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Abstract
Recent years have seen a rise in digital interventions to improve coordination between care homes and NHS 
services, supporting remote sharing of data on the health of care home residents. Such interventions were 
key components in the response to the COVID-19 pandemic. This paper presents findings from the qualitative 
component of an evaluation of an implementation of the HealthCall Digital Care Homes application, across sites in 
northern England. The purpose of this qualitative component was to explore issues round feasibility, appropriacy, 
and acceptability. The implementation commenced prior to the pandemic and continued throughout. Semi-
structured, qualitative interviews were held with stakeholders. Interviews were conducted remotely (October 2020 
-June 2021). Data were analysed via a reflexive thematic analysis then mapped against Normalization Process 
Theory (NPT) constructs (coherence, collective action, cognitive participation, and reflexive monitoring) providing 
a framework to assess implementation success. Thirty-five participants were recruited: 16 care home staff, six NHS 
community nurses, five relatives of care home residents, four HealthCall team members, three care home residents, 
and one local authority commissioner. Despite facing challenges such as apprehension towards digital technology 
among care home staff, the application was viewed positively across stakeholder groups. The HealthCall team 
maintained formal and informal feedback loop with stakeholders. This resulted in revisions to the intervention and 
implementation. Appropriate training and problem solving from the HealthCall team and buy-in from care home 
and NHS staff were key to achieving success across NPT constructs. While this implementation appears broadly 
successful, establishing rapport and maintaining on-going support requires significant time, financial backing, and 
the right individuals in place across stakeholder groups to drive implementation and intervention evolution. The 
digital literacy of care home staff requires encouragement to enhance their readiness for digital interventions. The 
COVID-19 pandemic has pushed this agenda forward. Problems with stability across the workforce within care 
homes need to be addressed to avoid skill loss and support embeddedness of digital interventions.
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Background
Residents in long-term residential and nursing care 
homes (long-term care facilities) have complex health 
and social care needs. This population has a high degree 
of multimorbidity, disability and frailty, with impaired 
cognitive and behavioural functioning [1], which has 
increased over the past 20 years [2]. Estimates indicate 
that emergency admissions and accident and emergency 
attendances among care home residents are 40–50% 
higher than the general population ≥ 75 years [3]. Of such 
admissions ~ 50% potentially avoidable [4]. Such com-
plexity can place strain on care homes and the commu-
nity NHS services that support them.

Improving the quality of healthcare provision in care 
homes is a priority for the NHS and adult social care 
[5, 6]. Digital technologies to support communication 
between care homes and NHS services could support 
this goal [6]. Such interventions use smart devices for the 
transfer of data such as vital signs observations for the 
calculation of Early Warning Scores. The National Early 
Warning Score (NEWS) has been a common component 
of digital interventions within care homes and commu-
nity NHS settings [7–11] and is being implemented in 
other countries including Norway [12]. Such interven-
tions have met with some success, including improving 
communication between health care services and care 
homes, and instilling confidence in care home staff [8, 
10, 11, 13] though the complexity of the care home set-
ting may present barriers [9]. The need for remote com-
munication between care homes and services produced 
by the COVID-19 pandemic has led to increased use of 
and support for digital interventions within care homes 
[6, 10, 14, 15].

HealthCall digital care homes application
HealthCall [16] is a collaboration of seven NHS Founda-
tion Trusts across the Northeast of England and North 
Cumbria. It focuses on producing digital solutions to 
health care challenges. One such solution is the Digital 
Care Homes application, designed to enhance reporting 
of non-urgent referrals. The app aims to shorten refer-
ral times between care homes and NHS services, with 
the transfer of relevant information through the app as 
opposed to care home staff waiting in a queue on the 
phone. Through the app care home staff can record:

a)	 vital signs to calculate NEWS.
b)	 contextual information (free text format) including 

“soft” signs of deterioration (changes in behaviour, 
mood, sleep, appetite, toileting).

The reporting structure uses the Situation, Background, 
Assessment, Recommendation (SBAR) tool [17], 
designed to promote organised communication of nec-
essary, contextual information about patients. The refer-
ral is reviewed by a clinician at a Single Point of Access 
(SPA), who requests further information from the care 
home or triages to an appropriate service. The care home 
is notified of action taken. Senior carers and care home 
nurses are most likely to use the app as part of their role.

Care homes are given a digital device and in-house 
training from HealthCall’s local Clinical Trainers. Train-
ing covers the app’s purpose, using the digital device, tak-
ing vital signs and what to record on the SBAR tool. App 
use is monitored by HealthCall. Members of community 
NHS teams, such as community nurses, also communi-
cate with HealthCall and can support care homes with 
the app.

This paper concerns the qualitative component of an 
evaluation of the Digital Care Homes application’s imple-
mentation into residential and nursing care homes in 
Northern England. The purpose of this qualitative com-
ponent was to explore issues round feasibility, appro-
priacy, and acceptability of both the intervention, and its 
implementation. Findings from the quantitative compo-
nent of this evaluation have been published elsewhere 
[18, 19], providing additional details about this interven-
tion. It should be noted that the HealthCall app was ini-
tially rolled out in December 2018. As such, some care 
homes within the region had already received training 
and were using the app prior to the COVID-19 pandemic, 
which was officially declared a pandemic in March 2020. 
Other care homes received a modified version of the 
training which was implemented quickly and pragmati-
cally to ensure all care comes across the region had digi-
tal, remote means to communicate with NHS services 
and initiate a referral. This is issue was reflected upon by 
some participants and is reported within our findings.

Due to the evaluation taking place during the COVID-
19 pandemic, the team also collected data on how the 
pandemic affected care home staff. The findings from 
these data are reported elsewhere and highlight the 
moral distress experienced by care home staff during the 
initial waves of the pandemic and their ability to maintain 
“resilience in a time of crisis” [20].

Patient and Public Involvement (PPI)
Patients and the public were involved at the idea genera-
tion stage, confirming that research to improve care for 
care home residents is viewed as a priority. Research 
questions, topic guide, study design, findings, and 
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dissemination strategies, were discussed with the PPI 
panel via a series of online meetings.

Methods
A phenomenological approach was undertaken. Methods 
of qualitative inquiry were used, seeking to gain in-depth 
data about participants’ experiences of and views towards 
the intervention and its implementation.

Identification and sampling
Relevant stakeholders included the local HealthCall 
team, local authority staff involved in the implementa-
tion, care home staff and residents, relatives of residents, 
and community NHS staff.

Care home and NHS staff were recruited using purpo-
sive sampling aiming for variety in terms of care home 
size and type, and type of clinician. Convenience and 
snowball sampling were then used to increase sample 
size. Residents and relatives were recruited using conve-
nience and snowball sampling.

Recruitment
We aimed to recruit approximately 30 participants with 
the intention that the majority would be care home 
staff working at different levels. We were not aiming to 
achieve saturation, which is a contested subject, and, as 
others have argued not always necessary nor possible 
[21–23]. We aimed to acquire sufficient data to meaning-
fully address the purpose of the research. The research 
team are all experienced in qualitative research (as dis-
cussed later) and agreed during team discussions that 
30 participants would likely be sufficient. In addition, 
we were collecting data during a global pandemic and 
were aware that it would be challenging to recruit front 
line staff from care homes and the NHS due to the extra 
demands on them at this time.

A member of the local HealthCall team made initial 
contact, via email, with their colleagues, a Local Author-
ity Commissioner who worked on the implementation, 
care homes and NHS services on behalf of the research 
team. They provided a brief description of the evaluation 
and contact details for the research team who then fol-
lowed-up on this initial contact.

Care home staff introduced the evaluation to residents 
who had capacity to provide informed consent. Relatives 
were sought using a short advert through online commu-
nity networks. Interested stakeholders were given a PIS 
and offered the opportunity to ask questions about the 
evaluation and their participation. PIS were adapted for 
each stakeholder category. If the wish to participate was 
upheld a suitable time for data collection was arranged. 
As the evaluation was conducted remotely, informed 
consent was secured electronically or verbally, meeting 
Health Research Authority principles for remote consent. 

All participants were required to be of adult age (18 years 
and above) and deemed capable of providing informed 
consent. No incentive was offered to any category of 
participant.

Data collection
Data were collected between November 2020 and July 
2021 via semi-structured interviews, one-on-one (though 
residents were accompanied by a care home staff mem-
ber for support), dyadic, and small group. Interviews 
were conducted online using video conferencing plat-
forms or by telephone. The topic guide was developed 
based on similar evaluations conducted by members 
of the research team [9, 10] and evaluation aims, with 
some amendments depending on the category of par-
ticipant (see supplementary materials). As is typical for 
semi-structured interviews, the topic guide acted as an 
aide-mémoire rather than being rigidly followed. Inter-
views were audio-recorded with permission from the 
participant(s). SR, ZC, and RS are all female and at the 
time of data collection working as Senior Research Asso-
ciates at Lancaster University. They all, individually, con-
ducted interviews with care home staff, the HealthCall 
implementation team, the commissioner, and NHS com-
munity nurses. RS conducted the interviews with care 
home residents, and relatives of residents. As referred to 
above, a member of care home staff sat with each resident 
to provide support using the telephone or digital tablet to 
participate, and moral support if needed. RS has a doc-
torate in health psychology, and ZC doctorates in health 
research, and SR’s background is in medical sociology. All 
three researchers are experienced in conducting qualita-
tive research in the context of ageing, health and illness, 
and long-term care and have existing peer reviewed qual-
itative publications that are relevant to content of this 
paper [9, 10, 20]. Data collection ceased once data suf-
ficiency [22] was realised, as concluded via discussions 
between the researchers SR, ZC, and RS, and confirmed 
in additional discussions with NP and BH.

Data analysis
Audio recordings were shared with a professional tran-
scription service, via secure, encrypted means, and 
transcribed verbatim to ensure context was captured to 
support interpretation of the data. Returned transcripts 
were then checked by the researcher who conducted the 
interview to ensure they were fully anonymised. An ini-
tial phase of analysis followed the six-phase process for 
reflexive thematic analysis (R-TA) [21, 24]: familiarisa-
tion, developing initial codes, leading to theme develop-
ment, reviewing themes, defining themes and analysis 
write-up.

Tentative initial codes were discussed among the 
team based on relevant previous work. Rather than 
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“bracketing” these potential codes they were included in 
the initial phase of coding and removed if not relevant, 
thereby informing, but not leading, early analysis.

In R-TA coding is “fluid, organic, and recursive” where 
codes can “expand, contract, be renamed, split apart… 
collapsed together… and even be abandoned” (25 p207). 
This reflects our approach to this process. RS, ZC, and 
SR, all with experience of forms of thematic analysis 
including R-TA, led the analysis, independently coding 
transcripts, creating memos, and meeting regularly to 
review codes and collaborate on the production, review-
ing and defining of themes. Developing analysis was 
discussed with the wider qualitative team, NP and BH, 
at various stages of data collection and analysis. During 
these discussions we would reflect on, and questioned 
each other about, what influenced our engagement with 
the data and therefore what influence our personal and 
research experiences, theoretical concerns, and knowl-
edge of the subject area had on the developing themes, 
supporting the sense making work of analysis [24, 25].

Data were then considered against Normalization 
Process Theory (NPT) [26, 27] constructs of coherence, 
collective action, cognitive participation, and reflexive 
monitoring to provide a framework to evaluate imple-
mentation success (see Table 4). Similar approaches 
have been undertaken elsewhere [9, 27, 28]. Conduct-
ing a R-TA analysis prior to considering NPT constructs 
ensured that the voices of participants were accounted 
for, and analysis was not driven solely by an existing 
framework.

Results
Participants
Thirty-five participants were recruited (see Table 1). The 
majority, sixteen, were care home staff. All Care Home 
participants had been in their current position from 2 to 
25 years (mean = 8.5 years). Six NHS community nurses, 
three residents and five relatives participated. The rela-
tives were not related to residents interviewed. Five 
participants directly involved in implementation were 
interviewed: four from the local HealthCall team and one 
Local Authority Commissioner.

Twenty-four interviews were one-to-one (one 
researcher interviewing one participant), there were 
three dyadic interviews (one researcher interviewing and 
two participants together), and two small group inter-
views (one researcher interviewing three participants 
together). Community Nurse 1 (CN1) was interviewed 
individually and participated in a small group interview. 
The other two participants were participating from their 

Table 1  Participants
Group Participant ID Interview 

type
No. Online/Phone

Local 
HealthCall 
Team

HC1 One-on-one 1 Online

(HC)* HC2 - Trainer One-on-one 1 Online
HC3 - Trainer One-on-one 1 Online
HC4 One-on-one 1 Online

Local Au-
thority (LC)

LC 
Commissioner

One-on-one 1 Online

NHS Com-
munity 
Nurses (CN)

CN1** One-on-one 1 Online
CN2 One-on-one 1 Online + Phone†
CN1**
CN3
CN4

Small group 2 
(3)**

Online

CN5
CN6

Dyadic 2 Online

Care Home Staff***
Care Home 1 SC1

SC2
Dyadic 2 Online

JC One-on-one 1 Online
Care Home 2 DM1 One-on-one 1 Online

SC3 One-on-one 1 Online
Care Home 3 DM2

SC4
Dyadic 2 Online

Care Home 4 CHM1 One-on-one 1 Online
Care Home 5 CHM2

DM3
SC5

Small group 3 Online + Phone†

Care Home 6 CHM3 One-on-one 1 Online
Care home 7 CHM4 One-on-one 1 Online

SC6 One-on-one 1 Online
SC7 One-on-one 1 Online

Care Home 8 SC8 One-on-one 1 Phone
Residents
Care Home 1 Resident 1 One-on-one ± 1 Online
Care Home 8 Resident 2 One-on-one ± 1 Phone

Resident 3 One-on-one ± 1 Phone
Relatives Relative 1 One-on-one 1 Phone

Relative 2 One-on-one 1 Phone
Relative 3 One-on-one 1 Phone
Relative 4 One-on-one 1 Phone
Relative 5 One-on-one 1 Online

Total 35
*To preserve anonymity the job role of two HealthCall participants has not been 
specified

**Community Nurse 1 was interviewed one-on-one and within a group 
interview

***SC Senior Carer, CHM Care Home Manager, DM Deputy Manager, JC  Junior 
Carer

†Data collection arranged as online. Poor Wi-Fi signal meant that data collection 
concluded via telephone

±Residents were accompanied by a care home staff member
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work office space and CN1 was present within the office. 
The researcher conducting the interview discussed the 
situation and the other two interviewees felt it would 
be helpful for CN1 to join the discussion, to which CN1 
consented. The group interview was CN1’s second inter-
view. Twenty interviews were held via video conferenc-
ing, seven were held via telephone, and two were initially 
via video conferencing, however, issues with Wi-Fi sig-
nals meant that these interviews were completed over the 
telephone. Interview duration had a range of 12–83 min 
and a mean of 47.5 min. The shortest interview was with 
a resident which reflects fluctuation in their ability to 
participate. Data concerning the intervention from this 
group, and from relatives, were not as rich as from oth-
ers. The mean length with residents’ and relatives’ inter-
views excluded was 51 min.

Table 2 provides further detail about the participating 
care homes. Five were residential only while three also 
provided both nursing care. Six of the homes were part 
of a larger chain and two were independently run. The 
homes varied in their bed capacity. As noted above, the 
implementation of HealthCall was adjusted in response 
to COVID-19 being declared a pandemic. All the par-
ticipating homes had received training prior to the pan-
demic. Two of the homes received their training between 
one to three months prior. At the time of data collection 
all care homes had been using the intervention for at 
least one year. All had Care Quality Commission rating 
of ‘Good’.

Findings
The TA process resulted in three themes Theme 1: “It’s 
a bit like anything new”: Anticipated, unexpected, and 
implicit challenges of implementation, Theme 2. Com-
munication and Training and Theme 3. Efficiency and 

Appropriacy, as detailed below. While some exemplar 
texts have been used within the narrative of each theme, 
Table 3 has been presented to provide further context 
and additional exemplar quotes. Exemplar quotes are 
used to evidence the content of a theme, which has been 
developed through the analysis process as patterns of 
meaning were identified.

Theme 1. “It’s a bit like anything new”: Anticipated, 
unexpected, and implicit challenges of implementation
The implementation faced challenges anchored on pre-
existing skills and confidence of staff, workplace habits 
and inter-professional dynamics, and problems with the 
technology.

Digital skills and confidence
Poor digital skills and limited confidence using digital 
devices among care home staff was widely acknowledged 
across stakeholder groups. Older care home staff were 
viewed as particularly apprehensive. HealthCall partici-
pants identified this as a considerable, yet unanticipated 
challenge. There was an assumption that the general 
prevalence of smart technology meant staff would be 
digitally literate. However, the need for digital skills train-
ing was viewed as greater than for training on vital signs 
observations.

Some care home staff mentioned their own lack of digi-
tal confidence. This was flagged as a training need that 
went beyond the Digital Care Homes application.

Practices, habits, and cultures
Care home staff could fall back into pre-intervention 
practices, particularly using the phone for referrals rather 
than the app. CHM1, while supportive of the interven-
tion and aware that changing behaviour could take time, 
believed the volume of information required by the app 
could seem more time consuming than picking up the 
phone. The local HealthCall team believed such chal-
lenges should be anticipated in the introduction of novel 
interventions. HC3 - Trainer stated the need to stress 
that the app was “not an extra job, it’s an ‘instead of ’ job” 
during training to tackle this issue.

Reverting to using the phone to make a referral also 
occurred as a response to the COVID-19 pandemic. The 
local HealthCall team assumed this was due to anxiety 
caused by COVID-19, a view shared by CN1: “they just 
want to speak to a human […] That’s a human response”. 
CN1 felt this questioned how embedded the intervention 
was prior to the pandemic.

Negative views toward care home staff were expressed 
by two community nurses. While they acknowledged the 
challenges within care homes, including staff turnover, 
and the pressure faced by care home nurses, they charac-
terised some staff as “needy” and “manipulative” in their 

Table 2  Care home characteristics
Care 
Home

Type of Care 
Home Provider

Care provided Beds Implemen-
tation com-
menced*

1 Chain Residential ~ 60 6–12 months 
pre-pandemic

2 Chain Residential & 
Nursing

~ 50 1–3 months 
pre-pandemic

3 Chain Residential & 
Nursing

~ 60 6–12 months 
pre-pandemic

4 Independent Residential ~ 25 6–12 months 
pre-pandemic

5 Chain Residential ~ 50 1–3 months 
pre-pandemic

6 Chain Residential ~ 70 6–12 months 
pre-pandemic

7 Chain Residential ~ 70 > 12 months 
pre-pandemic

8 Independent Residential & 
Nursing

~ 20 > 12 months 
pre-pandemic
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Theme 1“It’s a bit like anything new”: Anticipated, unexpected, and implicit challenges of implementation
Digital skills 
and confidence

…all of […] made an assumption that all people in care homes are going to be happy to use a digital technology. Even though it’s no differ-
ent to some of the phones they’re using, some are very, very afraid of digital technologyHC3 - Trainer
… the main issue we’ve found is the lack of IT skills in care homes […] even now I think we probably are still quite astounded by how poor 
they areHC1
[SC4’s] a technical wizard… She keeps me right. I’m the technophobe […] I let [HealthCall 3 - Trainer] show [SC4] and then [SC4] showed me 
because I’m very slow with technology […] But no, I’m getting there.DM2

Practices, 
habits, and 
cultures

… rather than doing the easy thing and picking up the telephone […] changing that habit […] There’s a lot of information you have to 
input that seems a bit much when you’re just trying to get someone out to have a look at someone […] what their blood pressure is and all 
the rest of it […] we need to do this, this and this, before we actually go on the iPad to put it into the HealthCall system.CHM1
…it’s a bit like anything new, I think. It takes a little while to get it embedded and entrenched and become custom and practice and used 
to.HC2– Trainer
…not an extra job, it’s an ‘instead of’ jobHC2– Trainer
…they just want to speak to a human […] That’s a human response […] We thought it was really well embedded but actually when there’s 
a pandemic it’s a phone call…CN1 (one-on-one interview)
CN6: … they’ve worked out what makes us tick […] They manipulate. […] we’ve made them quite needy because we’re there as soon as 
they need us. […] sometimes they don’t do the observations and one of the excuses is they say the patient won’t allow them and then obvi-
ously when we go there, they do allow you to do observations […]
CM5: Yeah they’ll make an excuse as to why they haven’t done [the observations] but then tell you all sorts of other things that will make 
you turn up […] if you had the observations you could actually say, ‘Well this person’s temperature isn’t up, the blood pressure isn’t that low, 
[…] the blood pressure is normal,’ but if they don’t do that then you’re going on what they say the patient is like, which could be at times 
fabricated.
Interviewer: Do [residents] mind having their vital obs. taken? Sounds like it was something you were doing…
SC7: Yeah, it was something we would do anyway so not really. Obviously, it can be difficult if a resident has dementia, and they don’t want 
them doing. That’s fine so there is an option to click no observations but then just to put the reason why, so you can put in that the resident 
refused…

Technology 
and operations

[…] we do have problems with one of our tablets […] in that we can’t access the camera […] you can take wound assessments and take 
pictures and we can’t do that. We have had support though. There’s a gentleman who comes and sees us regularly and he tried to fix it I don’t 
know how many times, but it hasn’t worked. I would say that’s probably the only technical issue we’ve had. CHM1
Interviewer: […] What is better for them in picking up a phone?
HC3 - Trainer: Usually it is access to the internet or access to the technology. So, a lot of homes have very poor internet […] So even though 
they’ve got the smart pads, then if they were in a certain area of the home then they can’t access the internet anyway. Quite a lot of homes 
operate so that the care staff do not use the office space, so they don’t have access to the desktop which could be another alternative to 
using our app […] it does tend to be the convenience of using it. […] I’ll give you an example, one of our homes had a 33% use against their 
population, and once we gave them a phone that they could drop into their pocket and it was 4G, so it was connected to the 4G rather than 
their home internet, last month’s figures was 130% usage– so they used it for everything. […] So that’s what we’ve got to work on– finding 
the quickest route and the easiest route for each individual care home because no one size fits all.
[…] from a strategic point of view, we have bombarded the homes with equipment and actually we were just adding a load of burden […] 
We’ve given them tablets, NHS England or X […] are offering them iPads left, right and centre. […] actually, what do the care homes need? 
We’re all assuming that they need this stuff […] but actually we’re potentially creating a massive burden for their IT people and their own 
infrastructure […] we don’t want it to be at the point where we’ve got a tablet for HealthCall, a tablet for this, a tablet for this… […] a lot of 
this is being done knee-jerk reaction to covid obviously- […]HC1

Theme 2: Communication and Training

Table 3  Themes and sub-themes and exemplar quotes
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Relationships 
and support

They would rather just pick up a phone up […] we’re trying to tackle that […] we’ll get a message back from the Single Point of Access to say 
they’ve received the call; they’re taking the care workers name now and then that way we can pass that on to the care home managers and 
say does this person need some more training? […] we’d be sending hints and tips through via email– group emails with the care homes just 
reminding them all when baseline obs. were needed and when they weren’t […]HC4
[…] either myself, [or other team members] would kind of make the initial approach to the home and basically explain as to what we were 
doing […] where it all came from as a joint exercise between the CCG, the Trust, ourselves […]then we basically arranged a time to go and do 
some training focussed mainly on either the manager or the seniors or both […] then schedule in a revisit the following week just by way of 
support […] give them our mobile numbers, our email addresses […] and give them a ring […] then follow that up with regular visits. Once 
they’re established on it once a month per home […] if homes are struggling post roll out, they’ll need a lot more support…HC2 - Trainer
Any concerns that we’ve got they’re very quick at responding and fixing the problem.SC6
…we ask them why they haven’t used the [app]. Once we know why they haven’t and they do tell us, we let the [local HealthCall] team know 
if there’s any problems with training or passwords and they pick that up directly with the care homes…CN2
CN4: … Some of them use [HealthCall] better than others, some forget […] you kind of go back in and say, ‘Can you start using it again?’ 
and they do.
Interviewer: So, in that case would you say that you encouraged the care homes to use it as much as possible?
CN4: Yeah definitely.
Interviewer: Was that something […] you arranged with HealthCall for themselves or was that because you think it’s such a good 
intervention?
CN1: […] we knew that it was an intervention that needed exploring […] we went to a couple of meetings [with the implementers] we had 
the opportunity to put that human side to it instead of somebody from above telling us what we needed to be asking we were saying, ‘Well 
we wouldn’t ask in that way,’ […] so we had that opportunity to build it which was really good and that was definitely a success.
What we experienced initially was some resistance from our specialist practitioners who wouldn’t accept triages without a full set of observa-
tions and being slightly unrealistic about what the care homes could produce. That obviously was discussed […] we came to an agreement 
about what could and couldn’t and would and wouldn’t be accepted.HC3– Trainer
[…] sometimes it was just to sit down with the manager and going, ‘Are you ok?’ and just doing a bit of a welfare check with them […] We’ve 
got good relationships with the managers and [the HealthCall Trainers] were able to just to have that bit of time that a lot of other medical 
or clinical staff weren’t able to […]HC1
Interviewer: […] Have you come across [the Digital Care Homes app] at all?
Relative2: No, I haven’t. [LATER] I wouldn’t have to be told, no. It would be interesting to know I suppose but, so that I could have sat with 
him for some of them. It would have been good if they did it that way […] but no, I wouldn’t mind if they didn’t say, whatever they have to do 
to help people is fine.Relative 2

Appropriacy of 
training

[…] when it was first launched, we were involved in the training of the staff members […] so [care homes] had sort of a friendly face.. CN1
DM2: [HC2-Trainer] told us how it was set up on the actual pad. Then showed us what to do with our usernames, our passwords and then 
gradually we got down to well this is how you get in touch with the community matrons. This is how you get in touch with the practice 
managers […] this kind of thing […] Initially [HC2-Trainer] came quite a bit but it was like maybe trying to catch people on different shifts as 
well and ensuring that we all were singing from the same song sheet […] [HC2-Trainer] was very patient. No question was silly […]
[…] In the COVID roll out, the speedy roll out, we mainly cut it down to the digital technology only. If we had nurses in the nursing homes we 
asked them to train the clinical skills […] Quite a few of our homes already had carers that had been through their company taught clinical 
skills […] But the difficulty with COVID was the getting the access to the staff so we did a lot of remote training […] training in a car park 
[…] But because of that we did miss some of the more resistant staff because it gave them a chance to hide […] We are now mopping those 
people up now […]HC3 - Trainer

Application 
and imple-
mentation 
evolution

SC6: … they came to the home and did sessions with all our seniors and managers and stuff and then me and [colleague 1] went to a meet-
ing with the head of the [community] nurses, the ones who were– what are they called…?
Interviewer: At the Single Point of Access? […]
SC6: Yeah. It was like people from like different care homes were there and it was really interesting. It was just a bit of a catch up of how 
everyone’s finding it. Was there any concerns? […]
[…] we’ve got a generic email folder where the care homes can send any queries in if the staff’s got issues with log-ins. I can help them out 
with that. If they’ve got new residents or if they’ve got leavers all of that needs to be constantly updated otherwise the system won’t work and 
that’s getting busier and busier […] to cope with. HC4

Theme 3. Efficiency and Appropriacy

Table 3  (continued) 
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use of the app. These community nurses also believed 
that care home staff would make “excuses” for when a 
resident’s observations could not be obtained. This high-
lights the potential for problematic relationships between 
stakeholders. That obtaining observations is not always 
possible was understood by HealthCall and the option to 
not put observations into the app was something Health-
Call provided.

Technology and operations
Issues with the technology could disrupt the use and 
embedding of the intervention. The technology could 
occasionally not work as intended, for example, refer-
rals sent but not received. Unreliable Wi-Fi signals in 
some care homes could restrict app use to certain parts 
of care homes or to a desktop computer, typically within 
the manager’s office, rather than a tablet. HC3 - Trainer 
believed app use would decline where the convenience 
of using it was hampered, an issue that poor Wi-Fi sig-
nals created. HealthCall discussed problem solving such 
issues by installing the app onto smartphones with 4G, 
expanding online access.

HC1 warned that care homes have been “bombarded” 
with digital technology, especially in response to COVID-
19, and was concerned that care homes might end up 
with too many tablets and applications causing a burden 
to staff and the IT capability of care homes.

Theme 2: communication and training
The HealthCall team maintained relationships with NHS 
services and care homes, working with them and sup-
porting them as required, and adjusting the training and 
the app due to this collaborative approach.

Relationships and support
The local HealthCall team discussed the processes 
involved in developing a rapport with care homes, moni-
toring use of the app and providing additional support 
and problem solving, whether this was training or tech-
nical support, as required. This work was proactive and 
involved communication between the HealthCall team, 
the Single Point of Access, NHS community staff and the 
care homes, and thus considerable co-ordination.

The local HealthCall team’s relationships with com-
munity NHS services could be harnessed to further sup-
port the care homes and identify problems. Buy-in from 
community nurses meant that these stakeholders, who 
maintain regular contact with the care homes, could 
encourage engagement with the app. Relatedly, members 
of the local HealthCall team spoke about having to nego-
tiate expectations and relationships between care homes 
and NHS services in relation to the intervention. How-
ever, the negative views expressed by two community 
nurses (discussed in Theme 1) suggests these negotia-
tions may be an ongoing requirement for the intervention 
to function coherently. HealthCall also contacted care 

Enhancing 
resident care 
and improving 
efficiency

We click the person’s name and then it will ask you what are you concerned about? Have you got observations? And it just says blood pres-
sure, temp, oxygen levels, things like that and you just fill in the boxes, the questions. Have there been changes? What have you done to help 
already? Things like that so and then you submit and it’s that easy. SC7
Interviewer: […] would you want to go back to life without it?
SC6: No […] I mean you could be in a queue, and you could be number nine in that queue for an hour and a half and you’ve got other 
things to be doing […] That patient could be getting progressively worse whereas if you’ve got the app you can just put the observations 
straight on it and it’ll go directly […] It just cuts out the time.
[…] it was a reduction of two admissions per month from the care homes that were in [the pilot] […] ‘Right so times that by 12 months by 
[all] care homes,’ and you’re talking mega savings […] the feedback from […] the frontline staff who were using the system […] how much 
time it saved them […] They were able to spend more time with the residents…LAC
[…] because of COVID the [local HealthCall] team pushed through access for all of the care homes quicker, they finished much faster than 
they were originally planned to do it then uptake was really, really good. CN2
Oh yes. I got a wonderful examination […] on the computer, yes […] I got peace of mind in a very short time. Resident1

Accountability 
and legitimacy

HC2 - Trainer: That’s where the kind of safety net is. They’ve [SPA] got a 15-minute response time.
Interviewer: Okay so that’s a 15-minute response time from when they get that referral through […]?
HC2 - Trainer: Yes […] you get obviously a full case history and everything with [digital health record]. They can get the NEWS score; they’ll 
get all the relevant information that comes through from the app and they can sort of align that to [digital health record]. […] if you’re not 
happy with the obs. […] just phone them you know […] Our understanding is once that referral comes through, we’ve then got clinical 
responsibility for that patient in terms of the [SPA] side of things…
[…] “they’re just not right” and being just not right is a clinical sign for elderly […]
[…] as a registered nurse I’m, I don’t think it’s [NEWS] something we should be using as a diagnostic tool […] the actual scoring on it is too 
prescriptive for the co-morbidities within care and nursing homes […] NEWS itself, is a very useful triage tool […] and at HealthCall we don’t 
use NEWS for a diagnostic we only use it as a guide to how ill the person could be and take the other things into consideration.HC3 - Trainer

Upskilling I think the app itself has developed people’s technological skills as well. Everyone in here was a little bit scared about using it to start off with 
but it’s really straightforward but I think yeah staff are learning […] when they read someone’s blood pressure they’re going, ‘Oh no that’s a 
bit high,’ or ‘That’s a bit low,’ so they are starting to understand that.CHM4
[…] descriptive language is vastly improved. They are looking at the wider picture […] They put things like, ‘Has just finished antibiotics. Still 
got a chest infection’ […] we’re getting a lot more detail in there now…CN1, One-on-one Interview

Table 3  (continued) 
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homes to check how they were coping with COVID-19, 
potentially further embedding these relationships.

Relatives of residents were not explicitly familiar with 
HealthCall. Relatives were ambivalent about whether 
they should be informed of the intervention. Whether 
families were informed about or aware of the interven-
tion could differ across the care homes. Relatives felt that 
families would not mind how healthcare professionals 
were contacted, so long as residents received appropriate 
health interventions. As mentioned below (see Enhancing 
resident care and improving efficiency), residents’ aware-
ness and knowledge of the intervention was particularly 
limited, yet they commented on being happy to have 
observations taken, suggesting that the intervention was 
potentially not seen as a distinct aspect of their current 
care. As mentioned elsewhere, however, care home staff 
reported that residents could, at times become agitated 
by the process of having observations taken, with issues 
such as dementia playing a role in this.

Appropriacy of training
The HealthCall Trainers had appropriate experience 
and knowledge for their job such as considerable clini-
cal experience and one had a background in intervention 
implementation. HC1 - Trainer also commented posi-
tively on their own HealthCall induction: I don’t want to 
blow smoke, but it was the best induction I’ve had. Some 
community nurses provided training during the early 
phases of the implementation which meant the app was 
introduced to care homes by someone they were familiar 
with.

Training was delivered to staff within their own care 
home. Therefore, practice taking vital signs and using the 
app occurred in a real-world setting. This was followed 
up with further visits from the Trainers. The approach to 
training was well received by care homes and care home 
staff viewed the Trainers as patient and approachable.

HealthCall amended the approach to training in 
response to the different phases of implementation, the 
COVID-19 pandemic, and to address poor digital literacy 
levels amongst care home staff. In response to the pan-
demic, the implementation was accelerated to ensure all 
care homes had use of the app for remote monitoring. 
The Trainers engaged in pragmatic workarounds, deliv-
ering training flexibly. This compromised the depth of 
the training and further resource had to be spent later to 
“mop up” (HC2 -Trainer) staff that had missed the train-
ing delivered in the early months of the pandemic.

Application and implementation evolution
Various participants discussed the app being devel-
oped with care homes and NHS staff and acknowledged 
the feedback loop of ongoing communication between 
these stakeholders and HealthCall. This meant that the 

app improved and evolved with insight from end users, 
enhancing its appropriacy and legitimacy. The language 
used within the app also evolved and other adjustments, 
such as allowing care home staff to not report all vital 
signs if a resident refused, were added.

The perceived successes of the implementation relied 
on monitoring app use, providing training and techni-
cal support, listening to, and responding to feedback 
from various stakeholders. However, HC4 noted that this 
created considerable work and was at risk of stretching 
resources: all of that needs to be constantly updated oth-
erwise the system won’t work and that’s getting busier and 
busier […] to cope with.

Theme 3. efficiency and appropriacy
This theme addresses the role the intervention played in 
efficiency, resident care, the legitimacy and appropriacy 
of the intervention and implementation, as well as the 
impact of the intervention on the digital and clinical skills 
of the care home staff.

Enhancing resident care and improving efficiency
Despite issues with digital skills in care homes the view 
that the intervention was easy to use was common. Care 
home and NHS staff highlighted the improvements to 
efficiency afforded by the app, enhancing its legitimacy 
within this setting. For care home staff, the ease of use 
and prompt referral process meant they had more time 
for other tasks and for residents. For community nurses, 
having vital signs and contextual information about resi-
dents in advance of a visit was valuable: …it helps with 
your priorities… CN1. The HealthCall team and LA 
Commissioner also highlighted these benefits.

While the residents interviewed did not appear to be 
fully aware of the intervention, one resident, Resident1, 
recalled having her vital signs taken and being seen by a 
medical professional quickly. She described this as giving 
her “peace of mind in a very short time”. Resident2 men-
tioned being happy to have her temperature taken every 
morning. This was mentioned when discussing COVID-
19, and as such does not necessarily speak to the app. 
Relatives were also not fully aware of the intervention. 
Opinions towards it, as an abstract idea, explained during 
interviews, were generally positive.

Accountability and legitimacy
A key element of the app is how accountability has been 
addressed. While care home staff are responsible for 
recognising a potential decline in a resident’s health and 
communicating relevant information within a referral, 
the SPA acts as a “safety net” HC2. SPA staff are clinically 
trained with access to patient records via digital health 
records, providing them with further information on 
the resident of concern. If SPA have concerns about the 
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information received from a care home, they can contact 
the care home for clarification. As the clinical experience 
of care home staff is variable and often limited, placing 
the responsibility for interpretation of clinical informa-
tion and response onto the SPA removes this potential 
burden of clinical accountability from the care homes. 
Indeed, CN1 highlighted that expecting care home staff 
to make clinical decisions could make them “vulnerable”, 
while care home staff themselves highlighted the impor-
tance of being reassured and that a someone with clinical 
knowledge would review their referral.

Care home staff spend considerable time with their 
residents and typically recognise ‘soft’ signs of deteriora-
tion. This pre-existing knowledge was deemed vital for 
the intervention to perform coherently. This intervention 
legitimised these skills by placing them on par of impor-
tance with more objective observations such as vital 
signs. The local HealthCall team and community nurses 
appreciated that NEWS alone is not an appropriate tool 
for diagnosis, but part of a wider overview of the resi-
dent. This recognition prevented the intervention from 
having an onus on obtaining all vital signs, which is not 
always possible, for example due to residents’ becoming 
agitated and not allowing the care home staff to take their 
observations, nor is it always necessary, as CHM4 stated 
“… they haven’t got a temperature, they’re not unwell, 
they’ve just literally scratched their leg.”

Upskilling
Stakeholders believed the app improved the digital liter-
acy and capability of care home staff. This may have been 
influenced by the increased need for remote monitoring 
and digital communication created by COVID-19. Stake-
holder groups observed that clinical knowledge among 
care home staff had advanced, as CHM1 stated I think 
[the training] will have definitely improved things as well 
because [carers] can take those observations properly.. The 
improvement in clinical understanding also improved the 
information they provided to support referrals, as CN1 
remarked, […] descriptive language is vastly improved […] 
we’re getting a lot more detail in there now….

Normalisation process theory
Table 4, below, outlines how the findings from the the-
matic analysis relate to NPT constructs. Resident and 
relative stakeholders’ awareness of the intervention was 
limited and their involvement in the implementation pas-
sive as opposed to active. As such the NPT findings relate 
chiefly to other participants.

Discussion
The core themes presented above provide a clear narra-
tive around the challenges faced by the ongoing imple-
mentation of the Digital Care Homes app, and how those 

involved have sought to find solutions, harnessing a feed-
back loop born of the open and positive communication 
the implementers created. When considered against NPT 
constructs, the findings confirm that the implementation 
has been comprehensive and adaptive, with proactive and 
appropriately skilled individuals driving the implementa-
tion, as appropriate for a complex intervention.

The intervention has broadly been viewed as a legiti-
mate and valuable contribution to care work and health 
care delivery, achieving buy-in from key stakeholders. 
This buy-in was informed by positive experiences with 
the app, chiefly the ease of use and efficient referral time. 
Community nurses appreciated the additional informa-
tion they received that enabled them to better prepare 
for their visits. These positive opinions suggest that this 
intervention was meeting its aims. Findings from previ-
ous work evaluating interventions like the Digital Care 
Homes app (e.g. care home staff taking observations for 
NEWS calculation and referring via an app) [9, 10] sug-
gests that, for this kind of intervention to achieve buy-
in from care home staff and community NHS services 
implementation teams should:

 	• Work with key stakeholders in developing the 
intervention and implementation.

 	• Account for the challenging nature of care homes 
including multiple competing priorities and 
medically complex residents.

 	• Understand that obtaining vital signs from residents 
is not always achievable and care home staff should 
not be accountable for clinical decisions.

 	• Respect care home staffs’ ability to recognise 
soft signs of deterioration and acknowledge the 
importance of such information.

 	• Provide training that is comprehensive with a 
practical element (taking vital signs on care home 
residents in-house), delivered by those with 
appropriate clinical skills and experience with care 
homes.

 	• Monitor engagement and use of the intervention, 
flagging any further support needs.

 	• Provide ongoing support with digital technology and 
further training.

The development and implementation process under-
taken by HealthCall appears to have accounted for these 
issues. This adds to growing calls for those develop-
ing intervention implementations into care homes to 
account for the complexity of this setting and work with 
care home staff for novel practices to achieve engagement 
and legitimacy [29–31]. For example, Bail et al. (2023) 
[32] reported the key success of the implementation of a 
digital care management system into a large Australian 
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Core Construct: Coherence
Process of sense-making and understanding that individuals and organisations go through to promote or inhibit the routine embedding of a practice 
to its users. These processes are energized by investments of meaning made by participants.
Differentiation: Do stakeholders see 
this as a new way working?

• Acknowledged across stakeholders, particularly for care home staff: Referral via app not phone, specific contex-
tual information requested, increased digital and clinical knowledge required.
• Community nurses discussed how the app altered practice such as approach to prioritising visits.

Individual specification: Do indi-
viduals understand what tasks the 
intervention requires of them?

• Stakeholder understanding of the intervention and their role was clear.
• Problems with digital skills in, and preparedness of, care homes are potential barriers to engaging coherently 
with the intervention.
• Disparaging comments about care home staff (two community nurses) suggests the potential for there to be 
sociocultural barriers to Individual Specification.

Communal specification: Do all 
those involved agree about the 
purpose of the intervention?

• Stakeholders all commented on the core aims of the intervention: reducing referral time, improving communi-
cation and quality of information, enhancing resident care, and reducing avoidable hospital admissions.
• Some care home staff defaulting to the phone to refer and the disparaging comments of two community 
nurses suggest some undermining of Communal Specification.

Internalisation: Do all the stakehold-
ers grasp the potential benefits and 
value of the intervention?

• Achieved across stakeholder groups.
• Stakeholders discussed the upskilling of care home staff, improvements to efficiency and communication, qual-
ity of data for triage and prioritising visits, and improvements to resident care.
• The remote link between care homes and community NHS staff enhanced by the particular need for this ap-
proach created by COVID-19.

Core Construct: Cognitive Participation
Process that individuals and organisations must go through to enrol individuals to engage with the new practice. These processes are energized by investments 
of commitment made by participants.
Enrolment: Do the stakeholders 
believe they are the correct people to 
drive forward the implementation?

• The local HealthCall team appeared confident in their roles within the implementation.
• The community nurses participated in activities to support and sustain the implementation, providing training 
to care home staff and encouraging engagement.
• Care home managers and seniors were supportive of the app.

Initiation: Are they willing and 
able to engage others in the 
implementation?

• The local HealthCall team and community nurses were concerned with encouraging and supporting other 
stakeholders to engage with the intervention, monitoring use and engagement and managing relationships.
• Care home managers and senior carers were involved in supporting use and engagement within care homes

Activation: Can stakeholders identify 
what tasks and activities are required 
to sustain the intervention?

• HealthCall identified ways to improve and adapt the implementation over time, ensuring the app and imple-
mentation were appropriate.
• Community nurses supported care home staff and alerted HealthCall to training needs in care homes.
• Habits and issues of convenience could undermine activation.
• Care homes increasingly utilised the app in daily practice and alerted HealthCall where further support was 
required.

Legitimation: Do they believe it is 
appropriate for them to be involved 
in the intervention?

• Care home managers and seniors, and community nurses were supportive of the app and their engagement 
with it appeared to be viewed as a valid part of both care and health care.
• Onus of responsibility for high level clinical decisions was not placed on care home staff.
• The local HealthCall team were enthusiastic about their roles and had the right experience and skills to drive 
the implementation.

Core Construct: Collective Action
The work that individuals and organisations must do to enact the new practice. These processes are energized by investments of effort made by participants.
Interactional workability: Does the 
intervention make it easier or harder 
to complete tasks?

• Improvements to efficiency were often commented upon across stakeholder groups.
• For care home staff the ease and quick referral process was key.
• Community nurses appreciated the steady improvement in information they received. They felt more prepared 
for visits and could prioritise their visits.
• Poor digital literacy among care home staff had the potential to undermine this.

Skill set workability: Do those imple-
menting the intervention have the 
correct skills and training for the job?

• The HealthCall Team had the appropriate skill set and experience for their roles with care home staff comment-
ing positively on their approach to training and approachability.
• Buy-in and support from community nurses and care home managers meant that their skills as implementa-
tion allies bolstered the work done by the HealthCall team.

Relational integration: Do those 
involved in the implementation 
have confidence in the new way of 
working?

• While the implementation experienced some challenges, views toward the intervention were broadly positive 
and HealthCall were proactive in dealing with issues that arose.
• The negative views concerning motivations of care home staff in using the app, exposed by two of the com-
munity nurses, suggest that there may be sociocultural barriers to relational integration.

Contextual integration: Do local 
and national resources and policies 
support the implementation?

• Consistent with current drive to improve healthcare delivery within care homes, at both local and national level.
• Clinical Commissioning Groups, NHS Trusts and Local Authorities across the UK have sought to implement and 
evaluate similar digital innovations.
• Government pledge to digitise adult social care by March 2024 [a target relevant at the time of data collection].
• HealthCall raises a warning that care homes should not be “bombarded” with technology.

Table 4  Findings in relation to NPT constructs
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residential care home was its 18-month co-design devel-
opment that involved end users.

This qualitative evaluation has raised three issues that 
could influence future implementations of this and simi-
lar interventions. Firstly, despite being part of this imple-
mentation’s success, the level of monitoring and staffing 
required to maintain the ongoing success of the imple-
mentation could pose barriers to maintaining current 
levels of support and the replicability of this intensive 
implementation process.

Secondly, the belief held by two community nurses that 
care home staff could be “needy”, and “manipulative” is 
problematic, suggesting a potential for strained relation-
ships across core stakeholders; a disconnect between care 
homes’ and community nurses’ understandings concern-
ing expectations and the purpose of the app. Negative 
views towards care staff may be linked to the stigma and 
diminished status given to those working in aged care 
and long-term care facilities [33, 34]. Implementations 
into care homes should be alert to the potential for such 
cultural issues to undermine implementation success. 
Cross-sector tensions have been reported elsewhere, for 
example, in their appreciative inquiry of support offered 
to care home during the COVID-19 pandemic, Fowler-
Davis et al. (2022) [35], while reporting that care home 
staff felt the value of care work increasingly recognised 
due novel ways of working with external NHS services, 
they also reported some tensions between care homes 
and healthcare staff. Positive, co-operative cross-sec-
tor working between social and health care can also be 
undermined by a lack of understanding about how care 
homes operate, high turnover staff in care homes, incon-
sistent visits from healthcare staff and the use of locums, 
all of which disrupt the development of trusting working 
relationships [36].

Thirdly, digital skills and preparedness, and digital 
infrastructure in care homes can be limited. This issue 
has been issue reported elsewhere [9, 30, 35, 37], and the 
need for comprehensive training that accounts for this 
has also been recommended by others [38]. This issue 
needs to be addressed, not just for the success of the Dig-
ital Care Homes app, but to ensure that care homes are 
better prepared for future pandemics and digital inter-
ventions in general, including interventions designed 
to support the well-being of residents [39–42]. The UK 
Government has pledged to have all care homes digitised 
by March 2024 [43]. Upholding this pledge appears to be 
vital to ensuring adult social care can provide a range of 
person-centred care interventions, and timely and appro-
priate health care.

It should also be noted that NEWS was developed for 
acute rather than community settings [44]. Concerns 
have been raised about the use of NEWS with medically 
complex populations [45, 46], questioning its appropriacy 
for use with care home residents. Others have stressed 
that NEWS should not be used as a standalone diagnos-
tic tool [11, 47] and future versions of NEWS should have 
adjustments for use with older populations [47]. Indeed 
that RCP state that NEWS should be considered along-
side further contextualised information about a patient 
[44]. A reliance on NEWS within a similar intervention 
to HealthCall implemented in northern England was 
ultimately addressed, with a revised version reducing 
reliance on NEWS and acknowledging the importance 
of soft signs of deterioration [9, 10]. The Digital Care 
Home app has used a similar approach, avoiding reliance 
on NEWS alone and emphasising the importance of soft 
signs of deterioration and further contextual information. 
This shows that interventions of this ilk have evolved over 

Core Construct: Reflexive Monitoring
Informal and formal appraisal of a new practice once it is in use, to assess its advantages and disadvantages and which develops users’ comprehension of the 
effects of a practice. These processes are energized by investments in appraisal made by participants.
Systemisation: Will stakeholders be 
able to judge the effectiveness of the 
intervention?

• Monitoring of app use by HealthCall.
• This evaluation: Quantitative component examining changes in referral patterns and decisions, rates and nature 
of hospital admission and discharge. Qualitative component exploring usability and acceptability, impact on 
referral practices and resident care, indicators of implementation success.

Individual appraisal: How will 
individuals judge the effectiveness of 
the intervention?

• No formal indicators or measures for how individuals appraised the intervention beyond their own personal 
interactions with the app and other stakeholders.
• This evaluation offered stakeholders the opportunity to express their views.

Communal appraisal: How will 
stakeholders collectively judge the 
effectiveness of the intervention?

• Steps taken to judge effectiveness were typically “informal” by HealthCall. They maintained a dialog with care 
homes, community nurses and other stakeholders such as the Local Authority Commissioner, creating a feed-
back loop.
• Stakeholders had discussed the intervention within their own teams highlighting successes and problems.

Reconfiguration: Will stakeholders 
be able to modify the intervention 
based on evaluation and experience?

• The feedback loop created by the relationships between the local HealthCall team and other stakeholders 
allowed for both the intervention and the implementation to be adapted and to evolve in response to feedback 
from end users.
• The involvement of key stakeholders has been ongoing since the development stage.
• HealthCall also creatively adapted approach to training in response to COVID-19.

Table 4  (continued) 
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time to become better suited to the medical complexity 
of care home residents and the skills of care home staff.

Strengths and limitations
We captured the views of a range of stakeholders, includ-
ing care home residents who are often excluded from 
such evaluations due to the challenges of recruiting 
from a population with complex social and healthcare 
needs and issues such as cognitive decline weakening the 
potential for fully informed consent. However, as men-
tioned earlier the knowledge that residents and relatives 
of residents had about the intervention was limited, and 
therefore we chose not to use any data from these inter-
views when considering findings against NPT constructs. 
We chose to include data from residents and relatives 
within the reflexive thematic analysis to respect their 
participation and contribution, and because, despite the 
limited data in relation to HealthCall that resulted from 
those interviews, they still provided some insight into 
how residents felt regarding key aspects of the interven-
tion, principally around the taking of vital signs. Data 
were collected via remote means. In an ideal world we 
would have been able to conduct these interviews in-per-
son and utilise physical prompts such as the equipment 
used as part of the intervention to help the residents to 
better comprehend what was being discussed.

Most care home staff interviewed were senior carers, 
the most common user of the Digital Care Homes appli-
cation among those who participated, providing data on 
the real world, practical experience of the intervention, 
strengthening this evaluation.

Only three of the eight care homes that agreed to par-
ticipate provided nursing and residential care, with the 
remaining being residential only. No care home nurses 
were recruited and as such we have not been able to 
account for the views of those with nursing responsi-
bilities and considerably more clinical knowledge than 
carers, and what perspective they may have had on the 
appropriateness of the intervention and the process of 
the implementation.

From the NHS perspective we only spoke with commu-
nity nurses, and did not hear from general practitioners, 
or those working within hospital settings. This may have 
influenced the findings produced.

Conclusion
The HealthCall Digital Care Homes app appears to be a 
feasible, appropriate, and legitimate intervention to sup-
port improved referral, triage, and health care support for 
non-urgent health care needs of care home residents. The 
comprehensive implementation process that welcomed 
feedback to support improvements to the intervention 
and implementation is core to this intervention’s suc-
cess. For this and similar interventions to achieve success 

nationally, implementations require rapport building 
and a willingness among those driving the implementa-
tion to listen to the views of end users. Ensuring that care 
homes are digitally enabled with a digitally literate work-
force will require structural and economic support from 
national and local policy makers and care home provid-
ers. Further research into collaborative, cross-sector 
working between health and social care that addresses 
both cultural and operational barriers would also be valu-
able for supporting future implementations in the social 
care setting.
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