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Introduction 

An evaluation of small-scale, homelike environments in dementia care 
Current developments in dementia care aim at 
the downsizing of facilities and increasing their 
homelike appearance. In the Netherlands, 
governmental policies and financial support 
have encouraged this development, small-
scale living forming a significant part (e.g. 
approximately 25% in the Netherlands) of 
institutional care. In these facilities, a small 
number of residents (6 to 8) live together 
in a homelike environment. Residents are 
encouraged to participate in normal daily 
activities and nursing staff are part of the 
household with integrated tasks. No evidence 
of the effectiveness of this is available yet, but 
it will have major implications for people with 
dementia and their relatives, the costs and 
the organisation of long-term dementia care. 
Evidence from controlled studies is therefore 
urgently needed. 

A quasi-experimental study was conducted 
in the Netherlands, including two types of 
long-term institutional nursing care settings: 
28 small-scale living facilities and 21 regular 
psychogeriatric wards in nursing homes. 
Three measurements were conducted: 
at baseline and follow-up after six and 12 
months.  A matching procedure was performed 
to increase comparability of residents’ groups 
at baseline regarding cognitive and functional 
status. Main outcome measures for residents 
(n=259) included quality of life (QoL) and 
neuropsychiatric symptoms. For family care 
givers (n=206), burden, involvement and 
satisfaction with care was studied. For nursing 
staff (n=305) the primary outcome measures  
were job satisfaction and motivation. 
Furthermore, a process evaluation was 
conducted alongside the final measurement 

to gain insight into the experiences of small 
scale living facilities. 

The process evaluation revealed mainly 
positive experiences of family caregivers and 
nursing staff with Small-Scale Living Facilities 
(SSLFs). These related to the personal 
attention that staff spend on residents, their 
involvement with residents and the emphasis 
on autonomy in daily life. Barriers were also 
experienced, mainly related to nursing staff 
working alone for a large part of the day. Family 
caregivers in SSLFs were more satisfied with 
the care facility and nursing staff than those in 
regular care (Verbeek et al. 2011). 

No convincing overall effects of SSLFs were 
found (Verbeek et al. 2010). Residents’ 
total QoL was similar for both groups 
and only a few dimensions significantly 
differed. No effects were demonstrated for 
total neuropsychiatric symptoms. Family 
caregivers in SSLFs expressed less burden 
and were more satisfied with nursing staff 
than family caregivers of residents in regular 
wards. However, no effects were found for 
involvement with care. No effects were found 
on job satisfaction and motivation for the total 
group of nursing staff, although subgroup 
analyses using contrast groups (regarding 
typical SSLFs and regular care) found higher 
levels for staff in typical SSLFs.

Although the study showed mainly positive 
experiences, it was unable to demonstrate 
convincing effects of small-scale living on 
the primary outcome measures (e.g. QoL, 
behaviour, job satisfaction). Dutch policy and 
organisation of nursing home care may partly 

account for this, since it encourages small-
scale living, financially and conceptually, 
thereby influencing regular institutional care. 
However, these results show that SSLFs 
are not necessarily a better care setting for 
all residents with dementia. Other options 
should be considered and policy makers and 
healthcare professionals should carefully 
consider what they regard as good care for 
people with dementia and not blindly focus on 
small groups or a homelike environment. Both 
a care programme focusing on family and staff 
attitudes towards residents in combination 
with environment and appropriate medical 
care are needed to improve dementia care. 
More research is required to disentangle this 
challenge.

Dr Hilde Verbeek - Visiting Research 
Fellow at PSSRU Manchester (2010 - 11)
from the CAPHRI School for Public Health 
and Primary Care, Department of Health 
Services Research, Maastricht University, the 
Netherlands.
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This is the fifth edition of the PSSRU at 
Manchester’s Research Focus.  In this edition 
we summarise some work on dementia 
undertaken by one of our visiting researchers 
from Maastricht, Dr Hilde Verbeek.  We have 
also covered the developing work of the 
NIHR School for Social Care Research, of 
which the PSSRU at Manchester is a founder 
member.  Two other pieces of work are also 
discussed.  One is a piece of work examining 
delayed discharge from hospital, which 
considered delay from the perspective of the 

patient pathway from preadmission status, 
admission, process of care and discharge 
planning to identify the cumulative impact of 
different stages in the patient journey.  The 
other describes a new project undertaken 
with Professor Nitin Purandare (formerly 
at the University of Manchester and now at 
Peninsula Medical School), Dr Maria Zubair 
and colleagues which examines access to 
diagnosis and care for people with dementia 
who are of South Asian origin.  



The Personal Social Services Research Unit was established 
in 1974 and now has branches at three UK universities: 
the University of Kent, the London School of Economics 
and Political Science, and the University of Manchester. Its 
mission is to conduct high quality research on social and 
health care to inform and influence policy, practice and theory.

Background
Bed-blocking and delayed discharges have 
been a long-standing concern in the past 
decades. Concurrent with the introduction of 
the community care reforms in the early 90s, 
the government issued guidance detailing the 
approaches that should be followed in local 
discharge policies and procedures. Policy 
guidance emphasizes the importance of good 
quality clinical care and joint arrangements 
between health and social services in 
the management of hospital discharge. 
Subsequently, the Community Care (Delayed 
Discharges etc.) Act 2003 placed new duties 
upon social services and the NHS with 
respect to inter-agency discharge planning 
protocols and communication systems.  The 
Act introduced a financial incentive for local 
authorities to provide community services that 
are needed for the individual’s safe transfer to 
a more appropriate setting (DH, 2003). This 
study was commissioned by the Adult Social 
Care Department of a metropolitan borough 
in the North West of England shortly after the 
implementation of the Act to examine factors 
associated with delayed hospital discharge.

By the time the study was commissioned, 
previous research had identified a range of 
factors associated with delayed discharge 
including both individual and organisational 
variables. Patient characteristics such as 
age, gender, whether they had a family carer, 
physical and cognitive function; hospital 
factors; and discharge arrangements were all 
found to be associated with delay but findings 
were some what inconsistent. 

Method
Data were collected retrospectively on a 
sample of inpatients referred by hospital 
staff to the social work team who were likely 
to require community based services on 
discharge between July 2004 and January 
2005. Although the legislation applied only 
to patients receiving acute inpatient medical 
care at the outset, for a number of reasons a 
decision was made to include patients from 
both sectors within the hospital in this study. 
The delayed sample were identified from 
manual records maintained by the social work 
team. A random sample of two thirds of the 
patients whose discharge was not subject to 
delay during the data collection period was 
selected using computer generated random 
selection, to produce a number similar to the 
expected delayed discharge group. Selection 

criteria were applied and the final sample 
included 186 delayed cases and 231 non-
delays. 

For each cohort, basic demographic 
information was transferred from the 
computerised information system of the local 
authority (CareFirst).  That relating to the 
patient’s hospital admission and diagnosis 
was extracted from the electronic records of 
the Foundation Trust (PAS).  Information was 
also manually extracted from individual case 
files. The level of physical dependency was 
assessed using the Katz activities of daily 
living (ADL) scale (Katz & Akpom, 1976) which 
records ability to undertake six activities.  In 
this paper, evidence of physical dependency 
is defined as scoring three or more on the 
scale. Evidence of cognitive impairment, but 
not the degree, was derived from examination 
of case files and the ICD10 Codes from the 
hospital records. A four-stage framework (see 
Table 1) was devised to guide this research. 
Data from the four stages were subjected to 
Chi-square tests and regression analysis.  

Key findings
The categorisation, percentage, and their 
association with delayed discharge of 
selected variables from the four-stage care 
pathway are reported in Table 1. 

Variables in Table 1 that were significantly 
associated with delayed discharge were 
entered into a logistic regression analysis. 
Care home admission was the strongest 
predictor of delayed discharge, followed 
by the need for home care upon discharge. 
Number of moves between specialties and 
the use of a rehabilitation programme in 
hospital were also significant predictors of 
delay. In contrast, patients whose primary 
diagnoses were problems with the respiratory 
system were less likely to experience delay 
upon discharge from hospital.   
 
Conclusions
When key factors along the patient care 
pathway were examined simultaneously, 
organisational factors, especially discharge 
arrangements, were most important in 
deciding whether a patient would experience a 
delay. Compared to individual factors hospital 
factors were also more salient in this context. 
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Table 1: Patient characteristics by care pathway 

Delayed hospital discharge study

Stage Variable Total % (n=417)

Pre-admission Age 79.0

Gender (Male /Female) 32.9 / 67.1

Has carer (n=365) 82.2

Cognitive impairments (Present)** 43.2

Katz Index of ADL (High dependency) * 27.8

Admission Admissions in the last 12 months [0/ 1 & 2/ 3+] 39.6 /  43.9 / 16.6

Form of admission [A & E; GP; Other] 72.9 / 21.1 / 6.0

Specialty [Geriatric Medicine; General Medicine; Trauma & 
Orthopaedics*; Other]

55.6 / 22.1 / 15.6 
/ 6.7

Mode of care in 
hospital

Respiratory* (Absent) 15.8

Injury* (Present) 17.0

Outliers (Yes)* 7.9

No. of moves [0&1 / 2+]*** (2+) 94.7 / 5.3

Rehabilitation (Yes) *** 41.7

Discharge 
arrangements

Length of stay*** [Delay / non-delay / total] 78.0 / 22.4 / 47.1

Destination [Home; Care home; Other hospital]*** (Care Home) 60.9 / 38.1 / 1.0

Home care (n=254) *** 52.0

Key: [Range of measures] (*, **, *** Factor associated with delay)



• Lack of knowledge about dementia and types of services and support available.
• Perceived in/appropriacy of consulting GP/health and social services for memory 

problems.
• Particular beliefs and understandings about memory problems (e.g. based on non-

medical understandings of the causes, consequences and appropriate treatments). 
• Perceptions about appropriate carer and treatments.   
• Social stigma associated with mental health problems and use of mental health 

services.
• Social stigma associated with reliance on extra-familial sources of care and support 

(for conditions perceived as not requiring specialist intervention).  
• Perceptions and/or experiences in relation to the cultural appropriateness of the 

services and the cultural competence and sensitivity of the individual professionals. 

1. Why SA elders and their carers do not seek help from health and social services for 
memory problems?
2. What are the common explanations (EMs) used by SA elders to understand and 
describe memory problems and their causes and consequences?
3. Do EMs for memory problems differ between: a) Indian and Pakistani subgroups; b) 
those with and without objective cognitive impairment; and c) those who have consulted 
and not consulted their GP for memory problems?
4. What are the EMs for memory problems among middle aged SA people who are often 
the gatekeepers to GP consultation for the current cohort of SA older people and will be 
the next cohort of older people? Are there differences in EMs between these two groups?

Box 2: Research questions

The South Asian Voices Enabling Dementia 
Care (SAVE D) project funded through 
Research for Patient Benefit (NIHR) aims to 
increase our knowledge and understanding 
of the reasons why South Asian (SA) elders 
with memory problems often do not access 
health and social services. The current 
evidence reveals very low consultation rates 
with GPs for mental health and memory 
problems among SA elders. This leads to their 
reduced access to old age psychiatry services 
(Lindesay et al, 1997; Rait and Burns, 1997), 
and consequently the under-diagnosis and 
under-treatment of dementia and depression 
among this group of ethnic minority elders. 
As the number of ethnic minority SA elders 
with dementia is expected to increase quite 
significantly in the future as a result of the 
ageing of these migrant populations, this 
work aims to inform appropriate future policy 
and practice in relation to improving under-
consultation for, and the under-diagnosis of, 
dementia within this group. 

Study aims and methods
The possible reasons for SA elders’ under-
utilisation of services, as identified from the 
existing literature, are varied (see Box 1). 
These reasons seem to be closely linked with 
particular beliefs and perceptions in relation 
to the causes and consequences of memory 
problems and their understandings and 
experiences with regards to the appropriate 
treatments. In exploring the reasons for 
their under-utilisation of the services, the 
study will therefore focus on these elders’ 
and their families’ and community members’ 
subjective and potentially culture-specific 
views and beliefs about memory problems. 
These subjective views allow for a better 
understanding of what their ‘illness’ means 
to them and their expected recovery process 
(see Bhui & Bhugra, 2002). 

Using a mixture of  check-list style, structured 
interviews and semi-structured qualitative 
interviews with SA elders and their family 
and community members, the study will seek 
to identify the explanatory models (EMS) 
these SA participants use to understand and 
describe memory problems. It will also explore 
the decision-making processes in relation 
to accessing health and social services and 
examine the extent to which different EMs 
among individual participants may influence 
these participants’ access to and uptake of 
services. It will compare, in particular, EMs 
between: the Indian and Pakistani ethnic 
subgroups; those with and without memory 
problems; those who use and do not use 
the local services for memory problems; 
and older and middle-aged SAs (see Box 
2). Whilst most previous qualitative studies 

have focused merely on the perspectives of 
the carers, this study will make an important 
contribution to our existing knowledge and 
understanding on the topic by also including 
non-carers within the sample and thus 
exploring the beliefs and perspectives that 
are prevalent more widely within our local SA 
communities. Moreover, the sample for this 
study will be identified predominantly through 
local community sources and hence will not 
be restricted merely to those elders who have 
already received a diagnosis. This would allow 
for more diverse voices and perspectives to 
emerge from the data.

Potential impact of study
An understanding and recognition of the EMs 
prevalent within our local SA communities 
would allow for the subsequent development 
of more culturally competent and sensitive 
clinical practices and service-provision for 
the future as well as the dissemination of 
more culturally appropriate information 
about memory problems within our SA 
communities. The dissemination of the study 
findings can help reduce the potential stigma 
about memory and mental health problems 
among SA communities and encourage early 
recognition of and consultation for memory 
problems.

Further information
SAVE D is a two-year project which will be 
completed in July 2013. Prof Nitin Purandare 

is the Principal Investigator and Prof David 
Challis and Dr Dave Jolley from PSSRU are 
among the Co-Investigators and collaborators. 
For further information about the project,  
contact: maria.zubair@manchester.ac.uk

Dr Maria Zubair, School of Community Based 
Medicine, The University of Manchester  

References
Bhui, K. and Bhugra, D. (2002) Explanatory 
models for mental distress: implications 
for clinical practice and research. The 
British Journal of Psychiatry, 181, 6-7.

Lindesay, J., Jagger, C., Hibbett, M.J., Peet, 
S.M. and Moledina, F. (1997) Knowledge, 
uptake and availability of health and social 
services among Asian Gujarati and white 
elderly persons. Ethnic Health, 2, 59-69. 

Rait, G. and Burns, A. (1997) Appreciating 
background and culture: the South Asian 
elderly and mental health. International 
Journal of Geriatric Psychiatry, 12, 973–977.

This article presents independent research 
funded by the NIHR Research for Patient 
Benefit Programme (PB-PG-1208-18116). 
The views expressed in this publication are 
those of the authors and not necessarily those 
of the Department of Health, NIHR or NHS.

Box 1: Possible reasons for under-use of services suggested within existing literature

Exploring the reasons 
for South Asian 
Elders’ under-use of 
health and social care 
services for memory 
problems 



Asha Myers, Research Secretary   
T: 0161 275 5680, F: 0161 275 5790   

Contact Details
pssru@manchester.ac.uk
www.medicine.manchester.ac.uk/pssru

PSSRU 
University of Manchester
Dover Street Building
Oxford Road
Manchester M13 9PL 

Recent Publications

Bringing together a national network of strong 
academic units in a subject area of national 
priority and significant to the lives of people 
and their communities, is a strategic move 
designed to accelerate the development of 
the quantity and quality of evidence to inform 
policy and practice development in that area.  
The ultimate goal is higher quality evidence to 
help deliver better outcomes for people using 
services.

In May 2009 the National Institute for 
Health Research (NIHR), the Department of 
Health’s organisation for its Research and 
Development work, established the School for 
Social Care Research (SSCR).  The School 
was formed from 6 leading academic units in 
social care research, the PSSRU units at the 
University of Manchester, the University of 
Kent and at the London School of Economics; 
with the Social Care Workforce unit from King’s 
College London; Social Policy Research Unit 
at the University of York; and the Tizard centre 
at the University of Kent.  NIHR established 
the School with a budget of £15 million for 5 
years.  The budget is split equally between 
commissioned intramural projects from within 
the School’s research units and extramural 
projects commissioned through public calls 
for research applications.  All work is peer 
reviewed to assure high standards.

The rationale behind the School is to make 
a major leap in the amount of world class 
research to improve practice in adult social 
care in England.  Existing centres of excellent 
research are better linked and able to 
undertake more research, and other existing 
and new researchers are drawn into the 
network to share their expertise.

The School has commissioned a range of 
methods and scoping reviews, providing 
clear and concise overviews on their topics 
to help promote understanding, and better 
research.  They include 3 published reviews 
(qualitative methods, sexualities in social care 
research, and visual impairment and research 
methods), and a steady stream of others, 
several near completion.  The topics include 
ethics, systematic reviews, observational 
methods, outcomes, modelling, research 
with D(d)eaf people, researching end of life 
care, research and Black and Minority Ethnic 
Communities, service user led research, and 
many more topics.

The School’s research project portfolio now 
includes 22 commissioned projects, with 
around 15 more soon to be commissioned.  
They cover a range of groups of people and 
their needs, including older people, those 
with complex needs, people with learning 
disabilities, carers, people with mental 
health problems, including dementia, and 
homeless people.  There are varied themes 
across these projects and groups, including 
personalisation, reablement, employment, 
social capital, and safeguarding.

More information about the full portfolio of 
work of the School can be found on our 
website (www.sscr.nihr.ac.uk).  

The scale and range of work commissioned 
has already been acknowledged as impressive 
and a significant advance for social care 
research.  This recognition includes from our 
Department of Health chaired Advisory Board.

The SSCR is entering a new and exciting 

phase in its development, when the first of 
our projects are ready to report results.  This 
brings new challenges for the School, but 
ones we have been preparing for some time. 
These include: helping to maximise the impact 
of the commissioned research; keeping the 
research portfolio vibrant and relevant in a 
rapidly changing world; and making best 
use of the now very extensive portfolio and 
network of experts linked to the School.  
Keeping the energy and wisdom of our Users, 
Carers and Practitioners Reference Group at 
the heart of work is a continuing priority.

In terms of impact, we are planning a range 
of materials to guide and assist those working 
on SSCR funded projects to plan and deliver 
the kind of wide-ranging impact appropriate 
for their projects.  These will be available early 
in 2012.

The SSCR has grown rapidly to become 
a significant organisation in social care 
research, policy and practice, and it continues 
to develop.  If you want more information 
about the School, or to let us know how SSCR 
work is relevant to you , please do contact us.

Michael Clark,
Research Programme Manager, SSCR
M.C.Clark@lse.ac.uk
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