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1. Executive Summary 
 

The MHL Leadership Support Programme aims to support and empower care 
professionals from across health and social care settings to enhance and sustain a 
positive relationship-centred culture in their care settings where the quality of life of 
residents, relatives, managers and staff, can thrive. 

The report documents the key learning and outcomes of a cohort of 9 care home 
managers who completed a programme of workshops, action learning sets, and 
practice development, over a year from February 2016 through to validation in 
January 2017. Local Councils, private and independent homes were represented. 
Together they are responsible for 197 residents and 293 staff in the Borders. Despite 
their diversity in terms of sector, size, type and inspection ratings, the issues, 
challenges and achievements that managers reported over the course of the 
programme showed remarkable similarities.  

 

1.1 Key findings 
Six of the participants say that their leadership skills, and in particular, their 
communication skills have improved over the course of the programme. Furthermore, 
all of the participants say that their confidence in their role has increased, and that 
they feel more secure in their roles. Many of the positive changes reported related to 
their relationships with, and the development of, staff, which in turn fundamentally 
benefitted residents and their families. Examples of key learning are: 

• Some participants say that their leadership and communication skills have increased or been 
enhanced 

• Most participants say that they have become more secure and confident in their role as managers, 
which has resulted in giving other staff more autonomy in; problem solving,  decision making, 
generating ideas, leading meetings, and shaping their supervision. In turn, this has resulted in staff 
taking initiative more often. 

• Most participants reported an increase in staff morale, which they attribute in part to their own 
increasing communication skills, and in particular to the provision of positive feedback. 

• Participants have found that they are no longer in competition with one another as managers. 
Feeling more secure in their role within their home has come from opening up and sharing with 
one another in action learning, discovering that many of the issues faced had great resonance with 
other managers.   

 

1.2 Developing relationship centred care 
There were several significant personal developments that show a more relational, 
appreciative and collaborative style of leadership. Sometimes these personal 
developments for managers meant taking a step back, supporting and encouraging 
staff autonomy, for example: 

• Staff setting meeting agendas on their own now as the norm 
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• Staff self-rostering on shift patterns 
• Managers taking a step back in staff supervisions, ‘letting others speak first’. 
• Involving staff in decision-making  

 

Other developments included using the MHL tools and appreciative approaches to 
achieve positive impacts for residents and staff, for example: 

• Using the Magic Wand tool as a way of supporting staff in feeling valued and l istened to 
• Using the Language Poster to raise awareness of person-centred language that enhanced dignity 

and respect. 
• Undertaking observations within the care home, and expressing Positive Feedback in the Moment.  
• Using the 7 C’s of Caring Conversations in one to one meetings with staff, resulting in staff 

‘respecting others, and being more on board’ 

 

Ultimately, one goal of MHL is to improve care for residents. Many of the managers 
developed the use of MHL and appreciative approaches in order that residents felt 
valued, secure, listened to and respected. For example: 

• Thinking out of the box, and asking a resident to do observations around the home and to express 
positive feedback. 

• Asking the ‘right’ questions – the ones that open up the dialogue. 
• Involving residents in decision-making and in care, for example: in choosing the care home they 

wish to be admitted to; in encouraging independence with use of bed controls; and in preserving 
resident’s dignity in choice of continence products.  

 

In terms of enhancing care for residents, becoming more aware of how language is 
used is evidenced in some of the documentation, for example: 

“‘The language in the documentation has changed. They [staff] are no 
longer writing ‘the two’s’, or ‘the doublers”                                                                                                                                                                                                                                                                                                                                                      

 

Developing the use of appreciative language in this way will help achieve the goal of 
person-centred, values based care.  

 

1.3 Greater collaboration for change 
As managers developed their appreciative skills, their own behaviours began to 
change. They seem to have greater insight into their own roles, feeling more confident 
and secure. An important defining moment for many of the managers was when they 
realised that they did not have to ‘fix’ things on their own, if even at all.  

The MHL Leadership Support Programme has helped the participants have the 
confidence to seek the perspectives of staff, residents and visitors to the care home. 
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The use of the Senses Framework, the 7 C’s of Caring Conversations, feedback tools 
and ice-breakers has enabled those who are generally quieter, to speak out and offer 
their perspectives. For many staff, decision-making, setting meeting agendas and 
creative blue sky thinking, lay no longer solely in the domain of the participants on the 
MHL programme.  

 

Being part of the programme has demonstrated to the participants that they are not 
alone in their challenges. The word ‘competition’ was very quickly dropped from 
participants’ vocabulary and very soon they were seen to be supporting each other, 
demonstrating that challenges that seemed insurmountable at first often had a simpler 
solution, when looked at differently. Despite participants still wanting to ‘give advice’, 
on the whole participants reached their own conclusions and drivers for change whilst 
being supported by the group. The changes that came about for the participants were 
central to positive changes and outcomes for residents and staff.   

 

1.4 Next steps 
At the validation event, participants were presented with their certificates, signifying 
their becoming MHL associates. The circles of influence are growing wider, and the 
participants are preparing to move on to the next agreed stage of the programme – 
Community Development. Previously, the Community Development Strand has 
focussed on engaging with the wider population to bring about positive and lasting 
relationships between the care homes and local communities. A new development has 
been for the Community Development Strand to focus on individual resident’s 
outcomes, and perhaps engage with the wider community as necessary to see how 
these personal resident outcomes could be achieved.  

 

Further work on personal outcomes will be the focus of the next part of the 
participants’ programmes, from February – November, 2017.   
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2. Introduction: background and local context 
 

My Home Life Scotland has provided a twelve-month package of practice 
development and leadership support that reflects the interests of care home providers, 
commissioners, regulators, care home residents and relatives. The My Home Life 
(Scotland) initiative also brings together those interested in education, research and 
practice development. It aims to promote quality of life for those living, dying, visiting 
and working in care homes through relationship-centred, and evidence-based, 
practice. 1 

 

The My Home Life Leadership Support Programme is intended to enable care home 
professionals to: 

• Feel that they are being heard, that their expertise is valued and that relationships are vital for 
success 

• Understand the meaning of their role, and the strategies for taking forward improvement in l ine 
with evidence from research, practice knowledge, local experience and expertise of the managers, 
residents, relatives and staff. 

• Recognise the value of transformational leadership, relationship-centered care and the importance 
of creating on-going dialogue with their communities inside and outside the home. 

• Develop reflective skil ls, to consider their own experiences and ideas about what works. Their 
current skil ls and areas of development are then explored in action learning sets through a process 
of reflective learning. 

• Feel they are supported, not alone, and part of a growing movement of individuals who are trying 
to make a difference. Through the Programme they develop skil ls that can influence local and 
national structures, attitudes, behaviours and policies that inhibit their ability to deliver quality.  

 

The MHL Leadership and Support programme has not previously run in the Borders. 
Therefore, this was a unique opportunity to capture the development aspirations of 
care home managers in this region. In this first Borders cohort, nine care home 
managers completed the Leadership Support programme. Profiles of the facilitators 
can be found in Annex 1 and details of the participants can be found in Annex 2. 
Supported by Scottish Care, the programme was launched in the Borders for the first 
time in January 2016. Following this, the 4-day introductory workshops commenced in 
February and March 2016, bringing together care home managers from a variety of 
sectors including local council, private and independent homes. The 4-day workshops 
were followed by 9 action learning sessions from April-December 2016.  

 

The key learning and outcomes from this first cohort of the My Home Life Scotland 
Leadership Support Programme in the Borders, are documented in this report.   

                                              
1 More information is available at http://myhomelife.uws.ac.uk/scotland/lscd/  

http://myhomelife.uws.ac.uk/scotland/lscd/
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2.1 Our Approach to learning and impact 
The report draws on the experiences and development work detailed by the 
participants over the course of the programme. The participants reviewed and 
analysed the research evidence at a dedicated validation event held on 11 January 
2016.  

 

For My Home Life, ‘evaluation’ is an approach to collaborative learning that is part of 
everything we do. We seek to understand and evidence how we contribute towards 
changing behaviours that improve the quality of life for everyone for everyone in care 
communities on an on-going basis.  

 

2.1.1 The Ripple Effect 
The metaphor of a ‘ripple effect’ conveys how we expect development to occur and 
where we might realistically expect to see evidence of influence. A shorthand for our 
‘theory of change’ is – that developments influenced by the Leadership Support 
Programme happen through a series of steps or ripples that start with the individual 
participant. Figure 1 shows how their learning influences other individuals, teams and 
the wider context in which care homes, care providers and professionals operate 
through a series of ‘circles of influence’. These circles can encompass, most 
immediately, those living in, visiting and working in the care setting.  

 

 

 

 

 

 

 

 

 

 

 

Figure 1: The Ripple Effect 
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We are confident that the developments generated by the programme can, and do, 
make important contributions to learning and outcomes most immediately for the 
programme participants, but also for their staff and the residents, service users and 
relatives that are connected to the care setting. There are examples reported here for 
notable changes in thinking and practice, which consequently impacts on the quality of 
care. Nevertheless, outcomes are also influenced and mediated by organisational 
policies and procedures, the local community, the wider health and social care 
system, the regulatory system, public policy and societal expectations. Therefore we 
are cautious that, as we move beyond the closest circles of influence, we do not seek 
to over-claim our own influence, or directly attribute change to the programme.  

 

2.1.2 The Senses Framework   
The Senses Framework provides a high level 
conceptual framework for both thinking about and 
assessing progress towards the creation of an enriched 
care environment characterised by transformational, 
appreciative and relational practice. It also helps to 
understand the contiguities involved in the creation of 
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enriched relational environments.2 It recognises that all staff, residents and relatives 
involved in care settings need to experience the same six senses of security, 
belonging, continuity, purpose, achievement, and significance. Although what creates 
these six senses will  vary across differing persons, groups, and caring contexts, all 
‘senses’ are nevertheless prerequisites for relationships that are satisfying for all 
parties involved.  

 

2.1.3 Authenticity Criteria 
In coming to an overview of the impact of the programme and the nature of the 
change, we used an established learning framework based on the Authenticity Criteria 
congruent with the programme ethos and transformational intent. These were used at 
the validation event to encourage consideration of whether individual learning from the 
programme has gone beyond generating individual insights and learning about self 
and others, to a wider emphasis on generating ideas for actions, with others, that lead 
to real change in ways of working. Furthermore, the criteria ask participants to 
explicitly consider whether their conclusions about the impact of the programme are 
fair and balanced; that they are based on evidence that is convincing, and that the 
kinds of markers of success reported give confidence that changes are happening.  

More information about our approach to learning and impact is available elsewhere.3   

                                              
2 Nolan, M., Brown, J., Davies, S., Nolan, J., and Keady, J. (2006). The Senses Framework: Improving 
care for older people through a relationship-centred approach. University of Sheffield. 
http://shura.shu.ac.uk/280/1/PDF_Senses_Framwork_Report.pdf  
3 http://myhomelife.uws.ac.uk/scotland/wp-content/uploads/2016/03/4-Learning-and-Impact-
Framework.pdf 
 

http://shura.shu.ac.uk/280/1/PDF_Senses_Framwork_Report.pdf
http://myhomelife.uws.ac.uk/scotland/wp-content/uploads/2016/03/4-Learning-and-Impact-Framework.pdf
http://myhomelife.uws.ac.uk/scotland/wp-content/uploads/2016/03/4-Learning-and-Impact-Framework.pdf
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3. Overview of the impact of My Home Life 
 

The programme reported here set out to support care home managers from across 
the Borders to create and sustain a positive relationship-centred culture in their care 
homes, where the quality of life of residents, relatives, managers and staff can 
flourish. At the end of the initial four-day workshops, participants were asked to 
identify their hopes for the programme. These hopes are shown in Figure 2. 

 

Figure 2: Initial hopes for the programme 

In coming to a view about the impact of the programme, this report draws on 
qualitative and quantitative programme data for the participants. The data includes: 

• Facil itator field notes, including quotes from the participants themselves and group reflections on 
learning and change.  

• Accounts of practice developments in the homes detailed by the participants including feedback 
from staff, relatives and residents. 

 

Better time management, 
completing set aims and 

objectives on time 
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• Images chosen by the participants during the programme to sum up and help to articulate their 
feelings about particular issues. 

• Post-programme questionnaire data to give an indication of the prevalence and distribution of 
specific perceptions of change.4 

 

The evidence gathered is reviewed collaboratively and synthesised at a dedicated 
validation event, which took place on 11 January 2017. At the outset of the validation it 
was clear that participants wanted to tell us about the impact of MHL in their care 
homes.  

 

3.1 Key indicators   
Six participants completed questionnaires which examined Leadership and 
Communication Skills, Perception of Workplace Change and Assessment of Work 
Environment. Excerpts from the latter two are provided here in Tables 1 and 2. The 
rest of the post-questionnaire data set can be found in Annex 3.  

 

Table 1: Perception of Workplace Change 

During the last 12 months Decreased 
a lot 

Decreased 
a little 

Stayed 
about the 
same 

Increased 
a little 

Increased 
a lot 

The morale of my staff has  0% 0% 40% 40% 20% 

The quality of management and leadership I 
am able to offer has 

0% 0% 0% 80% 20% 

My understanding of how to improve the 
culture of care has 

0% 0% 20% 60% 20% 

My leadership & communication skills have  0% 0% 0% 40% 60% 

Residents active involvement in decisions 
affecting them has  

0% 0% 0% 80% 20% 

The overall level of quality of practice in this 
care home has 

0% 0% 20% 40% 40% 

 

 

 

Table 2: Assessment of Work Environment 
                                              
4 Nolan, M., Grant, G., Brown, J., and Nolan, J. (1998). Assessing nurses’ work environment: old 
dilemmas, new solutions. Clinical Effectiveness in Nursing, 2, 145-156 
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Thinking about the place in which I 
work, I feel that  

Strongly 
Agree 

Agree Neither 
Agee not 
Disagree 

Disagree Strongly 
Disagree 

The environment of care for residents is good 33% 33% 17% 17% 0% 

I actively listen to the opinions of my staff 67% 33% 0% 0% 0% 

There is positive feeling of morale amongst my 
staff 

0% 67% 16.5% 16.5% 0% 

I am content with the quality of interaction staff 
have with residents 

33.3% 33.3% 33.3% 0% 0% 

I feel that staff prioritise residents quality of life 
before the tasks of the day 

0% 83% 17% 0% 0% 

I feel that the care home feels like a positive 
community where residents, staff and relatives 
enjoy spending time with one another 

17% 83% 0% 0% 0% 

 

3.2 Qualitative feedback and insights 
The Leadership Support Programme has helped each of the participants to implement 
real change in the way things are done in their care setting. Examples of changes in 
behaviours and perspectives, both individually and collectively, are highlighted here. 
The data are presented under five key themes: knowing more about me; knowing 
more about others; ideas for what might change; real change in the way we do things; 
and, learning from the process of Action Learning. These themes were taken from the 
work that participants undertook during the four-day workshops and from their 
development in their Action Learning Sets (ALS). 

 

3.2.1 Knowing more about me: new insights into ourselves in our role 
Initially, participants in this Borders group often talked about themselves in the context 
of others. For example, they talked about their role as a line manager with all their 
staff, or as someone who had tasks to perform if an inspection was due; but they had 
difficulty articulating their own feelings about themselves and their role. However, it 
was not long before participants began to talk about their own feelings. They very 
much appreciated the slower pace that is used in MHL as it gave them time to reflect. 
They also found photo elicitation brought out what they were feeling about 
themselves, and soon they began to talk about their vulnerabilities, and also about 
purpose and growing in confidence: 
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 “I feel secure with myself, with relatives, residents and staff. But I’m also a 
teddy bear that needs a hug now and then”  

“I felt like the lonely paddler in a boat. Now I see a bright 
future ahead”  

 

 

 

 

“I feel a sense of purpose, and I’m proud of 
my achievements” 

 

Participants also talked about their job roles as being “lonely”, however, to their 
surprise they discovered that each of them felt in a similar way.  

“Although we’re surrounded by people it can be a lonely job” 

“We all feel the same sometimes” 

 

They found through opening up to each other that they were not in fact in competition 
but were part of a movement with a common purpose. Many of them soon became 
friends and in this way they shared a sense of purpose. 
Getting along well surprised some of the participants, 
with comments such as being ‘surprised’ at “how we all 
get on – like a My Home Life family”. There was also a 
perception that becoming friends was ‘spreadable’, with 
comments such as, “lasting friendships” and 
“[spreading] the love between managers”.  

 

Participants talked about being the “fixer” in their homes. They took on this role without 
much consideration, and others (staff, residents and families) were happy to continue 
to perceive the manager as the ‘fixer’. However, this role often drained them, as it 
meant they received calls when they were not on duty in the home, from various 
members of staff asking for something to be ‘fixed’. It was a light bulb moment for 
participants when they learned that it did not need to be this way, but that in fact they 
could let go and let others show their strengths in fixing things: 
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“One of the biggest learning curves for me from MHL is that you don’t have 
to fix everything” 

“It’s okay to not have the answer” 

“I asked staff to self-roster at Christmas. Carers discussed the off duty and 
through a sense of working together to achieve a common purpose of 
ensuring all shifts were covered, they made up a good off duty and 
managed to get most of it done without hassle. I felt confident [in the staff], 
and I felt that staff were more included and given ownership of their rota.”  

 

3.2.2 Knowing more about others: new insights 
Attending the MHL Leadership and Support Programme, the participants were given 
the impetus, tools, confidence and support to explore and develop new insights and 
perspectives about others who lived, worked and visited their homes. Important 
aspects were that participants recognised that it is only their own behaviour that they 
can change, and through making these positive changes, others around them would 
respond more positively in return. Furthermore they learned that involving others, 
particularly in meetings, gave an opportunity for all to share their perspectives – and 
particularly those who did not normally speak up. At the validation event, participants 
mainly commented on: using the Caring Conversations framework; using Magic Wand 
thinking; and, Valuing and Giving Feedback.  

 

There are a number of tools that support the enactment of 
the attributes in the Caring Conversation framework. 
Some of these include: the 7C’s of Caring Conversations; 
image cards; and the positive inquiry tool. These tools 
were used by participants in meetings with residents, 
relatives and staff, and also in one-to-one situations, for 
example in staff supervision and in involving residents in 
their care. The tools helped to elicit peoples’ perspectives 
on what is valued within the care home, what is working 
well and what matters to people.  

 

One manager had recently moved to a new care home which had not previously 
been using the MHL approach. Through the Leadership Support programme, the 
manager developed the confidence to try out some of the MHL tools to explore staff 
perspectives and experiences, and was beginning to see some real change and 
development.  
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“I used the 7C’s, [image] cards, and one-to-one sessions with staff to try to 
understand the blame culture. Using these tools helped staff to respect 
each other and to consider each other’s feelings. It will be a slow process 
but more staff are on board and hopefully things are changing” 

 

One of the tools in participants’ MHL folders that stands out as being one that 
managers anticipate will continue to have an impact in their homes is the Magic 
Wand. The Magic Wand relates to the envision phase of appreciative inquiry. It is 
useful for dreaming about what might be rather than focussing on resolving issues 
and problem solving. Participants stated that using the Magic Wand has been 
transformative as it has helped all concerned to think outside of the box. The Magic 
Wand very much links in with Appreciative Inquiry and the Caring Conversations 
framework. One premise that the Magic Wand is based on is that ‘no idea is a bad 
idea’. Using this appreciative approach, managers have been encouraging staff to 
suggest things and try things out. The approach enabled staff to experience ‘light 
bulb moments’, and to ‘come up with [their] own ideas’. The Magic Wand also 
enabled some to speak up that would not normally do so, with participants agreeing 
that ‘all grades of staff can have answers’. At the same time it was accepted that not 
all ideas are possible in their entirety, but that they may be possible in part.  

“I use the Magic Wand tool, and am able to say ‘Okay I don’t have one [a 
magic wand], so what else can we do to come to a resolution [meaning, 
what else might be possible?]?” 

“Some things were easy to change, but others were not so. But Magic 
Wand thinking is now encouraged more.” 

 

Using the Magic Wand tool appears to have been made all the more possible with 
the use of questions such as ‘What’s the worst that could happen?’ Despite 
considering this to be a ‘risking it’ type of question, the majority of participants said 
they found this question useful on many occasions.  

 

For this Borders group, they noticed that giving and receiving positive feedback had a 
big impact on their staff in terms of improving staff morale. They used observation 
and giving verbal positive feedback in the moment, and also the Positive Inquiry tool, 
often. 

“Supervision only used to document negative behaviour. After completing 
positive supervision, staff felt more secure with the positive feedback. 
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Staff felt more relaxed and commented that the approach was different 
and easier to handle. Now things are better, but there is still work to do.” 

Participants also noticed that their behaviour change had an impact on the 
behaviours of other. There was a quality about the conversations they had with 
others, and a recognition that in order for behaviour to change in others it would need 
to change in themselves first. For example, the positive way that they undertook 
supervision with their senior staff, had a knock-on effect on how senior staff in turn 
conducted supervision with the staff they had responsibility for.  

“Supervision of staff is now more ‘outcome’ focussed instead of ‘problem’ 
focussed, and they are now discussing with their supervisees possible 
solutions to any problems themselves” 

 

Hearing critical feedback was always difficult, no matter where it came from. 
However, the participants in this group are finding that negative feedback is less 
common, perhaps because they are beginning to turn that negative or critical 
feedback around in order to gain positive outcomes.  

“After hearing critical feedback, along with supportive and positive 
feedback, I learned to think about the bigger impact of some of my 
decisions. Hearing feedback, whether critical or supportive, helps me feel 
more positive about my role and more confident in my position.” 

 

Others have also stated that when relatives come to give ‘negative’ feedback, instead 
of becoming defensive, as they previously did, being curious and connecting 
emotionally helped to de-escalate any potentially difficult situations, and opened up 
meaningful dialogue. Participants became more skilled at eliciting positive feedback 
from residents, relatives and staff as the year progressed, which has resulted in 
sharing some beautiful moments with them.  

“I have learned skills to gain feedback from residents, staff and relatives. 
I asked them ‘What makes you smile?’ – and the responses were 
brilliant! 

 

3.2.3 Ideas for what might change 
For some, taking on the MHL approaches was difficult at first, perhaps due to the 
prevailing “aye been” culture - a culture that was noted during the four-day workshop 
at the beginning of the Leadership Support programme. The ‘aye been’ culture is one 
that resonated with all of the participants, a culture where people are resistant to 
change of any kind, holding the perception that things have always been undertaken a 
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certain way – a way that works for them and does not need to change. Despite this 
culture, some significant developments have been experienced by the participants in 
their care homes. Staff have become more receptive to the MHL ‘ways’, such as, 
starting meetings with Trauma Trivia Joy, using image cards in meetings and using 
Emotional Touchpoints in supervisions. 

 

Participants considered that things that are ‘spreadable’ and that can work in many 
different situations are related to:  

• “Involving everyone” 
• “Having a confident approach” 
• “Spreading knowledge with staff and others”.  

 

These were perceived as the mainstays that likely precede change and development. 
Ideas for change ranged from “being courageous and taking positive risks”, to 
“planning development projects” and “organising staff development days or 
workshops” incorporating MHL approaches. 

 

Participants have found ways to engage with others, and consider that they can 
incorporate everyone in improving change for care home life. But perhaps one 
significant change is that participants appear to be more pragmatic about change and 
development.  

“I have the courage to try to change things…but not to worry if it doesn’t 
work” 

“Things don’t always work out, so try 
again” 

 

As a MHL facilitator, this pragmatic approach 
was refreshing to see, particularly as initially 
participants considered themselves to be 
wholly and solely responsible for whether 
things succeeded or failed in their homes.  

Whilst working together in small groups, one 
group came up with the idea of ‘Baking the 
Cake of Change’ – they called it ‘The 7C’s 
Celebration Cake. It was agreed that when all 
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of the ‘ingredients’ are there, the result should be that change can be accomplished.  

 

3.2.4 Real change in the way we do things 
My Home Life has facilitated participants’ implementation of several and many 
developments within their homes – developments that have enhanced residents’ and 
families’ Senses of: significance; purpose; achievement; belonging; continuity; and, 
security. These Senses have also included the experiences of staff.  

 

Whilst the evidence base for MHL encompasses eight best practice themes, the 
theme of ‘Promoting a Positive Culture’ seems to be the most appropriate one that 
relates to these participants from the Borders. Sometimes this culture felt 
insurmountable, however, real development comes when positive relationships, 
fostered by positive feedback, challenged the norms and the ‘aye been’. Box 1 tells of 
a particular example that stands out as being a typical experience of many of the 
participants in this cohort, and related to decision-making and doing things differently.  

 

Box 1: Real change in how we do things 

One manager had a resident admitted for his/her own safety. It was a confidential 
situation that involved other services. However, some other residents recognised 
the new resident and were unhappy with him/her being in the home. Meanwhile, the 
new resident’s placement was going to be extended. The manager said, “I had to 
use quite a lot of my strengths learned in MHL in order to discuss the situation with 
residents and relatives. I used Appreciative Inquiry techniques and also asked them 
what outcome they could expect. I also looked at the new resident’s expectations. 
Some things could be provided but other couldn’t. I used questions like, ‘How do 
you think this will pan out for you?’ and, ‘This is what was agreed between you and 
the staff here, how does that lie with you?’ It wasn’t long though until the resident 
was relocated. In the past I would have panicked, but now I am able to discuss 
things the MHL way.” 

Different situations sometimes require different responses. In this lovely example of 
caring conversations in action, there was no set way of responding, and so the 
participant made it up by being curious, compromising with other residents and 
relatives, and standing out strong.  

 

Real changes are also seen in that others, including staff, may ultimately recognise 
that the care home uses MHL practices.  
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“I did things differently. I put posters up in my home about MHL. The 
posters are on display in the home where everyone can see them. Putting 
the posters on display was important as my intended purpose was that 
conversations about MHL would be generated. The impact of the posters 
was that many conversations opened up including with staff, residents and 
visitors to the home.” 

“The language poster was to remind staff of 
better words to use when caring for, or 
talking about, residents…It also served to 
remind staff about showing dignity and 
respect for residents. The impact that the 
language poster had was: it raised 
awareness of language; staff are now more 
appreciative of each other and of residents; 
and, I feel more confident now that staff are 
changing little things to make a big 
difference.” 

These are but a few examples of real change 
within care homes, however in reality there were 
many other fabulous stories! 

 

3.2.5 Learning from the process of Action Learning 
Following the initial 4-day workshops, the participants were divided into two Action 
Learning Sets (ALS), with one set meeting in the morning and the other in the 
afternoon, with both meeting together for lunch. The ALS met together for nine 
sessions of action learning.  

Initially 16 were invited to join the Leadership Support programme. Of these, 13 
attended the four day workshops. Before action learning began, two participants 
dropped out; both for personal reasons. After one ALS, one participant from the 
morning cohort dropped out for unknown reasons. After the seventh action learning 
set, one participant dropped out as she had left her role as a care home manager. 
Figure 3 illustrates the attendance across both ALS. 
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Figure 3: Action Learning Set attendance 

 

 

On the first day of action learning, participants developed their own ‘agreed ways of 
working’ with a focus on feeling valued and safe, whilst still providing a stimulating 
environment in which everyone could contribute, and where they could grow and 
develop with support.  

 

Each action learning meeting would typically start with an ‘icebreaker’ such as 
Trauma, Trivia, Joy; where each participant shares something they consider to be a 
trauma, something that is fairly trivial and inconsequential, and finally something that 
brings them joy. These stories could be from their work as care home managers, or 
from their personal life. The participants look back on those icebreakers almost with 
fondness and recounted stories of how they would already be considering what to 
share whilst on their journey in to action learning. Using an icebreaker helped to foster 
positive trusting relationships, and “lasting friendships”. 

 

Following the icebreaker, participants shared updates about their experiences with 
using some of the MHL tools in their homes. These updates sometimes revealed 
wider issues, for two main reasons. Firstly, relationships within the home could be 
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quite complex with residents, relatives and staff all looking for their own outcomes. 
Secondly, there were wider issues around the expectations of care home owners, 
participants’ line managers, care inspectorate, and others in the multi-disciplinary 
team working in, or visiting, the care home.  

The second half of the meeting was dedicated to formal action learning, which 
involved participants sharing a challenge or an issue that they were currently 
experiencing. Formal action learning provided an opportunity for the group to put into 
practice the theoretical learning of Caring Conversations around appreciative 
approaches. Much use was made of the Caring Conversations framework and the 
Senses Framework. Action learning is an experiential learning process of reflecting in 
a group with others to learn, with a resolve to take action, or not, on the issue 
presented in order to transform practice. Using appreciative approaches provides all 
members of the group to reflect on the issues, and practice asking open questions. As 
participants in the early stages of action learning considered themselves (and were 
considered by others) to be ‘fixers’, they found it difficult at first not to give advice, 
resort to explanations, or analyse the issues. As action learning continued over the 
nine months, there was a great shift in how the participants could really use the MHL 
approaches to explore issues with one another, including the emotions and 
behaviours at play. Each person who brings an issue to action learning was then 
encouraged to take away two things from the action learning that they could put into 
practice in their given scenario, or not – choosing to do nothing is an action in itself. At 
the end of each ALS, participants were given the opportunity to reflect on their 
learning from the process of action learning, gaining further insights and lessons for 
more skilled questioning and listening, and considering the application of such 
learning to their own issues and challenges.  

Box 2 summarises the type of issues that participants brought to action learning, and 
in no order of importance. 

Box 2: A summary of Action Learning issues 

My role Staffing Residents/ 
relatives 

Other  

• Considering 
leaving work 

• Difficulties with 
some staff 
relationships 

• Feeling 
undervalued 

• Feeling 
unappreciated 

• Keeping staff motivated 
• Working through 

conflict 
• Identifying poor 

practice 
• Staff feeling 

unsupported 
• Staff sickness 
• Territorial practice 
• Avoidance of off-duty 
• Favouritism  
• Receiving staff 

feedback 

• Difficult 
relationships 

• Differences in 
expectations 

• Decision 
making 

• Relatives not 
engaging at 
meetings 

• Disquieted 
relatives 

• Visitors not 
delivering what 
was wanted 

• Theft 
• Poor evaluation 

from a student 
• Students not 

turning up for 
placement 

• Managing various 
relationships 
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• Bullying  
• Dispensing of 

medication including 
medication errors 

 

 

All of the issues presented cut across the eight best practice themes of MHL, which 
are presented in Box 3, however, challenges relating to staffing issues were quite 
prominent.  

 

Box 3: Eight best practice themes of MHL 

1. Maintaining identity: working creatively with residents to maintain their sense of personal 
identity and engage in meaningful activity 

2. Sharing decision making: facilitating informed risk-taking and the involvement of residents, 
relative and staff in shared decision making in all aspects of home life 

3. Creating community: Optimising relationships between and across staff, residents, family, 
friends and the wider local community. Encouraging a sense of security, continuity, belonging, 
purpose, achievement and significance for all 

4. Managing transitions: supporting people both to manage the loss and upheaval associated with 
going into a home and to move forward 

5. Improving health and healthcare: ensuring adequate access to healthcare services and 
promoting health to optimize resident quality of l ife 

6. Supporting good end of l ife: valuing the ‘l iving’ and ‘dying’ in care homes and helping residents 
to prepare for a ‘good death’ with the support of their families 

7. Keeping workforce fit for purpose: identifying and meeting ever-changing training needs within 
the care home workforce 

8. Promoting a positive culture: developing leadership, management and expertise to deliver a 
culture of care where care homes are seen as a positive option. 

 

 

In discussing the issues, it was vital that participants felt safe in order to open up 
within their group. However, in opening up, participants soon came to realise that the 
issues presented by others were akin to their own. For this reason, it became easier to 
show vulnerability, as they were not alone in their challenges and experiences.  
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4. Conclusion and next steps 
The MHL programme has supported care home managers, and in turn those that 
work, live and visit in the care homes, to create and sustain a positive relationship-
centred culture within their own care homes, in order that all those involved in the care 
home life can develop, grow and thrive. Participant appear to have readily adopted 
this new style of appreciative leadership, and the impact on staff, residents and 
relatives is measurable in terms of the feedback that the participants have received.  

“Feedback from staff and outside agencies regarding the feeling within the 
care home shows the impact that MHL has had” 

“Positive feedback and continuity for staff has had a big impact on 
residents’ care” 

 

In attending the MHL Leadership and Support Programme, the participants were given 
the impetus, tools, confidence and support to explore and develop new insights and 
perspectives about others who lived, worked and visited their homes. There has been 
a change in attitude and behaviours of the participants which is having a knock-on 
positive effect on other around them. They are confident about some bigger projects 
that they want to explore, and the tools and skills they have acquired allow them to 
gently challenge staff into development and growth. At the validation event, 
participants indicated that they would like to hold staff workshops using the MHL 
appreciative approach. Some suggested that staff can be supported to facilitate these 
workshops with their manager’s support.  

 

My Home Life has helped the participants to implement real change in their ways of 
working so that all who are connected with the care home begin to feel a sense of 
belonging, achievement, continuity, security, purpose and significance. 

 

4.1 Sustaining the ripples: what we want to see happen now 
My Home Life is not stagnant, but is vibrant and open to growth and development. The 
participants have all found the peer support from the group invaluable, and wish to 
continue with these new relationships, bringing more people in, and helping to 
maintain the vibrancy that they currently enjoy. Of course, MHL has meant more to the 
participants than simply making friends and developing new relationships, albeit they 
are very helpful and meaningful. Participants also perceive that there is “still so much 
to learn and develop”, signifying that their learning has not stopped at the validation 
event.  
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Participants have made some recommendations for the future, and in where they go 
from here.  

• As managers, that they slow the pace down in their homes and foster an environment where there 
is time to think and plan 

• They want to run smaller workshops and/or development days with their staff using the MHL 
approaches and tools 

• Some wish to embark on a development project (however if they became more curious they would 
notice that they were improvising and running small projects all the time).  

 

There were also some recommendations about how MHL could be developed: 

• Instead of small groups every month, perhaps joining the whole group every few months would 
facil itate better relationships across all who are attending the MHL course 

• There perhaps could be more real play in the action learning sets, although there was no 
suggestion of what benefit it would be in action learning 

• Perhaps there could be a longer period of reflection at the end of each session 
• Involve more people in MHL team development, for example, social workers, care inspectorate, 

GP’s and community nurses, in order to get the MHL message out to a wider group. 

 

The last comment here about greater involvement from across the health and social 
care sector is a direction that has been tried in other areas, for example in Erskine and 
East Ayrshire, to beneficial effect for all involved.  

 

There is already agreement in place for community development, which is now 
focussing on personal outcomes, and includes work on care plans and documentation. 
This first Borders cohort will begin this work in February 2017. An important 
development for this personal outcomes work is the introduction of new people to the 
group; people who will be responsible in some way for recording and documentation. 
The Borders cohort has decided that they should meet together as one group to 
continue this work, which will last for ten months, finishing in November 2017. A report 
on the personal outcomes work will follow in December 2017 or January 2018. 

 

4.2 Personal notes of thanks and tributes 
“The world has enough beautiful mountains and meadows, spectacular skies and 
serene lakes. It has enough lush forests, flowered fields, and sandy beaches. It has 
plenty of stars and the promise of a new sunrise and sunset every day. What the world 
needs more of is people to appreciate and enjoy it”                   

By Michael Josephson 
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It has been a privilege to serve this first Borders group as a facilitator of My Home Life. 
I have watched real transformations taking place, and many ‘light bulb’ moments. 
Watching you adapt the new skills and tools you have learned to your own situation 
and context, has been a joy! You are now My Home Life Associates, and I wish to 
thank you for allowing me to be part of your journey. I wish you all the very best that 
life has to offer for your future, wherever that may take you.   

Vivianne Crispin 

March 2017 

 

I have great pleasure in adding my thanks to the Borders cohort for their commitment 
and curiosity to learn and try new ideas. From the first workshop, we were welcomed 
and the enthusiasm for development and change palpable. Thank you also to 
Vivianne for her delightful approach to facilitation: gentle yet focused. It has been truly 
memorable. Thank you! 

Dorothy Armstrong 

March 2017  
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Annex 1: Facilitator Profiles 
 
Dr Vivianne Crispin is a My Home Life associate facilitator. She also works with the 
University of the West of Scotland as a lecturer in adult nursing, and a cohort lead with 
the Professional Doctorate Programme. Her career also includes working as an ENT 
nurse, a urology nurse and a urology research nurse. Following a period of time as a 
staff nurse/ research nurse, Vivianne undertook her PhD entitled “Information 
exchange between patients and nurses during routine nursing care in ward settings: a 
qualitative multiple case study”, which she successfully defended in April 2014. 
 
Her focus on how information about treatment and care is shared in a health care 
setting, led to her interest in sharing information with patients/ residents/ clients in 
other health care settings. Thus her interests fit with the focus of My Home Life on 
‘What’s working well?’ and ‘How can we make that happen more of the time?’  
 
Vivianne is a flexible and enthusiastic health care professional and lecturer, and 
utilises high-level interpersonal skills relevant to supporting colleagues at various 
levels. Being a highly motivated individual, she delights in motivating others, 
supporting their development, and encouraging them to maximise their potential.  
 
 
 
Dr Dorothy Armstrong is a freelance facilitator and coach with a particular interest in 
feedback and complaints. Dorothy is lead professional adviser to Scotland’s 
Ombudsman and Visiting Fellow at the University of Edinburgh.  
 
Dorothy is a registered nurse and maintains her clinical practice via an honorary 
contract in a large NHS Board. She is also Chair of North Edinburgh Dementia Care.  
 
Working with My Home Life has enabled Dorothy to use Appreciative Inquiry as a key 
foundation to her practice.  
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Annex 2: The Borders My Home Life Community 2016-2017 
 

 

Photograph taken at Validation Event, 11th January 2017, with Vivianne Crispin and 
Dorothy Armstrong 

 

Borders 1 (morning cohort) Borders 1 (afternoon cohort) 

Cheryl Bremner, Care Home Manager, [ ] 

Mary Stuart, Care Home Manager, [ ] 

Debbie Bannister, Care Home Manager 

Shona McHutchison, Care Home Manager 

Katrina McGrandles, Care Home Manager 

Carol Gunn, Care Home Manager 

Susan Chisholm, Care Home Manager 

Elspeth Douglas, Care Home Manager 

Tracy Bell, Care Home Manager 

Margaret Montgomery, Care Home Manager 
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Annex 3: Participant Post-Programme Questionnaire Responses 
  

Perception of Workplace 
Change  

POST-PROGRAMME         

During the last 12 
months: 

Decreased 
a lot 

% Decreased 
a little 

% Stayed 
about 
the 
same 

% Increased 
a little 

% increased 
a lot 

% Total 
Responses 

The sense of personal 
achievement I get from 
work has 

1 20.00 0 0.00 0 0.00 2 40.00 2 40.00 5 

The levels of stress I feel 
has 

2 40.00 1 20.00 1 20.00 1 20.00 0 0.00 5 

My feeling of being valued 
has 

0 0.00 0 0.00 2 40.00 2 40.00 1 20.00 5 

The morale of my staff has 0 0.00 0 0.00 0 0.00 3 60.00 2 40.00 5 

My workload has 1 20.00 0 0.00 2 40.00 2 40.00 0 0.00 5 

The quality of 
management and 
leadership I am able to 
offer has 

0 0.00 0 0.00 0 0.00 4 80.00 1 20.00 5 

My job satisfaction has 0 0.00 0 0.00 1 20.00 2 40.00 2 40.00 5 

My feelings of job security 
have 

0 0.00 1 20.00 3 60.00 0 0.00 1 20.00 5 
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Satisfaction with my 
overall working conditions 
has 

0 0.00 1 20.00 2 40.00 2 40.00 0 0.00 5 

Satisfaction with practice 
in the care home has 

0 0.00 0 0.00 1 20.00 3 60.00 1 20.00 5 

The quality of my 
engagement with my staff 
has 

0 0.00 0 0.00 0 0.00 4 80.00 1 20.00 5 

The amount of time staff 
actively talk with residents 
and relatives has 

0 0.00 0 0.00 1 20.00 1 20.00 3 60.00 5 

My understanding of how 
to improve the culture of 
care has 

0 0.00 0 0.00 1 20.00 3 60.00 1 20.00 5 

My satisfaction with the 
relationship I have with 
my line manager/ owner 
has 

0 0.00 0 0.00 1 20.00 1 20.00 3 60.00 5 

My own quality of l ife has 0 0.00 0 0.00 2 40.00 1 20.00 2 40.00 5 

My staff’s ability to take 
initiative has 

0 0.00 0 0.00 0 0.00 4 80.00 1 20.00 5 

The quality of l ife of my 
residents has 

0 0.00 0 0.00 1 20.00 2 40.00 2 40.00 5 

My leadership & 
communication skills have 

0 0.00 0 0.00 0 0.00 2 40.00 3 60.00 5 
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My confidence as a 
professional has 

0 0.00 0 0.00 0 0.00 3 60.00 2 40.00 5 

Staff’s desire to take the 
initiative in responding to 
resident’s needs has 

0 0.00 0 0.00 0 0.00 4 80.00 1 20.00 5 

Residents active 
involvement in decisions 
affecting them has 

0 0.00 0 0.00 0 0.00 4 80.00 1 20.00 5 

My enthusiasm for 
working in care homes has 

0 0.00 0 0.00 2 40.00 3 60.00 0 0.00 5 

The quality of interaction 
between staff and 
residents has 

0 0.00 0 0.00 1 20.00 2 40.00 2 40.00 5 

The quality of interaction 
between staff and 
relatives has 

0 0.00 1 20.00 0 0.00 3 60.00 1 20.00 5 

Staff sickness levels have 0 0.00 2 40.00 2 40.00 0 0.00 1 20.00 5 

Staff retention levels have 0 0.00 0 0.00 3 60.00 2 40.00 0 0.00 5 

Inappropriate hospital 
admissions appear to 
have  

0 0.00 2 100.00 0 0.00 0 0.00 0 0.00 2 

The overall level of quality 
of practice in this care 
home has 

0 0.00 0 0.00 1 20.00 2 40.00 2 40.00 5 
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AWES: Assessment of Work 
Environment 

POST PROGRAMME         

Thinking about the place in 
which I work, I feel that: 

Strongly 
Agree 

 % Agree  % Neither 
Agree or 
Disagree 

 % Disagree  % strongly 
disagree 

 % Total 
Responses 

I currently get a positive sense of 
personal achievement from my 
work 

0 0.00 5 83.33 1 16.67 0 0.00 0 0.00 6 

The environment of care for 
residents is good  

2 33.33 2 33.33 1 16.67 1 16.67 0 0.00 6 

There is a good spirit of 
cooperation between staff 

0 0.00 4 66.67 1 16.67 1 16.67 0 0.00 6 

There is a good spirit of 
cooperation between managers 
and staff 

0 0.00 5 83.33 1 16.67 0 0.00 0 0.00 6 

Staff play an active role in 
decision-making about residents 
care 

2 33.33 4 66.67 0 0.00 0 0.00 0 0.00 6 

Staffing levels are adequate for 
the workload 

1 16.67 5 83.33 0 0.00 0 0.00 0 0.00 6 

I actively provide space and time 
to l isten to the views of staff 

3 50.00 3 50.00 0 0.00 0 0.00 0 0.00 6 

I actively listen to the opinions of 
my staff 

4 66.67 2 33.33 0 0.00 0 0.00 0 0.00 6 
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Staff can try new ideas without 
criticism 

2 33.33 4 66.67 0 0.00 0 0.00 0 0.00 6 

Staff are provided with sufficient 
time to provide the type of care 
they need 

1 16.67 4 66.67 1 16.67 0 0.00 0 0.00 6 

Staff are actively encouraged to 
develop their skills 

4 66.67 2 33.33 0 0.00 0 0.00 0 0.00 6 

My staff are congratulated when 
they do things well 

1 16.67 5 83.33 0 0.00 0 0.00 0 0.00 6 

I am congratulated when I do 
things well 

0 0.00 1 16.67 3 50.00 1 16.67 1 16.67 6 

I am given respect by my 
superiors 

0 0.00 2 33.33 3 50.00 1 16.67 0 0.00 6 

The overall quality of care 
provided is high 

4 66.67 2 33.33 0 0.00 0 0.00 0 0.00 6 

The amount of work I am given 
to do is realistic 

0 0.00 3 50.00 1 16.67 2 33.33 0 0.00 6 

I typically experience high levels 
of stress 

1 16.67 1 16.67 2 33.33 2 33.33 0 0.00 6 

I feel valued for the work I do 0 0.00 2 33.33 4 66.67 0 0.00 0 0.00 6 

There is a positive feeling of 
morale among my staff  

0 0.00 4 66.67 1 16.67 1 16.67 0 0.00 6 

I feel that I have the 
management and leadership 
skills required to undertake an 

1 16.67 4 66.67 1 16.67 0 0.00 0 0.00 6 
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effective role 

I am very satisfied with the level 
of care home practice that staff 
offer to residents 

2 33.33 3 50.00 1 16.67 0 0.00 0 0.00 6 

I am able to make sufficient time 
to support staff to deliver care to 
residents 

1 16.67 5 83.33 0 0.00 0 0.00 0 0.00 6 

My responsibilities as a manager 
are too great 

0 0.00 1 16.67 4 66.67 1 16.67 0 0.00 6 

The amount of time I have to 
talk to residents and/or families 
is acceptable 

0 0.00 5 83.33 1 16.67 0 0.00 0 0.00 6 

My understanding of how to 
change the culture of care is 
l imited 

0 0.00 1 16.67 1 16.67 4 66.67 0 0.00 6 

I have a positive relationship 
with my line manager/ owner  

0 0.00 6 100.00 0 0.00 0 0.00 0 0.00 6 

I have a positive quality of l ife 1 16.67 5 83.33 0 0.00 0 0.00 0 0.00 6 

The quality of l ife of my 
residents is positive  

2 40.00 3 60.00 0 0.00 0 0.00 0 0.00 5 

I lack confidence in my role as a 
care home manager   

0 0.00 1 16.67 0 0.00 3 50.00 2 33.33 6 

I feel that I have developed 
effective influencing skills  

0 0.00 6 100.00 0 0.00 0 0.00 0 0.00 6 

I am content with the quality of 2 33.33 2 33.33 2 33.33 0 0.00 0 0.00 6 
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interaction that staff have with 
residents 

I am content with the quality of 
interaction that staff have with 
relatives 

3 50.00 3 50.00 0 0.00 0 0.00 0 0.00 6 

Staff sickness levels are an on-
going problem 

1 16.67 3 50.00 1 16.67 1 16.67 0 0.00 6 

Staff retention levels are an on-
going problem 

0 0.00 1 16.67 1 16.67 3 50.00 1 16.67 6 

I feel that staff prioritise the 
residents quality of l ife before 
the tasks of the day 

0 0.00 5 83.33 1 16.67 0 0.00 0 0.00 6 

I feel that the care home feels 
l ike a positive community where 
residents, staff and relatives 
enjoy spending time with one 
another 

1 16.67 5 83.33 0 0.00 0 0.00 0 0.00 6 
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