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Executive summary
The MHL programme has supported care professionals from across health and social care to create
and sustain a positive relationship-centred culture in their care settings where the quality of life of
residents, people that use services, relatives, managers and staff can flourish.
I feel privileged to be part of My Home Life. It has made a positive difference.
I have learned I can compromise, I have become a stronger person. My Home Life is at the
back of your mind all the time
My Home Life has made a difference…. It has made me think more about quality of life.
This programme builds on an earlier programme for care home managers in North Ayrshire in
2014/15 and has been devised to support the health and social care integration agenda. Twelve
individuals who provide care for older people in the North Ayrshire Health and Social Care
partnership (HSCP) completed the programme. Participants’ roles’ included care home managers,
deputy managers, care home staff nurses and senior carers from both independent providers, local
authority and NHS staff.

Key findings
The vast majority of participants report that their leadership and communication skills have
increased over the course of the programme. Most say that the quality of the management and
leadership they are able to offer and their confidence as a professional has increased; their
understanding of how to improve the culture of care has increased, and there are positive changes
reported by all participants with regards to the quality of life for residents:
My Home Life has really helped me see the importance of spending more time to really get
to know the patient. I have a greater appreciation of communication skills, interpersonal
skills, rather than tasks and clinical skills.
Developing relationship-centred care
There were a number of significant shifts in reported behaviours that suggest a more relational and
appreciative style of leadership, including knowing how to facilitate a group to get the best
experience for all, giving feedback on a regular basis that is meaningful to others, being curious to
explore other perspectives and viewpoints and being able to share their own vulnerabilities:
I have noticed a lot of emotional connection with staff, residents and relatives – feelings are
being validated and there is a real sense of community in the home………………. Before My
Home Life I would have had more of the stiff upper lip approach but now I know it is OK to
show vulnerability which helps that connection.
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An important and widely shared change has been a shift in attitude from that which believes that
as managers, it is their responsibility to ‘do’ or ‘fix’ everything and to solve problems instantly; to
collaborating with others to help them come to their own solutions.
I ask staff what they think the solutions might be and think collaboratively what we might
come up with. The staff feel much more involved and I feel lighter of load. Staff come to my
door less now.
Getting feedback and enhancing participation has been taken forward in many different ways,
using a number of the My Home Life tools. Participants have also been able to use their learning to
engage more fully with staff and there are signs of improvements in the interaction between staff
and residents/patients.
Inquiring appreciatively
The programme has given participants the support, tools and confidence to explore the
perspectives of others much more fully through appreciative caring conversations. The types of
development participants have taken forward in their care settings include changes to the way that
meetings are run, including those with staff, residents/patients and relatives. These have altered
meeting dynamics in significant ways, changing what is talked about, the way it is discussed and
who contributes.
The caring conversations approaches have also been used creatively in other contexts, including
disciplinary meetings and performance management meetings. Additionally there has been
changes to the way staff supervision is conducted with a more appreciative focus and encouraging
opening up of dialogue. As a consequence, communication is also enhanced more generally as
relationships develop and the new ways of working have become embedded into the routines of
the care setting.
Greater collaboration for change
Beyond these developments, there also is evidence that learning from the programme has
extended from the immediate circles of influence to generate ideas for actions, with others, that
have led to real change in ways of working. My Home Life has helped the participants to
implement real change in their ways of working and the ways in which practice in their care setting
is able to enhance the Senses of significance, purpose, achievement, belonging, continuity and
security.
Ideas for what might change in the care setting are no longer the assumed preserve of the
manager. The engagement of staff in particular in using the approaches gives staff confidence in
what they are able to contribute and demonstrates relatively simple ways to engage with residents
and relatives.
Staff have also used the tools and approaches to elicit the perspectives of residents, patients and
relatives in order to enable meaningful activities and build relationships.
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Some of the changes taking place are quite intangible. Many participants talk about
improvements in for example staff morale and being able to pause:

I had one of those days where I always apologising, I stood back to consider other
perspectives… with one relative who was frustrated. I was feeling defensive, but pausing
helped us to have a meaningful conversation.

There are also personal and practical benefits arising from the relationships that have been
developed amongst the participants from across sectors, who have often quite different roles and
levels of experience. These new relationships and understandings are a valuable resource for
those involved and for the wider health and social care system.

North Ayrshire HSCP has made a significant investment in the MHL programme with positive
results. Twelve participants completed the programme in April 2017 which was celebrated during the
validation event. The peer support element of the programme has been and will continue to be vital in
enabling the participants to sustain their energy and commitment to practice development. There is an
appetite amongst the cohort for them to continue meeting as a peer network and bring those they
work with on board with their new ways of working. The group have planned to continue to meet to
develop personal outcomes work within their care settings and there will be another report, reporting
on the findings of this strand of work.
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Introduction: background and local context
My Home Life (MHL) is a UK-wide initiative bringing together organisations that reflect the interests
of care home providers, commissioners, regulators, care home residents and relatives and 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 practice1

An initial My Home Life cohort ran in North Ayrshire in 2014/15. 13 care home managers
completed the programme at this time and the final report evidences a number of positive
outcomes for staff, residents and relatives.2 Following the success of the first North Ayrshire
cohort, a second cohort was commissioned by Isobel Marr, the senior manager for long term
conditions in the North Ayrshire Health and Social Care partnership. Health and Social Care
Integration became national policy in Scotland in April 2015. Since then NHS Boards and Local
Authorities have an imperative to work together. Although the MHL Social Movement has
historically served to promote the quality of care for residents, staff and families living, working
and visiting care homes, the underpinning principles and philosophy of the programme are
transferable across many sectors within health and social care partnerships.

At the Launch of the programme on 24th March 2016, a number of potential participants and
interested stakeholders attended to hear about the programme and consider the potential benefits
to the organisation. Ultimately 16 participants were recruited to take part in the programme and
their roles included:
•
•
•
•
•

Care home managers – 7
Deputy care home managers – 3
NHS nurse – 2
Care home Staff nurse 2
Senior care practitioner – 2

This cohort was different from the previous North Ayrshire cohort in that participants came from a
range of grades and also across NHS settings, Independent sector and local authority. 12
participants ultimately completed the programme with reasons for four not completing including
workload and ill health.
1

More information is available http://myhomelife.uws.ac.uk/scotland/lscd/
Available at: http://myhomelife.uws.ac.uk/scotland/wp-content/uploads/2014/08/MHL-North-AyrshireValidation-Report-Nov-2015.pdf
2
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According to the 2016 Care home census3 there are currently 22 care homes in North Ayrshire
Health and Social care partnership caring for 848 older residents. These care homes are owned by
local authority/NHS (2); private sector (18) and voluntary sector (2) ranging in size from small
residential care homes registered for 14 users to large care homes providing nursing care
registered for 150 users.
Additionally this cohort involved two members of NHS staff based in Ayrshire central’s Woodland
view community hospital which is a 206 bedded mental health facility and community hospital4.
This cohort, facilitated by Tamsin MacBride, Dorothy Armstrong and Margaret Brown, was
structured to support the integration agenda and reflected the range of partners involved in the
provision of care for older people in the area. While the cohort did not include representatives
from all health and social care areas across North Ayrshire, this cohort was different from the
previous North Ayrshire cohort in that it included staff from a range of grades across NHS settings,
independent sector and local authority rather than predominantly care home managers. MHL is
moving towards a focus on more integrated cohorts to support health and social care integration
and this cohort was a positive step in supporting this focus. The programme was highly relevant to
all groups. Small changes in the language and terms used was required but the programme had
high relevance and resonance with all participants
This report details the key learning and outcomes from the My Home Life Scotland Leadership
Support Programme in North Ayrshire (cohort 2). The learning from the community development
strand will be reported in a later report. Participants were drawn from across the sectors, positive
relationships were made, peer support was a key factor and there was participants ultimately came
to a greater understanding of each other’s roles.

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 data generated throughout
the programme at a dedicated validation event, held on 28th April 2017. This report integrates
their learning and key messages.
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 in care communities on an on-going basis.
3 Available at: http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/CareHomes/Census/
4 Available at: http://www.nhsaaa.net/woodland-view.aspx
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The metaphor of a ‘ripple effect’ conveys how we expect development to occur and where we
might realistically expect to see evidence of influence. This is a shorthand for our ‘theory of change’
- 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

We are confident that the developments generated by the programme can and do make important
contributions to learning and outcomes most immediately for programme participants, but also for
their staff and the residents and patients and relatives that are connected to the care setting.
There are examples reported here for notable changes in thinking and practice, with consequent
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. In effect, this report is an invitation to
close partners in the wider health and social care system to extend the collaboration more broadly
and seek to sustain and extend the influence of the programme beyond the formal end in April
2017.
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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 and helps to understand the
interdependencies involved in the creation of enriched relational environments.5 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.
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, which leads 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
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.6

Coming to an overview of the impact of My Home Life
The programme set out to support care professionals from across health and social care to create
and sustain a positive relationship-centred culture in their care settings where the quality of life of
residents, people that use services, relatives, managers and staff can flourish. Participants’ hopes
for the programme are illustrated on the next page.

5 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_Framework_Report.pdf
6 http://myhomelife.uws.ac.uk/scotland/wp-content/uploads/2016/03/4-Learning-and-Impact-Framework.pdf
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In coming to a view about the impact of the programme, this report draws on qualitative and
quantitative programme data for each cohort. This includes:

•

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

Accounts of practice developments in the homes or care settings detailed by the
participants including feedback from staff, relatives and residents.
Images chosen by the participants during the course of the programme to sum up and help
to articulate their feelings about particular issues.
Pre- and post-programme questionnaire data to give an indication of the prevalence and
distribution of specific perceptions of change.7

This evidence is reviewed collaboratively and synthesised at the dedicated validation event for the
cohort. All the quantitative data is included in Appendix 1.

Key indicators
The final perception of workplace change (POWCS) questionnaire illustrates some common areas
of change and is used here to provide an indication of the focus and direction of change rather
than a precise measure. It is also important to note at the point of this draft report being shared
the facilitator is awaiting return of the questionnaire from one participant. Over the course of the
programme, the most notable positive changes for the people and relationships involved are:
•
•

All the participants say the quality of life for residents has increased and that residents’
active involvement in decisions affecting them has increased
The vast majority of the participants say that their leadership and communication skills
have increased.

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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•
•
•
•

Most participants say that the quality of the management and leadership they are able to
offer and their confidence as a professional have increased.
Most say that their understanding of how to improve the culture of care has increased.
There are positive changes reported by the majority of participants in relation to the overall
quality of practice in their care setting.
The majority of participants feel valued, feel staff morale has increased and satisfaction
with practice in the care home has increased.

In relation to the assessment of the workplace environment (AWES) all participants agreed with the
statement ‘I currently get a positive sense of personal achievement from my work’ and ‘I feel that I
have developed positive influencing skills’. Other indicators where there is the strongest postprogramme agreement were:•
•
•
•
•
•

The environment of care for residents is good
I actively listen to the opinions of staff
Staff can try new ideas without criticism
Staff are actively encouraged to develop their skills
My staff are congratulated when they do things well
There is a good spirit of co-operation between managers and staff
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•
•
•
•

Staff play an active role in decision making about service users care
The overall quality of care provided is high
I feel that I have the management and leadership skills required to undertake an effective
role
I am very satisfied with the level of care home practice that staff offer to service users

In considering where there is the most notable impact, it is worth highlighting some of the shifts in
agreement between baseline and post-programme data:
In the baseline data – about half of the participants said the quality of their management and
leadership they were able to offer had increased a little and at the end of the programme the
majority said it had increased with one third saying by a lot. Additionally the baseline
questionnaire showed about half of the participants felt their leadership and communication skills
had increased a little, whereas at the end of the programme, the vast majority stated this had
increased with about half saying by a lot.
The most notable shift between the baseline and post-programme figures included:
•

•

•

•

•

•

•

At the beginning of the programme, half the participants felt they got a positive sense of
personal achievement from their work whereas all participants agreed with this statement
at the end of the programme.
Where half the participants felt the environment of care for residents for care was good at
the beginning of the programme, the vast majority agreed with this statement in the postprogramme questionnaire with the majority strongly agreeing.
The base line data showed that the majority of participants agreed that they actively
listened to opinions of staff and at the end this had shifted to over half saying they strongly
agree, with a similar pattern in relation to the statement ‘ staff are actively encouraged to
develop their skills’.
While the vast majority of participants agreed that the quality of care provided was high at
baseline – half the participants’ views had shifted to strongly agree with this statement by
the end of the programme.
At baseline, most participants neither agreed nor disagreed with the statement ‘I feel
valued for the work I do’, and in the post-programme questionnaire, the majority of
participants agreed with this statement. A similar pattern is shown with participants noting
there is a positive feeling of morale among my staff – most neither agreed nor disagreed
with this statement at baseline and the post –programme questionnaire showed the vast
majority agreed there was a positive morale amongst staff.
Only a quarter of participants agreed they had an acceptable amount of time to speak to
service users/families at baseline, and at the end of the programme, the majority of
participants agreed with this.
All participants felt they had developed effective influencing skills by the end of the
programme with only one quarter agreeing with this at the beginning of the programme.
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•

•

Less than a quarter felt content with the quality of interaction between staff and relatives
at the beginning of the programme with three quarters feeling content with this interaction
at the end of the programme.
Only one participant felt that staff prioritised the residents’ quality of life before tasks of
the day at the beginning of the programme and over half agreed with this by the end of the
programme.

A third questionnaire that explored characteristics of leadership style was also used at baseline and
post-programme stages. In general there was a positive shift in how participants rated themselves
in terms of signs of good leadership. Participants were asked how often they felt they incorporated
certain leadership characteristics into their leadership style. The most noticeable positive shifts
included:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Being inclusive
Able to motivate others
Ability to make everyone feel that they matter
Curiosity to explore other perspectives and viewpoints
Know yourself well and know something about others
Encourage people to work with strengths
Help others to understand the direction of travel
Give feedback on a regular basis that is meaningful to others
Have courage and bravery to move out of comfort zone
Keep assumptions at bay and being open to surprises
Know how to facilitate a group to get the best experience for all
Perseverance
Support people to believe they can do it
Confident
Able to share vulnerabilities
Self-aware
Ability to prioritise
Support people by starting from where they are rather than imposing your starting point

On review of the quantitative data, the shift in responses in the questionnaires overall appear to
reflect the participants feel an increased confidence in their leadership and communication skills
that positively influence, from their perspective, both staff morale and resident/patient quality of
life. The move in the responses from the baseline and at the end of the programme suggest a
change in behaviours to a more relational, appreciative style of leadership that influences a
positive culture in their care settings.
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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 with examples of changes in behaviours and
perspectives, both individually and collectively, which are highlighted here.

Knowing more about me: new insights into ourselves in our role
In relation to themselves, participants talk about feeling more confident and courageous, less
defensive and pausing rather than jumping to conclusions and an enthusiasm to try out new ways
of working. Previously participants may have avoided particular situations that they found
challenging and they report that My Home Life has given them the, courage confidence and
strategies to work with people when difficult issues arise. By asking curious questions, sharing
feelings and asking others how they feel, has facilitated more meaningful conversations that open
up dialogue. The quotes below highlight ways in which participants have learnt about themselves:
When I first started [in the care home], I was terrified of relatives, I would find some
conversations difficult to deal with…. I have found much better ways of communicating with
families, just ways of going about it I wouldn’t do before, ask them how they feel. I feel
proud of myself having a positive outcome.
It is about being courageous – sometimes you don’t want to hear what is going to be said –
scared of opening a can of worms – but if you open the can of worms, you have got more
chance of sorting things out.
[Discussing a personal issue with a member of staff] I was courageous in having this
conversation with her and connected emotionally, explaining I found it difficult to discuss
this with her. Normally I would give advice but instead I asked her how she was feeling. She
explained she was stressed with her new job role and through connecting with her she came
up with her own solutions. She also thanked me for discussing this with her and recognised
it was difficult for me.
I used the emotional words in a disciplinary with a member of staff I find challenging and
asked her to pick words that summed up how she felt about the disciplinary. She picked all
negative words. I also picked some words – some positive and some negative. It helped the
staff member consider my perspective – she didn’t realise the impact it had on me. I used
the emotional words with her 2 weeks later – this time she picked mostly negative words
but also supported and hopeful. I felt like I had won a battle!
I was able to stand back and be curious rather than jump in with a response
A member of staff used emotional touchpoints with me and I was able to discuss how I felt…
I realised exposing my vulnerability, saying I was struggling helped me to connect with staff
emotionally.
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As well as connecting emotionally, the notion of pausing before asking questions, being curious and
using the 7 Cs helped to open up dialogue with others and build relationships with staff, residents
and relatives as emphasised in the following quotes from participants:
I feel able to stay calm with trained staff, thinking through the 7 Cs – I am able to pause – I
have changed my approach and demeanour – this has helped me get information I needed.
I think staff trust me more and would come to me more.
I had one of those days where I was always apologising, I stood back to consider other
perspectives and connect emotionally with one relative who was frustrated. I was feeling
defensive but pausing helped us to have a meaningful conversation….. I feel more confident
about how to deal with situations and not take things home, I trust my approach now.
I have been having caring conversations with staff. A situation arose where there was a
complaint and I found the situation challenging. I tried to be curious and consider other
perspectives. My Home Life helped me to pause and not rush straight in being defensive.
Participants often discussed an important way they had developed was by being appreciative,
looking for the positives, noticing and giving positive feedback in their care setting – this had an
impact on them and their staff and ultimately the care provided. The following example highlights
this point:
We have a resident who we are finding difficult to assist with personal care – a staff
member focussed on building relationships with her and noticed she liked music – she now
sings with her in the morning and this helps her assist the resident with personal care. I
took the time to notice this, feedback to her and support her to share this learning with
staff. I felt pleased for the member of staff and felt good about giving her positive feedback
Participants described these small things might not always have been celebrated and that the
programme has helped them be more aware of giving positive feedback more deliberately and
celebrating the small successes, taking time to give feedback in the moment and recognising
qualities in others:
I am recognising the strengths of staff and building on this
There was a change in practice with the carers giving out medication as opposed to the
nurses. I did feel apprehensive about this but was able to put my hand up and say I was
wrong. They are doing a fantastic job and I was able to give them feedback in the
moment….this has given them confidence and I have confidence in them.
I have been using positive feedback in the moment, trying to encourage people to not leave
this and do it immediately after noticing positive practice.
One member staff who I don’t get on that well with – I thought hard to think about she does
do well – she has a lovely manner with residents and works really well with individuals with
complex needs. She [staff member] was delighted to have this identified
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An important area of learning shared by participants was the realisation that it was not their
responsibility to solve all problems but to ask questions rather than ‘fix’ things, working with others
to help them come up with their own solutions:
I ask staff what they think the solutions might be and think collaboratively what we might
come up with. The staff feel much more involved and I feel lighter of load. Staff come to my
door less now.
There were staffing issues when I returned from leave. Instead of fixing it, I asked the staff
member what would she suggest, and then we tried this out. She felt quite empowered and
learned how to do this next time. I used to dread issues on return from leave – staff feel
more confident now to deal with issues.
I don’t just see the problems now I see and hear the answers
In responding to situations that participants found challenging, they often spoke of how the My
Home Life tools helped them to approach situations differently:
The emotional words really help me ‘frilly’ things up… it is a step back from my normal approach
– they help me be creative with performance management

Knowing more about others: new insights
Getting feedback from others and enhancing participation has been taken forward in many
different ways. The majority of participants are based in care homes with two staff based in a
community NHS hospital. Within these care settings a variety of meetings are generally held and
the cohort tried different ways of holding meetings to get feedback making sure everyone’s voice
was heard.
Throughout the programme, stories were shared of how meetings ran differently. These
experiences often involved the use of image cards to open up dialogue; involving everyone in team
meetings, fostering a sense of collaboration and facilitating staff to set their own agenda. There
are many examples of how approaches to running meetings had helped participants learn about
and connect with staff – gaining a shared sense of perspective:
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RUNNING MEETINGS DIFFERENTLY
I changed team meetings to involve everyone and everyone has their say rather than only focusing
on giving information
I find some staff are quiet – the images helps them open up how they feel and help them to
contribute
I used the image cards at meetings. This gives everyone the opportunity to speak. Having negative
and positive images gave staff permission to pick these. They picked happy images because they felt
more responsible, they were happy and had more job satisfaction. One said ‘I thoroughly enjoy my
job now’. They picked images like all hands together which related to team work

I used the image cards at a staff meeting – asking them to select on image that summed up how
they felt working in the unit as there had been lots of bickering. I modelled it which helped with
those who were a bit sceptical about using the images. The senior carers said they felt stressed,
were getting pulled in all directions and not getting support – this helped the carers realise the
pressures the senior carers were under. Since the meeting there has been a difference in attitude,
there is less bickering. It helped everyone understand each others’ role.
We used to have separate meetings for separate groups of staff. Now we have meetings for
everyone together and they come up with their own agenda – staff attend these meetings when
they are not on duty which they didn’t used to do. This gives everyone an understanding of each
others’ roles and staff can come up with their own solutions to issues.
I used the images at a residents/relatives meeting and asked them to select an image that sums up
how you feel about being here. Relatives complemented staff saying they couldn’t imagine a better
place. The images helped to initiate a big conversation with a small group.

The following two examples demonstrates how participants used lots of different methods to open
up dialogue – showing their courage in opening up difficult conversations and how My Home Life
has helped to have these conversations and helped people express their views:
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CARERS FORUM
We had a carers’ forum that had fallen by the wayside and we tried to get this up and running
again. 13 relatives attended and we used the images, inviting them to select an image that sums up
how they feel about being a carer. They picked very dark images, they said they felt lonely, there
was no back up and this was a particular problem at the weekend. They picked images like the
footsteps in the sand – saying I could just walk away; and the birds – I could just fly away from this
situation.

We also used the positive inquiry tool and found out they were looking for support so we have put
in place 3 monthly meetings with guest speakers – for example one area they would like more
support in was about finances. We have arranged for someone to come and talk about that at the
next meeting. Using the positive inquiry tool at the end of the meeting – carers said they realised
they weren’t on their own, they had peer support and the ongoing meetings – they could also
contact us at the respite service. While things felt disturbing initially, it felt good afterwards.

NIGHT SHIFT
I had a meeting with night shift staff, there had been some conflict between the night shift staff and
day shift staff. I decided to run the meeting differently, i.e. have no agenda. First I used the images
– I asked people to select an image about how they felt working here. Staff picked images like the
clock – saying I can’t wait until it is 8 o’clock and I’m out of here; someone picked the birds – they
said I can’t wait to fly away from here; and someone picked the happy and sad faces – they said
they were happy when they left the care home. This did make me feel quite sad.
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I was able to ask staff curious questions like help me to understand…. I felt the meeting was very
positive, staff were engaged and able to be honest about how they felt – they hadn’t been able to
discuss this before. I think how I decided to run the meeting helped to foster this.

In this example, it was interesting that staff members had permission to pick images that helped
them share more negative views of working in their care setting. The person running the meeting
was able to listen, value what was said and remain curious about feedback rather than jumping to
conclusions and being defensive. Using the images appeared to help people be heard and perhaps
say what they had not felt able to say before.
In addition to running meetings differently, participants share a number of stories of how they
sought to find out more about staff, residents and relatives with a focus on developing relationship
centred practice, finding out what matters to people and how we might meet those outcomes
important to them. Some stories and experiences that highlight this are summarised below:
FINDING OUT WHAT MATTERS TO RESIDENTS/PATIENTS

I used the image cards with a patient who was receiving palliative care – I asked him to select an
image that sums up how you feel. He picked the holding hands which helped him discuss his
daughter who he was estranged from. We keep using the images periodically to check out how
he is feeling. The images let him say how he is feeling that he can't always put into words.
I have been using images with residents to help them express feelings about living in the home. I
am having more meaningful conversations and find the residents are more comfortable speaking
to staff. I found out from one male resident that he had been abused as a child and was
uncomfortable with male staff members taking him for a shower. We thought we were doing
the right thing by allocating a male member of staff to help with his personal care but this new
information helped us change our practice. This resident used to decline showers but now he is
going for more showers.
I have been using the images with residents – asking them to pick an image that sums up how
they are feeling in the home. They pick cards like the family – I like to go out with family. I am
finding out things I wouldn’t normally by using the images and am supporting other staff to use
these. I don’t panic about it now because I have done it a few times. I enjoy it – it gives me time
with the resident – I get more information and it helps me fill out the paperwork.

FINDING OUT WHAT MATTERS TO RELATIVES

I used the positive inquiry tool with guests and families which has helped identify what is working
well and what we could do more of, for example one daughter was very anxious about her
mother being a guest said that using their own bed linen was important to her as her mother
was always very proud of her bed linen. This helped to relieve some anxieties the daughter had.
At end of year we send quality assurance document to relatives but this year we sent the positive
inquiry tool instead. With the use of open questions rather than the more closed questions I
found people can write what they want to write and we get a lot more information. The
information is much more positive for example, one relative said they felt their mother was loved
and the staff were friendly and welcoming.
19

FINDING OUT WHAT MATTERS TO STAFF

A male member of staff appeared demotivated at work [he was also experiencing some personal
difficulties]. I met with him to discuss this and had the emotional words out. He kept looking at
these and I asked him if he would like to pick words that summed up how he was feeling. He
picked lost anxious, sad and lonely. He knew he was coming across as demotivated at work as
he was sitting thinking about things. We discussed what he would like to do and he said he
would like to do something by himself, take ownership of something so I suggested a football
group with the guests. His face lit up! After discussing this I asked him how he felt – and he said
he felt much better, less isolated…... He said the emotional words helped him to speak up. It
made me feel up beat.
A male member of staff appeared demotivated at work [he was also experiencing some
I used emotional words with this member of staff a few weeks later. This time he picked content
personal
and happy – he now has something to focus on. He said he would have laughed before at the
words and now says he appreciated having the time to talk. I felt anxious using the words and
meeting with him before because you could never get close to him. This time I felt more
confident and will use the words again.

These examples appear to show how using different approaches such as emotional touchpoints,
images and the positive inquiry tool really helped participants to open up dialogue between staff,
residents/patients and relatives. This in turn facilitated individuals to challenge their own
assumptions they might have, be curious and find out what is important to people, facilitating a
more relationship centred approach within their care settings.
Participants found the programme valuable in enabling confidence, supporting to use different
approaches and the ability and time to reflect on trying out different approaches in a supportive
environment. Hearing other participants try new ways of getting feedback also seemed at times to
provide the impetus for participants to give things a go:
Hearing examples of the positive inquiry tool has given me ideas about when I might use
this in my practice. I see its value in really capturing emotion.
The Caring Conversations approach using different methods to open up dialogue has also been
widely used in other contexts that might have previously been quite formal such as job interviews
and performance management meetings/disciplinary meetings:
I used the emotional words in a disciplinary with a member of staff I find challenging and
asked her to pick the words that summed up how she felt about the disciplinary. She picked
all negative words. I also picked some words – some positive and some negative. It helped
the staff member consider my perspective – she didn’t realise the impact it had on me. I
used the emotional words with her 2 weeks later and this time she picked mostly negative
words but also supported and hopeful. I felt like I had won a battle! I think she wanted to
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be quite dominant and the words helped her to be less dominant, I think it helped that she
had permission to pick all negative words.
[Using images in the recruitment process] Residents use images – they ask candidates to
select an image that sums up how they feel about working here – candidates select images
like the sunflower – like making people happy, and snowdrop - new start, holding hands –
caring. Using the images gets a lot out of people – they say more than they would in
normal recruitment process. My deputy said it was meaningful involvement of residents.
People look apprehensive initially but seem to enjoy it.
A further kind of development is illustrated by a number of examples of changes to the way that
staff supervisions are conducted.
The supervision format felt very generic – I used emotional touchpoints as it gives me a
word repertoire that I don’t normally access. It helps them say more – and keep focused on
key points.
I used emotional touchpoints during key worker supervision as I was curious about the task
focus of their role. I asked the key workers to select words that summed up how they
thought residents felt – this prompted further discussion to help them think how they know
they feel like that, and encourage them to look at body language – particularly with
residents with advanced dementia.
There was evidence throughout the programme of participants really focusing on getting feedback
and learning about others and the following quote summarises nicely how participants really
focused on learning about staff and recognising the impact this can have on the wider staff group:
I see the best staff being the thread and help others learn by osmosis – I consider this when I
am planning off duty. With people who want to share learning, I hope it rubs off on others.

Ideas for what might change
Participants have found the programme supportive in giving them the courage and confidence to
try out different approaches in their care settings and having the opportunity to reflect on this in
the action learning set meetings. One example of where the cohort implemented a change in
practice and brought others on board was in the use of person centred language:
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STORIES ABOUT LANGUAGE

I have been reflecting on the use of language and put up a language poster in the dining room that
people can add to. For example instead of wandered we say walking with focus. Staff are now pausing
and considering their language more – I am giving positive feedback when I hear positive language. The
key to helping people consider their language is helping them understand how it feels.
We always refer to residents coming back home – relatives comment positively regarding this. We also
don’t like the word admission. One relative asked when she could come and visit and after a resident
came home after being in hospital. I said you can come any time, it isn’t restricted – this is your mother’s
home – the daughter really valued this.
We have continued to add to the language poster – guests are increasingly involved in this. For example
one resident said he found the term bib embarrassing and changed this to tabards.
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The chance to reflect with others and the ideas and confidence from the other members of the
cohort has been invaluable. There was a real sense of not being alone, and safety within the group
that provided peer support to participants enabling them to discuss experiences and share issues in
a safe environment:
I feel comfortable – it is not overpowering here, things are gently teased out
I feel safe – I am sometimes unsure in other environments about sharing things, but feel
safe here that it won't go out the room
I didn't realise how close the group have got, now we are a smaller group. It seemed to
happen without me realising it
I feel more able to speak and said things I didn't think would be able to
I liked the small group, it was comforting and gave me a sense of belonging, I learned I tend
to hold back and I have got permission to give questions a go
My Home Life is like my comfort blanket – even if I am not with the group I think of the
others and know they will be experiencing similar issues to me.

There was an agreement between facilitators and participants at the beginning of the programme
that participants would try different approaches using the My Home Life tools within their care
setting and where possible, try to bring staff with them. The discussions that took place in the
action learning meetings evidenced this:

I am using the images often and staff are getting used to this – they have started asking
where the cards are at meetings!
Participants have progressed at different paces in terms of trying different approaches. The
support within the group has encouraged participants to try things out and provided an
opportunity to reflect on experiences. Supporting other people to come ‘on board’ was however
an ongoing challenge for participants, highlighted by brief notes made at the validation event
under the heading of ‘Unfinished business’:
Being persistent and bringing more staff on board
Taking our learning to our work place
Rolling out into workplace and environment
Trying to establish more ‘My Home Life stuff’ in work
Involving all staff in what I have taken from My Home Life
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Participants see the personal outcome strand of work as an opportunity to continue working with
staff, to help them understand and embrace the principles of My Home Life.
I see myself as the goldfish in the bigger ocean, I want to transform staff and the
environment and I am optimistic I can.

Real change in the way we do things
My Home Life has helped the participants to implement real change in their ways of working and
the ways in which practice in their care setting is able to enhance the Senses of significance,
purpose, achievement, belonging, continuity and security.
Whilst the evidence base for My Home Life encompasses eight best practice themes, in many ways,
the focus is largely on the themes of transformation; keeping the workforce fit for purpose and
promoting a positive culture. If these elements are in place, positive relationships enable the
other themes to be enacted more readily and on a continuous basis. In particular, the focus on
staff and the relationships amongst staff, residents/patients and relatives highlights the importance
of all these parties to maintaining identity, creating community, sharing decision-making, managing
transitions, improving health and health care and supporting good end of life care.
Some of the changes taking place are quite intangible. Participants talk about improvements in
staff morale, also reflected in the questionnaires, and how bringing everyone together has
improved the atmosphere in the care setting:
A carer was helping a resident to the toilet and required assistance from another member of
staff, I was in the room and she was surprised I was helping! We all feel more of a team
now, we are all responsible for care. Morale seems improved, staff seem happier, they are
going around saying ‘happy days!’
I am trying to create more of a sense of belonging with staff. I have felt the skill mix isn’t
right in some units and normally there is no discussion when people are moved so I have
been trying to involve people – I state the positives of what they can bring to the new unit
and take on board what the staff are saying. Staff say they feel more emotionally
connected – they feel the home is theirs again and everyone has a voice.
When people ask me what My Home Life is I say ‘I’ll shout less and be happier!’
In relation to my work in the care home I got more from this than my Masters
Focussing on strengths and what people value, rather than problems was a real shift for some
participants that embedded into their way of working:
I am continuing training which I now need to roll out for all staff. I am focussing on the
positive, thanking people for coming, celebrating with those staff who have finished
training. I have changed signs so they are not negative e.g. instead of ‘must attend’ we
have celebratory pictures when staff finish training.
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I am defying the odds, I was quite negative prior to being here – it is like a new beginning
Poetry was used as a way of reflecting on participant’s experience of My Home Life and the impact
in had on themselves and their work environment. An example of two poems are provided below
You will be happier
You will be happier
Our confident people
And feel new music
More aware are you
Our confident people
Consider creations
More aware are you
Don't think too much
Consider creations
And feel new music
Don't think too much
You will be happier
What good looks like
I am aware of appropriate use of language
Learnt not to jump in
Consider other peoples’ feelings
Sought reflective feedback on myself to help understand views of staff
Learnt not to jump in
Learnt to stop talking and listen
Sought reflective feedback on myself to help understand views of staff
Celebrate staff achievements and its values
Learnt to stop talking
Consider other peoples’ feelings
Celebrate staff achievements and its values
I am aware of appropriate use of language

While this group included participants from varying roles in both care home and NHS settings this
only sought to have a positive impact on their learning. There was a real sense of value and
respect for each other, a lack of competitiveness and an understanding of each others’ roles:
I feel the pieces are coming together ……………… the link with MHL networks – it has made
me realise it is not about competition but looking at the bigger picture, networking with
other care homes, other staff. I have gained confidence to network and ask other people for
help.
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Learning from the process of action learning
The cohort met as a whole group for the four day initial workshops, and for the subsequent nine
sessions of ‘action learning’ they met as two separate groups of initially 8 – AM and PM group.
Figure 2 shows the attendance record of the cohort. 14 people initially commenced the
programme with 2 further participants joining for days 3 and 4. One person dropped out of the
group after the initial workshops due to sickness and work pressures. Another participant did not
attend the action learning sets – reasons given related to staffing problems. As the programme
continued another two participants left the cohort due to work pressures and personal reasons.
The remaining 12 completed the programme although attendance was variable throughout the
action learning sets – this was largely due to some of the often unscheduled demands of care home
work, including staffing issues and demands of quality management processes. This included
unexpected visits from statutory and local quality assurance organisations where there is little
notice given and there is an expectation that senior managers should be on site.

Figure 2: Attendance
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The nature of professional networks and of employment within health and social care highlight the
importance of trust and confidentiality within a group learning situation. In the initial workshop,
the cohort developed their own ways of working or ‘group agreement’; these typically include how
they wish to work together to create an environment where everyone can contribute and in which
there is a balance of support and challenge. These agreements were updated during action
learning sets once they were underway, and at times, returned to if there were issues emerging
that had not been anticipated. These agreements were also useful to review the shared
understanding being developed by the group.
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Each action learning meeting, would typically start with an icebreaker, then participants would
share updates about their own efforts to implement the caring conversations framework and My
Home Life tools within their settings. These discussions highlighted both the success and the
challenges with reflections on things that went well and what could be done to make it even
better.
The second half of each meeting was dedicated to formal action learning, with participants taking
turns to present a particular issue or challenge that they were facing to the group on a confidential
basis. MHL uses the process of action learning within the programme to help participants apply
their theoretical learning of Caring Conversations into practice learning and collaborative
development.8 Action learning is an experiential learning process of reflecting in a group with
others to learn, with a resolve to take action on the issue presented to transform practice. This
approach provides all members of the group with a chance to reflect and rehearse asking open
questions and to help each other to explore the issues, emotions and behaviours at play without
resorting to explanation or analysis, and to broaden possibilities for moving forward without
rushing in with solutions or opinions.9 Reflection at the end of each session about the process
helped to generate further insights and lessons for more skilled questioning and listening,
transferable to their own efforts within the care setting.
Figure 3 summarises the types of issues that North Ayrshire cohort 2 have presented about during
the programme9.

Figure 3: An overview of Action Learning issues

8 McGill I, Brockbank A, (2004) The Action Learning Handbook Routledge Falmer London
9 Notes were not taken of the detail of the presentations.
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These issues often related to the eight best practice themes of MHL and a predominant area for
discussion related to having conversations participants might find challenging. In discussing such
issues, trust amongst the group members is vital to create safety for people to share their
challenges and dilemmas as openly as possible within the group. The participants discussed their
own group dynamics and issues of safety within the set. The challenges and dilemmas of action
learning experienced by the cohort were similar to other cohorts and include the following issues:
•
•

•
•
•
•

Action learning was largely an unfamiliar process to most participants particularly when
compared to more traditional training courses.
Experiential learning can be personally challenging as it asks that individuals are prepared to be
open with others about their ways of thinking and being and to trust others enough to be able
to share their own feelings.
Sharing positives and successes can feel unfamiliar and at times, awkward and it takes time for
people to both notice and be prepared to share in this way.
Most participants found it difficult not to give advice, particularly so in the early stages. It was
an ongoing challenge to ask more curious questions.
Participants are often dealing with their own personal challenges including loss, and the ill
health of close family
The role of the action learning facilitators in modelling and supporting positive inter-personal
interactions and group dynamics in a congruent way to guide, challenge and support the group
to share their insights and address their questions of mutual concern.

During each action learning set, the participants reflected on the process of action learning:
Action learning provides a safe space to try out different questions
Presenting in a small group with people we know can help us feel comfortable
Action learning gives us space to try questions out, rephrasing to ask open questions
Having time and space to speak through an issue helps you stop and gather your thoughts
Being with a group we have connected with helps us feel safe to present an issue
Listening to presenters issues helps us relate to our own experience and help with our own
issues
As the meetings progressed participants became more courageous in trying questions out and
more experienced and skilled in asking more open and curious questions. Participants were
noticing changes in body language, asking and talking about emotions, being more comfortable
with silences which allowed the presenter to think and framing questions using the 7Cs of Caring
conversations. Over the course of 9 action learning sets, participants became much less likely to
offer solutions but to be curious and ask questions that helped the presenter come up with their
own solutions.
It was noticeable that by the final set meetings, participants were much more skilled at open
questioning; the pace of questioning was slower; participants were noticing body language; they
were much more explicitly considering other perspectives and exploring the positives in a situation;
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they were much more comfortable with expressions of emotion and following them up; and
consequently were much less likely to give each other (unsolicited) advice. Participants
increasingly showed greater awareness and ability to self-direct this process.

Conclusions and next steps
The MHL programme has supported care professionals from across health and social care to create
and sustain a positive relationship-centred culture in their care settings where the quality of life of
residents, patients, relatives, managers and staff can flourish. There were a number of significant
shifts in behaviours that signal a more relational, appreciative and collaborative style of leadership.

The programme has given participants the impetus, tools, confidence and support to explore the
perspectives of others much more fully through appreciative caring conversations. There is
evidence that learning from the programme has extended from the immediate circles of influence
to generate ideas for actions, with others, that have led to real change in ways of working. A
change in attitude amongst participants about what they can do and where they can provide
challenge to established ways of working is evident and there are examples of impact for residents
and people that use services.
My Home Life has helped the participants to implement real change in their ways of working and
the ways in which practice in their care setting is able to enhance the senses of significance,
purpose, achievement, belonging, continuity and security. The following table summarises the
actions taken forward by participants:

Table 1: Actions
ACTIONS TAKEN FORWARD BY PARTICIPANTS:
•

Running meetings differently by involving everyone and using creative approaches to ensure all
voices are heard enabling a more collaborative approach
• Focussing on the use of person centred language through the use of language posters
• Empowering staff to come up with their own solutions rather than feeling a responsibility to have all
the answers
• Using emotional touchpoints during performance management meetings
• Noticing what people do well, giving positive feedback in the moment and sharing learning with
others
Next steps
Remaining
curious,
the pause
button
not jumping
assumptions
becoming
North •Ayrshire
HSCP has
madepressing
an investment
in the
MHLand
programme
withtopositive
resultsorthat
also
defensive
highlight the challenges in relation to keeping the momentum going. The peer support element of the
• Asking
whatand
works
and what
weindo
more ofthe
to participants
gain more meaningful
feedback
than
programme
has been
willwell
continue
to becan
vital
enabling
to sustain their
energy
standardised
questionnaires
and commitment to practice development and positive cultural change. The cohort is keen to continue
• asUsing
different
approaches
such as images
help staff,
residents/patients
and relatives articulate
to meet
part of
the Community
Development
worktowhich
will focus
on personal outcomes
what matters to them
• Holding supervisions differently, using emotional touchpoints to open up dialogue
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Community development strand
The Community Development strand of My Home Life recognises that many of the factors impacting on
quality of life within care settings depends upon the quality of relationships with the wider health and
social care support system and the local community. The strand seeks to bring together key
organisations and individuals committed to enhancing the quality of care and provides a platform to
discuss the issues raised by the MHL participants, to strengthen local relationships, and to agree
mutually beneficial community development work going forward.

Personal Outcomes Work
My Home Life has moved towards a focus on personal outcomes of which there is a growing policy
emphasis10. This work will start in May 2017 with an initial theory workshop, participants inviting staff
from their areas of work to attend and then followed up by work based activities in the care setting.
Examples of initiatives tried out will brought to further days together to reflect on the activities carried
out in order to explore, understand and identify what is working well and how to do this more of the
time.
10

Available at: http://myhomelife.uws.ac.uk/scotland/wp-content/uploads/2016/03/6-Personal-Outcomes-inCare-Homes.pdf
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Personal notes of thanks and tributes
Tamsin MacBride
This is the second My Home Life cohort I have co-facilitated and I have been honoured to work
alongside both Dorothy and Margaret and of course the participants who have continuously
inspired me with their enthusiasm and commitment to enhancing quality of life for all people who
live, work and visit care services. What has really resonated with me is the courage of participants
to be creative with different ways of working – trying things that I myself would be apprehensive to
do within my place of work. Hearing the positive stories of change has been a real learning
experience for me that has impacted on my ongoing facilitation. It has been a pleasure to see
how a group can connect with each other so quickly and meeting every month for action learning
has helped them share similar issues, feeling they are not alone and I have been delighted to see
their passion and enthusiasm to adopt the My Home Life principles into their practice and way of
being. I am excited to continue to work with this cohort who see My Home Life as a new beginning
with the personal outcomes strand.
Margaret Brown
I have been privileged to work alongside my colleagues and participants for this cohort of My
Home Life. The members of the group have shown great willingness to take opportunities to learn,
support one another and share their growing confidence in this approach. I have also been
privileged to be supported by generous colleagues and had an opportunity to continue my own
professional and personal development within this process.
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Appendix 1: Qualitative and Quantitative data
Table A.1: Examples of changes in behaviours

I used to but now I…….
•
•
•
•
•
•

I used to put negatives in everything but now I am more positive
I used to spout out and sort things out now I encourage staff to come up with their own
solutions
I used to think I gave praise, now I know I give positive feedback which makes me feel
good
I used to think I was appreciating staff, now I know I do this well and meaningfully and
staff openly appreciate me.
I used to shy away and worry about speaking to relatives now I feel more courageous
and comfortable speaking to relatives
I used to feel I had to find the solution to the problem, now I collaborate more with the
team and delegate which has helped everyone feel more valued and significant. Staff
have more responsibility and we work more as a team.

I used to but now I…….
• I used to talk about feeders, doublers, now I have a language
poster and am more courageous and confident to challenge other
peoples’ language.
• I used to not listen to staff as much as I should have, now I am
much more open when staff come with ideas and suggestions
• I used to feel I had to provide the answers and solutions now I
encourage staff to be involved more in decision making.
• I used to be unappreciative of staff, now I am more appreciative
and try to celebrate staff when somebody has done something
well.
• I used to be a bit controlling and protective over things but now I
delegate more which is a relief for me and I feel proud of staff.
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TABLE A2: POWCS

BASELINE

Perception of Workplace Change
During the last 12 months:
The sense of personal achievement I get from work has
The levels of stress I feel has
My feeling of being valued has
The morale of my staff has
My workload has
The quality of management and leadership I am able to offer has
My job satisfaction has
My feelings of job security have
Satisfaction with my overall working conditions has
Satisfaction with practice in the care home has
The quality of my engagement with my staff has
The amount of time staff actively talk with residents and families has
My understanding of how to improve the culture in the organisation has
My satisfaction with the relationship I have with my line manager/ owner has
My own quality of life has
My staff’s ability to take initiative has
The quality of life of my residents has
My leadership & communication skills have
My confidence as a professional has
Staff’s desire to take the initiative in responding to resident’s needs has
Residents active involvement in decisions affecting them has
My enthusiasm for working in my organisation has
The quality of interaction between staff and residents has
The quality of interaction between staff and relatives has
Staff sickness levels have
Staff retention levels have
Inappropriate hospital admissions appear to have
The overall level of quality of practice in this care home has

Decreased
a lot
0
0
0
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1
0

%

Decreased
a little

0.00
0.00
0.00
9.09
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
9.09
0.00

2
3
0
0
0
0
1
0
1
1
0
1
1
3
2
0
0
0
0
1
1
1
1
0
0
2
3
0

%

Stayed
about the
same

18.18
27.27
0.00
0.00
0.00
0.00
9.09
0.00
9.09
9.09
0.00
9.09
9.09
27.27
18.18
0.00
0.00
0.00
0.00
9.09
9.09
9.09
9.09
0.00
0.00
18.18
27.27
0.00

2
2
6
5
4
5
5
6
4
5
3
7
2
3
7
7
6
6
5
6
3
6
5
5
5
5
4
4

%

Increased
a little

18.18
18.18
54.55
45.45
36.36
45.45
45.45
54.55
36.36
45.45
27.27
63.64
18.18
27.27
63.64
63.64
54.55
54.55
45.45
54.55
27.27
54.55
45.45
45.45
45.45
45.45
36.36
36.36

6
5
4
4
3
6
5
5
5
5
6
3
8
4
1
4
5
5
5
3
7
4
4
4
4
2
1
4

%

Increased
a lot

n/a

%

54.55
45.45
36.36
36.36
27.27
54.55
45.45
45.45
45.45
45.45
54.55
27.27
72.73
36.36
9.09
36.36
45.45
45.45
45.45
27.27
63.64
36.36
36.36
36.36
36.36
18.18
9.09
36.36

1
1
1
1
4
0
0
0
1
0
2
0
0
1
1
0
0
0
1
1
0
0
1
2
1
2
2
3

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1
0
0
0

9.09
9.09
9.09
9.09
36.36
0.00
0.00
0.00
9.09
0.00
18.18
0.00
0.00
9.09
9.09
0.00
0.00
0.00
9.09
9.09
0.00
0.00
9.09
18.18
9.09
18.18
18.18
27.27

TOTAL

Decreased
a lot

%

11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11

1
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1
0

9.09
9.09
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
10.00
0.00

POST-PROGRAMME
Stayed
about
%
the
same
1
9.09
2
3
27.27
4
0
0.00
3
2
18.18
1
1
9.09
4
2
20.00
0
0
0.00
5
0
0.00
6
1
9.09
4
1
9.09
2
0
0.00
4
0
0.00
3
1
9.09
0
1
9.09
2
2
18.18
5
1
9.09
1
0
0.00
0
0
0.00
1
1
9.09
1
0
0.00
2
0
0.00
0
0
0.00
6
0
0.00
1
0
0.00
3
4
36.36
7
1
9.09
7
4
40.00
5
0
0.00
2

Decreased
a little

Missing Items
%

Increased
a little

18.18
36.36
27.27
9.09
36.36
0.00
45.45
54.55
36.36
18.18
36.36
27.27
0.00
18.18
45.45
9.09
0.00
9.09
9.09
18.18
0.00
54.55
9.09
27.27
63.64
63.64
50.00
18.18

5
2
5
7
4
4
5
2
5
7
3
6
6
5
2
7
8
5
6
7
10
2
9
6
0
3
0
5

%

increased a
lot

n/a

45.45
18.18
45.45
63.64
36.36
40.00
45.45
18.18
45.45
63.64
27.27
54.55
54.55
45.45
18.18
63.64
72.73
45.45
54.55
63.64
90.91
18.18
81.82
54.55
0.00
27.27
0.00
45.45

2
1
3
1
2
4
1
3
1
1
4
2
4
2
2
2
3
5
3
2
1
3
1
2
0
0
0
4

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

%

Combined
increased

TOTAL

18.18
9.09
27.27
9.09
18.18
40.00
9.09
27.27
9.09
9.09
36.36
18.18
36.36
18.18
18.18
18.18
27.27
45.45
27.27
18.18
9.09
27.27
9.09
18.18
0.00
0.00
0.00
36.36

63.64
27.27
72.73
72.73
54.55
80.00
54.55
45.45
54.55
72.73
63.64
72.73
90.91
63.64
36.36
81.82
100.00
90.91
81.82
81.82
100.00
45.45
90.91
72.73
0.00
27.27
0.00
81.82

11
11
11
11
11
10
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
11
10
11

Baseline Post
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1
0
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Appendix 3: Facilitator Biographies
Tamsin MacBride
Tamsin MacBride is a Lecturer at the University of the West of Scotland with a dual role of
teaching on the undergraduate Adult Nursing programme and facilitating the My Home Life
programme. She qualified as an Adult Nurse in 1998 and the majority of her clinical career was
within Critical care as a junior and senior staff nurse and practice educator. She joined the
University of the West of Scotland in 2009 and has a wide range of experience with teaching,
learning and assessment strategies. Tamsin joined the My Home Life team in 2016 following
working with the Institute for Care and Practice Improvement on an Appreciative Inquiry project
and has been fascinated by how this new way of working has changed her way of thinking,
working and being.
Tamsin is an enthusiastic, motivated and experienced healthcare professional with experience in
the clinical setting, educational setting and conducting research with a keen interest in
appreciative inquiry. Tamsin is currently undertaking a PhD part time which is focussing on
developing care homes as learning organisations.
This is the first My Home Life cohort Tamsin has led and she has thoroughly enjoyed working
with this group facilitating learning and development that supported participants to take
forward changes in their place of work that is having a big difference.
Margaret Brown
As a researcher, educator and practitioner Margaret has many years of experience in the field of
dementia and mental health care for older people. Her current research and educational interest
includes simulated learning and compassion in dementia and her recent PhD study was about quality
of life for the person with severe dementia. She is a member of the team delivering the award
winning ‘Scotland’s Dementia Champions Programme’. She recently completed the first report in
Scotland about Housing and Dementia. In 2016, she was awarded a lifetime achievement award for
services to dementia care from NHS Health (and Education) Scotland and the Scottish Social Services
Council.

Dorothy Armstrong
Dorothy is lead professional advisor to the Scottish Public Services Ombudsman, visiting fellow at the
University of Edinburgh and freelance facilitator and coach.
Dorothy has a particular interest in feedback and complaints and regularly present seminars on the
Power of Apology. For the past five years Dorothy has been a My Home Life facilitator and the
experience has been a privilege and pleasure.
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Dorothy's professional career was in the NHS working in nursing management and education. She
remains on the nursing register and works in clinical areas for a few days each year to remain in
touch with nursing practice.
In 2010, Dorothy was awarded an Honorary Doctor of Science degree from the University of
Edinburgh for services to nursing. She is married with two children and enjoys yoga, singing and
travel.

North Ayrshire Cohort 2
Claire Prouse
Rona Fleming
Denise White
Susann MacLeod
Irene Smith
Jennifer McKenna
Lee Gove
Jacqueline Beattie
Corinne Reid (unavailable for photograph)
Alison Price (unavailable for photograph)
Rebecca Doherty (unavailable for photograph)
Theresa Fitzsimmons (unavailable for photograph)
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