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Objectives: The Croydon care home support team (CHST) was developed in response to reports of patient
abuse within long-term care. It presents a novel strategy for improving standards of care within care homes.
A qualitative methodology was used to assess the perceived impact of the CHST.
Method: In-depth interviews were conducted with 14 care home managers and 24 members of care home staff
across 14 care homes. Grounded theory principles guided the collection and analysis of the data.
Results: Reports of improved communication between staff, improved staff development and confidence,
and improved quality of care point towards the effectiveness of the CHST model. The collaborative approach
of the CHST was considered pivotal to its success and presented as an effective method of engaging care home
managers and staff. The CHST adopted a systemic approach that placed an equal emphasis on the social, mental
health and nursing needs of residents and aimed to address the whole culture of care within the individual homes.
Conclusions: The data demonstrate the potential for specialist multi-disciplinary teams to raise standards of care
across long-term care settings. Increased awareness of safeguarding issues, improved staff morale and commu-
nication and ongoing opportunities for discussion and problem solving promised to sustain improvements. Such
services could be instrumental in meeting the government priority of preventing abuse among vulnerable adults.
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Introduction

The total number of older people living in long-term
care, and the challenges that this poses to service
providers and care homes’ staff, can be expected to rise
as the population ages (Bajekal, 2002). The indepen-
dent sector now provides approximately 90% of
the long-stay care homes in England (Department
of Health, 2000b) and the prevalence of residents with
dementia and physical disability has increased in an
unplanned way (Bowham, Whistler, & Ellerby, 2004).
However, care staff often receive minimal training in
caring for individuals with complex needs (Proctor
et al., 1999) and there is evidence that physical
and mental healthcare needs can be poorly managed
in this setting (Bowham et al., 2004; Hancock, Woods,
Challis, & Orrell, 2006). Many people with dementia
do not receive the specialist level of care that they
require and research indicates the inappropriate use
of psychotropic drugs among this population
(Ballard et al., 2001). It is argued that poor care
standards and rigid institutional regimes contribute to
a poor quality of life among care home residents
(Ronch, 2004).

The growing recognition of the need for quality
improvement exists alongside an increased emphasis
on regulation and quality assurance in long-term care
(Kerrison & Pollock, 2001). Surveys of professional
careers have reported that 16% of staff in long-term

care facilities have completed acts of significant psy-
chological abuse (Wang, 2006), while 10% admit to
physical abuse including the use of excessive restraints,
pinching, shoving, grabbing and hitting (Pillemer &

Moore, 1989). Cooper, Selwood, and Livingston
(2008) reflected that this may underestimate the true
prevalence of abuse given that 80% of care home staff
report witnessing abusive behaviour. No Secrets
(Department of Health, 2000a), the government guid-
ance for protecting vulnerable adults from abuse in
England, states that abuse can occur in different forms
including physical, sexual, psychological and financial
abuses, discrimination and neglect. Elder abuse of all
types can have profound negative consequences and
there is evidence of increased mortality rates among
older adults that have suffered mistreatment (Lachs,

Williams, O’Brien, Pillemer, & Charison, 1998).
In recent years attention has shifted away from

an exclusive focus on the ‘bad apple’ model of abuse,
which conceptualises perpetrators as a minority group
of malicious individuals that misuse their power, and
begun to explore the situational characteristics that
place individuals at risk (White, Holland, Marsland, &
Oakes, 2003). Pillemer and Bachmann-Prehn (1991)
identified feelings of burnout and conflict between staff
as the most important predictors of abuse. Poor
training, low salaries, low morale and staff shortages
have also been identified as contributing factors

*Corresponding author. Email: s.banerjee@iop.kcl.ac.uk

ISSN 1360–7863 print/ISSN 1364–6915 online

� 2010 Taylor & Francis

DOI: 10.1080/13607860903586144

http://www.informaworld.com

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
K
i
n
g
'
s
 
C
o
l
l
e
g
e
 
L
o
n
d
o
n
]
 
A
t
:
 
1
4
:
1
1
 
6
 
M
a
y
 
2
0
1
0



(Wierucka & Goodridge, 1996). White et al. (2003)
discussed the importance of staff attitudes in the abuse
of people with intellectual disabilities, suggesting that
a process of dehumanisation, whereby people with
learning disabilities are seen to have minimal rights
and values, can lead to unacceptable behaviour.
The competence of managers was also considered
paramount, as supervision, a culture of accountability
and an ability to challenge abusive practices, can
reduce vulnerability and risk. Patient abuse within care
homes has long been a neglected topic (Payne &
Fletcher, 2005) and research is needed to examine the
effectiveness of preventive strategies. What is clear is
that there are diverse and complex causes of abuse that
demand a multi-faceted response.

Statutory service providers and commissions
of long-term care services in the UK have begun to
respond to the challenge of enhancing the quality of
care for residents and their families. Hayes (2004)
described the development of a care home support team
(CHST), structured around older person’s specialist
nurses, which managed the interface between nursing
homes and primary care. Specialist nursing in-reach
teams have also been developed to improve clinical care
in care homes (Anderson, 2004; Szczepura, Nelson, &
Wild, 2008), yet there is little evidence documenting the
effectiveness of these interventions (Doherty, 2008).
Research does suggest that brief mental health training
(Lyne et al., 2006; Proctor et al., 1999), training in
communication (McCallion, Toseland, Lacey, &
Banks, 1999) and staff behavioural management skills
(Burgio et al., 2002) can enable positive changes for
residents in long-term care. However, a recent review
of nursing home training in dementia care identified
methodological weaknesses and a paucity of strong
evidence in intervention studies (Kuske et al., 2007).
Qualitative research examining attitudes and beliefs of
care home staff surrounding interventions holds the
promise of advancing our understanding of what does
and does not work to improve quality of care. We
present such an evaluation here.

The Croydon CHST

The CHST is a joint initiative between the Croydon
NHS Primary Care Trust, Croydon Council and South
London &Maudsley NHS Foundation Trust. Croydon
is the largest borough in London with approximately
42,000 adults over the age of 65. There are 27 care
homes with nursing (i.e. traditionally known as ‘nursing
homes’) and 140 care homes without nursing (i.e.
traditionally known as ‘residential homes’) registered
with the Care Quality Commission within the local
authority area. The CHST was developed in response to
concerns about the number of reported safeguarding
incidents, i.e. reports of abuse of vulnerable adults. The
team has three core objectives:

(1) To improve the quality of care provided within
care homes in Croydon.

(2) To enable staff in care homes to sustain
improved quality of care.

(3) To prevent safeguarding issues.

The CHST initially worked with care homes as part
of the safeguarding action plan. However, self-referrals
were subsequently encouraged and the team works
with a number of care homes on a voluntary basis.
The team agreed to the use of its full name in this
publication. The service provided by the CHST will
now be described.

The CHST model

The CHST is a small focussed, multi-disciplinary team
comprising one district nurse, one community psychi-
atric nurse (CPN) and one social worker. The remit of
the CHST is deliberately wide and encompasses all care
homes within the borough including care homes with
and without nursing and care homes registered to
provide care for old age, dementia, mental disorders
and learning disabilities. The team is underpinned by a
clear philosophy; emphasis is placed upon supporting
care homes rather than on inspecting, assigning blame
or making judgments about the quality of care. The
CHST adopts a holistic approach that aims to address
the entire culture of care within the care homes. This
involves promoting teamwork and professional devel-
opment, underlining the importance of person-centred
care and encouraging staff to examine existing care
practices.

Type of input

Individual ‘support plans’ are developed at the outset
in response to the safeguarding issues and in conjunc-
tion with care home managers. The input of the CHST
can be divided into four categories: workshops;
facilitating access to e-learning, community services
and formal training; audits; and managerial support.
In the first 12 months of activity, the CHST generated
guidelines and handouts for workshops covering 16
different topics including person-centred care plans,
record keeping and understanding dementia. The team
members state that they are not trainers, but aim to
provide guidance and facilitate discussion around good
practice. Sessions are intended to be as interactive as
possible and focus upon the problems and situations
that staff encounters in their everyday work.

The CHST also facilitates access to e-learning
on Safeguarding Vulnerable Adults (SVA), Mental
Capacity Act (MCA) and Deprivation of Liberty
(DoL). They signpost to appropriate community
services including clinical nurse specialists in palliative
care, continence specialist nurses and community
dieticians, and formal training including end of life
care, support with literacy and advanced safeguarding
vulnerable adults. Thirdly, the CHST has begun to
undertake medication audits, which examine how
medication is recorded and reviewed in care homes
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with nursing, and care plan audits, which assess record
keeping and the provision of person-centred care.
This information guides the provision of advice in
subsequent workshops and meetings. Finally, man-
agers are provided with extensive face-to-face and
telephone support. At the end of the intervention,
a ‘Manager’s Quality Assurance Tool’ is devised in
conjunction with the manager to support them in
sustaining the changes in care practices.

Methods

The aim of this study was to assess the perceived
impact of the CHST among care home staff. In-depth
individual interviews were used to investigate the
attitudes and beliefs of care home staff with different
roles and experience. Qualitative methods were con-
sidered appropriate given the novelty of the approach
and the lack of knowledge in this area (Black &
Rabins, 2007). The study used strategies of grounded
theory including the simultaneous collection and
analysis of data, constant comparison analysis and the-
oretical memos (Glaser & Strauss, 1967). Research
Governance Approval was obtained.

Participants

Invitation letters were sent to managers of the 16 care
homes that the CHST had worked with within its first
year of activity. Letters included an information sheet,
a self-addressed envelope and a reply slip to be
returned if they did not wish to participate in the
study. Managers who did not return the reply slip were
given a follow-up phone call, at which time further
information was given and interviews were scheduled.
Following the initial interview, permission was sought
to invite care staff to participate in the research. A date
was suggested by the researcher, often for the following
day, to reduce the likelihood that participating staff
would be selected by the manager. Purposive sampling
was used to select care staff with a range of
characteristics (Patton, 1990), including professional
role, length of employment within the care home and
within long-term care settings. The initial sampling
strategy of interviewing one junior and one senior
member of care staff within each home yielded
theoretical saturation; additional staff would have
been recruited had significant new themes continued
to emerge from the analysis of the interviews.

Procedure

Powerful cultures can operate in care homes (Davies
& Nolan, 2002) and in-depth interviews provided all
participants with an opportunity to express private
views and comment upon if and how the culture had
changed. Interview guides were derived from a litera-
ture review and refined through discussion with
an experienced qualitative researcher. The interview

began by exploring participant’s expectations of
the CHST and their concerns or hopes regarding the
intervention. The interviewer went on to ask open
questions about the specific input of the CHST,
including how the CHST presented themselves, how
the input was decided and what the input involved.
Participants were asked to assess each of these elements
and to evaluate the overall impact of the CHST.
However, the interview guide was amended iteratively
and aimed to follow the participants’ priorities
and concerns. Data collection became progressively
focussed and emerging themes were tested out in
subsequent interviews, e.g. the importance of ongoing
feedback and advice in transferring knowledge into
practice. Interviews lasted between 32 and 57min,
were conducted within the participants’ place of work,
were recorded and transcribed verbatim. On each
occasion the researcher stressed that it was an inde-
pendent evaluation of the CHST and not of the
care home.

Analysis

Data collection and analysis occurred simultaneously
from the initial stages of the research. Interview
transcripts were scrutinised and emerging themes
were identified and labelled with codes. The constant
comparison method was used to delineate similarities
and differences between the codes and to develop
categories and subcategories, which were verified and
refined as the analysis proceeded. Participants with
different perspectives were purposefully sought to
capture the full complexity of the data. For example,
efforts were made to recruit participants with negative
experiences of the CHST, often through reiterating to
the manager and care staff that the research required
a full range of accounts. Theoretical memos were used
to record ideas about themes and their relationships,
and interpretations and conclusions were regularly
discussed in team meetings. The qualitative data
analysis software NVivo (QSR International, 2002)
was used to manage the transcripts and assisted in
coding, organising and retrieving concepts.

Results

A total of 14 managers consented to take part, one care
home had closed down, and one manager declined to
participate. The characteristics of each care home, the
total number of workshops and meetings conducted
and the duration of the intervention are set out in
Table 1. The CHST had worked with these care homes
consecutively over the preceding 12 months, thus a
range of time periods had elapsed since their interven-
tion. Seven of the 14 managers had been appointed to
the position or had assumed direct responsibility for
the care home following the safeguarding incident, five
managers had been in post at the time of the
safeguarding incident and two managers had
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self-referred to the CHST. Care staff in 13 of the 14
care homes consented to take part in an interview on
the agreed date. The sample consisted of five deputy
managers, five registered general nurses (RGNs), five
senior health care assistants (HCAs)/senior support
workers and 10 HCAs/support workers. Table 2
provides a breakdown of all workshops and meetings
that were conducted across the 14 care homes.
The table indicates that certain workshops were
repeated and that certain topics required multiple
meetings with managers.

Expectations and concerns

Managers recalled their apprehension about working
with the CHST; the majority had been unclear about
their role and feared that they would adopt a critical
approach. Some managers admitted that they felt
defensive at first and that it took time for them to
establish trust and interact openly with the team.
Some considered this feeling to be even stronger
among their staff.

They were really frightened. What are these four people
doing here looking at us, it is embarrassing, because they
all knew that considering all the problems and all the
issues and paper articles, all the staff were really, really,

Table 1. Characteristics of the care homes and intervention.

Index Type of service Care categories
Total

residents

Duration of
intervention

(days)
Total

workshops
Total meetings

(manager)

Home 01 Care home with
nursing

Old age,
Alzheimer’s/Dementia

61 164 17 5

Home 02 Care home with
nursing

Old age,
Alzheimer’s/Dementia

45 77 9 5

Home 03 Care home
only

Learning disabilities 7 188 8 5

Home 04 Care home
only

Learning disabilities 8 110 7 3

Home 05 Care home
only

Learning disabilities 6 167 7 3

Home 06 Care home
only

Old age,
Alzheimer’s/Dementia,
mental disorder

54 188 9 5

Home 07 Care home
only

Learning disabilities 12 48 5 5

Home 08 Care home
only

Old age, mental
disorder

11 199 8 6

Home 09 Care home with
nursing

Old age,
Alzheimer’s/Dementia,
mental disorder

60 252 10 9

Home 10 Care home with
nursing

Old age,
Alzheimer’s/Dementia

50 154 11 8

Home 11 Care home with
nursing

Old age 19 193 6 6

Home 12 Care home
only

Old age,
Alzheimer’s/Dementia

39 136 10 5

Home 13 Care home with
nursing

Old age,
Alzheimer’s/Dementia

60 79 8 3

Home 14 Care home
only

Old age 19 111 8 3

Mean N/A N/A 32 147 9 5
Range N/A N/A (6, 61) (48, 252) (4, 14) (3, 9)

Table 2. Total workshop sessions and meetings with care
home managers (14 care homes).

Total
number

Workshop topic
Safeguarding vulnerable adults 19
Person-centred care plans 19
Communication 17
Record keeping 16
Challenging behaviours 16
Understanding dementia 13
Incident reporting 10
Mental Capacity Act 3
Infection control 2
Nurses and midwifery council 2
Nutrition care 1
Activities 1
Skin care 1
Continence care 1
Understanding depression 1
Risk assessments 1

Meeting topic
Developing support plan 17
General support 16
Manager’s audit and quality
assurance tool

15

Introductions 14
Medication/care plan audit 9
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they were not motivated, they were really on the verge of
leaving actually . . . so it took some time. (CP27,
Manager)

Staff admitted to having initial concerns, often
suspecting that the CHST might ‘interfere with their
work’, or worse still, be ‘inspectors’, ‘undercover’ or
‘spies’. The initial meeting proved critical in putting
minds at ease and managers and care staff recalled that
the CHST had emphasised their wish for a collabora-
tive approach from the outset. Managers were required
to work alongside the CHST in encouraging and
reassuring staff and there was awareness that the success
of the CHST depended, in part, upon their willingness
to cooperate and interact honestly with the team.

We only acted on the things that I told them and if
I wasn’t open enough then we wouldn’t have had
that whole period of work being done, it would have
been one–two weeks and they are gone but because I
thought I needed them to see me through the whole
process of what I was doing, that’s why they kept
coming. (CP24, Manager)

Three managers were relatively new to the post
and were grateful for the ‘back up’ that the team
provided. Two managers, who had also assumed
responsibility for the home following the safeguarding
incidents, explained that they would have appreciated
more time to put out their own ideas into practice.
However, there was evidence that the CHST was
willing to adjust the timing of its input when this was
discussed.

Teaching methods

Managers took responsibility for timetabling
the workshops so as to minimise the disruption
to the home. The aim, which was often achieved with
the help of repeat sessions, was for the majority of staff
to attend the majority of sessions.

The CHST advised managers not to attend
the workshops and most accepted that this would
allow staff to interact more freely. However, care was
taken to provide minutes and feedback from each
workshop, so that managers felt fully informed.
The approachability and encouragement of the team
frequently led to highly interactive sessions, which care
staff described with enthusiasm. There was agreement
that all of the sessions had direct practical relevance
to their day-to-day work and many praised the use of
(anonymous) examples that the team provided to
demonstrate their points. Staff welcomed the oppor-
tunity to discuss problems that they were having within
the home, either with particular residents or tasks,
or in relation to wider issues such as teamwork. Staff
admitted that it took time to transfer theory into
practice, but that the ongoing opportunities for discus-
sion facilitated this process.

We learnt information from them, but it is hard for us to,
in an instance, it is hard for to us to implement, but later
on as we go and take time telling and adjusting to the
attitude and behaviour of our residents, and talking to

the CHST in particular, yes we gradually applied it.
(CP32, Care Assistant)

However, a recurrent issue was that the members of
the CHST were not accredited trainers. To an extent
this concern seemed rooted in the cost attached to
obtaining accredited training courses from other
sources. However, managers also suggested that
being ‘proper trainers’ and providing staff with
recognised certificates would validate the work that
the care staff had completed and enhance the credibil-
ity of the team.

Strengths of the team

Collaboration

Participants across the professional groups offered
consistent and, in many cases, emphatic praise for
the CHST. Although it was not always established
instantly, relationships with the CHST were typically
described as collaborative, and staff shared the view
that they were working to achieve a common goal.
Care staff was of the opinion that suggestions
were generally constructive and focussed upon improv-
ing the standard of care. Key to this collaborative
approach was the propensity of the CHST to ask
questions, listen to staff, complement existing good
practice and praise ongoing achievements.
This was epitomised in the interactive nature of the
workshops.

It’s not one-sided, it’s a form of sharing ideas, they
listened to what we also say because I can also say that
they write something down, when we say something they
also write something down (laughs) . . . I think it
motivated me, it motivated us that we are not being
taken for granted, they are also taking our ideas no
board. (CP39, Deputy Manager)

Participants also acknowledged the flexibility of the
team, which not only assisted in organising sessions,
but also conveyed their commitment to working
around the needs of the home. Ten managers
praised the team for the one-to-one support that they
received. The CHST provided valuable encouragement
and advice that helped them to feel less isolated in
their role.

It made me feel as a manager that you are not on your
own because although the providers are quite supportive,
sometimes I don’t think they always understand, you
know you are the manager, especially mine they think
I can cope with everything and I suppose to a certain
extent you want them to think that you can but you can’t
always. You know there is some times when you want
some support from somewhere so they made it clear that
it doesn’t matter how big or how small they will support
us. (CP03, Manager)

Professionalism and expertise

The CHST was frequently praised for its profession-
alism. Participants commented that they could be
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relied upon to return calls, keep their appointments
and to arrive on time. Staff were impressed that it
always responded to queries, even if it did not have the
information readily to hand. The CHST was credited
with having extensive experience and knowledge about
what constituted good practice and the issues sur-
rounding its application. Managers across the sample
stated that the objectivity of the team enabled them to
identify issues within the home that had previously
been overlooked. They also noted that the teams
were at ease with clients and that their skills were
evident when they interacted with residents before and
after workshops.

Interpersonal skills and commitment

There was a strong sense that participants not only
respected, but also liked the members of the CHST.
The team was routinely described as friendly, warm
and having a good sense of humour and this played an
important part in putting managers and care staff at
ease. Workshops were described as informal and
conducive to open discussions. The following quote is
typical of the comments made.

Oh they are very pleasant, you feel free, we chat, we
laugh, they even ask us to ask questions, which area you
didn’t understand, they wanted us to ask. They were so
good. I really enjoyed it. (CP13, Lead Support Worker)

Notably, every participant commented upon the
approachability of the team. Managers and care staff
felt comfortable querying suggestions and asking for
advice during scheduled sessions or after the event.
The team was also widely praised for its energy,
enthusiasm and commitment to the role.

Outcomes

Improved communication between staff

One of the most commonly identified benefits,
expressed by seven managers and 10 care staff, was
that teamwork was enhanced within the home.
The CHST emphasised that working together would
enable them to improve the standard of care. Divisions
between RGNs and HCAs, night staff and day staff
and care staff within different ethnic groups were
directly addressed and there was a consensus that these
relationships had now improved. A frequent observa-
tion was that staff had gained an increased awareness
of each other’s roles and responsibilities and now
encouraged each other to follow the correct
procedures.

I think they probably got together again as teams. I
think before it was very much the nurse in charge,
telling people what to do but I am now noticing that
actually the care assistants are saying this is the way you
do it, don’t do it that way, so I think that’s a great big
plus. (CP01, Manager)

However, one member of staff complained that the
CHST failed to maintain its impartiality in a session in

which he felt personally attached and two managers
questioned the validity of using the workshops as a
‘forum for complaint’.

Staff development and increased confidence

One important benefit of the CHST was that it
increased the confidence of the care staff. Ten
participants reported that they now felt more knowl-
edgeable and skilled in their role, which boosted
confidence and morale.

You feel more competent to perform your work and then
the clients get more satisfaction knowing that they are
being looked after, they can feel it, so it’s good for
everybody here. (CP23, Support Worker)

Staff commented that the CHST had played an
important part in installing motivation, interest and a
sense of pride in their work.

I think it probably made them question a lot and it made
them inquisitive and ask questions, which is good.
Instead of just coming in to a 9–5 job, coming in and
doing the job for the money, I think it gave them a bit of
enthusiasm. (CP12, Deputy Manager)

The CHST encouraged all staff to think about
delegating responsibilities and assuming additional
roles where appropriate. For example, the team
advised HCAs to contribute to care plans and deputy
managers to assume additional managerial tasks.
It was striking that the input of the CHST had
permitted certain staff to thrive.

People who have now progressed immensely weren’t
being allowed to progress because they didn’t have, I’m
not saying the ability, they maybe didn’t have the
experience to be able to challenge staff. So they were
kept back quite a bit and kept quiet, you know they
weren’t driven. And now it’s completely swapped round
about. I’ve got a member of staff now who thought her
job role when I came here was to make sure the service
users had eaten, and that they were clean. Now this girl
is running shifts, she’s doing key working roles, she’d
doing ordering, all sorts. (CP26, Manager)

There was also recognition that some staff had not
embraced the training as fully as others. Two managers
reflected that established staff members took longer
to amend their working methods, while two other
managers commented that those who were most
opposed to change eventually left the home.

Improved quality of care

Crucially, staff members were also of the opinion that
residents were happier within the home. Service users
with learning disabilities were considered to be more
active in the community and managers across the
sample reported that aggressive and agitated behaviour
had been reduced. Two managers stated that the entire
culture within the care home had been transformed,
while seven care staff intimated that their attitude
towards the residents had changed. Staff explained that
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they now spent more time talking to residents, getting
to know about their lives and focussing care on the
individual’s preferences and needs. Managers and care
staff stressed the importance of devising person-
centred care plans. Eight participants reported that
staff had developed additional skills in working with
people with dementia, while six managers identified
documentation as a major area of improvement. Care
staff explained that they now provided greater detail
in the care notes and managers confirmed that staff
displayed greater confidence in this area.

They are caring, but now it’s more professional. They
can not only talk but now they can write in the records
the appropriate language, the appropriate things
that they should write, the care notes especially.
(CP04, Manager)

Staff agreed that the workshops had enhanced their
awareness of good practice and what was expected
of them personally and of the care home as a whole.

Sustaining improvements

Participants were asked how easy it was to sustain
the improvements that had been made. It was generally
considered that the foundations had now been laid,
but that maintaining good practice required ongoing
energy and commitment.

At the beginning it was a bit of a struggle because people
don’t like change, nobody likes change, especially with
paperwork, nobody likes it but then we had a little, you
know meeting also and everybody said we don’t want to
go back into the past. (CP02, Manager)

Managers acknowledged their role in maintaining
standards. This included continuing to encourage care
staff, promote training and monitor daily reports, care
plans, incident forms, etc. This monitoring was often
conducted as part of the ‘Managers Audit and Quality
Assurance Tool’. This provoked a polarised response:
some saw it as a valuable mechanism for monitoring
standards within the home, yet others thought that
it replicated existing audits that their organisation
required them to complete. Participants reflected that
the CHST assisted in maintaining standards by acting
as a continued source of information and advice.
Others suggested that it would also be helpful for the
CHST to return to each care home for a one-off visit.
This would act as a ‘refresher’, provide a forum for
discussing any difficulties that had arisen and validate
the achievements that had been made.

Discussion

The data suggests that the CHST is achieving its
primary aim of improving the quality of care within
care homes in Croydon. Care home staff and managers
reported improved communication, skills, motivation,
confidence and pride among staff. Evidence of
increased competence in tasks, such as record keeping
and managing clients with challenging behaviour,

coexisted with evidence of shifting attitudes and beliefs,
with staff reporting that the way that they perceived
and interacted with residents had changed. This
seemed to reflect the ambitious aims set out by
the CHST of changing culture within care homes.
This systemic approach, which extended to addressing
staff dynamics, staff morale and underlying attitudes
towards care, distinguishes it from other training
programmes that have focussed on specific
care practices, e.g. managing depression (Lyne et al.,
2006), managing behaviour problems (Proctor
et al., 1999). The emphasis placed on meeting the
social, mental health and nursing needs of the residents
also contrasts with previous interventions that have
prioritised mental health or more commonly nursing
care (Goodman & Woolley, 2004; Hayes & Martin,
2004; Szczepura et al., 2008). The inclusion of a CPN,
district nurse and social worker in the CHST enabled
them to work effectively with care homes with and
without nursing and with different categories of care.
This represents a useful extension to the literature,
which has largely been confined to the provision of
care in nursing homes (Szczepura et al., 2008).

The collaborative approach of the CHST was
considered to be its greatest strength. The readiness
of the team to listen, provide positive feedback, work
around the needs of the care home and not to judge
past or present care practices presented as a successful
method of engaging care home managers and staff.
The ability of the CHST to build positive working
relationships with care home managers is paramount
given their role in facilitating interventions
(Kuske et al., 2007) and affecting cultural change
with the home (Deutschman, 2005). The professional-
ism and expertise, and interpersonal skills and com-
mitment, of the members of the CHST also appeared
pivotal to their success. A defining feature of the
CHST was its ability to evolve. The team had
developed rapidly and the use of certain procedures,
such as feedback forms at the end of workshops,
assisted them in evaluating and refining their
approach. For example, a member of the CHST was
in the process of completing a ‘Dementia Care
Training Programme’, which demonstrated awareness
of the demand for accredited courses and commitment
to the continued development the team.

Given the relative infancy of the service it was not
possible to evaluate the effectiveness of the team in
sustaining improvements or preventing future safe-
guarding issues. However, the opportunities that were
provided for ongoing discussion and problem solving
have been shown to sustain the implementation of new
knowledge in nursing homes (Kuske et al., 2007).
Moreover, the success of the CHST in addressing low
morale and conflict between staff is promising, given
that these factors have been found to be important
predictors of abuse (Payne & Fletcher, 2005). Evidence
within the field of learning disabilities suggests that
many of the topics addressed by the CHST, including
communication, record keeping, personal care and

422 V. Lawrence and S. Banerjee

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
K
i
n
g
'
s
 
C
o
l
l
e
g
e
 
L
o
n
d
o
n
]
 
A
t
:
 
1
4
:
1
1
 
6
 
M
a
y
 
2
0
1
0



managing challenging behaviours, have important

implications for adult protection (White et al., 2003).
The CHST encouraged self-referrals and hoped to
work with an increasing number of care homes on a
voluntary basis, thereby decreasing the likelihood

of safeguarding incidents in the future. This is consis-
tent with government guidelines (Department of
Health, 2000a) that highlight the imperative of pre-
venting abuse rather than simply reacting to abuse that

has already been committed.
However, some caution should be used when

interpreting the findings, as although efforts were
made to minimise selection bias, it is possible that care
staff that participated in an interview were not repre-
sentative of staff as a whole, e.g. it is probably that

staff with stronger opinions (either positive or nega-
tive) would be more willing to take part. However,
there was a striking consistency in responses, despite
variation in professional roles and experience, with the
vast majority of staff evaluating the CHST positively

and citing similar benefits. Furthermore, overall
evaluations of the CHST were highly positive among
care home managers and in this instance 14 out of
a possible 15 were interviewed.

Conclusion

The CHST has developed rapidly since its formation,
and this continues. One of the greatest challenges faced
was to assuage feelings of apprehension and distrust
among managers and care staff. Raising the profile of

the team via conferences and newsletters could assist in
clarifying their role and generating self-referrals.
The data also underlined the importance of flexibility
regarding the timing of the input. While some

managers appreciated the backup that the CHST
provided, others expressed a wish to implement their
own changes before working with the team. Finally,
consideration should also be given to adjusting the
Manager’s Audit Tool to reflect existing auditing

practice and to expanding the range of accredited
training that they provide. However, in spite of initial
apprehensions the CHST emerged as a highly valued
service. The reports of improved communication

between staff, improved staff development and confi-
dence, and improved quality of care are positive and
point towards the effectiveness of the CHST model.
The research indicates that the collaborative approach

of the CHST underpinned the success of the team
and should form the basis of any intervention.
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