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AbstrACt
Introduction Residential aged care facilities (RACFs) 
are under increasing pressure to provide high-quality, 
round the clock care to consumers. However, they are 
often understaffed and without adequate skill mix and 
resources. As a result, staff must prioritise care by level 
of importance, potentially leading to care that is missed, 
delayed or omitted. To date, the literature on prioritisation 
and missed care has been dominated by studies involving 
nursing staff, thereby failing to take into account the 
complex networks of diverse stakeholders that RACFs 
comprise. This study aims to investigate the priorities of 
residents, family members and care staff in order to make 
comparisons between how care is prioritised in RACFs by 
the different stakeholder groups.
Methods and analysis This study comprises a Q 
sorting activity using Q methodology, a think-aloud task, 
a demographics questionnaire and semi-structured 
interview questions. The study will be conducted in five 
RACFs across NSW and QLD, Australia. Using purposive 
sampling, the project will recruit up to 33 participants 
from each of the three participant groups. Data from the Q 
sorting activity will be analysed using the analytic software 
PQMethod to identify common factors (shared viewpoints). 
Data from the think-aloud task and semi-structured 
interviews questions will be thematically analysed using 
the Framework Method and NVivo qualitative data analysis 
software.
Ethics and dissemination The study has been approved 
by St Vincent’s Health and Aged Care Human Research 
and Ethics Committee and Macquarie University Human 
Research Ethics Committee. It is expected that findings 
from the study will be disseminated: in peer-reviewed 
journals; as an executive report to participating facilities 
and a summary sheet to participants; as a thesis to fulfill 
the requirements of a Doctor of Philosophy; and presented 
at conferences and seminars.

IntroduCtIon  
background
One of the biggest challenges healthcare 
systems face globally is how to meet the 
care needs of ageing populations.1 2 Individ-
uals over the age of 65 currently make up 

8.7% of the world’s total population, with 
some countries having up to three times 
this number (Japan, 27%; Germany, 21%; 
Australia, 16%; USA 15%).3 This age group 
is expected to almost double by 2050,4 and 
triple for those aged >80.5 As population 
growth and life expectancy continue to 
increase, health systems are faced with the 
challenge of providing sustainable services to 
older consumers that are safe, high quality, 
holistic, consumer-centred and affordable for 
consumers, institutions and funders.

Residential aged care
Accompanying the demographic shift towards 
older populations, there is a projected 

strengths and limitations of this study

 ► This study presents a novel approach to understand-
ing prioritisation in residential aged care by compar-
ing the priorities of residents, family members and 
care staff, in a research area primarily dominated by 
the study of clinical staff.

 ► A tailored Q methodology approach will enable 
residents who are often excluded from research to 
participate in this study, including residents with 
vision impairment, hearing loss, or mild cognitive 
impairment.

 ► Residents with moderate to severe cognitive impair-
ment are excluded from participating in the study; 
however, family members and staff members who 
care for residents with cognitive decline will be in-
vited to participate.

 ► Additional research is recommended to explore the 
priorities of other stakeholder groups not involved 
in this study, for example, visiting physicians, allied 
health professional or volunteers.

 ► It is expected that study findings can be used to guide 
improvement strategies at the organisation level and 
policy level to deliver care that is consumer-centred 
while taking into consideration the priorities and role 
challenges of key stakeholders.
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increase in the prevalence of dementia and multimor-
bidity.6 7 This means that not only are people living longer, 
but they are also living with more complex physical and 
cognitive needs, as well as a greater dependency on 
others to provide assistance with basic needs (eg, show-
ering, mobility or eating). Dependent older individuals 
may require full-time care that their family members are 
not always able to provide.8 This places particularly high 
demands on residential care services in terms of funding, 
physical resources (eg, beds and equipment) and human 
resources, including workforce and training.

Unlike other healthcare systems, such as acute or 
primary care, residential aged care facilities (RACFs) 
serve as a home for consumers,9 10 providing social care, 
spiritual care, meaningful activities and physical assis-
tance, in addition to medical care.11 RACFs must deliver 
round the clock care in which care staff are available to 
meet residents’ varied needs, as well as managing inter-
ruptions to routine care, such as unexpected illness or 
injury.

Prioritising care
Despite being high-dependency environments, RACFs 
often lack adequate human resources in terms of both 
staffing levels and skill mix.12 13 These shortages and 
consequent time constraints mean that staff must contin-
ually prioritise and re-prioritise the care they provide by 
adapting to the situation at hand. Prioritisation can be 
understood as ‘putting first’, implying that something 
that is important or urgent has priority over what is less 
important or less urgent’.14 Priority-setting, or prioritisa-
tion of care, requires care staff to rank care activities in a 
hierarchical fashion according to the level of importance, 
where some tasks are assigned a lower priority. The action 
by which a lower priority care task is decisively traded off 
in favour of a higher priority task is known as ‘implicit 
rationing’.15

Prioritisation of tasks can result in ‘missed care’,13 
which is ‘any aspect of required patient care that is 
omitted (either in part or in whole) or delayed’.16 Essen-
tially, it is care that has fallen through the cracks in a 
complex—often, pressurised—system. Across acute and 
residential care settings, missed care is associated with 
poorer consumer outcomes, such as urinary tract infec-
tions, patient falls, pressure ulcers, and reduced patient 
satisfaction and quality of care.17

The priorities of key stakeholders in RACFs
Research on prioritisation and missed care predomi-
nantly focuses on the priorities of healthcare profes-
sionals, particularly nursing staff.17–19 This narrow focus 
limits our understanding of prioritisation by emphasising 
a single viewpoint instead of acknowledging healthcare 
systems as complex networks made up of diverse stake-
holders. In RACFs, these networks comprise residents, 
family members, direct care staff (eg, carers, registered 
nurses and management), domestic staff (eg, cleaners), 
allied health professionals (eg, speech pathologists and 

physiotherapists), visiting healthcare professionals (eg, 
physicians and dentists), volunteers, advocate groups and 
policy-makers.

Each stakeholder holds a distinct role, accompanied by 
different responsibilities and challenges, which can influ-
ence their priorities, that is, what is most important to them 
when it comes to care. For this proposed study, we focus 
on three central stakeholder groups: residents, family 
members and care staff. Figure 1 presents a selected 
summary of role challenges these stakeholders face, 
based on the literature.12 20–24

Rationale
The research team systematically reviewed the litera-
ture using the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses (PRISMA) framework25 
to ascertain the current state of knowledge on ‘unfin-
ished care’—a collective term encompassing prioritisa-
tion, rationing, missed care, omitted care and care left 
undone.18 The majority of included studies examined the 
scope of the problem (eg, what care is missed, delayed or 
left undone) and antecedents (eg, what factors contribute 
to unfinished care, such as inadequate staffing or time 
constraints).13 26–28 Few studies directly assessed prioriti-
sation,29–31 demonstrating that there is limited knowledge 
about how care is prioritised in RACFs, particularly within 
the recent literature.

To deliver care that is more consumer-centred and 
takes the needs, as well as role challenges, of different 
stakeholders into consideration, it is important to obtain 
a deeper understanding of each groups’ care priori-
ties; what they value as most important in terms of care 
delivery. To the best of our knowledge, no other study 
has made comparisons between how care is prioritised 
by key stakeholder groups in residential aged care. The 
following objective and research questions were devel-
oped to address this gap.

Figure 1 A selection of stakeholders’ role challenges.
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objective
To investigate how care is prioritised by key stakeholders 
in RACFs and to make comparisons between the priori-
ties of the different stakeholder groups.

research questions
1. How do residents prioritise their care?
2. How do residents’ family members prioritise care?
3. How do care staff prioritise the care provided to resi-

dents?
4. What are the differences and similarities between the 

priorities of the three stakeholder groups?

Theoretical considerations
The ways in which stakeholders prioritise care will be 
investigated through Q methodology. Q is a research 
method used to systematically study subjectivity and iden-
tify divergent viewpoints (factors), through the integra-
tion of quantitative and qualitative techniques.32 33 While 
the Q approach is a method of doing research, in our work, 
we also draw on its theoretical underpinnings. In doing so, 
we make a number of assumptions. First, we assume that 
individuals are able to express their subjective views on 
what they value most (their priorities). Second, this subjec-
tivity can be systematically collected and studied through 
Q methodology.33 34 Third, the number of distinctive 
viewpoints on a topic of interest is limited, known in the 
terminology of Q as ‘finite diversity’.35 Here, we assume 
that based on our use of Q, individuals’ priorities can be 
examined to identify distinct, cohesive viewpoints shared 
by a number of participants.

In exploring the priorities of different stakeholders and 
making comparisons between them, we are also adopting 
a complexity lens.36 Through this lens, we view RACFs as 
complex systems, comprising diverse agents who interact 
and sense-make (interpret the world) in ways that create 
shared meanings.37–39 For this study, the portions of shared 
meaning under investigation are stakeholders’ priorities. 
In a complex system, these collective interpretations are 
considered the basis for agents’ interactions, which may, 
in turn, produce broader system-level behaviours,37 40 for 
example, staff members may adapt to environmental 
constraints such as inadequate time or staff shortages by 
delaying or omitting aspects of care that are given lower 
priority.

While these broad theoretical and methodological princi-
ples guided our choice of method, we have avoided, at this 
stage, selecting a mid-range theory related to prioritisation, 
decision-making or care delivery in aged care. Q method-
ology is particularly suited to exploratory research, and it is 
then a convention to return to established theory to inter-
pret results35; this will be the case for the proposed study, to 
understand the types of priorities participants have.

MEthods And AnAlysIs
study design
To answer the research questions, individual interviews 
will be carried out consisting of a Q sorting activity using 

Q methodology,32 a think-aloud task,41 42 a demographics 
questionnaire and semi-structured interview ques-
tions.43 The Q sorting activity will require participants 
to make prioritisation decisions by ordering aspects of 
care by degree of importance. This activity will allow for 
comparison of patients’ sorting patterns, resulting in the 
identification of salient viewpoints, that is, holistic expres-
sions of what matters most to participants in terms of the 
care provided in RACFs. Q methodology is a method that 
has been successfully used in studies of care staff, resi-
dents, residents’ family members, and individuals with 
early stages of dementia,44–46 as well as in studies on prior-
itisation and priority setting.47 48

The Q sorting activity will be complemented by a 
concurrent think-aloud task and post-sort questions 
in order to provide insight into participants’ thought 
processes and decision-making, for example, how they 
make prioritisation decisions and why certain aspects 
of care are viewed as more or less important than other 
aspects of care. Semi-structured interviews will provide a 
deeper understanding of prioritisation, for example, how 
participants perceive the priorities of other stakeholders, 
how care staff prioritise care during unexpected events 
or interruptions to care, and participants’ experiences of 
unmet priorities.

sample and setting
The research will be conducted in five RACFs across NSW 
and QLD, Australia. Purposive sampling in Q method-
ology allows for the capture of a diverse range of view-
points on an issue that is relevant to participants48 49 and 
will be used to recruit participants from three groups: 
residents, family members and care staff.

Q methodology is concerned with identifying and 
understanding salient viewpoints on an issue, rather than 
generalising about the distribution of those viewpoints in 
the wider population.50 Therefore, unlike conventional 
survey techniques, large numbers of participants are 
not required nor recommended for Q methodology.51 
As a method, it privileges deep rather than broad data 
capture. Watts and Stenner suggest as a guideline that the 
number of participants (P set) should be less than the 
number of data items—referring to aspects of care in the 
proposed study.32 Participants will be recruited until data 
saturation is achieved, that is, when no new information 
is presenting52 or when the P set limit (n=33) for each 
group is reached.

Inclusion criteria
In order to participate in the study, participants must meet 
the following inclusion criteria: (1) be a current resident, 
family member of a resident or a staff member at a RACF; 
(2) have willingness and ability to provide informed 
consent; and (3) have the capacity to participate in an 
English-language interview. Additionally, resident partici-
pants can only be included in the study if their participa-
tion will not cause them any additional physical burden. 
Residents with mild cognitive impairment may participate 
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in the study if they are able to give informed consent, as 
advised by facility management.

recruitment procedures
Recruitment strategies for interviews were developed 
through discussions with managers of participating 
RACFs. Managers will identify residents, family members 
and care staff who meet the inclusion criteria. Potential 
enrollees will then be invited to participate in the study 
via invitation letters and Participant Information and 
Consent Forms (PICFs). Advertisement posters for family 
members will also be placed at the front desks of facil-
ities, on notice boards and in activity rooms. The study 
commenced in August 2018 with an expected completion 
date of May 2020.

Consent
Consent will be obtained from all participants in written 
form or verbally if participants are unable to provide 
written consent. Due to the potential inclusion of resi-
dents with mild cognitive impairment, the proposed 
study will employ an ongoing consent process (process 
consent), in which consent is verbally re-confirmed 
throughout the study.53 Participants will be informed 
both verbally and within the PICFs that there is no obliga-
tion to participate in the study and that they can withdraw 
from the study at any time without consequence. If partic-
ipants decide to withdraw during the study, they will be 
asked to sign a Withdrawal of Participation Form and no 
further personal information will be collected.

Materials
Demographics questionnaire
The demographics questionnaire has been designed to 
cover the following topics: age; gender; how long the 
participant has lived, worked or has had a family member 
living at the participating RACF; a self-reported single-
item measure of health (residents); job title (care staff).

Q sort deck
The Q sorting activity will require participants to order 
aspects of care by level of importance using a set of cards 
(Q sort deck), each displaying three elements: a state-
ment about an aspect of care; a visual representation 
of the corresponding statement and examples of the 

care element (figure 2). The Q sort deck was developed 
through a five-stage process:

Stage 1: a comprehensive list of elements of care in 
RACFs, known as ‘the concourse’ was devised through a 
review of the literature.33

Stage 2: concept mind mapping54 was used to reduce 
the concourse to a subsample of items known as the Q 
set.55 A smaller Q set (n=34) will be used in this study in 
order to reduce the cognitive demand placed on resident 
participants, while adequately covering the range of care 
provided in RACFs.

Stage 3: Q set items were modified into statements suit-
able for ranking by each participant group, for example, 
My medical conditions are managed (resident statement); My 
family member’s medical conditions are managed (family state-
ment); and Residents’ medical conditions are managed (care 
staff statement).

Stage 4: the Q set was validated by three members of 
the managerial team from one of the participating sites 
to ensure that key aspects of care had been covered 
and that the language was appropriate and relevant for 
participants.

Stage 5: the Q set was transformed into a physical Q sort 
deck comprising a set of magnetic cards.

Q sort diagram
Cards will be sorted using a pre-established grid (Q sort 
diagram), which comprises a quasi-normal forced distri-
bution with a rating scale from −4 (Least Important) 
to +4 (Most Important) (see figure 3). The Q sorting 
activity will be conducted on a whiteboard with the Q sort 
diagram transposed on, allowing for easy attachment of 
magnetised cards.

Semi-structured interview questions
Semi-structured interviews will be tailored to each partici-
pant group and will address the following questions:

 ► What influences participants’ priorities?
 ► How are participants’ priorities communicated?
 ► How do priorities compare between different partici-

pant groups (eg, how do residents’ priorities compare 
with the priorities of care staff)?

 ► What happens when priorities are not met?
 ► How do care staff manage their priorities when deliv-

ering care?

Figure 2 Example card: management of medical 
condition(s). Figure 3 Q sort diagram. 
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 ► What challenges prevent care staff from meeting their 
priorities when delivering care?

 ► Is there any further information about priorities that 
participants want to discuss?

data collection
Q sorting activity and think-aloud task
Participants will be guided through the Q sorting activity 
using established Q methodology techniques.56 This will 
involve sorting the Q sort deck onto the Q sort diagram 
using the following condition of instruction: order the 
cards from ‘least important’ to ‘most important’ in terms 
of the care provided to you (residents); your family 
member (family members); or residents (care staff).

Concurrent to the Q sorting activity, participants will 
be asked to engage in a think-aloud task,41 42 where they 
will be prompted by a member of the researcher team to 
vocalise their thoughts as they sort the cards.56 The think-
aloud task was piloted with an initial group of partici-
pants who found value in the opportunity to vocalise and 
explain their decisions. This task is a personalised one 
in which participants can engage to the degree to which 
they are willing and able. On completion of the Q sorting 
activity, participants will be asked a series of open-ended 
questions about the way they sorted the cards (Q sorting). 
Post-Q sorting interviews will assist in the interpretation of 
individual Q sorts as well as the interpretation of shared 
viewpoints across participants.51 Questions will focus on 
the placement of salient cards and the decision-making 
process, and will build on responses from the think-aloud 
task.

Demographics questionnaire and semi-structured interview 
questions
Following the Q sorting activity, participants will be 
administered the demographics questionnaire. They 
will be given the option to complete the semi-structured 
interviews immediately after the demographics question-
naire or at another time if they prefer. The Q sorting 
activity, think-aloud task, demographics questionnaire 
and semi-structured interviews will be audio-recorded 
with participants’ consent. A member of the research 
team will take field notes during interviews noting the 
context, participant mood, non-verbal behaviours, pace 
of decision-making and any interruptions to data collec-
tion. The audio recordings and field notes will ensure 
that participants’ responses are accurately captured.

Alternative administration
Participants unable to attend on-site data collection will 
be offered an alternative method of study administration 
in which the demographics questionnaire and Q sorting 
activity are administered via VQMethod, an online tool 
that mirrors physical card sorting.57 The semi-structured 
interview section of the study will be offered via telephone.

Patient and public involvement
The study design and methods were formulated based 
on experience with resident participants from a previous 

study on person-centred care, conducted at one of the 
participating sites. The Q sort deck was validated by three 
members of the management team at one of the partic-
ipating facilities in order to ensure that the cards were 
appropriate for residents, family and staff members and 
that the cards adequately covered the care provided by 
the organisation. The study was piloted by a convenience 
sample of family members who currently have, or previ-
ously had, a relative living in a RACF to provide feedback 
on the card images and terminology, the card sorting 
processes and the abilities of residents to perform the 
study tasks.

Analysis
NVivo qualitative data analysis software V.1258 will be used 
to organise data and assist data analysis. Data from the 
think-aloud task and semi-structured interviews will be 
transcribed verbatim and thematically analysed using the 
Framework Method.59 60

Data from the Q sorting activity will be analysed using 
established procedures within Q methodology, which are 
based on inverted factor analysis techniques.61 The anal-
ysis aims to identify similar patterns in how participants 
have sorted the cards (ie, have prioritised care). Q sorts 
(individuals’ card sequences) will be analysed separately 
for each of the three participant groups in order to iden-
tify similar viewpoints within each group.62 PQMethod, a 
statistical software designed for Q methodology studies,63 
will be used to identify highly correlated Q sorts, known 
as ‘factors’,62 64 and ‘factor arrays’, which represent a 
single Q sort characterising a ‘best-estimate’ of a factor.64 
Factor arrays will be used in the interpretation process 
to produce meaningful narratives of different viewpoints 
on care priorities for each of the identified factors.65 A 
second-order factor analysis will then be performed in 
which the factor arrays from each of the three analyses 
will be entered into PQMethod as new Q sorts.66 This 
process will enable a comparison between the priorities 
of residents, family members and care staff.

ExPECtEd outCoMEs And sIgnIfICAnCE
Prioritisation of care tasks can lead to care that is missed, 
omitted or delayed,16 18 and subsequently, adverse conse-
quences for care consumers. For example, if regular 
repositioning or ‘turning’ is assigned a lower priority 
and is left undone, pressure ulcers may form, potentially 
resulting in infection and hospitalisation.17 67 Further-
more, if the priorities of care staff do not align with the 
priorities of residents and family members, then this may 
mean that what is valued most by residents and families is 
being overlooked.

Although we have some knowledge about what care is 
most often missed and what factors are associated with 
missed care,13 26 28 less is known about how care is priori-
tised and what influences prioritisation decisions. This is 
especially true for RACFs, where unfinished care (priori-
tisation, rationing and missed care) is a research area that 
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is fairly new and has been dominated by the experiences 
and perspectives of nursing staff.17–19

The proposed research aims to explore the phenom-
enon from different vantage points, providing a novel 
approach to the study of prioritisation. To the best of 
our knowledge, this will be the first study to compare 
how care is prioritised by key stakeholders (residents, 
family members and care staff) in RACFs. We expect this 
research to have valuable outcomes at the individual, 
organisation and system levels.

Individual participants
Although there are no guaranteed benefits to partic-
ipating in the study, we anticipate that participants will 
find value in having the opportunity to express their opin-
ions and reflect on their priorities. This study will also 
allow them insight into the priorities of other stakeholder 
groups, which may be information not otherwise easily 
accessed.

Participating facilities
By identifying shared priorities, as well as any discrep-
ancies between the priorities of the three stakeholder 
groups, this research will highlight areas of care that are a 
high priority across the board, as well as signifying aspects 
of care that could be improved. This information can be 
used by facilities to guide their efforts of providing care 
which is in line with the priorities of different stakeholders.

Although missed care is not the direct focus of this 
study, it is a concept closely associated with prioritisation, 
and it is expected that this study will reveal information 
about unmet priorities, incidences of missed care and 
some of the challenges care staff experience when deliv-
ering care. This information may be used by RACFs to 
develop strategies aimed at reducing rates of missed care.

residential aged care policy
The findings from this study may inform aged care policy 
about what key stakeholder groups value most in terms of 
care provision. This information is relevant to the aims 
of current healthcare reforms in which policy-makers 
are attempting to move away from traditional, medi-
cally focused models to more holistic and consumer-cen-
tred ones.68 69

EthICs And dIssEMInAtIon
This research project has been developed in accordance 
with the National Health and Medical Research Council 
(NHMRC) National Statement on Ethical Conduct in 
Research70 and is approved by St Vincent’s Health and 
Aged Care Human Research and Ethics Committee and 
Macquarie University Human Research Ethics Committee.

All data records will be de-identified using participant 
identification numbers. All digital copies of study mate-
rials, interview transcripts, field notes and audio record-
ings will be securely stored in electronic format on a 
password-protected database at Macquarie University. 

Data will be stored for 5 years after the date of any publi-
cation resulting from this project, when it will then be 
disposed of in accordance with the requirements of the 
Macquarie University Code for the Responsible Conduct 
of Research.

De-identified research findings will be presented as an 
executive report to participating facilities and as summary 
sheets to participants. The research will be published as a 
thesis to fulfil the requirements of a Doctor of Philosophy. 
It is also intended that this research will be published in 
peer-reviewed journals and presented at national and 
international conferences and seminars. Any publication 
resulting from the findings will be de-identified to protect 
the privacy of participants.
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