care workers as a
2022 solution to the care capacity crisis, and the
Australia® widespread racism that questions or denies their
commitment and skills
Olsen et al. Empirical Older adults To explore health care providers' perceptions and | Qualitative Health professionals | B
2021 Norway®® | research transitioning experiences of what is important to achieve more (n=20) (0]
between person-centred patient pathways for older people
hospital and
home
Olsen et al. Empirical Older adults To described the views of people living with Qualitative Older adults (n=14) R
2021 research with dementia dementia on the important aspects of receiving a B
Sweden100 homecare service 0
Phillipson et Empirical Older adults To understand what support older service users Mixed Older adults (n=43) M
al. 2022 research with varying degrees of cognitive and physical Methods Authors
Australiatt impairments needed to participate in reporting
their own care-related outcomes, and the value of
this reporting to illuminate the service use
experiences of this cohort
Polacsek et al. | Empirical Older adults To explore older people living with dementia's Qualitative Older adults (n=4) R
2020 research with dementia experiences of receiving homecare services and to Unpaid carers/family | B
Australiat©? invite suggestions for improvement of community (n=15) 0
support for older people living with dementia
Rand et al. Empirical Older adults To establish factors relating to social care-related Quantitative | Unpaid carers/family | M
2022 UK research with dementia quality of life of people living with dementia and (n=313) B

(England)1°3

their carers
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Roin 2018 Empirical Older adults To investigate how older people's experiences with | Qualitative Older adults (n=15) B
Denmark research homecare reflect a person-centred approach to Unpaid carers/family | O
(Faroe care (n=2)
Islands)104
Ruotsalainen Empirical Older adults To explore the challenges, stressors, teamwork Mixed Care workers (n121 M
et al. 2020 research and management factors that are associated with Methods survey; n=15 (@)
Finland05 homecare staff members' well-being, job interviews)
satisfaction and experienced care quality, and how
staff members experience their work
Russell et al. Empirical Older adults To explore consumers’ experiences of receiving a | Qualitative Older adults (n=37) R
2020 research homecare package B
Australiat0t 0
Sanerma et al. | Empirical Older adults To evaluate client-centred care in older persons' Qualitative Older adults (n=6) M
2020 research homecare services from the perspective of older Unpaid carers/family | R
Finland?°” persons and family members using a realist (n=7) B
evaluation approach (@)
Silverglow et Empirical Older adults To describe care providers’ perceptions of Qualitative Health and care R
al. 2022 research providing safe care for frail older persons living at professionals (n=30; | O
Sweden1%8 home including n=10 care
workers)
Silverglow et Empirical Older adults To highlight experiences of what constitutes Qualitative Older adults (n=12) B
al. 2021 research feeling safe at home among frail older people (0]
Sweden'®® receiving homecare
Teshuva et al. | Empirical Older adults To investigate Jewish Holocaust survivors’ lived Qualitative Older adults (n=13) R
2021 research experience of using community aged care services
Australiatt?
Teshuva et al. | Empirical Older adults To explore the quality and the nature of care Mixed Older adults (n=73) M
2019 Israel*'* | research relationships between full-time, live-in migrant care | Methods Care workers R
workers and older people in Israel (n=116) B
o]
Thalen et al. Empirical Older adults To identify the intervention components of Qualitative Health and care R
2021 research with intellectual Integrated Emotion-Orientated Care and to obtain professionals, B
Netherlands!? disabilities an in-depth understanding and illustration of the subject experts, care | O
use of these components in the day to day support workers (n=47 total)
of older people with intellectual disability
Tiillikainen et Empirical Older adults To examine older people's perceptions of quality of | Qualitative Older adults (n=19) B
al. 2019 research life from the perspective of access and use of (0]
Finland!13 health and social care services
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Timonen & Empirical Older adults To examine the social construction of the formal Qualitative Health and care R
Lolich 2019 research homecare worker from the perspective of various professionals, senior | B
Ireland4 professionals in the elder care sector in Ireland staff/managers (n=31 | O
total)
Tufte & Dahl Empirical Older adults To investigate the performance of homecare work | Qualitative Care workers (n=8, M
2016 research within the frame of the purchaser-provider model: observations of c. B
Denmark!s how the daily work schedules (rotas), which 100 home visits, 0
indicate predefined work tasks and provide strict focus groups)
time frames, are translated into practice by the Researchers
care workers. (analysis draws
heavily on
ethnographic work)
Turner et al. Empirical Older adults To explore manifestations of, and motivations for, Qualitative Care workers (n=14) | B
2020 UK research with dementia homecare workers going the extra mile in their Senior O
(England)116 everyday work staff/managers (n=6)
Westerberg et | Empirical Older adults To gain a deeper understanding of eldercare Qualitative Older adults (n=35) M
al. 2017 research users’ strategies for dealing with problems in the R
Sweden!t? quality of care and care satisfaction in relation to B
home help services (@)
Wilfling et al. Empirical Older adults To identify specifics of inter-professional care for Qualitative Care workers (n=10) | B
2023 research with dementia people living with dementia and training needs of GPs (n=3) (0]
Germany18 homecare nurses and general practitioners Unpaid carers/family
involved in care (n=9)
Zoeckler et al. | Empirical Older adults To explore stressors that impact the occupational Qualitative Care workers (n=25) | O
2018 USA® research health of home health aides taking into account Senior
agency-level factors and eliciting policy staff/managers
recommendations to mitigate stressors (n=20)
Adelman 2016 | Comment LGBT older To highlight barriers to care for LGBT elders with Comment Authors B
USA120 piece adults with Alzheimer’s, including double stigma, lack of legal @)
dementia recognition, and fear of discrimination
Butler 2019 Comment Older adults To review the problems addressed by the Comment Authors @)
USA™2 piece Homecare for All initiative, what was proposed, the
campaign process and anticipated next steps, and
implications for gerontological social workers
Golden et al. Comment Older adults To outline elements of home-based care that are Comment Authors M
2019 USA1? piece with serious key to best meeting the needs of older adults with B
and/or long-term | serious illness and their families; To review models (0]

illnesses

that provide the key elements effectively and cost
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efficiently; To propose an Essential Care Model
that defines best practice and comprises all the
aforementioned key elements of care

Hopwood & Comment Older adults To explore the confluence of the current homecare | Comment Authors M
MacEachen piece policy landscape and the organisation of personal (@)
2022 support worker (PSW) work (which is currently
Canadal?? unregulated), and highlight the need to consider

governance of PSW work generally, and in-home

and community care especially
Seeman 2022 | Comment Older adults To introduce ethical, technological and stakeholder | Comment Authors B
Canadal? piece engagement considerations that may help Canada (0]

move forward with a strategy that offers the

capacity to better understand the perspectives of

different stakeholders and champions high-quality

homecare services
Solis et al. Comment Older adults To make the case that, as the industry is currently | Comment Authors @)
2023 USA1% piece structured, homecare workers and clients who

form caring relationships are going above and

beyond what can reasonably be expected of them.

To argue that care—of a deep sort—should be the

standard and that significant changes are urgently

needed to make that care a reasonable

expectation
Age UK 2018 Grey report | Older adults To highlight how people's realities of receiving Qualitative Older adults R
UK?126 care do not match policy rhetoric about the care Unpaid carers/family | O

they should receive. The report presents personal (n=14 stories total)

stories of challenges with care to demonstrate how

people 'fall of the health and care radar' so that

they only receive help at crisis point. This help

may be inadequate.
Age UK 2018 Grey report | Older adults To ask older people and their families what they Qualitative Older adults R
UK think about problems in the social care system Unpaid carers/family | O
(England)*?” (n=127 total)
Age UK 2022 Grey report | Older adults To highlight challenges in getting care Mixed Older adults R
UK Methods (n=unclear) B
(England)!?® 0]
Age UK & Grey report | Older adults To highlight the experiences from providers on the | Comment Senior @)
Homecare front line who are being forced to pull out the stops staff/managers
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Association to find and keep hold of staff to make sure they (n=unspecified,;
2021 UK129 can provide care, and the impact that a dwindling authors’

homecare workforce is having on older people, commentary)

their carers and loved ones
Alzheimer's Grey report | Older adults To highlight challenges associated with a lack of Mixed Older adults B
Society 2016 with dementia dementia-specific training among the homecare Methods Unpaid carers/family | O
UK workforce, and make recommendations for change (n=1227 total)
(England)?3° Care workers

(n=739)
Authors

Bolton & Grey report | Older adults To bring together two different perspectives with a | Comment Authors B
Townson 2018 strong focus on how might we continue to help o]
UK?131 people to remain in their own homes and what

might care look like in tomorrow’s world
Care Quality Grey report | Older adults To review 20 local health and care systems in Mixed Broad range of M
Commission order to understand how services are working Methods stakeholders across | R
2018 UK together to meet the needs of people who move the care spectrum; @)
(England)?32 between health and care services details unclear
Community Grey report | Older adults To evaluate the Community Catalysts project in Qualitative Older adults R
Catalysts 2017 Somerset Unpaid carers/family | O
UK (n=45 families total)
(England)33
Cottell & Grey report | Older adults To survey all local authorities and health and Mixed Local authorities (@)
Harding 2018 social care trusts to find out about care across the | Methods (n=166)
UK134 UK; key focus is cost and availability of care
Global Grey report | Older adults To demonstrate how relationship-based homecare | Comment Authors R
Coalition On can enable ongoing delivery of high-quality, B
Aging 2018 person-centred, and outcomes-based care to older O
Europe adults
(authors inc.
UK experts)135
Healthwatch Grey report | Older adults To provide a snapshot of what life is like for those | Qualitative Draws on M
2017 UK who rely on homecare services experiences of older | R
(England)?3¢ adults, unpaid 0]

carers/family and
care workers
(n=3,415 total); n=20
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focused reports on
local services

Hudson 2016 Grey report | Older adults To explore the growth in the market in adult social | Comment Authors M
UK care in England and the problems which have (@)
(England)*37 resulted from this; to provide recommendations to

address the worst aspects of privatised provision
Koehler 2017 Grey report | Older adults To examine the human side of a care market on Comment Authors R
UK (England & the brink of failure with stories from across the (@)
Wales)138 care system; to examine why care is priced so low

and how people in the system end up paying for

cut-price care
Pursch & Grey report | Older adults To highlight challenges in accessing and receiving | Mixed Older adults R
Isden (Age homecare for older people and their families in the | Methods (n=unclear) B
UK) 2018 UK e
UK139
Unison 2016 Grey report | Older adults To expose the scale of spending cuts to social Mixed Care workers @)
UK?140 care and the impact on care workers, older people | Methods (n=1075 survey)

needing care and their families

Older adults

Unpaid carers/family
(n=unclear
gualitative accounts)

* International differences in care systems and terminology makes succinct, consistent labelling of health and care professional stakeholders challenging. We
adopted three broad groups: ‘care workers’ if they were indicated to be providing frontline homecare (this could include nurses/nurse assistants); ‘senior
staff/managers’ if they were described as occupying some kind of leadership or more senior role within homecare organisations (this includes company
owners/directors); ‘health professionals’ if they were described as other kinds of registered health professionals (e.g., psychologists, occupational therapists,

general practitioners) who may be involved in homecare.

** R = relationships and continuity of care; B = bespoke care; O = organisational and structural aspects of care; M = measurable construct
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Appendix E: Additional tables

Table A3. Number of articles reporting dimensions by stakeholder groups*

All Relationships Bespoke Organisation Measurement

(n) (n) (n) (n) (n)
Article 15 1 9 13 8
authors
Senior staff/ 1 - - - 1
quality
improvement
leads
Health 8 4 5 6 1
professionals
Care workers 27 13 14 21 8
Senior staff/ 17 7 9 14 6
team
managers
Older adults 46 26 27 28 16
Unpaid 19 12 13 11 5
carers/ family
members
Local 1 - - 1 -
authorities (or
equivalent)
All 134 63 77 94 45
stakeholders

*Counts are reported by stakeholder group, therefore articles that include more than one stakeholder
contribute multiple times to the Table.
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Table A4. Number of articles reporting stakeholder views by country*

Article Health Senior staff/ Care Senior Older Unpaid Commissioners All
authors | professionals | improvement | workers staff/ adults carers
leads team
managers
n % n % n % n % n % N % n % n % n %
UK 6 | 4.48 - - - - 6 | 448 | 3 | 224 |13 | 9.70 | 10 | 7.46 1 0.75 39 | 29.10
Denmark 1 0.75 - - - - 1 0.75 - - 1 0.75 1 0.75 - 4 2.99
Norway - - 4 2.99 - - 3 2.24 - - 5 3.73 - - - - 12 8.95
Iceland - -- 2 1.49 - - 1 0.75 3 2.24 - - - - - - 6 4.48
Sweden - - 1 0.75 - - 5 3.73 6 4.48 8 5.97 - - - - 20 14.93
Finland - - - - - - 1 0.75 1 0.75 2 1.49 1 0.75 - - 5 3.73
Nordic 1 | 0.75 7 5.22 - - 11 | 820 |10 | 746 |16 [1194| 2 | 1.49 47 | 35.07
Australia 1 | 0.75 - - - - 2 1149 |1 | 0756 | 448 | 2 | 1.49 - - 12 8.95
USA 4 | 2.99 - - 1 0.75 2 1149 |1 ][075 |2 | 149 | - - - - 10 7.46
Canada 2 | 1.49 - - - 2 1149 |1 | 075 2 |14 | 1| 0.75 - - 8 5.97
Netherlands | - - 1 0.75 - - 2 1.49 - - 1 0.75 1 0.75 - - 5 3.73
Israel - - - - - - 1 0.75 - - 2 1.49 1 0.75 - - 4 2.99
Germany - - - - - - 1 0.75 - - - - 1 0.75 - - 2 1.49
Japan - - - - - - - - 1 0.75 1 0.75 1 0.75 - - 3 2.24
Czech Rep - - - - - - - - - - 1 0.75 - - - - 1 0.75
Ireland - - - - - - - - - - 2 | 1.49 - - - - 2 1.49
Europe 1 | 075 - - - - - - - - - - - - - - 1 0.75
Others 1 | 0.75 1 0.75 - - 4 1299 |1 075 8 | 597 | 5] 373 - - 18 | 13.43
All 15 [ 11.19| 8 5.97 1 0.75 | 27 1985|117 |12.69 |47 |35.07|20|1492| 1 0.75 134 | 100.00

* Counts are reported by stakeholder group, therefore articles that include more than one stakeholder contribute multiple times to the Table.
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Table A5. Measures and operationalisation of homecare quality

Authors, date
and country

Measure

Operationalisation

Target user

Bostrom et al. | National Board of | Users’ experiences of Older people

2022% Health and homecare services: 25

Hammar et al. | Welfare annual questions about overall

20217 national state satisfaction with care,

Kajonius & survey treatment by staff,

Kazemi 2016% performance of services,

Westerberg et contact with staff and sense of

al. 20177 security

Sweden

Rand et al. ASCOT- Proxy; Social care related quality of Older people,

2022103 ASCOT-Carer life (SCRQoL): occupation unpaid
(being occupied in a range of | carers/family

UK activities); control over daily

life; social participation;
personal safety; food and
drink; accommodation comfort
and cleanliness; personal
comfort and cleanliness;
dignity; self-care; space and
time to be yourself; feeling
supported and encouraged.

Hsieh 20178

USA

Client
Satisfaction-
Homecare
(CSAT-HC)

Client satisfaction: attitude of
homecare workers; personal
care services; homemakers
services; dependability of
homecare staff;
communication between client
and homecare staff; job skills
of homecare worker

Older people

Davidson &
Guthrie 20196

Canada

Resident
Assessment
Instrument for
Homecare (RAI-
HC)

Homecare quality:
Standardized assessment tool
that contains approximately
300 items across multiple
domains such as physical
functioning, cognitive and
behavioural status, sensory
function and communication,
chronic disease diagnoses,
social support, and service
use. A set of 22 Homecare
Quality Indicators (HCQIs) can
be generated directly from
specific items measuring
health-related outcomes within
the RAI-HC

Older people

Cohen-
Mansfield et
al. 201883

Israel

Quality of Care
Questionnaire

(QuCQ)

Person-centred care: quality of
care given by out-of-home
physicians (knowing the older
person/knowing their main
concern); support from

Older people
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caregivers in needed areas;
caregiver responsiveness;
treatment (respect);
communication (extent to
which older person and
caregiver understand each
other); general quality of care
provided

Eltaybani et al.

2023%

Japan

Quality Indicators
for Long Term
Care (VENUS QI-
LTC)

Care quality domains:
maintaining dignity (including
social interaction; realising
desired way of life; realising
desired care); minimizing
symptoms and disease
deterioration; maintaining
nutritional status; maintaining
bladder/bowel control;
encouraging physical
activities; experiencing sound
sleep; maintaining serenity
and contentedness;
maintaining family’s well-being

Older people,
unpaid
carers/family, care
workers, managers

Miller et al.
2019%

Canada

Life Through My
Eyes (LTME)

Person-centred care: five
guestions/items intended to
gather important personal
information from the patient
used to direct individualised
care. Aims to help care
providers 'know and value'
care recipients.

Older people,
unpaid
carers/family, care
workers

Malley et al.
2019%

UK

National User
Experience
Survey (UES)

User experience: continuity of
care workers; fluid
communication of changes in
care; flexibility of the service to
meet needs and preferences;
reliability of care workers;
good relationship with care
workers and feeling that they
are caring, trustworthy, ensure
privacy and dignity;
responsiveness of care
workers

Older people

Kazemi &
Kajonius
20218

Sweden

Person-entered
Care Assessment
Tool (P-CAT)

Person-centred care: 13 items
measuring personalised care,
organisational support, and
environmental accessibility

Care workers

Kazemi &
Kajonius
202188

Sweden

Person Directed
Care measure
(PDC)

Person-centred care: 63 items
measuring personhood,
knowing the person, autonomy
and choice, nurturing
relationships, and comfort
care.

Care workers
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Ruotsalainen
et al. 202019

Finland

Quality of (home)
care measure

Care quality domains: Care
workers’ perceptions of their
co-workers professional
competence; way of treating
clients; friendliness; ability to
consider clients' requests for
assistance; ability to consider
clients' self-determination;
knowledge of issues related to
the client; and ability to
consider the clients next of kin

Care workers

Bostrom et al.

2022%

Sweden

Strain in
Dementia Care
Scale (SDCS)

Perceived level of job strain
among care staff: frustrated
empathy (7 items), difficulty
understanding and interpreting
(7 items), balancing competing
needs (5 items), balancing
emotional involvement (4
items) and lack of recognition
(4 items)

Care workers

Bostrom et al.

2022%

Sweden

General Nordic
Questionnaire for
Psychological and
Social Factors at
Work (QPSNordic
34+)

Psychosocial aspects of the
work environment related to
health and productivity:
support from manager, group
work climate, sense of
mastery, job control, social
work environment and positive
challenges

Care workers
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