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1 Introduction
The Dementia Quality Mark (DQM) accreditation criteria for care homes is being
introduced and processed in care homes in the South West. This innovatory way
forward has mainly been informed by the ‘Living Well with Dementia Strategy’
(2009), ‘Dementia UK Report (2007) and Tom Kitwood’s (1997) original ‘person to
person’ dementia care model. In addition, the prevalence of dementia cases,
consisting of between 50-60% of beds in South West care homes, also triggered
demands for extra staff training and specialist guidance. In response to these
precipitating factors, David Francis, Dept. of Health South West (2010) produced a
DQM assurance person centred toolkit designed around Care Quality Commission
(CQC) standards. This DQM toolkit was trailed by six South West councils BANES,
Bristol, Dorset, Plymouth, Gloucester and Wiltshire. The ongoing process within
each council required accreditation and Plymouth University was commissioned to
provide an evaluation of the implementation of the accreditation process and to
provide recommendations for its future use.
To facilitate the evaluation, the following research requirements have been defined:
1. A description and evaluation of the approaches of the participating South
West councils to implementing the DQM
2. An identification of any wider benefits to the DQM implementation such as
improved standards to care homes
3. An evaluation report on South West progress with recommendations for future
development including training.
To achieve these objectives the evaluation will track the implementation and
accreditation process in each council from receipt of applications from care homes
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through to the decision to award or reject the DQM. It is hoped to follow this process
for two applications in each of the participating councils. The evaluation entails:
1. Documentary analysis of care home application forms, assessors reports
following an assessment visit to the care home and minutes of panel meetings
2. Observation of a panel assessment visit to a care home
3. Interviews with panel members to understand any issues that might arise in
the process of accreditation.
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2 The DQM Operating Framework
The DQM is just one of many projects within the South West Dementia Partnership’s
portfolio and aims to promote improvements in the standards of care provided by
care homes. David Francis lead the development of the DQM as a single standard
quality assurance tool and thus an accreditation process that would reassure those
who are choosing a care home for their loved one that the quality of care received in
the home meets the needs of people with dementia. On a wider scale, accreditation
would also set standards by which the care homes providing dementia services
could aspire to. The lead on this was taken over by Plymouth City Council (PCC)
who established the current implementation processes as regional co-ordinators of
the pilot study.
In 2010 a discussion paper produced by the South West Dementia Partnership,
‘Dementia Quality Mark Operating Framework’, identified how the DQM would be
made operational and how it would be structured. The foundations of the operation
of the toolkit are placed within a small panel of people comprised of a local
commissioner or contract officer, a representative from the provider perspective and
a representative for people with dementia who reside in care homes. An independent
Chair, although not someone from the local authority, would also be appointed as
well as recruiting suitable others to join the panel if necessary.
The process itself utilises a series of templates beginning with an application form for
the care home to complete. Upon receipt of the application, a member of the panel
or a person nominated on the panel’s behalf reviews the application. If the
application is deemed to be robust it is then that the reviewer arranges to visit the
care home. If the application is not robust then the application will be returned to the
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care home with an explanation and recommendations to enable resubmission of the
application.
Upon receipt of a robust application and the visit to a care home arranged, recording
sheets or score sheets are employed on those visits by the reviewer to ascertain
whether or not the applicant has achieved a set of core standards as stipulated
within the Operating Framework. The result of the visit could be any one of the
following:
1. Recommendation to the panel the DQM is awarded
2. Recommendation

to

the

panel

that

DQM

is

awarded

but

with

recommendations for further action by the provider
3. Recommendation to the panel that DQM is deferred with recommendations
for further action by the provider
4. Recommendation to the panel that DQM is not awarded.
Whichever one of these recommendations is chosen is put before the panel along
with the recording sheet or score sheet for the panel to make the final decision. This
is then reviewed on an annual basis to continuously seek ongoing improvements in
the quality of care given by the service provider.
2.1 The DQM Pilot
The DQM pilot began as a regional initiative driven and co-ordinated by the South
West Dementia Partnership. In total six councils in the South West signed up to
become part of the pilot project including Plymouth, Dorset, Bristol, BANES,
Gloucester and Wiltshire. Work was scheduled to commence on the DQM pilot in
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July 2010 with completion of the pilot in January 2011. The following table provides a
summary of the development plan.
Table One: DQM Development Plan
Phase

Timescale

What needs to happen

Scoping

To mid July
2010

Modelling

August 2010

Adjusting &
Anticipating

September
2010

Planning trial &
evaluation

September
2010

Preparing providers
Applications received
& initially assessed
visitor training
Visits completed
Panel confirmation
Initial review of
process

October 2010
November 2010

Identify stakeholders; test concept with
stakeholders; research variants; focus
group; checking interest
Develop detailed model; circulate for
comment & discussion
Revision of model in light of feedback;
commissioners to check they can go
ahead with trail & consider:
1. Resources esp. admin support
2. Panel construction
3. Capacity for visits
Meeting with key stakeholders to plan trial
and road test model; offer to sample of 810 providers to be involved
Day event; provision of tools and advice
Applications returned and assessed by
panel; one days training for visitors

December 2010
January 2011
January 2011

Feedback sought; meeting to consider
lessons learnt; confirmation of cost
structure; review of initial benefits

Source: Francis D, South West Dementia Partnership, 2010

In conjunction with the development plan, both human and financial resources for the
pilot for the DQM were accounted for per application received. The Operating
Framework (Francis: 2010) stipulates that each application requires:


One hour preparation time (professional rate with overheads estimated at £30
per hour)



Three hour visit/report time plus one hours travel time and costs
10



Fifteen minutes panel time (x 3 professional rate plus room to be £100 per
hour)



Thirty minutes admin time (estimated at £20 per hour)



10% contingency costs and contribution to the general running of the scheme
(training e.t.c.).

On this basis the calculation for the use of professional rates will be as follows:


One hour pre-visit preparation time - £30



Three hour visit/report time plus One hour travel time and costs (100@40p) £100.40



Fifteen minutes panel time - £25



Thirty minutes admin time - £10



Overall total (including 10% £23) - £248.

Therefore, on average, each application reviewed and assessed by the panel will
cost a total of £248.
However, with the demise of the South West Dementia Partnership work on the pilot
was delayed and resumed when PCC were nominated as the co-ordinators of the
project. During 2011 PCC commenced management of the work begun by the
Partnership and commissioned Plymouth University’s Dementia Research Team to
conduct the evaluation research which began in May 2011. This coupled with major
changes from central government in the structure and finances of public services
that are likely to have significant impact upon service provision, means that the DQM
is being piloted at a difficult and challenging time for local authorities. Consequently
the capacity for local authorities to develop the pilot within the timescale stipulated by
the Operating Framework has been curtailed.
11

The remainder of this report will provide a discussion of the development of the DQM
process by each of the participating councils given the constraints and limitations
within which they must operate.
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3 Methodology
The aim of the project is to evaluate the process taken by each individual council
involved in the pilot study during their implementation of the DQM. It was felt by the
research team that this could be conducted in three stages. These are:


Stage One: documentary analysis of care home application forms, assessors
reports following an assessment visit to the car home and minutes of panel
meetings



Stage Two: observation of a panel assessment visit to a care home



Stage Three: interviews with panel members to understand any issue that
might arise in the process of accreditation.

During the initial stage of this research, data and documentary evidence has been
requested from all of the participating councils in the pilot study. Although Stage One
of the research stipulates that documents relating to care home applications and
assessor reports are the only requirements for analysis, the research team have
requested all documents relevant for the implementation of the DQM. It was felt that
this would provide the research team with a greater understanding of the processes
and issues involved in implementing the DQM accreditation and that this would allow
for a more comprehensive evaluation of the pilot study. It also offers the opportunity
to track the developmental phase undertaken by the Lead Officers for each of the
participating councils and to identify their adaptations and perspectives on the
templates originating from the Operating Framework.
A documentary analysis was considered to be an appropriate methodological tool as
documents are rich sources of data. They are communicative tools that give
expression to forms of action or can be translated into forms of action. Language
13

embodied in a document is a medium of both thought and expression as they serve
to make things visible and it is this visibility that is tied into a variety of social
practices (Prior: 2004). Therefore when various organisations produce documents
“they transform diverse circumstances and people into documentary forms that can
be processed in relatively predictable and standardised ways” (Atkinson and Coffey,
2004: 61). The documents collected and gathered provides the research team with
an understanding of how each of the participating councils have identified how they
perceive the DQM can be implemented and translated this into areas of social
practice by which to conduct this implementation.
In order to identify areas of practice by the participating councils, the research team
have interrogated the documents through the following key questions:
1. What measures have the participating councils taken to implement the DQM?
2. What is their timeline/timeframe for implementation and is this being
achieved?
3. What are their achievements to date?
4. How have they utilised the templates as given in the original Operating
Framework?
Stages Two and Three of the evaluation have been subject to change due to the
ongoing development of the DQM pilot across the participating councils. It has not
been possible for the research team to observe panel assessment visits to care
homes, therefore Stage Two of the process has involved observations of panel
meetings from one participating council which were also digitally recorded.
Observations were felt to be appropriate as they allowed the team to look, listen and
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record the meetings as they happened. As noted by Bryman (1988) the aims of
observational research are to


See through the eyes of others to view events from the perspective of those
being studied;



Provide a description of the minutest details in order to understand what is
happening within a particular context and;



View it as a process in which the social life under observation involves an
interlocking series of events.

Consequently this has enabled the research team to oversee the decision making
process of the DQM panel and to identify, through the process of observation, any
problems that may have arisen during the process of accreditation. At the final panel
meeting which the research team observed, an opportunity was taken to semiinterview panel members on their thoughts and experiences of the DQM pilot.
The research team were also invited on occasions to the regional DQM meetings.
Observations from these meetings have been utilised, in addition with observations
from panel meetings, to inform the evaluation.
As the pilot developed it was felt that it would be valuable to interview care home
managers, rather than solely panel members, to ascertain their experiences of the
DQM application and process of accreditation. This was facilitated through
conducting focus groups in two of the participating councils and, in one focus groups,
members of the DQM steering group were also in attendance. A focus group was
utilised as it enabled facilitation of a group discussion rather than the discussions
being solely lead by a member of the team (Silverman: 2006) and for care home
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managers to share with each other their own experiences of the DQM process. The
focus groups were based around a number of key themes. They included


Influences in applying for the DQM



Care home managers understanding of the application process and the ease
and/or difficulties they encountered during the process



What help and support they received from their respective councils



What benefits and impacts the whole process had on service provision



How they foresaw the future developments of the DQM.
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4 A Review of the Six South West Councils Implementation of the
DQM Process
This section focuses on the implementation of the DQM by each of the six
participating councils. The following discussion will describe the approaches taken
during the implementation process based upon the documents made available to the
research team and observations of panel meetings. A table detailing all of the
documents received to date can be found in Appendix One.
4.1 Plymouth DQM
Background statistics
The estimated number of people with a dementia in Plymouth for the year 2010 is
3074 and will rise to 3967 by 2021 an increase of 29%. Currently there are 1118
(36%) with a diagnosis of dementia and at least 1956 people have not received a
formal diagnosis. Overall Plymouth is ranked 131 out of 169 on the league table for
the rate of diagnosis of dementia amongst local health areas and SHAs (Tesco,
Alzheimer’s Society and Alzheimer Scotland: 2011).
The target set for care home applications in the DQM pilot is twenty four to be
achieved by completion of the pilot study in December 2011. The following table
(Table Two; page 18) provides Plymouth’s progress on achieving this target.
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Table Two: Progress to Date of Plymouth’s Care Home Applications
Care Home engagement

DQM awards
to date

Completion of 24 applications by
December 2011

Care home engagement x22
7

22 out of 24 applications are to be
completed by the end of the pilot
study

Completed applications
received by Sept 2011 x10
Completed applications
expected by Nov 2011 x10
Applications reviewed by DQM
panel x8

Plymouth DQM Implementation Process
As the lead authority for the DQM, Plymouth is making progress in their
implementation of the DQM and has taken an effective leadership role in offering
guidance and assistance to their cohorts in the pilot study. Appendix One provides a
list of all of their documentation received and this has been shared widely amongst
the additional five participating councils. The documentation indicates that Plymouth
has taken a team approach to their implementation of the DQM and, from the
research team’s meetings with Plymouth, it has been ascertained that four members
of staff have been tasked with overseeing this work but they have not been recruited
on a full time basis.
As the nominated co-ordinators of the pilot study Plymouth has allocated a project
support worker to act as a central administration point for all of the other participating
councils and to regularly maintain and update records of each of the pilot participants
to monitor and track their progression during the implementation phase of the DQM.
The council have also appointed an overall project manager who has a dual role as
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the manager for the Older People’s Unit. In addition to this Plymouth has also
organised and conducted regional meetings between all of the participating councils
in the DQM pilot. The purpose of which has been to share information and best
practice and to troubleshoot any issues or concerns that the six councils have.
Plymouth has also created a logo for the pilot study as well as the DQM awarding
certificate given to care homes. An action plan to oversee the management and
development of the pilot study has been developed by the Plymouth team. This
includes:


Finalise project plan; establish project structure and governance; appoint
resources – January 2011



Regional co-ordination: establishing regional meetings for co-ordinators and
provision of regional updates – January-November 2011



Local co-ordination: establishing panel; identifying early adopters; convene
preparation meetings; establishing workforce development meetings and
communication plans; developing a business case to integrate DQM into
accreditation processes; commission of evaluation research – JanuarySeptember 2011



Establish workforce development board for competency based dementia
training for all care homes; roll out first tranche of care homes attending CQF
training – January-July 2011



Design baseline survey to gather data on the quality of commissioned
services, safeguarding incidents and service user satisfaction – January-April
2011



Visit care homes to introduce the DQM and commence the pilot study –
January-February 2011
19

In terms of Plymouth’s implementation of the DQM for their locality, Plymouth has
awarded seven homes a DQM. As an example of a successful care home, Panel
meeting minutes indicate that a DQM was awarded because the care home
demonstrated an enabling and positive approach to their care of people with
dementia through the provision of a variety of activities, strong leadership from the
care home manager, positive feedback from residents, a comprehensively
completed application form and members of staff who were easily identifiable to
residents with colour coded clothing. To oversee this process Plymouth has created
and implemented a process map for care home applications. The following table
provides a summary of this process.
Table Three: Plymouth DQM Process
Stage
1-3
of
the
Implementation process
Stage One: Pre-vetting

Stage Two: Panel members

Stage Three: Award of DQM

Plymouth Tasks for each stage
1 Invite care homes to apply
2 Send applications
3 Applications returned
4 Applications assessed on
evidence/safeguarding
5 Accepted applications go to panel
6 Rejected applications sent standard
letter advising on why/what they have
failed
1 Review application, CQC & references
2 Conduct visit & provide
recommendations
3 Make a decision to award or not to
award
3 DQM awarded
4 DQM deferred
5 DQM with recommendations
6 DQM not awarded
7 Advise home of decision
1 Record scores and panel decision
2 Set date for review
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This process map has been the subject of debate amongst panel members. One of
the key concerns of the panel was the vetting or screening of applications prior to
their review during panel meetings. A transcript from one of the panel meetings
highlights this point (Appendix Two).
Minutes from the steering group suggest that this was raised with the project
manager and that someone has now been nominated to check all of the DQM
applications when they are received. An email update from the Lead Officer for
Plymouth states that this has now been made operational. In addition to the queries
raised about the vetting or screening of applications, panel members also felt that
care homes should receive guidance in completing their applications. This was noted
during one of the panel meetings as the minutes indicate that panel members were
concerned about the personal details, care plans and patient profiles included in a
particular care home application. It was felt that guidance was required for care
home managers to assist in their application for the DQM. The research team has
been notified that, given these concerns, the Chair of the panel has produced a care
home support document to assist care homes in their application for the DQM.
Alongside this, a review team and a support assistant have been appointed to
oversee the applications from care homes with the provision of workshops and
ongoing support during the application process. One day per week has also been
allocated to verify applications and ensure that returns for minor issues are avoided
where possible.
Another concern identified by the panel is the time taken by panel members in terms
of processing applications and fulfilling administration duties and the difficulties in
establishing an efficient and effective panel (Appendix Two). Although this is clearly
an issue for the panel, there is no documentary evidence to suggest that these
21

concerns have been raised and, more importantly, have been addressed. However
the steering group minutes suggest that administrative support will be provided and
further correspondence with the Lead Officer states that this is now operational.
As the lead authority for the pilot study, Plymouth has been considering the
sustainability of the DQM after the initial pilot phase. Currently panel members have
been tasked with keeping a log of the timescales involved in their decision making
processes for reviewing care home applications and awards. For two applications
discussed so far in panel meeting minutes, the assessment and subsequent award
of a successful application took a total of 16 hours (two panel members: 4 hours for
a visit; 3 hours preparation time; 1 hour to write up report) whilst the initial
assessment of another application has taken 7.5 hours panel time. However these
timescales do not include the wider administrative duties and assessment of care
home applications prior to their review at panel. Therefore the total time given to a
care home application will be considerably longer. Correspondence with the Lead
Officer indicates that meetings have taken place with the councils’ accountants to
discuss the preparation of budgets for the long term implementation of a DQM
assessment model. This includes the costing of both financial and human resources,
use of particular venues and projections over time to accurately reflect the ongoing
sustainability of the DQM.
Plymouth has also had discussions with their legal team in respect of any challenges
or appeals made from care homes throughout the DQM process. Minutes from these
meetings indicate that Plymouth are considering utilising other panels to hear any
appeals or challenges to the process and it has been agreed that Plymouth shall be
the overall awarding body of the DQM.
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Since the pilot DQM commenced, Plymouth has updated their approach to the DQM
process.

Transcripts from panel meetings indicate that the panel are no longer

required to assess care homes through a visit, but that this will now be undertaken
by a support worker employed as a Visiting Officer (VO). This is in addition to the
support worker who will provide guidance to care homes and oversee their
applications. The new model indicates that one of the support workers will focus on
applications whilst the other as a VO will focus on visiting the home with both
providing a report to panel members accompanied by the application for a final
decision. However this has caused concern for the panel.
Transcripts of panel meetings reveal that, whilst the panel appreciate that the
support workers will reduce the time spent on assessing care home applicants, they
are concerned at the loss of independence and multi-agency assessment throughout
this part of the process (Appendix Two). As a compromise to this, the panel
suggested that one member of the panel accompany the VO (support worker) but
that this was rejected (Appendix Two). The panel have also provided a checklist for
the VO to assist in their assessment of care homes on their visits. Currently
however, there is no documentary evidence available providing a rationale behind
the changes to panel assessments and why this has occurred during the pilot stage
and not as a result of the evaluation after completion of the pilot.
Further developments to Plymouth’s DQM panel were made apparent at a recent
regional meeting. Plymouth unveiled its proposal for a permanent panel structure
following the pilot stage. It is proposed that the panel should be small and focused
with wider experience being provided by VOs. The new panel will be expected to
meet three times a year to decide upon an award of the DQM and offer advice on
omissions and gaps for unsuccessful applicants to improve upon in the future. A
23

representative from the VOs would also sit on the panel. The proposed structure is
as follows.
Proposed Panel Structure for Plymouth DQM
Panel members

Chair
(Commissioner)

Social Care
Specialist

Health
Specialist

--------------------------------------------------------------------------------------------------------------Visiting
Officers

Social Care
Specialist

Lay Visiting
Officer

Service
User Rep

Currently there is no documentary evidence to indicate that a consultation exercise
has been conducted about these proposed changes and when they will be put into
effect. Nevertheless the membership of the panel and ongoing assessments is a
complex part of the process that needs to be reviewed. Transcripts from panel
meetings highlight particular difficulties.
Members of the panel are concerned about awarding the DQM to homes when their
role as commissioners means that they have a comprehensive knowledge of the
applicants. This can complicate their decision making processes to the extent that
homes qualify for a DQM when they wouldn’t necessarily be commissioned to
provide services (Appendix Two). The panel commented that they would feel more
comfortable if the DQM was a kitemark which meant that care homes had achieved
something and would be based upon a developmental quality framework. Overall the
panel felt that it was the wording of the DQM that provided them with the greatest
24

difficulty and proposed the title ‘Developing Excellence in Dementia’ as a preferred
alternative.
4.2 Bristol DQM
Background Statistics
The estimated number of people with a dementia in Bristol for the year 2010 is 4352
and will rise to 4986 by 2021 an increase of 15%. Currently there are 1777 (41%)
with a diagnosis of dementia and at least 2575 people have not received a formal
diagnosis. Overall Bristol is ranked 81 out of 169 on the league table for the rate of
diagnosis of dementia amongst local health areas and Strategic Health Authorities
(SHAs) (Tesco, Alzheimer’s Society and Alzheimer Scotland: 2011).
The target set for care home applications in the DQM pilot is twenty four to be
achieved by completion of the pilot study in December 2011. The following table
provides Bristol’s progress to date on achieving this target.
Table Four: Progress to Date of Bristol’s Care Home Applications
Care Home engagement

DQM awards
to date

Completion of 24 applications by
December 2011

Care home engagement x14
2

Completed applications target
unlikely to be met.

Completed applications
received by Sept 2011 x4

Bristol DQM Implementation Process
Throughout the implementation process Bristol has demonstrated that it has the
capacity to move forward effectively in the pilot study. This is apparent in the rescoping of their original timeframe to meet achievable targets. They have also
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produced documented evidence linking their steering group outcomes to their action
plans. Minutes from their strategic meeting suggests that the DQM is to be integrated
and embedded into the Contract Compliance team’s work. In an email
correspondence with Bristol, it was stated that, as two of their DQM visiting officers
are also contract compliance assistants, it is logical that evaluating dementia care
will become a specific requirement of the service specification for each home utilising
the DQM tools.
Bristol has produced a number of documents during their implementation of the
DQM. A list of those received by the research team can be found in Appendix One.
One of these documents is the process map which is summarised in the following
table (Table Five, page 27).
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Table Five: Bristol DQM Process
Stage
1-4
of
the
Implementation process
Stage One: Pre-vetting

Stage Two: Visiting officers

Stage Three: Panel members

Stage Four: Award of DQM

Bristol Tasks for each stage
1 Send out applications to care homes
2 Applications returned
3 CQC accreditation
4 Admin team allocate applications to
visiting officers & lay assessors
1 Evaluate application
2 Accepted applications receive a visit
3 Rejected applications receive feedback
& recommendations
4 Conduct planned & unplanned visits
5 Score sheets for each visit
6 If visit validates application recommend
panel to award DQM
7 If visit does not validate application
recommend panel defer award of DQM
1 Review all documents &
recommendations
2 Make a decision to award or not to
award.
3 DQM awarded
4 DQM awarded with further
recommendations
5 DQM deferred with recommendations
6 DQM not awarded
1 Annual review for those who receive a
DQM
2 Possible appeal or right to question
rejection of award

This sits alongside their VO process map which can be found in Appendix Three and
the DQM timeline. The summary of the timeline that appears in the following table
(Table Six; page 28) is an adaptation of their initial document whereby different
phases of the pilot have overlapped and a certain amount of slippage has happened.
However the system is flexible to accommodate this.

27

Table Six: Bristol Timeline
Dateline for Actions 2010-2011

Actions

October 2010

Write to care home providers informing
them of the DQM and meeting
Provider complete application and
supporting information
Application and supporting evidence
received
Evaluation of applications and supporting
information
Regional meeting
Steering group meeting
Write to care home providers informing
them of the DQM and meeting
Feedback to providers on applications
Training event
Two homes visited in Phase One
Provider complete application and
supporting information
Steering group meeting
Regional meeting
Steering group meeting
Training event
Write to care home providers informing
them of the DQM and meeting
Application and supporting evidence
received
Allocation and care home visits
Panel and awards
Evaluation of applications and supporting
information
Regional meeting
Steering group meeting
Feedback to providers on applications
Allocation and care home visits X4
Steering group meeting
Panel and awards
Evaluation of the tranche process
Regional meeting
Evaluation of the DQM

November 2010-February 2011
28 February
7 March-9 May
21 March
4 April
9 May
16 May
23 May
23 May
23 May-29 August
6 June
20 June
8 August
22 August
22 August
5 September
5 September
12 September
12-26 September
19 September
29 September
29 September
3 October-14 November
21 November
21 November
28 November
5 December
5-12 December

In addition to this, Bristol has also collated the time taken by key members of the
DQM team as part of this implementation process. As given in the following table the
28

overall time devoted by these people in their implementation of the DQM is 43.5
hours.
Table Seven: Role in the DQM Process and Time given to Tasks

Role

Time
Taken

DQM Coordinator
Engage Care Home
Check and allocate completed
application
Receive report and arrange
panel
Attend panel to record decision
Write final report to Care Home

1 hour

TOTAL

7.5 hours

1 hour
0.5 hour
2 hours
2 hours

DQM Visiting Officer
Evaluate application materials
Hold pre-visit meeting

2 hours
2 hours

Formal Care Home visit
Informal Care Home visit
Write-up report with
recommendations
Attend panel to facilitate
decision

7 hours
3.5 hours

TOTAL
DQM Voluntary Visiting
Officer support
Evaluate application materials
Attend pre-visit meeting
Formal Care Home visit
Informal Care Home visit
Feed-into final report
TOTAL

4 hours
2 hours
20.5
hours

2 hours
2 hours
7 hours
3.5 hours
1 hour
15.5
hours

Collectively these documents indicate that Bristol have followed the lead as given by
Plymouth and considered all of the necessary requirements of a DQM pathway and
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have designed and implemented these procedures so that there is clarity and a coordinated approach throughout the process. An example of this is the process map
for all of the VOs. This process identifies the allocation of the tasks to be conducted
by the VO, linking this to a timeframe and the DQM process map.
Bristol’s assessment of the quality of care within care homes by their VOs is an
adaptation of the original score sheet template given in the Operating Framework. It
sets the standards and evidence base required, provides the VO with prompts and a
points system by which to grade the care home. This gives the VO and the care
home a clear indication of how they meet the requirements and where there are
gaps in their service for improvement, making it a positive and enabling process.
Overall Bristol’s achievements to date include:


Securing and training 4 x Visiting Officers



Establishing the panel and its terms of reference.



Engaging lay assessors/volunteer network to engage with the visits to care
homes, with a 'quality of life' remit that will extend beyond the life of the pilot
and has beneficial implications in terms of sustainability into Business As
Usual (BAU)



Lively and engaged DQM Steering Group has met twice



2 x Care Homes visited (twice, once formal and once informally).



Creation of supporting materials for more robust and evidence-based
assessment, such as checklists, scoring matrix and questionnaires.



Strategic discussion around DQM into BAU and the long-term benefits that
the DQM work will make for the Council, Providers, Care Homes and
residents.
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Legal advice obtained in respect of the appeals process and decision to
negate appeals altogether with confidence in a robust, evidence-based
process.



Engaged with various other LA's. Visits to Bristol now arranged with Wiltshire,
Gloucester and Plymouth to share ideas and materials.

With reference to the above, Bristol has engaged with the voluntary sector and their
internal performance information team in designing their DQM processes. Further
care home visits are planned for September 2011 and the Bristol team are already
considering how to develop the DQM after the pilot stage.
Following on from this work carried out in Bristol, a review of their initial
implementation of the DQM has highlighted difficulties in achieving their stated aims
and objectives. An email update from the Lead Officer suggests that VOs had
experienced difficulties in utilising the assessment materials and that care home
managers also experienced difficulties in completing the application forms. This, in
conjunction with Bristol seeking to embed the DQM within business as usual, means
that the DQM has been put on hold.
During this period, the Lead Officer is revising the DQM materials and continuing to
discuss with colleagues the DQM assessment framework sitting within Contract
Compliance Assessment (CCA) to ensure that the process is sustainable and to
reduce duplication within the overall assessment process. Currently the proposal for
a future DQM assessment process is that a pre-assessment checklist would be held
during the Contract Compliance team’s rota of visits. A copy of this can be found in
Appendix Four. After this visit the Contract Compliance officer would assess the
results of the checklist as well as their own impressions of the home to decide
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whether or not the home is to be invited to participate in a full DQM assessment. A
copy of this can be found in Appendix Five. If the care home wishes to participate in
the DQM process, then they would be sent an application form to complete.
Alongside this a visit would be undertaken by a Quality of Life assessor, recruited
from the voluntary sector, whose checklist would also include the eligibility criteria for
the DQM, thereby introducing a Quality of Life element into the process of
accreditation. The results of this, coupled with the CCA assessment and a completed
application form, would be passed to the panel for a final score and decision of
whether or not to award the DQM to the care home.
The Lead Officer for Bristol has also made revisions to the original DQM application
form. The revised form is a more streamlined approach with sections for comments
not only from care home managers but also Quality of Life Assessors as well as the
panel. A DQM workshop has been provided to assist care home managers in
completing the application and to maintain effective communications with the
managers as this was felt to be lacking within the overall DQM process. The original
scoring system devised by the Lead Officer was found to be unworkable in practice
and reduced the clarity required by VOs on what was to be measured and assessed
within the care home. This has now been simplified to met, partially met and unmet
as a scoring system acting as a guide to inform decisions made by the panel. Sitting
alongside the application form will be a family/carer questionnaire to be distributed
by the care homes and returned as part of the overall application package. This is in
recognition of the need to consult with the care home residents families as part of the
DQM process.
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For Bristol, the revisions are to re-focus the DQM onto the experiences of the
resident rather than the administrative process.
4.3 Gloucester DQM
Background statistics
The estimated number of people with a dementia in Gloucester for the year 2010 is
8445 and will rise to 11, 448 by 2021 an increase of 36%. Currently there are 3214
(38%) with a diagnosis of dementia and at least 5231 people have not received a
formal diagnosis. Overall Gloucester is ranked 109 out of 169 on the league table for
the rate of diagnosis of dementia amongst local health areas and SHAs (Tesco,
Alzheimer’s Society and Alzheimer Scotland: 2011).
The target set for care home applications in the DQM pilot is twenty four to be
achieved by completion of the pilot study in December 2011. The following table
provides Gloucester’s progress to date on achieving this target.
Table Eight: Progress to Date of Gloucester’s Care Home Applications
Care Home engagement
Completed applications
received by Sept 2011 x0

DQM awards
to date
3

Completion of 24 applications by
December 2011
Completed applications target
unlikely to be met. Although 6 out
of 24 applications are anticipated

Care homes that have
expressed an interest x20
Care homes invited to test
the process x6
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Gloucester DQM Process
Gloucester is making steady progress on their implementation of the DQM and a list
of all of their documents received so far can be found in Appendix One. They have
managed to secure admin support from Gloucestershire Care Providers Association,
reduced the use of hardcopy by relying on email correspondence and directing
potential applicants to the South West Dementia Partnership’s website for
application forms and Carer’s Gloucestershire and Alzheimer’s Society staff have
been recruited to become panel members and conduct care home visits.
Notifications of care homes awarded the DQM and any suspensions will be posted
on Gloucester council’s ‘Your Circle’ website and the Gloucestershire Care Providers
Association, Carers Gloucestershire and the Alzheimer’s Society websites.
The process undertaken by Gloucester to implement the DQM is similar to that of
Plymouth. The following table (Table Nine; page 35) provides a summary of their
process.
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Table Nine: Gloucester DQM Process
Stage
1-3
of
the
Implementation process
Stage One: Pre-vetting

Gloucester Tasks for each stage

Stage Two: Panel members

Stage Three: Award of DQM

1 Care homes submit application
2 Applications received are assessed &
logged
3 Accepted applications sent to panel &
arrange panel visit to care home
4 Rejected applications receive feedback
& signposted to CHST
1 Panel to meet quarterly
2 Conduct visit
3 Review of assessments and visits
4 Make a decision to award or not to
award
5 DQM deferred
6 DQM with recommendations
7 DQM awarded
1 Decision recorded
2 Set date for review
3 Suspension issues: both care home
and panel are informed of the need to
suspend DQM

This process sits alongside their DQM timeline. The following table (Table Ten; page
36) provides dates and action points to be completed.
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Table Ten: Gloucester Timeline
Dateline for Actions 2011

Actions

25 July-1 August

DQM team to contact six homes in the
pilot - completed
Invite letters sent to care homes completed
Responses of interest received completed
Confirmation
of
acceptance
letter
including toolkits; offer 1-2-1 mentoring;
homes to prepare applications
Panel meeting
Panel meeting
Receive applications; scrutinise and log
data; practice run for panel at a care
home
Send information to site officers
Panel meeting
Site officers confirm which homes they
will visit
Site visits conducted
Prepare for panel meeting; collation of
information from all involved; updates
from QAF team/complaints
Panel meeting ½ day
Decision of panel and awarding of
certificates

2 August
12 August
15 August-26 September

8 September
13 September
26 September

3 October
4 October
7 October
10 October-18 November
21 November-25 November

1 December
5 December

Following on from this work, a meeting between the research team and members of
Gloucester’s implementation team provided an update and overview of their
progress to date. Gloucester’s selection process for the DQM pilot had a number of
requirements for care home applicants. These were that:


Care homes had to demonstrate that they had a dementia link worker or
clinical lead manager in post;



Clinical lead managers had to have completed the Dementia Leadership
Award and;
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Care homes had the resources and ability to meet the needs of people with
dementia.

A random selection of six care homes were invited to apply for the DQM out of a
potential thirty who met the criteria and applications had to be completed within a
three week period. One particular home failed to meet this requirement and was
withdrawn from the process. All of this was driven forward by a steering group who
also recruited membership of the panel. This became a topic of debate amongst
steering group members as some felt that the panel was imbalanced. Whilst some
members of the panel did have a knowledge and awareness of dementia, some did
not and, as a whole, they did not have a specific understanding of how care homes
operate and are managed. Consequently, this was felt to be an error of judgement in
recruiting panel members and limited the scope for developing a diverse panel
(Appendix Six). The assessments undertaken by the panel were also a cause for
concern.
The standards and prompts checklist (adapted from Plymouth’s template) were used
prescriptively rather than as a guideline for visits to care homes. There was also a
lack of consistency and uniformity in reporting and giving feedback on visits to the
homes. However it was recognised that the timeframe for implementation limited the
amount of preparation and design of the documentation for assessments to be
carried out on this project (Appendix Six).
Overall Gloucester’s implementation of the DQM has been overshadowed by the restructuring of staff and services at Gloucester County Council. Currently no decision
has been made regarding the continuation of the DQM after the pilot stage.
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4.4 BANES DQM
Background statistics
The estimated number of people with a dementia in BANES for the year 2010 is
3334 and will rise to 4766 by 2021 an increase of 43%. Currently there are 1322
(40%) with a diagnosis of dementia and at least 2012 people have not received a
formal diagnosis. Overall BANES is ranked 93 out of 169 on the league table for the
rate of diagnosis of dementia amongst local health areas and SHAs (Tesco,
Alzheimer’s Society and Alzheimer Scotland: 2011).
The target set for care home applications in the DQM pilot is twenty four to be
achieved by completion of the pilot study in December 2011. The following table
provides BANES’s progress to date on achieving this target.
Table Eleven: Progress to Date of BANES’s Care Home Applications
Care Home engagement
Completed applications
received by Sept 2011 x1

DQM awards
to date
0

Completion of 24 applications by
December 2011
Completed applications target
unlikely to be met.

Care home engagement x6

BANES DQM Implementation Process
All of the documents received from BANES can be found in Appendix One. However,
it should be noted that the pilot phase of the DQM for BANES is still very much work
in progress. The research team however do have email correspondence from
BANES providing details of their progress so far.
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Currently BANES are behind schedule with their implementation of the DQM as the
council has undergone restructuring and therefore they have had to cancel their first
panel meeting. However BANES have achieved their aim of enlisting six care homes
to participate in the DQM and on receipt of their first application returned it to the
care home as they required further information. Another application is in process
from a second care home. On reflection BANES are considering rephrasing the
questions within the application form to provide clarity on the information required
from the care homes who apply.
BANES have sought guidance and assistance from both Plymouth and Bristol for
their assessment tools. They are combining the two score sheets from Plymouth and
Bristol but adding a score of excellent, good and so on instead of a simple yes/no or
marks out of ten. They are also pursuing a two year award which care homes need
to reapply for six months before their award expires. Their first visit to a care home is
scheduled for September 2011.
Since commencing the DQM pilot, the Lead Officer has had numerous discussions
with colleagues around embedding the DQM into business as usual following the
route taken by Bristol. The aim is to ensure that dementia care with care homes is
placed more substantially on the strategic agenda. Currently this is still work in
progress.
Of the six care homes who were invited to participate in the DQM, so far only two of
the homes have completed their applications. One has been deferred whilst the
other is still undergoing the process of assessment. For BANES, the deferred care
home application raised questions regarding the imbalance between outcomes and
processes and what exactly the DQM measured. In this respect, the care home
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demonstrated an excellent level of dementia care but did not have either
environmental or training audits in place. After discussions with colleagues and the
care home manager, the Lead Officer decided that there had to be one consistent
process that resulted in the care home agreeing to do the necessary paperwork for
the audits. Training was to be provided to the care home manager by the council
with the home undergoing re-assessment at a later date.
An email communication between the research team and the Lead Officer also
highlighted the difficulties experienced by VOs in conducting the visits. Concerns
were raised about the complexity of the process with one VO suggesting that service
user questionnaires were inappropriate and another suggesting measurement
indicators should be altered to reflect the quality of care provided within the home
rather than the administrative processes. To date the research team have not
received any documentation which details how these concerns are to be addressed
in the future.
However, BANES are still in the process of completing the pilot phase of the DQM
and have another four care homes ready to apply for the DQM award.
4.5 Wiltshire DQM
Background statistics
The estimated number of people with a dementia in Wiltshire for the year 2010 is
6311 and will rise to 9077 by 2021 an increase of 44%. Currently there are 1936
(31%) with a diagnosis of dementia and at least 4375 people have not received a
formal diagnosis. Overall Wiltshire is ranked 161 out of 169 on the league table for
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the rate of diagnosis of dementia amongst local health areas and SHAs (Tesco,
Alzheimer’s Society and Alzheimer Scotland: 2011).
The target set for care home applications in the DQM pilot is twenty four to be
achieved by completion of the pilot study in December 2011. The following table
(Table Twelve; page 38) provides Wiltshire’s progress to date on achieving this
target.
Table Twelve: Progress to Date of Wiltshire’s Care Home Applications
Care Home engagement
Completed applications
received by Sept 2011 x0

DQM awards
to date
0

Completion of 24 applications by
December 2011
Completed applications target
unlikely to be met.

Care home engagement x0

Wiltshire DQM Implementation Process
. Similar to BANES, Wiltshire is also behind schedule with their implementation of the
DQM due to the council undergoing restructuring and dealing with a number of
redundancies. The DQM is therefore due to be reactivated between September and
October 2011.
The research team have been informed that a project manager has been recruited to
work for two days a week on implementing the DQM. Wiltshire does have
engagement from both care and nursing homes and is looking towards Plymouth
and Bristol for guidance on developing the DQM.
Following on from the restructuring process at Wiltshire and recommencing with the
DQM, the council now have eight homes who have expressed an interest in
participating in the DQM. All of these homes are scheduled to receive a visit from the
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Lead Officer. In order to drive this forward, the Lead Officer assigned to implement
the process has drawn up guidance documents for the care homes who wish to
participate. In addition, to ensure that care homes are delivering excellent standards
of care, the Lead Officer and members of the steering group have stipulated that all
‘should do’ standards become embedded within the ‘must do’ set of criteria.
Similar to Plymouth, Bristol and Gloucester, Wiltshire has created and implemented
a process map for care home applications. The following table (Table Thirteen; page
43) provides a summary of this process.
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Table Thirteen: Wiltshire DQM Process
Stage
1-4
of
the
Implementation process
Stage One: Pre-vetting

Wiltshire Tasks for each stage

Stage Two: Visiting Assessors (VA)

Stage Three: Panel members

Stage Four: Award of DQM

1 Invite care homes to apply
2 Lead Officer send application pack
3 Care home managers send
family/carers questionnaire
4 All documentation returned to Lead
Officer
1 Evaluate application
2 Lead Officer allocates completed
applications to VA
3 Rejected applications receive feedback
& recommendations
4 Announced visits planned
5 VA provisionally scores care home
6Unannounced visits planned
7 VA amend scores if appropriate and
produce final recommendations
8 If visit validates application recommend
panel to award DQM
9 If visit does not validate application
recommend panel defer award of DQM
1 Review all documents &
recommendations
2 Make a decision to award or not to
award.
3 DQM awarded
4 DQM awarded with further
recommendations
5 DQM deferred with recommendations
6 DQM not awarded
1 Annual review for those who receive a
DQM

Currently Wiltshire is still in the process of completing the pilot phase of the DQM.
4.6 Dorset DQM
Background statistics
The estimated number of people with a dementia in Dorset for the year 2010 is 8050
and will rise to 10, 781 by 2021 an increase of 34%. Currently there are 2130 (26%)
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with a diagnosis of dementia and at least 5920 people have not received a formal
diagnosis. Overall Dorset is ranked 169 out of 169 and sits at the bottom in the
league table for the rate of diagnosis of dementia amongst local health areas and
SHAs (Tesco, Alzheimer’s Society and Alzheimer Scotland: 2011).
The target set for care home applications in the DQM pilot is twenty four to be
achieved by completion of the pilot study in December 2011. The following table
provides Dorset’s progress to date on achieving this target.
Table Fourteen: Progress to Date of Dorset’s Care Home Applications
Care Home engagement
Completed applications
received by Sept 2011 x5
(these have been refused due
to concerns regarding the
organisations)

DQM awards
to date
0

Completion of 24 applications by
December 2011
Completed applications target
unlikely to be met.

Dorset DQM Implementation Process
Since the beginning of the pilot project, Dorset has experienced difficulties in
adhering to the implementation framework of the DQM. In email correspondence
with the research team, it was stipulated that Dorset had withdrawn from the pilot
project. The reasons given were a lack of progress in the overall implementation of
the DQM with little take up from care homes within the locality. Care homes that did
apply for the DQM were rejected on the grounds of their poorly rated quality of
performance and care. In addition, concerns were expressed with regards to the
length of the application process in its entirety. Consequently the cumulative effect
resulted in Dorset absenting them from the pilot project. However, the council is in

44

discussions with Poole and Bournemouth about implementing a similar scheme
amongst the three authorities.
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5 Analysis of Focus Group Interviews with Care Home Managers
This section describes some of the key themes that emerged from the focus group
interviews with care home managers. Two focus groups (one in Plymouth and one in
Gloucester) were conducted to elicit the views of applicants and recipients of the
DQM to identify the care home manager’s experiences of the implementation
process and the significance of the DQM in their delivery of services both now and in
the future.
The data has been organised under the following headings:






DQM as a reflective process
Experiences of the application process
Efficacy of assessment
Value of the DQM award
Future directions for the DQM

5.1 DQM as a reflective process
One of the key themes that emerged from the interviews was that care home
managers felt that the DQM process gave them the opportunity to reflect on their
service provision. For some this was seen as an unexpected but positive outcome of
the application process as it enabled care home managers to gauge the level of care
currently provided and ways of improving.
Gloucester care home manager: I think we all think we are delivering the
service which is good but sometimes it’s good to step back, assess what you
are doing or have a look and re-assess what you are doing... what you might
be doing may not be good enough and other people can then give you
pointers on what to do. You know we all think we do good but at the end of
the day, it’s about continual learning and developing on what you can do to
come to the outcome as we have now.
Plymouth care home manager: [it’s] quite good to consolidate what you are
actually doing. So it give me a lot of chance to sit down and think and
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consolidate, put it in writing, just write what you are doing. So it was good
experience for me, hard work but it is worth it.
Plymouth care home manager: I was filling in the application and I thought
well actually that doesn’t sound very good. I need to do better and that’s what
happened to me. So mine took several months. I didn’t sort of just spend two
days aside. I just kept picking it up and putting it down. Picking it up and
putting it down and trying to implement things into the homes coz it did
change quite a few things and some of them definitely for the better of the
home.
Gloucester care home manager: I think it was good practice and a good way
of us gauging how far down the line we were and what we needed to improve.
Plymouth care home manager: I’ve definitely upped my game in quite a big
way. I upped my game on the quality assurance system. We are actually
recording now when the medication review took place from the Doctors,
before we wasn’t recording it.
For some managers, the DQM application didn’t necessarily lead to improvements in
service delivery but gave the homes an opportunity to evidence and receive
recognition for the care they deliver.
Plymouth care home manager: ... the Dementia Quality Mark doesn’t change
anything. We were always doing this. So really and truly I can’t see that there
is any difference to the service users’ coz all we have done is evidence and
earned for ourselves the recognition.

5.2 Experiences of the application process
There was a mixed response from care home managers regarding their experiences
of the application process. Whilst it was felt that the layout and gathering of evidence
for the application was reasonably straightforward, one particular theme that united
the managers was the feeling that the questions were repetitive.
Plymouth care home manager: The layout was easy and as such the form
that you just filled in and added to and you could add your appendices at the
back but what was difficult or frustrating was that it seemed repetitive to me.

47

Plymouth care home manager: It’s quite well prepared but what’s difficult is
the kind of, I thought I answered all and then same question coming up again.
Some care home managers discussed their difficulties in interpreting some of the
questions and suggested that the way in which the questions were worded made it
difficult to understand what was being asked of them.
Gloucester care home manager: It was quite difficult some of it. I mean lucky
enough there was three or four of us working on it. So when one of us was not
as good in knowing what they were saying or asking the other one could pick
it up. Sometimes you were filling it out thinking I don’t think we do any of that
and it was just sometimes XXXXX would help us along and say well actually I
think they might be asking this and then oh well, we do, do all that.
When asked how the application from could be improved, one care home manager
commented:
Gloucester care home manager: I think less ambiguity in the, you know, just
to appreciate that although it’s a project it’s going to be aimed at all levels of
people. Not necessarily people that are going to interpret jargonistic phrasing
and stuff like that. So maybe just to look at it and tweak it, simplify it.
One care home manager felt that the application form predominantly focused on day
care to the detriment of care provided by the home at night. This was considered to
be a disappointing omission considering that care provided within homes is based on
a twenty four hour round the clock service.
Plymouth care home manager: I was a bit disappointed to see there was no
questions about the care at night and considering I normally have 10 to 15%
of my clients up during the night, I was kind of really disappointed on that. And
I would say as well for a lot of care home managers sometimes they find the
night care the weakest link. And I think it’s a shame that they haven’t directly
asked questions about what people actually do at night time.
An interesting theme to have emerged from the care home managers interviews was
the comparison they made between the DQM

application

process

and

CQC

assessments. Some felt that the DQM offered a more flexible approach in providing
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evidence for assessments and that it could be adapted to the individual care home
requirements. Others, however, viewed the DQM as a miniature version of the CQC
assessment process that merely added to their already demanding workload.
Plymouth care home manager: [with] CQC you had to do it their way if you
agreed with it or not. This was so open ended you could do it how you felt was
right for the people in the home and I really liked that.
Plymouth care home manager: I think the application form allowed you to be
a bit creative.
Gloucester care home manager: It was like a mini AQUA and CQC. That’s
how I found it. In the initial you used to have to fill in, I can’t think what they
call it now, PCAs now but it was like a mini one of those really. It did take
quite a lot of thought and time.
Plymouth care home manager: My workload was such that it came to me as
another burden. I actually came to the point where I thought I wasn’t going to
do it because I couldn’t do it and I started to look through and I thought, oh
god, this is like another CQC report of which we have many and there are
many others.

5.3 Efficacy of assessments
In a similar vein to the application process, the assessments and visits to care
homes were also compared with CQC inspections. Overall the visits conducted by
panel members and VOs were looked upon more positively than those conducted by
CQC inspectors.
Gloucester care home manager: I think we based it sort of like on the CQC
coming in. It wasn’t as nerve wrecking once they were there. They did put you
at ease and everybody felt happy talking to them and yeah, they didn’t spend
a vast amount of time on the unit so, it was more talking and they did speak to
some families.
Plymouth care home manager: I felt that I could be guided by the people in
the home. As we have the inspectors in from CQC it’s always their way and I
don’t think their way is always right.
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Plymouth care home manager: The approach was quite positive. It’s not
coming to check you like the CQC inspection. We felt they came out to see
how we are doing. Is there any ways in which we can improve? They are quite
relaxed.
However, as with the application process, there was a mixed response from care
home managers in relation to the effectiveness of visits to care homes by panel
members and/or VOs. Some managers were very positive about the visits whilst
others were more critical.
Plymouth care home manager: Obviously like any assessment come
inspection you always feel anxious but I can’t speak highly enough of the
assessors. They were experienced, they were human and they could clearly
relate to the difficulties and the realities of that type of environment.
Gloucester care home manager: It was quite terrifying at times but they were
very, very good. They made you feel relaxed and after a while, you kind of
come back down to earth and I was able to answer a lot more than I thought I
would.
Gloucester care home manager: I have to say during the visit the inspection,
whatever you want to call it, it was quite in depth. They were very good I have
to say, they were exceptionally good. They were very nice. They were not
critical to you but they wanted to see absolutely everything. They wanted to
see evidence of everything. They spoke to a lot of people. So I think they
made an informed choice in what they saw.
Plymouth care home manager: I liked the two assessors who visited the
home. They appeared driven by seeing people positively occupied, that they
liked the real conversations including the banter between staff and the people
living in the home. Basically I was left with the feeling that we could continue
to be a home and less of a health care image.
Criticisms of the visits were levelled at how they were conducted and that the
visitor’s placed more emphasis on their checklists rather than the experiences of
residents.
Gloucester care home manager: I felt personally that it was blinkered. I was
disappointed when I was walking around because it was question, question,
question and I don’t think that they took on board or couldn’t see everything I
was trying to show them at the time. So I was just a little bit disappointed.
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Gloucester care home manager: I think they didn’t look at them [the residents]
on a whole more to what was on their list and what we could answer and what
they could see didn’t seem to be spending any time with the residents very,
very little. Certainly it felt like it was more about a checklist than what was
going on around them.

5.4 Value of the DQM Award
During the interviews, care home managers spoke of the benefits of applying for and
being awarded a DQM. They identified the award acted as a ‘mark of distinction’ that
provided the evidence of a successful care home.
Gloucester care home manager: I thought it was important for there to be a
quality mark in the first place for the people and families out there that want
some kind of distinction.
Plymouth care home manager: If you can say that you are an investor in
people, it shows that you’re committed to staff training and development and
saying, with this initiative, that you want to provide the best for your residents.
You want relatives and the wider public to know that your home is at that level
of performance and again from the business aspect, you want to show
yourself as a successful care home.
Plymouth care home manager: I think it helps them [people with dementia]
and their families to help supposedly choose a better home
However some care home managers were somewhat critical that the DQM was not
widely known amongst health and social care professionals. This was felt to be
disappointing as it meant that the award of a DQM didn’t necessarily place care
homes on a preferred provider list and that the quality of care provided in the home
could not be ‘sold’ to potential clients.
Plymouth care home manager: About six to eight weeks ago I approached
three social workers who came into the building and asked if they had heard
of the Dementia Quality Mark, not heard of it. So at the moment the process
we are in is not being drummed out so social services can’t sell it to the
people Now with the Dementia Quality Mark, Plymouth have gone in and
assess them and feel that they are a good home. Well if that is then drummed
out to social services, I don’t know if it’s going to be on a preferred provider
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list, but hopefully that will be passed on to the people in the home. That they
have homes which have been recommended by Plymouth because they have
the Quality Mark
The lack of knowledge of the DQM among health care professionals was frustrating
and meant that, for one care home manager, review of medications was not
instigated by the GP but at their request.
Plymouth care home manager: I found the GPs lack of knowledge just
astounding. We’ve got one GP that covers all and they have just changed into
new young GP. So we try to say do you know anything about Dementia
Quality Mark, we are entering into it? He said no. So I said right you really
want to review all anti-psychotic drugs as well as involve surrounding drugs,
too many of them. They don’t have to wait six months to swallow that drug to
be reviewed. So I said no it’s important, you have to do it now. So that is the
GPs lack of knowledge is very negative. I don’t know what kind of training
they have done.

5.5 Future directions for the DQM
Throughout the interviews, care home managers gave some insight into their
perspectives on the future of the DQM. As previously, many commented that it was a
positive process and should continue as it enabled care homes to strive for
improvements in the quality of care they deliver.
Gloucester care home manager: I think the positives is that it’s happening that
this is actually being looked at and it’s been acknowledged that we need one
of these and that the wheels are starting to put in motion.
Gloucester care home manager: I think it is not resting on your laurels and
continuing to strive for improvements and if you have to go through that
process of somebody saying a negative, then that is a good thing.
Plymouth care home manager: I think that the DQM is a positive piece of work
for the benefit of the elderly in relation to choice, quality of care and value for
money. I feel that care homes should strive to improve and get noticed for the
good care that they offer. I really hope the Dementia Quality Mark is
permanently implemented and not rejected at pilot stage.
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Care home managers also spoke of some of the problems that may inhibit the
continuation of the DQM. Primarily their concerns were centred upon any financial
costs or possible rewards attached to the application process after the pilot stage
and the resources and skills required to complete the application process.
Plymouth care home manager: ...in the paperwork it says that the wording
over low cost burden to providers. So if after the pilot they start to charge the
owners for the Dementia Quality Mark, I do not think that will go down
particularly favourable and I think that you would have lesser people applying.
Plymouth care home manager: So you could get home owners saying well
you know I’m not getting any financial reward, so what is the incentive for me
to improve my service and make all this effort and encourage staff
development and training and you know up my game when I am not being
rewarded for my efforts.
Plymouth care home manager: I would also like to see, very dreamy, rosy,
rosy tinted glasses that if you get the Dementia Quality Mark that you get a
discount with CQC coz you are doing their work for them. Personally I pay a
lot of money. I’ve had a 20% increase this year and I get less of the service
and I don’t really like CQC at the moment.
Plymouth care home manager: I mean it’s one thing not having the time
commitments and just feeling harassed by it, but for a lot of homes it’s about
people, the right skills within the work force to be able to write a report I would
imagine. A lot of people just don’t have the experience. I saw it myself. I said
to a member, very experienced senior carer particular interest in dementia, I
said just go and make it up. I gave her a few notes and it came back and
frankly I knew I had to do it myself. I just go back to the fact that we are so
very busy and it is yet another mark and sometimes you wonder whether it is
just worth it because it almost seems it doesn’t matter what quality indicators,
like Investors in People, nobody cares. It’s not being recognised that you are
actually been doing all this other work which is really important to, managing
people is actually the foundation of good care.
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6 Evaluation and Recommendations
This section draws together the key themes that emerged from the focus group
interviews and the review of the DQM implementation process by the participating
South West councils.
6.1 DQM implementation process by the six South West councils
Pre-vetting Process
Here there is a concern regarding the pre-vetting process relating to the engagement
of care homes in the DQM. There is no clarity or documentary evidence to indicate
on what basis care homes are or are not selected for the DQM. A failure to be
transparent in this process could lead to a legal challenge from the excluded care
home. Therefore the documented process needs to be clear on the criteria for
applying for DQM status.
Time and Cost Implications
The original timeframe and costs as given in the Operating Framework seem to be
overly ambitious. The evidence from Bristol indicates that at least 43.5 hours is
required from the DQM co-ordinator, VO and Voluntary VO support to conduct the
assessment process whilst Plymouth’s panel indicate that a total of 16 hours is a
requirement rather than the 5 ¾ hours as given in the original document for one
panel member per application. However the figures from both Plymouth and Bristol
do not take into account any additional administrative support. The costs given in the
original document are therefore also inadequate to meet the demands of fully
implementing the DQM. In addition, some of the participating councils are not only
behind schedule but also the resources allocated seem sparse to achieve the goals
required. Gloucester however has appointed a person to provide administrative
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support to the DQM process. Likewise Plymouth is providing additional
administrative support to this process.
Whilst the research team do not have a breakdown of the financial spends on the
DQM, it is recommended that a full cost recovery data is kept by all involved in the
DQM process as is currently being undertaken by Plymouth. In the long term, without
this data the local authorities would not be able to plan in their budgetary preparation
for a DQM assessment team. This data is critical for the long term sustainability and
future implementation or integration of the DQM processes into each participating
council’s assessment framework.
Recommendation One: Full cost recovery data and timescale for the overall
review/assessment of care homes for the DQM should be kept and monitored
to inform the long term implementation and sustainability of the DQM model.
Legal/Appeals process
The research team have not been able to ascertain if there is a legal framework that
underpins the implementation of the DQM. The only documentation relating to this
are both Plymouth and Bristol’s minutes of a meeting with their legal team to discuss
their concerns regarding appeals or challenges and risk assurances following
recommendations of the panel to award or not to award the DQM. Having looked at
the whole process it is recommended that each local authority ensures that their
legal teams are fully satisfied with their documentation, information and awarding
processes for a DQM.
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Recommendation Two: All of the remaining participating councils in the pilot
study should liaise with their legal teams to ensure due process in the
awarding of the DQM.
Local Accreditation Schemes
The research team were concerned that only one participating council were planning
to integrate the DQM after its pilot stage into their local accreditation processes. This
is something that all of the participating councils should consider. Accreditation
programmes are often considered as providing a visibility structure through which
society and the wider general public assures accountability and added value in its
investments in both health and social care (Mays: 2004). As suggested by Greenfield
and Braithwaite (2008) although evidence remains limited, there are improvements
within health and social care services for those who undergo accreditation with the
positive effects of accreditation being found in service delivery, operations and
outcomes (Mays: 2004). Taken in conjunction with the fact that the laws regulating
adult health and social care have changed within England to ensure that care home
providers have a duty of care that meets essential standards and promotes service
users safety, dignity and rights (Care Quality Commission: 2011), care home
managers have an incentive in applying for DQM status especially if this is
accompanied with financial incentives. In this instance not only will the DQM help
care homes to achieve the new standards underpinning social care provision but
also be adequately rewarded for doing so.
Recommendation Three: All of the remaining participating councils in the pilot
study should consider how the DQM sits within their existing accreditation
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processes to avoid duplication and provide added value as an additional
assessment tool.
Quantifying the term quality in the DQM Process
In discussions with two of the participating councils, there was a concern regarding
the term quality as a benchmark for accreditation. It was felt that the term kitemark
might be a more appropriate term to employ. In addition to this, concerns were
raised (particularly in Plymouth) with the award of a DQM being an absolute mark of
quality rather than a process that seeks to encourage continuity and ongoing
improvement in the quality of care provided by care homes. It was felt that the DQM
should become a developmental process demonstrating particular levels of
achievement, hence the suggestion ‘Developing Excellence in Dementia Care’.
Recommendation Four: The remaining five participating councils should
consider revising the award of the DQM towards an accreditation tool that
rewards continuing excellence in dementia care. Therefore the DQM process
becomes one that is based upon ongoing improvements and achieving
aspirations in the delivery of dementia care by DQM holding care homes.
Guidance in completing applications
The documentation would suggest that there are concerns surrounding the guidance
given to care homes in their application for a DQM. The research team recommends
that, all of the participating councils follow Plymouth’s lead with the provision of
guidance notes and a dedicated support officer to be made available to care home
managers to assist them in completing the application forms, supporting evidence
templates and provide advice on gathering the supporting evidence required.
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Recommendation Five: Guidance documents and a support officer should be
made available for all care home managers to assist them in their application
for DQM status.
Panel and Visiting Officers
There are variations in implementing the DQM from the perspective of panel member
duties and those of VOs. Two of the councils (Plymouth and Gloucester) have taken
an integrated approach whereby members of the panel allocate care home
assessments to each other and then consider their recommendations. Whilst one
council (Bristol) has separated the duties of the panel and employ a lead VO, a
supporting VO and a lay VO to conduct the care home assessments who then make
recommendations to the panel for the DQM award. The research team feel that both
options have their merits but there needs to be a separation of these tasks to
maintain a transparent and independent assessment process similar to the Bristol
model.
In consideration of this, the research team recommend that the participating councils
consider the use of lay assessors within their DQM assessment process akin to the
Bristol model. Research suggests that lay assessors within inspection teams can
improve the quality of inspection activity as they are impartial and independent
participants within the process and bring an alternative viewpoint to the inspection
teams (Simmill-Binning et al: 2007). Wright (2005) identifies the contribution of lay
assessors to inspection teams as compensating for the length of time that inspectors
could spend talking to residents, residents were more relaxed with and more likely to
talk to a lay assessor than an inspector and that lay assessors had the capacity to sit
and observe activity within the home that was not afforded to an inspector. Therefore
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lay assessors could be a valuable member and participant in the DQM assessment
process providing a different and complimentary perspective to the professional in
assessing the quality of care within the care home environment. However caution
needs to be exercised in establishing a panel that is solely derived from either
voluntary organisations or from those whose knowledge of care home management
is limited.
The research team have also been made aware that members of the DQM process
have concerns about their capacity to conduct assessments without some form of
accredited training programme. Therefore a relevant training programme should be
made available for all Visiting Officers before they commence visits to care homes as
part of the DQM process.
Recommendation Five: The participating councils should consider adopting
the use of lay assessors similar to that of Bristol but that the panel should
represent a diverse cross section of health, social care and voluntary sector
personnel.
Recommendation Six: Lead Officers should oversee and provide a
comprehensive training programme for all Visiting Officers in preparation for
their visits to care homes.
Reviewing assessment materials
Bristol, Gloucester and BANES all voiced concerns with the assessment tools
utilised throughout the implementation of the DQM. VOs expressed difficulties in
administering the assessment tools on care homes visits and there was a reported
lack of coherency and consistency in recording feedback on visits to care homes.
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Overall it was felt that systems and processes became the focal point of assessment
rather than the experiences of residents.
Recommendation Seven: All of the councils should reflect on the simplicity of
the assessment tools required for Visiting Officers and consider restructuring
the framework towards the experiences of care home residents rather than
organisational processes.
6.2 Focus group interviews with care home managers
Experiences of the Application process
A consistent theme in the interviews with care home managers was the difficulties
that they experienced in completing the application forms for the DQM. Some
managers indicated that there was more than one person involved in completing the
application and that it was an extremely time consuming process that merely added
to the demands placed upon them. Others argued that the process was repetitive
and the wording of some of the questions lead to problems in interpreting not only
what was meant by them but also what was required in terms of providing evidence.
In addition, completion of the forms was considered to be a particular skill that many
care home managers did not posses. Overall the application process gave little
thought to the resources required to complete the forms and the skills necessary to
articulate evidence of the quality of care provided.
Recommendation Eight: As well as providing support to care home managers
in their completion of application forms, the councils continuing with the DQM
should consider ways in which the forms can be simplified and adapted to the
skills of the care home workforce. Consideration should also be given to the
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wording of questions and to restructuring the forms to avoid duplication and
provide clarity on what is required.
Efficacy of assessments
An overwhelming majority of care home managers discussed the positivity that came
with visits to the home by panel members and VOs. However a small number of
people indicated that they were disappointed with how the visits were conducted and
felt that the focus of the visit was weighted in favour of meeting the requirements of a
checklist rather than observing the experiences of residents who lived within the
home. Consequently the observations of whether or not the needs of residents were
being met and sharing the home experience with residents was overshadowed by
the need to evidence organisational procedures.
Recommendation Nine: During the training programme in preparation for
visits to care homes, the councils should ensure that the onus of assessment
is on the lived experiences of residents within the home and demonstrable
evidence of person centred care.
Value of the DQM Award
The majority of care home managers felt that the DQM offered homes acted as a
signifier for homes as evidence of providing excellence in dementia care. This set
them apart from other care homes that did not achieve or had not been invited to go
through the DQM process. However this was only felt to be of value if marketed and
disseminated effectively not only to potential clients but also to health and social care
professionals.
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Recommendation Ten: All of the remaining councils in the DQM project
should consider putting together a preferred providers list for all of those who
have achieved a quality mark. In addition, the councils should consider
involving the media to publicise the work of the care homes and their
achievement in attaining a DQM.
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7 Conclusion
Clearly, for some of the participating councils, the implementation of the DQM has
been a difficult process. Re-structuring programmes within the council and limited
resources have negatively impacted upon progressing implementation plans which,
for one council, resulted in their withdrawal from the process. Similarly trialling the
DQM among the care homes has lead to a further reflection and refinement of the
process and, for some, to re-define the focus of the assessments. However, for
those who remain involved with the DQM, there is the will and commitment to
investigate the sustainability of the accreditation tool and fully embed the DQM within
the assessment processes of the respective councils.
The data gathered from interviews with care home managers is a testament to the
belief in the value an award of the DQM brings to the standards of care within the
home. The DQM was looked upon as a positive addition to the assessment of care
within homes even if it was felt by some to be a burden given their already heavy
workload. Overall it was considered to be a mark of distinction and as a measure by
which potential clients could make an informed decision upon a care home for their
loved one. It demarcated the quality of service provision between those who had
been awarded a DQM and those who had not.
Therefore whilst it is recognised that all of the participants value the addition of the
DQM to the assessment process, a full appraisal of both human and financial
resources and the methods of assessment needs to be undertaken in order to
embed and resource the DQM effectively within each of the council’s policy and
practice framework. In doing so, each of the participating councils will ensure the
sustainability of the DQM beyond the initial pilot stage and provide a meaningful
accreditation tool for care homes within the South West.
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To conclude, in the words of William A. Foster:
"Quality is never an accident; it is always the result of high intention, sincere effort,
intelligent direction and skilful execution; it represents the wise choice of many
alternatives."
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APPENDIX ONE: Documents from the six participating councils

BRISTOL

PLYMOUTH

GLOUCESTER

WILTSHIRE

BANES

DORSET

1. Steering group
minutes x3
2. Completed
application forms x5
3. Process map
4. VO process map
5. ToR panel
6.ToR steering group
7. FAQ leaflet
8. Care home score
sheet
9. Care home staff
questionnaire
10. Introductory letter
11.Legal steering
group
12. DQM timeline
13. Appeal/legal
process
14. Email update notes
15. Time and motion
appraisal
16. Panel meeting
minutes x2
17. Report of DQM
award for care homes
18. Pre-assessment
checklist x2
19. DQM assessment
model

1. Steering group minutes x2
2. Completed applications x2
3. Panel meeting minutes x3
4. DQM project plan
5. Process map
6. ToR steering group
7. ToR panel
8. DQM outcomes
9. Specification for evaluating
DQM
10. Cabinet report –
delegated authority
11. DQM certificate
12. DQM design
13. DQM logo
14. Project evaluation
contract
15. Project evaluation
document
16. DQM
standards/outcomes mapping
17. Dementia services
specifications for care homes
18. Appeal advice
19. Application log panel
spreadsheet
20. Approval process
21. Progress update sheet
22. Application form
23. Dementia improvement

1. Steering group
agenda
2. Process map
3. Minutes of meeting
x2
4. Work streams for the
team x3
5. Action plan
6. Criteria for panel
membership
7. ToR steering group
8. FAQ leaflet
9. Feedback from
regional meeting
10. DQM timeline
11. Letter of invitation
12. Email update notes

1. DQM action
notes
2. Telephone
update notes
3.DQM process
map
4. Letter of
invitation
5. Email update
notes
6. DQM guidance
notes
7. DQM standards
checklist
8. DQM application
form
9. FAQ leaflet
10. Improvement
plan
11. Environmental
audit
12. Dementia
improvement
template
13. Training plan
14. Family/carer
questionnaire

1. letter of invitation
2. Letter confirming
sign up to DQM
3. Email update notes
4. Care home
assessment sheet
5. DQM approval tool

1. Email
update
notes
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20. Bristol’s pilot
evaluation

template
24. Environmental audit
25. Discussion group leaflet
26. DQM VOs checklist
27. Email update notes
28. Panel meeting transcripts
x3
29. Proposed permanent
panel structure
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APPENDIX TWO: Excerpts from Plymouth’s Panel Meetings
Transcript of panel meeting with reference to the process map (page 21)
“Panel member 1: if a project officer is looking at it are they going to be skilled enough to know (Panel member 2: skilled
enough to know whether it’s a robust application) so part of that flow chart, you have all seen the flow chart have you? The
flow chart is all the flows of this before it gets to us and then the bit before is the bit that’s not clear for me exactly as you
describe. What happens if actually the information is not there, it might just be lacking in quality of information. So I think we
will probably see on that flow chart saying panel members will not do the visit and I don’t think it needs to come here
because otherwise we will just be wasting our time. It just bounces back. It’s a quality assurance thing isn’t it?”
Transcript of panel meeting with reference to time allocated for administrative tasks and setting up a panel (page 21)
“Panel member 2: …what we could do during this pilot phase is try and scope out roughly the time we need for seeing this
forward.
Panel member 1: Yeah and even just set a target of two hours and if we then all of us say well we couldn’t achieve it in two
hours then we could say well, every panel application will take two hours for this, two hours for that. And then we stick to
those two hours and if we can’t do it we say every application is going to take four hours and actually four hours wasn’t
achievable.”

“Panel member 1: You know it’s taken me two years to get to a panel that is slick and efficient because we used to spend a
lot of time just going through quality issues and debating what’s going wrong here. And actually that isn’t the purpose of the
panel but you have to go through that.”
Transcript of panel meeting with reference to change in the assessment process (page 23)
“Panel member 2; So the preparation, the visits and the writing up between two people was about fifteen hours, so it is
labour intensive. So having the two workers will enormously reduce that time. I just can’t help but fear that we’ve lost some
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of the essence of it. So we’ve lost some of the multi-agency assessment. We’ve lost the independence. And I’m not quite
sure what the role of the panel is.”
Transcript of panel meeting with reference to panel members accompanying Visiting Officer (page 23)
“Panel member 1: I suggested that what we do instead is that one of them and one member of the panel go. It’s then up to
speed and they take the panel member with then on a visit. That will half the work immediately. It will keep the independence
but XXXXX doesn’t even want that.”
Transcript of panel meeting with reference to awarding the DQM (page 24)
“Panel member 4: If I was to quality assure a home based on that benchmark (Quality Assurance Framework) and say I
can’t actually award you this contract because you are not meeting these quality standards and then I’ve got a panel of
which I could be a member of, to then say well, we’ll award you a Dementia Quality Mark because you are treating these
people with a personalised approach but actually I’m not going to award you a contract because your quality standards don’t
meet these specific things that another body has said you have to meet. And then CQC come along and say you are not
going to be non-compliant, so I don’t feel that the three elements are working. There is a bit of conflict.”
“Panel member 3: I think it is difficult because we are informed by all of our knowledge of the homes because we work with
them on a daily basis. So we are not really objective.....in one breath you are saying I can’t award you this outside this
meeting but I am giving you this, but it doesn’t make sense.”
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APPENDIX THREE: Bristol’s VO Process Map
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APPENDIX FOUR: Bristol’s DQM and CCA Pre-Assessment Process
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APPENDIX FIVE: Bristol’s DQM and CCA Full Assessment Process
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APPENDIX SIX: Excerpts from the Gloucester Focus Group
Transcript of focus group with reference to panel selection (page 37)
“Steering group member: The panel then consisted predominantly of representation from the Alzheimer’s Society, Carers
Gloucestershire and another dementia education nurse who had no relationship with the care homes. That person had
worked with domiciliary care services. For me personally it was an imbalanced panel. I don’t believe it was a correct panel. I
would have liked to have seen, I wasn’t sure about the other education nurse. I would have preferred that to have been
maybe somebody who rather than having a really good knowledge about dementia, I felt that person needed to have a really
good knowledge about the workings of a care home. So I was one of those people in the steering group that was arguing
this panel and disagreeing with it. But I lost the argument or debate.”

Transcript of focus group with reference to panel assessments (page 37)
“Steering group member: We were putting together the standards and prompts checklist that came from the regional
directive and we were still putting that together as we were organising going to the care homes. So absolutely it was very
much a working or a living kind of project without a doubt and I think in retrospect or in hindsight, more time maybe we could
have defined things better and got things better.”
“Project Administrator: the standards and prompts were made by the people in the panel. They were never really agreed.
There was another debate about the standards and prompts, it went on and on, and in the end we just settled with what we
had but once the feedback came back there was no way to record it evenly. So there should have been negatives and
positives but there wasn’t because panel hadn’t made a form that collected the information that way. We changed it so much
from the original form we couldn’t then correlate it to what other people had done because our form looked nothing like their
form. So there was no way to capture evenly what every home was doing in every area.”
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“Steering group member: I think the standards and prompts checklist what it did was it gave a few examples but I think what
happened was the panel just focused in on the examples to the detriment that they stopped looking around some of the care
homes or stopped asking some of the right questions. I think it got in the way.”
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