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[bookmark: _Toc237965596]Section 1: Introducing the Research Paper and Topic Development
[bookmark: _Toc237965597]1.1 Paper Details (Title, Author(s) and Year of Publication)
This report explores ‘A qualitative study of organisational resilience in care homes in Scotland' led by Ross and the other eleven authors. It was published in PLOS ONE in 2022 and is a multi-site qualitative study that examines how the everyday work at care homes is adapted by staff and organisations in response to changes in the demands, resources and needs of residents (Ross et al., 2022).
[bookmark: _Toc237965598]1.2 Main Topic or Problem Explored in the Paper
The paper is the product of a conflict in residential care. However, residents are often frail, have dementia, multimorbidity and interdependent physical, psychological and social needs, and staff are constrained by time, staffing, financial, regulatory and environment constraints. Conventional improvement starts with incidents, omissions or non-compliance and strives to eliminate the root cause(s) of the problem. This “find-and-fix” orientation may neglect how appropriate care is provided when procedures are not aligned with actual circumstances. To explore “work-as-done” the researchers applied Resilient Healthcare theory and the CARE model to analyse how staff look for issues, pass on information and adjust priorities, to keep safety and person-centredness at the forefront.
[bookmark: _Toc237965599]1.3 Who Is the Research About?
This study focused on the care delivery systems in Scottish care homes, with a focus on staff activity and organisation. Managers, senior carers, care assistants, nursing and allied health professionals, inspectors, residents, relatives and other stakeholders were involved as contributors. Staff provided the principal accounts and were shadowed at work. Caring for residents and relatives provided an internal view of their positioning and the multidisciplinary professionals and inspectors provided an external and cross-service view. The study thus focused on the care-home system, rather than on the care-housed residents.
[bookmark: _Toc237965600]1.4 Why Is This Topic Important in UK Health and Social Care?
The topic matters because care homes support people whose dementia, frailty and multiple conditions require individualised assistance. Personalised care is linked to more than just completing tasks, it is associated with recognition, relationships, autonomy and involvement, which are valued by residents (Hodge et al., 2024). Staff identify competing demands and organisational constraints as issues with accessing quality dementia care (Kenny et al., 2025). Although relationship-building is beyond the number of staff, UK evidence shows that there is a link between staffing stability, management continuity and quality. Communication, flexible care plans, proportionate risk management and multi-disciplinary coordination ensure that homes can deal with deterioration, disruptions and staffing issues without compromising dignity or residents' choices.
[bookmark: _Toc237965601]Section 2: Understanding the Purpose and Research Question
[bookmark: _Toc237965602]2.1 Research Question(s) or Objectives
The topic matters because care homes support people whose dementia, frailty and multiple conditions require individualised assistance. Personalised care is linked to more than just completing tasks, it is associated with recognition, relationships, autonomy and involvement, which are valued by residents (Hodge et al., 2024). Staff identify competing demands and organisational constraints as issues with accessing quality dementia care (Kenny et al., 2025). Although relationship-building is beyond the number of staff, UK evidence shows that there is a link between staffing stability, management continuity and quality. Communication, flexible care plans, proportionate risk management and multi-disciplinary coordination ensure that homes can deal with deterioration, disruptions and staffing issues without compromising dignity or residents' choices.
[bookmark: _Toc237965603]Section 3: Understanding the Research Methods
[bookmark: _Toc237965604]3.1 Overview of Quantitative, Qualitative, and Mixed-Methods Research
[bookmark: _Toc237955419][bookmark: _Toc237965605]Quantitative research
Quantitative research is a type of research that quantifies observations numerically. Data collected by structured questionnaires, experiments, clinical measures and routine datasets are analysed by descriptive statistics or inferential statistics, which provide estimates of frequencies, comparisons between groups, test of hypotheses and analysis of relationships (Ma and Lee, 2026). For instance, staffing hours could be correlated with the number of falls recorded in care homes. Large samples show general trends but pre-defined variables might not capture the events as the staff interpret them.
[bookmark: _Toc237955420][bookmark: _Toc237965606]Qualitative research
Qualitative research is used to explore meanings, experiences, behaviours and social processes in context. Non-numerical data that is collected by interviews, focus groups, observation and documents are coded into patterns or themes by the researcher (Lim, 2025). When conducting interviews with carers about competing priorities, it is possible to uncover coordination and moral tensions behind a fixed response survey. This provides “contextual depth” but the interpretive results are useful for “cautious transfer” and not for “statistical generalisation”.
[bookmark: _Toc237955421][bookmark: _Toc237965607]Mixed-methods research
Mixed-methods research intentionally combines quantitative and qualitative elements in addressing a problem. The integration should be in design, analysis or interpretation, not just placing numbers and words side by side (Wasti et al., 2022). Researchers may measure staff stress and then interview workers to go over the patterns of scores and make connections between prevalence and meaning. When multiple interviews, focus groups and observations yield experiential or textual evidence, such as in this paper, they are considered qualitative.
[bookmark: _Toc237955422][bookmark: _Toc237965608]Brief comparison
This is because the suitability for a question is different for quantitative, qualitative, and mixed methods designs. The alignment of question and sampling to evidence, evidence to analysis and analysis to resulting claims is essential for quality.
[bookmark: _Toc237965609]3.2 Research Methodology Used in Your Chosen Paper and Why
The paper employed the qualitative approach, rather than a quantitative or mixed methods design. This multi-site 24-month study used a principles of ethnography approach, meaning that it observed care in its normal setting. Potential provider type, size, region and residential or nursing provision were considered as potential variation in homes for theoretical sampling. A non-probability sample was used by purposively recruiting individuals that represented the related knowledge and differing perspectives. The collection process was carried on until additional contributions yielded no significantly different themes.
The design was resilient in terms of organisation as adaptation is judgmental, communicative, interruptive, compromising and relational. Scores may have been used to reflect frequency, but not staff's reorganisation of work or reconciliation of goals. Events were recorded in observation and reasoning explored through interviews and discussion. Contextual comparison was possible using multiple groups and techniques. However, self-selected sites compromise transferability, and pre-COVID-19 fieldwork cannot be a proxy for subsequent conditions. Multiple analysts and stakeholder testing: increased credibility, but not statistical representativeness or interpretation.
[bookmark: _Toc237965610]3.3 Primary and Secondary Data: Definitions, Differences, and Application to Your Paper
[bookmark: _Toc237955425][bookmark: _Toc237965611]Primary and secondary data definitions
Primary data are collected directly in the process of ongoing research, for example, by observation, interviews, questionnaires or measurement. Secondary data exists as it has already been generated by another organisation for a previous clinical, administrative or research use. These might be reports, government statistics, published articles, routine records or inspection records. The difference lies in the evidence source, not numerical or textual, rather, selection, documentation, and validity limitations apply to both (Schneider et al., 2023).
[bookmark: _Toc237955426][bookmark: _Toc237965612]Application to the selected paper
The researchers primarily generated qualitative data through 68 hours of non-participant observation, 33 recorded one-to-one interviews, three focus groups, five round-table discussions, and eight resident or family interviews using emotional touchpoints. These were complemented by field notes, recordings and photographs, and care plans, charts, monitoring systems, inspection documents and protocols informed conversations. Practitioners were observed during practice. Through individual interviews, detailed accounts were drawn out; focus groups revealed agreement and disagreement among professionals; and round tables provided a test of emerging interpretations. Emotional touchpoints allowed residents/relatives to express emotions that questions may not have elicited. The triangulation was not achieved through multiple quantitative sources but rather through multiple qualitative sources.
Ethical sensitivity was particularly important as some residents were found to have dementia and might be upset by unfamiliar researchers. Emotional-touchpoint conversations were facilitated in a less intrusive way to participation, but staff interactions could have influenced which experiences were shared.
[bookmark: _Toc237955427][bookmark: _Toc237965613]Data analysis
The data on the recordings were verbatim transcribed and organised in QSR NVivo 12 transcripts, notes, images, documents. The elements of the analysis of “work-as-done” were first described as demand, capacity, and adaptation, intended and unintended outcomes. Researchers then created themes from those accounts, which focused on information and care planning, everyday activities, and person centred care. The process was mainly deductive as the process is primarily driven by the CARE concepts provided in the initial frame, and patterns are refined using the data. Conceptual alignment is crucial as thematic analysis involves explaining themes and their meanings and the role of design decisions in the interpretation (Braun and Clarke, 2022). Workshop stakeholders checked propositions based on their experience, providing validation without turning interpretation into evidence.
[bookmark: _Toc237965614]Section 4: Conclusion
This paper examined how care homes in Scotland deal with the maintenance of appropriate care in a changing context. Failure focused improvement might highlight gaps but not make clear how staff link resources together and how they manage risk and maintain person centredness. This led to a qualitative multi-site design of the everyday delivery and opportunities to bolster resilience. Theoretical sampling led to a diversity of homes, and purposive sampling resulted in knowledgeable contributors, while collection continued until saturation. Complementary primary evidence was obtained from observations, interviews, focus group and discussions with stakeholders. CARE-informed analysis related demands and capacity to adaptations and outcomes prior to forming themes. This approach suited exploratory questions about meaning and process, while self-selection, limited sites, pre-pandemic timing and interpretive coding restrict wider applicability.
I learned that research design should follow the question. There are several qualitative methods that are not mixed methods unless coupled with a quantitative component. The evidence origin is identified as “primary” or “secondary”, while its form and analysis as “qualitative” or “quantitative”. There are implications for whose experiences are captured and whether there is a generalisation or tentative transfer of findings. Software structures content and cannot supplant clear thinking. These differences will enable me to analyse the participants, the context, the approach and the restraints before reaching conclusions and using evidence in practice in the future.
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