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BACKGROUND: Registered Nurses (RNs) working in UK care homes receive most of their training in
acute hospitals. At present the role of care home nursing is underdeveloped and it is seen as a low
status career. We describe here research to define core competencies for RNs working in UK care

homes.

METHODS: A two-stage process was adopted. A systematic literature review and focus groups with
stakeholders provided an initial list of competencies. The competency list was modified over three

rounds of a Delphi process with a multi-disciplinary expert panel of 28 members.

RESULTS: Twenty-two competencies entered the consensus process, all competencies were
amended and six split. Thirty-one competencies were scored in round two, eight were agreed as
essential, one competency was split into two. Twenty-four competencies were submitted for scoring
in round three. In total, 22 competencies were agreed as essential for RNs working in care homes. A

further ten competencies did not reach consensus.

CONCLUSION: The output of this study is an expert-consensus list of competencies for RNs working

in care homes. This would be a firm basis on which to build a curriculum for this staff group.

Key words: care homes, nursing, competencies



BACKGROUND

Due to the ageing population there is increased use of residential and nursing homes — collectively
referred to as care homes - to support the growing proportion of older people with more complex

care needs. Inthe UK, care homes provide 465,000 beds, compared with 132,000 in acute hospitals
[1].

The Registered Nurses (RNs) who work in care homes have usually received most of their
training in acute hospitals [2]. Acute hospital work however, requires different skills and
competencies from work in long-term care. There has been a call by many in nursing education to
raise students’ understanding of gerontological and care home nursing as specialties that represent

demanding and rewarding careers [3].

The role of nursing in long-term care is underdeveloped and working with older people is
viewed by students as a low status career choice with lack of opportunities for professional
development [4]. The Care Quality Commission (CQC) stated concerns about the shortage of nurses
within nursing homes, many having insufficient staff on duty to ensure residents receive safe and
dignified care. They reported 8% vacancy rates for RNs and the highest turnover rate of any job role
in social care settings at 32% [1]. There is a concern that RNs are employed to earn a home its
nursing home status and are not enabled to make full use of their competencies. It is also apparent
that many RNs working in care homes are overseas workers and, due to changes in regulations,

there are worries over their language/communication skills, competence and supervision [2].

There is a likely relationship between high turnover rates and nurses’ perceptions of low
competency in core skill areas for long-term care [5]. In one survey, 50% of RNs in care homes rated
their knowledge as insufficient in areas such as psychiatric illness, dealing with threat and violence,
dementia, computer skills and healthcare and social welfare law [6]. Other research has suggested

that current competencies do not correspond with the tasks required in nursing homes [7].

Competency development is known to predict work satisfaction and lower turnover rates [8].
Developing competencies in this workforce will facilitate professional development, more clearly

define a career pathway in care home nursing and increase the status of work in this area.

This study set out to develop a competency framework for RNs working in care homes using the

Delphi method.



METHODS

The Delphi process is a consensus method aiming to determine the extent of agreement about an
issue [9]. It allows everyone in the process to give opinions without being affected by group
dynamics of assertiveness, politics or status, as can happen in face-to-face meetings. This study used
a modified Delphi method where an initial list of competencies was compiled from a systematic
literature search and supplemented by the views of stakeholders ascertained from focus groups.

This set of competencies then underwent three rounds of consensus with an expert panel.
Development of initial competencies

A systematic literature search was carried out in January 2016. This aimed to identify all relevant
sources regardless of publication status. Search terms were ‘nursing’, ‘care home’ and
‘competencies’ and were mapped to relevant MeSH terms where relevant. The following databases
were searched from inception to 15/10/2016: Psychinfo, Embase, Medline, Web of Science, Google
Scholar, Agelnfo, OpenGrey; as well as the Royal College of Nursing and CQC websites. Screening of
article titles was completed by the chief investigator (MS) and references not relevant to nursing
home care, RNs, competencies and professional development of staff were excluded. The abstracts
of remaining articles were screened for relevance and those not meeting the inclusion criteria were
discarded. The remaining studies, after discarding duplicates, were read independently in full by
two reviewers to identify all possible competencies for RNs working in care homes. Disagreement
was resolved through discussion between the two reviewers (See Figure 1). Fifty-two competencies

were identified from 21 studies [2, 10-28].
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Figure 1. Flow chart of systematic search and review process

Quality assessment criteria were not used to rate methodological quality of articles as these are not
routinely used in scoping reviews. Words or phrases extracted from the papers were categorised
into topics e.g. nutrition, dementia. Competency statements were written encompassing all
individual phrases and words originally extracted from the articles. These were written and
independently reviewed by two researchers (MS and SG) to ensure all data were included, resulting

in a list of 51 competencies.

To supplement and provide expert content validation for the competency list, five focus groups were
held. Focus groups included care workers (N=3), RNs working in care homes (N=3), care home
managers (N=2), family members of care home residents (N=2) and healthcare professionals
regularly liaising with care homes (N=6). Focus groups lasted approximately one hour and were
facilitated by two researchers. Discussion began by asking participants to describe the role of RNs
working in care homes and the competencies required. After participants had stated their initial
ideas, they were shown the list of competencies from the literature review and asked to comment
on competencies they thought to be missing or particularly important. Participants were also asked

how the role of care home RNs had changed in the last five years and how the role may change in



future. Focus groups were audio-recorded and anonymised on transcription. Transcripts were
analysed for competencies not already included in the competency list generated from the literature

review. Nine competencies were added to the list following the focus groups.

The competency list was revised by the research team so that language and layout reflected that
usually found in competency frameworks for nursing. Some competencies were combined into
single statements and others divided so that competencies seen as more essential by participants
were given greater emphasis. An audit trail referenced all competencies back to the literature and

focus groups. The list taken into the Delphi process consisted of 22 competency statements.
The Delphi Process

The expert panel was chosen on the basis of their experience of care home nursing. For experts from
the medical and nursing professions, contributors to the British Geriatrics Society Fit for Frailty
document [29], a consensus best practice document for the care of older people living with frailty in
community and outpatient settings, were invited to participate. All contributors were experienced
clinicians in the field of geriatrics. Out of the 20 invited, 14 agreed to participate. To represent the
allied professions who work in care homes the Chartered Society of Physiotherapy Older People
AGILE network was contacted and six volunteers responded. To include the care home staff
perspective, the Enabling Research in Care Homes (EnRiCH) network for the East Midlands was
contacted and nine responded. For a patient/resident perspective, the Patient and Public Leadership
section of the East Midlands Academic Health Science Network were contacted, however no
volunteers responded. In total, the panel numbered 29 in the first round. Nine had a medical
background including one GP and one psychiatrist, 11 had a nursing background, five were

physiotherapists and four were occupational therapists experienced in care home working.

The Delphi study was administered according to published guidelines [9, 30]. Each questionnaire was
administered to panel members via email. Reminder emails were sent after seven and ten days.

After two weeks, if no response was received, the panel member was removed from further rounds.
The entire Delphi process took place via email. The panel members never met face-to-face and were

not aware of the identity of other panel members.

The final competency list, agreed by the research team, was converted into a questionnaire allowing
each panel member to rate a competency statement as ‘essential’ or ‘non-essential’ to care home
nursing or ‘needs further development’. In the second and third round the option of ‘desirable’ was
included in response to panel comments. For each competency statement the panel member could

provide free-text comments or suggest alterations to the wording.



Free-text comments made by the panel were discussed by the research team to decide on their
inclusion in future iterations of the questionnaire. Comments adding clarity and detail to
competency statements were included where multiple panel members made similar comments.
Where comments were contradictory they were rejected, however in the third round contradictory
comments were summarised and sent to the expert panel for comment. In addition, at every round
the panel was informed of the percentage of the panel who rated each competency as ‘essential’,
‘desirable’, ‘non-essential’ or ‘needs further development’. Where amendments to competencies
were made, competency statements were re-scored by the panel in the following round, even if the
original statement had achieved consensus. Consensus was defined as 80% of panel members
agreeing on a rating of ‘essential’, ‘desirable’ or ‘non-essential’ [9]. There is no established threshold
for consensus in the literature. The median threshold for Delphi studies in a recent review was 75%
[9]. As this study initially included only three options in the Delphi questionnaire, ‘essential’, ‘non-
essential’ or ‘needs further development’, the consensus threshold was raised to minimise the
likelihood of agreement by chance. Statements where 80% or more of the panel agreed were

removed from future rounds.

Ethical approval for this study was granted by the UK Social Care Research Ethics Committee (Ref:
16/1EC08/0002).



RESULTS
Round 1

Questionnaire 1 was distributed to panel members in April 2016. Twenty-six of 29 panel members
responded. In the first round 5/22 competencies were rated essential, however, due to the panel’s
comments, the research team thought all competencies required amendment. There was no
consensus on 17/22 competencies. From the panel comments, five competencies were split into two
and one competency was split into four competencies. This resulted in 31 competencies requiring

re-scoring in the second round. See Figure 2.
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Figure 2. Flowchart representing the consensus process

Round 2

Questionnaire 2, consisting of 31 competencies, was sent to the 26 panel members who had

responded to the first questionnaire in May 2016. Twenty-four of 26 responded. In the second

round, 8/31 competencies were rated essential by over 80% of the panel. Twenty-three

competencies did not reach consensus. All 23 remaining competencies were amended according to

panel comments and one competency was split into two competencies. Twenty-four competencies

required re-scoring in the third round.

Round 3

Questionnaire 3, consisting of 24 competencies, was sent to the 24 panel members who had

responded to the second questionnaire in June 2016. Twenty of 24 responded. In the third round,




14/24 competencies were rated essential by over 80% of the panel. Ten competencies did not reach
consensus. Nine of the remaining ten competencies were agreed by more than half the panel as
essential but did not reach the 80% consensus threshold. One competency was rated by more than
half of the panel as ‘desirable’ but did not reach the 80% threshold. The final list of competencies
and their ratings can be seen in Table 1. (The full competency statements can be found in Appendix

1)

Table 1. Final list of competencies and their ratings

No. Competency %E %D % | % FD
1 Attitudes and relationship-centred care 83 4 0 12
2 Enhancing well-being and maintaining ability 80 0 0 25
3 Communication 75 0 0 25
4 Knowledge and Understanding of Old Age 80 5 0 15
5 Assessment and Care Planning a) 80 10 0 10
b) 95 0 0 5
6 Administering Procedures and Interventions a) 55 30 0 15
b) 15 60 10 15
7 Hygiene 92 0 0 8
8 Urinary Continence 88 4 0 8
9 Bowel Care 96 0 0 4
10 Nutrition and Hydration 70 10 0 20
11 Pain Management 100 0 0 0
12 Skin Viability 83 4 0 13
13  Pharmacology 85 0 0 15
14 Dementia Care a) 85 0 0 15
b) 60 30 0 10
15 Cultural, Spiritual and Sexual Needs of Residents 85 0 0 15
16  Sleep 80 5 5 10
17 Long Term Conditions and Comorbidities 70 10 0 20
18 Managing Acute Ill Health 90 5 0 5
19 End of Life Care 85 5 0 10
20 Moving and Handling 95 0 0 5
21 Resident Safety 80 5 0 15
22 Team Working 92 0 0 8

23 Management and Leadership 75 20 0 5



24  Teaching

25 Quality Improvement and Evidence Based Practice a)
b)
26 Policy and Procedures a)
b)

27 Reflective Practice

55
80

75
80

92

92

30
15

15
15

0

0

15

10

E=Essential, D=Desirable, I=Irrelevant, FD=Further Development Required, Bold=Consensus over 80% threshold



DISCUSSION

By the end of the third round the panel reached consensus on 22 of 32 competencies, indicating
they were essential for RNs working in care homes. Ten statements had not reached the 80%
threshold, though for nine of these over 50% of the panel agreed the competencies were essential.

For one competency, over 50% agreed the competency was desirable.

The panel raised a number of contentious points which prevented consensus on some
competencies. Some panel members indicated that the competency list should reflect what is
achievable for the present workforce and that certain competencies would not be expected of a
newly qualified nurse. Other panel members were more aspirational, commenting on the necessity
to set a ‘gold standard’ in care home nursing, raise the skill level of all nurses considering care home
work and build future capacity in care home nursing by encouraging skills that, although little
utilised at present, may be necessary in the future as long-term care changes with the needs of the
population. These views were demonstrated in discussion of the use of intravenous injections and

syringe drivers.

Another difficulty was accommodating the heterogeneity of care home contexts, and differing
nursing obligations, within a single set of competencies. Respondents noted a nurse could be the
only qualified healthcare professional on shift, or one of a team of RNs. A curriculum could
differentiate between these roles by considering a two-tiered approach to a care home nursing
qualification. Competency in dementia care was controversial as some claimed this knowledge was
only essential for dementia specialist homes. Others quoted the expected rise in care home

residents with dementia as an incentive for all nurses to be skilled in dementia care.

The methodology of this study facilitated experts from disparate backgrounds to state their opinion,
without the dynamics of a face-to-face group situation. The method of feedback in each round
prevented the research process from getting mired in certain topics as can be the case with a
consensus conference. The nature of the Delphi process yields results that are dependent on the
opinions of the panel. Although the research team attempted to form a panel that represented
many stakeholder groups, we had no representatives from care home residents or their family

members.

It must be taken into account that this process has not resulted in a complete set of competencies.
The number of rounds was capped to encourage retention of the panel and the rounds necessary to
reach consensus on each competency would not have been feasible. Face-to-face discussion of the

wording of these competencies, and the sharing of reasons for ratings among panel members, might



have resulted in a more informed consensus between panel members. In addition the threshold of
consensus was placed relatively high at 80%. If this threshold had been set lower, e.g. at 70% as in

other studies [31], another five competencies would have reached consensus.

The competencies produced through the consensus exercise are an important reminder of the broad
contribution that RNs can make to high quality care in a care home setting. This extends beyond
task-oriented aspects of care which mandatorily require RN input, such as drug administration and
injections. Thus these competencies provide an opportunity to revisit the role of nurses, ensuring

that their full potential contribution to care in care homes is explored and realised.

CONCLUSION

We propose that we have identified competencies that are agreed to be sufficiently broad and
comprehensive to form the basis of a curriculum for nurses wanting to practise in care homes. We
suggest that it would be reasonable for authors of such curricula to choose, in addition, to
incorporate some of those domains where the pooled consensus across the ‘essential’ and ‘needs
further development’ columns equals greater than or equal to 80%. Those areas where the balance
of consensus hangs in the ‘further development’ column, we contest, are those areas where the
competency statements require further evaluation by experts in the field in order to appropriately
capture the skills required on this topic. These points notwithstanding, given the paucity of
structured education specific to care home nurses in general, it would perhaps be best to start in
areas where the greatest consensus was achieved. These domains should be seen as educational

priorities.
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