 

A qualitative study exploring therapists experiences of implementing a complex intervention for residents in care homes 
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Objective: To explore the experiences of occupational therapists and physiotherapists and to reveal any factors that can facilitate delivering a complex care home intervention.
Design: Qualitative interview study using data from three focus groups over three times points post intervention implementation. Data were analysed thematically.
Setting: Three residential care homes in South London, United Kingdom.
Subjects: All therapists involved in the implementation of the intervention: three occupational therapists and three physiotherapists.
Results: Three interconnected themes emerged from the analysis: (1) developing trusting relationships; (2) empowering staff; and (3) remaining flexible. Therapists described how successfully implementing a complex care home intervention was dependant on developing trusting relationships with care staff. This enabled the therapists to empower care staff to take ownership of the intervention and help to embed it in care home culture, facilitating long-term change. The therapists described how remaining flexible in their approach helped keep care staff engaged for the duration of implementation.
Conclusions: This study has revealed several important factors that can help facilitate therapists delivering complex interventions in care homes.
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Introduction
The experiences of therapists delivering complex rehabilitation interventions to residents in care homes is poorly researched, with the various challenges in implementing programs within unpredictable environments a potential factor. As the first step towards a proposed research study, a complex intervention was implemented, entitled Active Residents in Care Homes (ARCH). This paper reports the experiences of the occupational therapists and physiotherapist throughout implementation delivery.
Various educational and training interventions have attempted to improve care staff practice in care homes with mixed success, with challenges such as high staff turnover and workload being barriers to effective implementation 1. Sustainability of care home interventions is a well-documented challenge, with limited quantitative evidence that care home interventions are sustained soon after implementation, and no evidence they are maintained for longer than six months 2. However, qualitative evidence suggests contextual factors unique to each care home (e.g. staff morale and interpersonal relationships with other staff and residents) are important factors to consider for optimising delivery of care home interventions and facilitating long-term change 3. 
Care staff (variously known as paid caregivers, healthcare assistants and care workers) report being under pressure with competing job demands, such as several residents needing assistance at once and difficulty in communicating with residents with more advanced dementia 4. Evidence has shown that care staff who perceive they have had inadequate training to cope with the potential challenges of working with people with dementia feel under more strain and unconfident in their caring abilities 5. Conversely, care staff who have received appropriate training are more likely to deliver person-centred care and have higher job satisfaction 6, 7. Training for care home staff who work with people with dementia has been shown to improve knowledge, but this new knowledge is not always maintained long-term 8. Further, training delivered as part of care home interventions is not always effective and often little consideration is given to how training will contribute to long-term intervention sustainability 9. 
Providing generic training is unlikely to be enough to facilitate positive change in care staff practice and improve health outcomes for care home residents, with interventions which emphasise collaboration through staff working together whilst receiving clinical support most beneficial 10. Interventions that provide collaborative, face-to-face practice based training, which are delivered by experienced clinical facilitators, have been shown to be most effective at promoting positive change in care settings 11, 12. Further, the chances of successful implementation and maintenance of interventions are increased if support is continued after completion, and with the continued engagement of staff and families 13.
The limited available evidence for successfully implementing care home interventions is not only conflicting, little attention has been given to the experiences of those delivering the interventions. Therefore, the aim of this qualitative study was to explore the experiences of therapists and reveal any factors which can facilitate in delivering a complex intervention in three UK care homes.

Methods
This qualitative research formed part of the larger ARCH feasibility study 14, 15. Ethical approval was gained from the National Research Ethics Service (NRES) Committee London - South East in September 2014 (ref 14/LO/1329). The trial is registered as ISRCTN24000891.
A qualitative design was employed using in-depth focus group interviews and was conducted alongside intervention delivery. 
The Active Residents in Care Homes (ARCH) intervention
ARCH is an occupational therapy led intervention which utilises a holistic whole systems approach (for example: considers individual resident needs, staff skills, organisational processes and care home environments) to increase meaningful activities and improving the wellbeing of care home residents. ARCH aimed to improve the health and quality of life of residents in care homes through increasing their level of participation in meaningful activity and to increase the confidence and skills of care staff. ARCH comprises of two phases lasting one year in each care home:
Implementation phase (0-4 months): The therapists work in collaboration with care staff in each care home to integrate the ARCH programme into everyday working practices. At the start of this phase the therapists spend time getting to know the care staff, residents and the unique working environments of each care home. It is during this phase that care staff undertake ten training modules designed specifically for the ARCH programme and tailored to the requirements of each care home (Table 1). The training encourages staff to think about residents’ individual needs, through the teaching of theory behind behaviour perceived as challenging, and ways in which they can improve their working. Alongside formal training, care staff receive one-to-one on the floor support and role-modelling to help improve their caring confidence and are assigned a resident who they work with closely to implement their learning.
Consolidation phase (5-12 months): The therapists complete a staged withdrawal from the home leaving the rehabilitation assistant to support managers, staff, residents and families to carry on supporting residents with activities. Staff are supported to take responsibility for the programme to enable sustainability once the rehabilitation assistant leaves at month 12.
Participants and setting
All occupational therapists and physiotherapists involved in the delivery of ARCH were verbally asked if they would like to take part in focus groups. It was explained they were under no obligation to participate, could withdraw at any time and that all responses would be anonymised. All therapists who were asked if they would like to take part did so. Written consent was gained from all participants prior to interview and it was verbally repeated that they do not have to share any information with the group with which they were uncomfortable. Care was taken to ensure participants felt relaxed in their surrounding and that confidentiality could be maintained during interviews.
Data collection
Data were collected using focus group interviews 16 by RS, SK and JW; all researchers had experience in conducting in-depth interviews and focus groups with health professionals. The approach was exploratory and focus groups were chosen as a data collection method to enable the collection of wide ranging insights in a single setting 17. Focus groups also enabled participants to agree or disagree with what was said, refine their own thoughts and opinions based on what others reported, and share experiences with each other that would not have been possible in one-to-one interviews 18.
The focus groups were conducted at three time points (just after implementation, after one year and two years later) at three UK care homes. All six therapists involved with intervention delivery, three occupational therapists and three physiotherapists took part in the focus groups (four at time one; three at time two and three at time three). Focus groups lasted 123, 57 and 40 minutes respectively, and were held in private rooms at either one of the participating care homes or at the therapists’ place of work.
Data analysis
Qualitative data gathered from the focus groups were transcribed, anonymised and analysed 19 using thematic analysis 20. Thematic analysis is a rigorous and commonly utilised approach to generate themes from qualitative data 21. Initially, all transcripts were read by one researcher (RS) to allow familiarisation with the data and make notes about the emerging themes from each. A second researcher (JW) read a sample of the transcripts and made notes about themes and how these relate to those identified by RS. Through re-reading transcripts, discussion and refinement, both researchers agreed about the emerging themes. 
To ensure trustworthiness of the findings, member checking 22 was completed by sending the emerging themes to the therapists, providing them with the opportunity to comment on the analysis prior to final refinement of the findings. The findings were reported using the Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist 23.

Results
Three overarching interconnected themes were identified: 1) developing trusting relationships; 2) empowering staff; and 3) remaining flexible. Anonymised quotes from participants are presented to illustrate the themes. 
Theme 1: Developing trusting relationships
Building trusting relationships with the care staff was described as crucial to the success of implementing ARCH. Therapists talked about how they needed adequate time for pre-intervention work in order to understand the individual workings of the care homes and for the staff to get to know them and dispel any concerns they were being assessed or scrutinised. Although this added time to the intervention, therapists described it as an important part of the process and it helped them to build trusting relationships with care staff:
…as we’ve realised that there’s more information that needs to be given to care homes before going in. So setting that sort of foundation of continuing to give the same message over and over and it’s not just once off, so that foundation work…has made it a lot easier. As well as…in terms of the skill building relationships with people, building trust and knowing that, showing them that we’re on their side and we’re not some kind of assessing body.” (Therapist A: time 2).
The importance of building and maintaining trust throughout the training and ARCH delivery was also important. The therapists discussed how this was achieved through thoughtful use of language when talking to care staff so that it was always positive and encouraging. For example, a therapist discussed how considerable preparation for team or one-to-one meetings with care staff took place in order not to be viewed as critical of their work:
“I think that’s why even giving the macro assessment feedback had to be so painstakingly worded that it wasn’t implicating anybody, we weren’t pointing fingers, we were trying to positively construct it” (Therapist A: time 1)
Successfully building trusting relationships with staff required the therapists to have certain skills and abilities. Whilst the ability to work as part of a multidisciplinary team, good team working and communication skills were all perceived as important, emotional intelligence and ‘people skills’ were described as imperative for therapists to have. Whilst these skills are important for all health care staff to have, care workers may have little exposure to this approach as they are often transient in their roles. A senior occupational therapist discussed the personal characteristics she looked for when recruiting for ARCH: 
“…ideally you’d want someone…that has some kind of clinical background in what we’re trying to achieve first of all, so in dementia care, in working with older people.  I’d look for somebody who is confident to train staff but therefore you also need to be confident to know what the content is but it’s not just about that, it is more about softer skills as well so getting a feel for that person, knowing how they treat others, how could they build relationships.” (Therapist A: time 2).
Developing trusting relationships with managers and helping them to be actively engaged with ARCH was also an essential part of successful implementation. For example, therapists described how those managers who were engaged were more likely to give care staff time for or remind them to attend the training:
“I mean we didn’t get bad attendance rates, it was quite good and we certainly had the deputy manager on our side.” (Therapist B: time 1)
Maintaining boundaries and remaining impartial when it came to disagreements between staff members or between care staff and management was also challenging but necessary so as not to damage the trust they had developed. The therapists were able to do this by focussing on what they were there for, using their communication skills to try and deescalate negative situations and not take sides when disagreements occurred:
 “…we also are really having to maintain a neutral ground always between relationships. We can’t take sides, we can’t be seen to just be on the manager’s side against the… So that is, it’s really hard to kind of show empathy and also to show understanding but also maintain neutrality…I think there’s a few situations sometimes that arise where you have to be quite skilled in knowing, and not pitching people against each other…” (Therapist A: time 1)
Along with developing trusting relationships, therapists also talked about ways in which they were able to empower staff, which would not have been possible without trust.
Theme 2: Empowering staff
Empowering care staff was an important topic discussed by the therapists. They worked collaboratively with care staff to encourage and empower them to take ownership of ARCH which was seen as the best way to embed the intervention in care home culture for the long-term. In particular, they talked about their perceptions of the impact of ARCH, with some describing how using a solution focussed approach had enabled care staff to think for themselves and problem solve. This was most often seen around how best to deal with challenges and engage in meaningful activities with residents:
“So sometimes helping them to access not giving them the solution but saying okay, so I hear that this is hard and this is hard, you know, do you feel like you, this can change in any way or is there anything you could do to try and communicate this to somebody?.”  (Therapist D: time 3)
Acknowledging staff difficulties and reminding them that they were working in collaboration, as opposed to instructing them, helped to keep care staff engaged with the intervention and also enabled the therapists to continue empowering them: 
“One of them, she’s great, very passionate about what she does but was avoiding a one-to-one interview so you acknowledge that and then went through her manager who allowed it and so that gave her that freedom to then have an interview of what she had seen as really important...Acknowledging the difficulties and the culture of the care home as well”. (Therapist D: time 3)
The therapists discussed witnessing positive changes in care staff abilities and attitudes throughout implementation. For example, they perceived staff felt their jobs were more worthwhile, enjoyable, were more confident in their abilities and that this had led to an increase in morale. These mood and confidence changes ultimately led the therapists to notice that care staff behaviours were changing as they were becoming more involved with the residents, in particular by initiating group activities or spending time talking to residents on an individual basis:
“I think the changes we saw, one of the biggest ones was that staff was more engaged with the residents I would say. So instead of just like walking past and sometimes they’d walk past and they’d still say hello to them but they’d get them engaged in doing stuff, they were more willing to do activities without us always being the ones to instigate it” (Therapist B: time 1)
Formal training sessions and on the floor role modelling were important aspects in empowering care staff, with the role modelling embedding learning from the formal training sessions. Therapists’ working on the floor was also viewed as offering staff the opportunity to be actively engaged in implementing positive change from the ARCH training, something viewed as important for sustainability positive changes in staff behaviour: 
“I think that became the learning throughout that actually people [residents] can do way more than we think but also that we have to bridge the gap between allowing them to do, giving them opportunities to do that by filling those gaps of the impairments that they have…So I think just both from a resident perspective in that but also the staff sort of seeing and learning oh wow, we can actually give people more to do and they can do more than we think.” (Therapist A: time 1)
The ability of the therapists to build trusting relationships and empower staff were important aspects to the successful implementation of the ARCH intervention. However, without remaining flexible in their approach to delivery and the workings of each individual care home, this may not have been possible.
Theme 3: Remaining flexible
The therapists explained how remaining flexible in their approach to delivering ARCH and training modules was important throughout implementation. Without a degree of flexibility, the development of trusting relationships and empowering care staff may not have been possible. In particular, understanding that each care home was unique, operated differently and needed context specific training was part of the therapists learning process. For example, after implementing ARCH in the first care home the therapists learned that, whist it was important to have a structure for implementation to refer back to, it was not possible to rigidly stick to it:
“…you almost have this background skeleton of structure to ground you but then within that you can be flexible because you have to be in this kind of environment, you can’t just stick to structures.” (Therapist A: time 2)
Some care staff discussed with the therapists that they felt unable to complete the ARCH related training tasks and were reluctant to come to some training modules, with lack of time and pressure to complete other work responsibilities taking priority. In order to increase attendance, the therapists adopted a friendly and flexible approach, which was non-blaming, to overcome reported care staff challenges:
“…some people felt quite under pressure to do the tasks that we were setting them. I remember some people saying I’m not going to come to the next session because I haven’t managed to do it, you know, I haven’t done the work and I don’t want to, I’m not going to come to a training. And it was…having a friendly approach really and just saying look, it’s more important that you attend the training, don’t worry if you haven’t had time, you know, trying to work out ways around the problems that people were having.” (Therapist E: time 1)
This same flexibility around enabling care staff to attend training continued into the sessions themselves. In particular, the therapists discussed being mindful of being pragmatic and tailoring the training to the challenges and unique environments of each care home in order to try and increase engagement. As reported by one therapist, assessing care staff engagement and subsequently modifying the types of training delivery during each session was essential to get the main points across:
“I think gauging how invested they were in the sessions. So if we could gauge they were zoning out we could introduce different methods whether it’s getting them participating, doing questions, role plays, and so sort of assessing where they’re at and actually when they were overloaded with information knowing to stop or what to, what were the priority points, key points to get the message across.” (Therapist D: time 3)
Whilst remaining flexible was key to developing relationships and successful implementation, the therapists discussed how they had their own time constraints and had a limited amount of time for ARCH:
 “I think the time constraints is key. Can feel a bit pressurised. It’s fine but all the time we are aware of the time we’ve got here and how we can use it to the best.” (Therapist F: time 2)
The therapists continued to maintain a degree of flexibility throughout implementation, however being increasingly assertive in communicating the priority and potential benefits of ARCH became necessary to encourage training attendance. When beginning ARCH the therapists described being overly concerned with being too assertive, but they suggested this had led some care staff to feel ARCH training was not a priority:  
“…there are times when I think previously I hadn’t been as assertive because I thought oh, you know, we don’t want to step on toes duh de duh, but actually that’s not helpful because then they learn that oh, it’s not that important or I don’t really have to be on time or if something else comes up, it’s fine, the ARCH team can just come second”. (Therapist A: time 2)
Discussion
The purpose of this study was to explore the experiences of therapists in delivering a complex care home intervention. The results showed that developing trusting relationships with care staff enabled the therapists to empower them to take ownership of the intervention, supporting long-term change. This was made possible by remaining flexible in their approach and helped keep care staff engaged for the duration of implementation.
However, there were challenges, specifically with the therapists initially being too flexible in their approach and finding it difficult to engage some care staff to prioritise ARCH training due to pressures of completing care related tasks. This has been found previously, with care staff reportedly often feeling under work-related pressure 4, 5. Through taking a collaborative approach and ensuring care staff were aware they were working in partnership, the therapists felt they were able to overcome many of the challenges encountered and care staff felt able to communicate their concerns to them. 
Retaining new knowledge and practice skills for staff working with people living with dementia is often lost over time 8. However, the ARCH therapists felt that the tailored on-the-floor practice based learning helped to embed care staff knowledge from the formal training sessions and empower staff to sustain positive behaviour changes. This has been found by others, with face-to-face practice based learning, which has been developed specifically for staff relevant to their role and experience, shown to be most effective at effecting positive changes11. 
Another significant aspect of tailored training combined with on the floor role modelling was that it was perceived by the therapists to increase care staff confidence in their caring ability. However, the training needs to be flexible and context specific and take into account previous training care staff may have had and to explore reasons why some care staff are more engaged than others. This is an important finding, as previous research has shown better trained care staff are more likely to deliver person-centred care, have higher job satisfaction and offer improved quality of life for people living in care homes 6, 7. Therefore, this paper begins the discussion about ways in which therapists need to deliver training, based on staff skills, attitudes and current knowledge, to aid successful implementation in different care settings.
The findings of this study should be considered with respect to its limitations. Firstly, this was a small sample qualitative study investigating the experiences of therapists implementing one intervention in three UK care homes. Therefore, it cannot be assumed the findings are applicable to therapists delivering intervention in different settings. Secondly, focus groups were chosen due to the rich data that would likely be produced from the therapists openly sharing their experiences with each other, thus generating new ideas and deeper understanding than individual interviews might alone 17. Nonetheless, the focus group method has its limitations. For example, one dominant member taking over discussion, that they tend not to elicit emotional information and participants may over exaggerate or make up answers in order to hide a lack of knowledge 24. However, in this study these potential weaknesses were mitigated by good facilitation by experienced interviewers. 
Delivering a holistic, activity based care home intervention using a whole systems approach can be challenging for therapists. Without the therapists taking adequate time before and during delivering ARCH to build trusting relationships with care staff, successfully engaging with care staff and facilitating positive behaviour change could have been compromised. Future care home interventions which require collaborative working between therapists and care staff, should consider facilitating additional time prior to starting implementation to allow for relationship building and trust to develop.
Further research is necessary to explore the experiences of the care workers themselves and how similar they are, or not, to those of the therapists. These multiple perspectives may enable deeper understanding of the challenges for all involved with care home research. It may allow for comparisons surrounding how interventions, such as ARCH, become integrated into the care home culture and are sustained beyond the life of the project. Additionally, exploring the experiences of other clinicians and allied health professional involved with care home interventions would help in understanding the techniques they employ to overcome the various challenges they encounter.
Clinical Messages
· Care homes are challenging environments to implement complex interventions but there are some factors that can maximise success.
· Therapists should consider the importance of developing and maintaining trusting relationships with the care staff. These trusting relationships can positively impact upon care staff to take ownership of the intervention. 
· Remaining flexible in approach to intervention delivery can help keep care staff engaged through intervention delivery.
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Table 1. ARCH training modules
	
1. Introduction to ARCH and the wellbeing wheel
2. Importance of knowing the person
3. Communication                           
4. Wellbeing, ill-being and behaviour
5. Meaningful activity
6. Facilitating group activities
7. The environment
8. Mobility, activity and positive risk taking
9. Falls and medication
10. Sleep and arousal
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