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[bookmark: _Toc234986804]Section 1: Introducing the Research Paper and Topic Development
Care homes need to ensure that the safety, dignity and quality of life of their residents are maintained, whilst dealing with the challenges of meeting complex needs, limited resources and varying demands each day. Ross et al. (2022) examined these challenges in A Qualitative Study of Organisational Resilience in Care Homes in Scotland by Ross et al. (2022). The topic evolved from a longstanding concern with the quality of care provided for nutrition, oral care, pressure ulcer prevention, medication management, and overall residents’ well-being  (Ross, et al., 2022). The authors identified a larger gap in the application of systems-based approaches to care-home improvement. In care homes, staff work to support older people with disabilities and multiple health conditions and growing dependency, and face challenges to the staffing of the home, the need to be efficient, costs and regulatory responsibilities. Previous improvement initiatives have tended to be of either a staff training or reactive “find and fix” to complaints, incidents and inspection outcomes. These methods could be used to pinpoint the specific shortcomings but may fail to recognize the influence of staff-technology, staff-organisational process, staff-daily tasks, staff-physical environment, and staff-residents' changing needs on care. The use of Systems-based and Resilient Healthcare approaches had also been less prevalent in care homes than in other healthcare environments. The I-SCOPE project therefore explored the ways staff adapt in their day-to-day work and the potential for successful adaptations to facilitate improvement, using the CARE model. The multi-site qualitative study involved staff, inspectors, multidisciplinary professionals, residents and relatives in Scottish residential and nursing care homes. For the UK health and social care sector this topic is relevant, as a lack of coordination between health and social care services, staffing pressures and resource availability, as well as regulatory requirements, can have direct impacts on vulnerable people's safety, dignity and quality of life (Davies, et al., 2011).
[bookmark: _Toc234986805]Section 2: Understanding the Purpose and Research Question
The study is not organized around one formal research question, but is objective led. The first aim was to make a systematic and comprehensive investigation and description of the nature of everyday care provided in Scottish care homes and how staff respond to shifts in the requirements of care to ensure successful care for residents. Its second aim was to focus on general themes to guide attention to areas for organisational resilience improvements. The CARE model also highlighted how care systems are anticipatory, responsive, monitoring, learning and coordinating, in the face of changing conditions.
[bookmark: _Toc234986806]Section 3: Understanding the Research Methods
[bookmark: _Toc234986807]3.1. Research Approaches and Design
Quantitative research involves the use of numbers and statistical analysis to measure variables, compare between groups of individuals or to investigate relationships in a study. Qualitative research focuses on meanings, experiences, behaviours and processes and uses non-numerical evidence like interviews and observation. The use of mixed-methods research is a deliberate combination of quantitative and qualitative evidence in the design, analysis or interpretation, reporting of the numbers of participants included in the study, along with interviews does not make this mixed-methods research (Sileyew, 2019). It was decided that an in-depth, multi-site, qualitative design would be used to capture the meaning of how care-home staff adjusted to competing demands, as was required by Ross et al. (2022) in terms of their exploratory objectives. The quantitative design would have been useful to quantify the frequency of practices, but it would not have led to a clear understanding of how and why adaptations were made. The study was not mixed methods because no statistical data was combined with the qualitative data.
Theoretical sampling was used to recruit care homes (Glaser & Strauss, 2017). The frame aimed to induce variation in provider type, home size and provider size, and also to include geographical Health Board (as well as residential-only or residential-plus-nursing provision), to enable the study of resilience within contrasting organisational contexts. Individual staff and focus-group and workshop participants were purposively selected as they had relevant experience. The design consequently focused on depth and context, and rich description, over statistical generalisation. The authors recognize, however, that the homes represented a small number of self-selecting care-home sites whose staff were motivated to participate. The results could be transferable to comparable care home settings, but the results should be confirmed in a larger context before being extrapolated to the UK.
[bookmark: _Toc234986808]3.2. Primary and Secondary Data Collection
Primary data are data that are gathered for the specific purposes of a study at hand, when secondary data have already been gathered for other purposes (Ajayi, 2023). Ross et al. (2022) used primary qualitative data gathered from care-home settings and participants themselves, primarily. There were 68 hours of non-participant observation conducted as part of the study. Shadowing was initially broad and open-ended and then became more focused depending on the theme(s) that arose; field notes included location, time, activities, materials, people involved, goals, thoughts and questions that arose. 33 individual interviews with 32 care home staff and one senior inspector.
Interviews were conducted in private, and started in a general manner, followed by prompts on personal care, medication, mobility and falls, nutrition, oral health and social activity. Three focus groups were included to add broader perspectives, two of which included Care Inspectorate staff, and one included a multidisciplinary group. Eight residents and relatives were interviewed using emotional touchpoints and words like “comfortable” or “encouraged” were used to explain the experiences. This helped residents and relatives explain emotionally significant aspects of their care experiences that might have been difficult to express through standard interview questions. Next five round-table discussions on the workshop were dedicated to the new findings. It was approved by the University of Glasgow Institutional Review Board and was deemed not to be subject to NHS ethical review in the light of the appropriate procedures in place. Written informed consent obtained for interview and focus group participants. Process-consent principles helped vulnerable residents and an ethical amendment enabled trained care-home staff to conduct interviews with resident and families. This limited the distress of those who were able to share and broadened participation but did not rule out the impact of staff engagement on what residents were able to share. The authors also acknowledged the potential for the data to be affected by the professional backgrounds of the researchers and the prior knowledge of staff members of residents in the participating care homes.  Documentary and contextual materials such as care plans, notes, electronic systems, resident charts, inspection documents, protocols and guidance were pre-existing documentary and contextual materials used alongside the primary qualitative evidence. They assisted to compare formal “work-as-imagined” and observed “work-as-done.”
[bookmark: _Toc234986809]3.3. Data Analysis 
Interviews and focus groups/round table discussions were conducted, digitally recorded and transcribed verbatim. NVivo 12 was used to organise the transcripts, field notes, photographs and care documents, with interpretation being done by the researchers, not the computer software. Data collection continued until ‘saturation' (when no further substantive new themes could be identified). Two experienced Resilient Healthcare coders and the principal researcher analysed the material, reducing the dependence on one interpretation.
The analysis was relatively deductive in nature as the concepts of the CARE model were predetermined. Researchers coded demands, capacity, adaptations, and trade-offs and intended/unintended outcomes (Robinson & Bailey-Rodriguez, 2026). For instance, when staffing is limited, tasks that are not as important as end-of-life care may be delayed, but end of life care will be completed first. In another example, staff adapted the sequence of residents' care and staff breaks based on residents' wake up times, whilst ensuring the medication was given as per guidance. Second, examples were abstracted into the three themes of care planning and information use, coordination of daily care and person-centred care. Five activities that form resilience were also analyzed: anticipating, responding, monitoring, learning and coordinating. The propositions were reviewed by stakeholders at the final workshop, thus making the interpretation more credible by validating it with their experiences.
Strengths were the multiple data sources, direct observation, varied stakeholders, saturation, and theory-guided analysis and stakeholder review. The limitations were small self-selecting sites, limited resident and family participation, staff facilitated interview and reflexivity and pre-pandemic fieldwork. Another possible limitation is that the deductive CARE framework may have led to the focus on expected resilience concepts. 
[bookmark: _Toc234986810]Section 4: Conclusion
The report explored the study by Ross et al. (2022) of organizational resilience in care homes in Scotland, which arose in response to concerns about the quality of care, the complexity of residents and the lack of effectiveness of reactive “find and fix” care improvement. The study was designed to gain insight into how staff will respond when they do not get the support they need to do the job and the formal requirements of the job do not match the available time. Qualitative design was suited to the study because it allowed the researchers to delve deeper into people's real working practices, decisions taken by staff and stakeholder experiences than simply measuring the frequency of specific events. The authors identified areas where organizational resilience could be enhanced by more effective use of information, through staff flexibility, through co-ordination between the various areas of care, through appropriate design of the physical environment, through supporting families and by engaging in appropriate discussions about residents' quality of life. Evidence drawn from observations, interviews and documentary materials enabled researchers to strengthen their credibility by comparing the various sources to determine if they offered consistent interpretations. The results, however, must be used with caution due to the small number of self-selected homes, limited numbers of residents and relatives participating, staff-directed interviews, and fieldwork before the large-scale effects of COVID-19 hit. This paper strengthened my knowledge on the relationship between research aims and methodological decisions. When using research evidence to change health and social care, in future study and practice, I will consider how the participants were selected, differentiate between descriptive figures and quantitative analysis, evaluate whether the findings are transferable and analyze limitations.

























References
Ajayi, V. O., 2023. A review on primary sources of data and secondary sources of data.. SSRN 5378785..
Davies, S. L. et al., 2011. A systematic review of integrated working between care homes and health care services.. BMC health services research, 11(1), p. 320.
Glaser, B. G. & Strauss, A. L., 2017. Theoretical sampling.. In Sociological methods , pp. 105-114.
Robinson, O. C. & Bailey-Rodriguez, D., 2026. Deductive qualitative research: an integrative approach to designing studies.. Qualitative research in psychology, 23(2), pp. 369-384..
Ross, A. et al., 2022. A qualitative study of organisational resilience in care homes in Scotland. Plos one, 17(12).
Sileyew, K. J., 2019. Research design and methodology. London: Cyberspace..


