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ABSTRACT

It the midst of a globally ageing population, where and how we live as we get older,
matters. The Royal Hospital Chelsea has provided a home, support, and care, for
retired British Army veterans since 1692. However, until now there has been an
absence of evidence on the impact this provision has on its residents, the Chelsea

Pensioner (or, ‘In-Pensioner’).

This project had two main aims: to explore the Royal Hospital Chelsea model of care
and the impact it has on the lives of In-Pensioner’s, and to inform future service

provision.

A literature review considered theories relating to ageing, specifically ageing ‘well’ and
ageing in [the right] place. The UK residential landscape for those aged 65 years and
over, and a Systematic Narrative Review were carried out to explore existing
residential care options for veterans and identify what impact this residential care had

on health and social care outcomes.

A mixed method, non-traditional convergent design facilitated the collection of
gualitative data from 19 Key Staff (Part A), and 25 In-Pensioner participants (Part B),
in the form of semi-structured interviews, which allowed participants the flexibility to
provide in-depth responses to interview questions. Quality-of-life questionnaires were
completed by all In-Pensioners (Part C), and 17 New In-Pensioner (Part D)
participants. Qualitative and quantitative data sets were simultaneously analysed
using Reflexive Thematic Analysis to facilitate a comprehensive understanding of the

findings.

Integrated analysis identified four mutually dependent areas that were fundamental to
the Royal Hospital Chelsea model of care. The quasi-military environment provided
a familiar setting that revived the attachment In-Pensioners experienced whilst serving
in the British Army, as many considered the Royal Hospital Chelsea to be home. The
changing demographics of the Armed Forces prompted suggestions of the inclusion
of other branches of the military, which was met with acceptance and resistance. In-
Pensioner identity was multidimensional as many primarily identified as Chelsea
Pensioners, whilst maintaining strong connections to their individual identities. The
blend of accommodation options made the Royal Hospital Chelsea challenging to
describe succinctly. This did not impact on service provision but may present
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challenges for those outside of the Armed Forces Community and less familiar with its
identity. By staying active, In-Pensioners maintained their independence, created a
sense of purpose, and remained visible, as they engaged in informal hobbies and
interests, or took part in more formal civic engagement-style events. Staying healthy
was facilitated by an integrated medical centre, a social care team, and a collective
commitment by all staff to place In-Pensioner wellbeing at the heart of everything they
did. This commitment was also evident in residents who, through active peer-support,
ensured fellow In-Pensioners were cared for. However, evidence of In-Pensioner
stoicism and a reluctance to accept support presented challenges in service delivery.
Collectively, these areas positively influenced an In-Pensioners health and social care

outcomes, and overall life satisfaction.

The findings from this project generated several recommendations for the Royal
Hospital Chelsea, including further research into the changing demographics of future
veterans; building on the quality-of-life evidence base created by this project; and

sharing best practice with other veteran-specific residential establishments.

Recommendations for service providers include exploring the provision, and impact,
of civic engagement for those living in residential establishments; and exploring the

impact an onsite medical centre may have on resident outcomes.

Further research recommendations include identifying a potentially ‘hidden’ veteran
community within residential establishments to explore the potential need for
relocation to veteran-specific residential establishments; to consider the impact
employing ex-military staff in quasi-military roles has on the staff member; and to
explore ways to facilitate place attachment within residential establishments, to

mitigate the impact of moving into higher needs care.
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GLOSSARY OF TERMINOLOGY & ABBREVIATIONS

ADL Activities of Daily Living

AFH Adult Family Home

ALF Assisted Living Facility

ALPP Assisted Living Pilot Program

Berth Single en-suite living accommodation within Long
Ward(s) at the Royal Hospital Chelsea

Blues Day (informal) uniform worn by Chelsea

Pensioners

Board of Commissioners

Appointed individuals responsible for the strategic
direction, policy, financial decisions, and
governance of the Royal Hospital Chelsea

Captain of Invalids (Col)

Historical title of ex-military staff members who
support In-Pensioners. Commonly referred to as
‘Captains’.

Chelsea Pensioner

Resident of the Royal Hospital Chelsea. Also
referred to as an In-Pensioner

Civvies

Informal term for people who have not served in
the military. Also refers to non-military clothing

Commissioned Officer

A member of the military who holds a
commissioned rank derived from the head of state

Company(s) A collective number of Long Wards, similar to a
small unit within the military, supported by a
Captain of Invalids

Covid-19 The Coronavirus Pandemic

CQC Care Quality Commission

EAC Elderly Accommodation Counsel

Ex-military An individual who has previously served in the
military/armed forces

GDPR General Data Protection Regulations

Governor Role appointed by the Monarch to oversee the
running of the Royal Hospital Chelsea

GP General Practitioner

HBPC Home Based Primary Care service delivered by
the US Veterans Health Administration

IADL Instrumental Activities of Daily Living

IBM® SPSS® Statistical analysis software platform

ICECAP-A ICEpop CAPability Adult (Quality of Life
Questionnaire)

‘in the ranks’ Individuals who enlist in the military but do not hold
a commissioned rank (e.g., Private, Corporal,
Sergeant)

In-Pensioner A resident of the Royal Hospital Chelsea. Also
referred to as Chelsea Pensioner

Lockdown Period of time when people’s movements were

restricted by the UK Government during the Covid-
19 pandemic
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Long Ward(s)

Accommodation floors at the Royal Hospital
Chelsea

MTI Margaret Thatcher Infirmary:
In-Pensioner Nursing care facility located within the
Royal Hospital Chelsea

MFH Medical Foster Home

MoD Ministry of Defence

NHS National Health Service

Non-commissioned officer

A military person who does not hold a commission,
but holds a senior position as a result of promotion
(e.g., Sergeant, Warrant Officer)

NVIVO-12

Software used for qualitative data analysis

ONS

Office for National Statistics

Out-Pensioner

Historical title for former soldiers in receipt of an
Army pension who lived elsewhere but were
required to collect their pension payments from the
Royal Hospital Chelsea in person

QM Quartermaster:
Officer position traditionally held in the British
Army, responsible for accommodation and
provisions

RAF Royal Air Force

RBL Royal British Legion

RCF Residential Care Facility

REC Research Ethics Committee

RHC The Royal Hospital Chelsea

RSM Regimental Sergeant Major:
Rank/position traditionally held in the British Army

Scarlet(s) The dress uniform worn by Chelsea Pensioners

Shako Informal headdress worn with Royal Hospital
Chelsea uniform

Tricorne Formal headdress worn with Royal Hospital
Chelsea uniform for ceremonial events

UIN Unique Identifying Number

US(A) United States (of America)

Veterans Affairs (VA)

Government body that supports eligible military
veterans in the USA

Veterans’ Health
Administration (VHA)

Government body that supports the healthcare
needs of eligible military veterans in the USA

Veteran

An individual who has been previously served in
the military

WHO

World Health Organisation

WHOQOL-BREF

World Health Organisation Quality of Life BREF
(Quality of Life Questionnaire)
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CHAPTER ONE

INTRODUCTION

1.1 Chapter Overview

This chapter will present the project and overall context of the PhD. It will outline the
rationale for the project, describe its format by summarising the content of each

chapter and include the contributions of this PhD.

1.2 Ageing Population

The global population of adults over 65 years of age is currently 10%, with growth
predictions indicating this is expected to rise to 22% by 2050, or in numbers: 1,548.9
million (United Nations, 2020). Global average life expectancy is expected to reach
77.2 years by 2050 (United Nations, 2022) with those over 80 years of age numbering
426 million by 2050 (WHO, 2022a).

Military veterans form part of this ageing population and although global numbers are
unclear, evidence indicates they make up 7% of the adult population in the USA
(Vespa, 2020), and 5% in the UK (MoD, 2019a). Further, there are believed to be
641,000 veterans in Australia (Australian Institute of Health; Welfare, 2018) and
629,300 in Canada (Veterans Affairs Canada, 2020).

Of the two and a half million veterans living in Great Britain in 2017, 60% were adults
over 65 years of age, compared with 20% of the non-veteran population within the
same age demographic (MoD, 2019a). Of these, 31% of veterans were between 75
and 84 years of age and 16% over the age of 85 (MoD, 2019a). The disparity between
the older veteran and non-veteran population is attributed to those who served in the
military during the Second World War and those who completed National Service until
the 1960’s (MoD, 2019a).

As people age, changes in personal circumstances or health status may result in the
need to consider alternative living options that best suit their requirements and enable
them to continue to live as safely and independently as possible whilst accessing any

support that may be needed (Abramsson & Andersson, 2016). The environment in
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which an individual lives impacts on life satisfaction and health outcomes.
Environments which offer security, access to activities, and access to the natural
environment have a positive influence on ageing ‘well’ and health status (Wong et al.,
2021).

Whereas some individuals may seek alternative accommodation, others, where
possible and practicable, may choose to remain in their current home, seeking
changes to their home environment such as home adaptions, to support them to
remain ‘in place’ (Age UK, 2022). However, this is not always possible. The desire to
remain in their current home may be restricted by their existing living arrangements,
such as rented accommodation or homes in high-rise buildings, where adaptations
may not be feasible or affordable. Equally, challenges exist for those who are willing
to move into more suitable accommodation but are prevented from doing so including

choice, availability, and affordability (Pannell et al., 2012).

What it means to age ‘well’, ‘successfully’, or ‘positively’, can be subjective and open
for debate depending on the context in which it is being discussed (Bowling, 1993). It
is acknowledged that ageing ‘well’ (‘successfully, or ‘positively’) can encompass
several factors including an individual’s capacity to remain physically and mentally
healthy, maintain mental agility, be socially active, and involve the ability to maintain
autonomy, i.e., to be in charge of one’s own life direction (Brownie & Horstmanshof,
2012; Rowe & Kahn, 1997).

However, there are disparities between what academics, or those in medical
professions, term as ageing ‘well’ (‘successfully, or ‘positively’) when compared with
the general population, who also consider areas such as life satisfaction,
achievements, and financial security as contributing towards ‘successful’ ageing
(Bowling & Dieppe, 2005). Therefore, it could be argued that determining levels of
‘successful’ ageing are subjective and that considering both the clinical assessment
and the individual’s opinions of their own self-reported health and wellbeing may help

to provide a more accurate evaluation of their levels of ageing ‘well’.
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1.3 The Residential Landscape for Older Persons

Research within the United Kingdom (UK) suggests that the majority of older people
prefer to live within their own home for as long as possible, either independently or
with an assisted care package (Centre for Ageing Better, 2019). For those who choose
to live independently, influences on positive well-being include living in a safe and
secure location, in accommodation that may have adaptations to support individuals
as they age, and with close proximity to an existing social network (Mulliner et al.,
2020).

Irrespective of the growing UK ageing population, and increasing need for supported
living accommodation, there appears to be a reluctance to increase residential
capacity. This may be due to diminished government grants or a lack of enthusiasm
from potential private sector providers to develop such housing stock, particularly in
areas where the financial incentive to do so is lower than in more affluent areas of the
UK (Robinson et al., 2020). In their report ‘Strategic Housing for Older People’ the
Housing Learning and Improvement Network (LIN) found private developers appeared
reluctant to invest in building housing for the older population in areas where the need
is potentially unknown (2011). However, evidence indicates that the housing needs of
the older population are being considered as developers and government agencies
work collaboratively to address these needs (Local Government Association, 2022).
In contrast, however, the Communities and Local Government Committee ‘Housing
for Older People’ report found private providers were interested in expanding the
provision of accommodation but were restricted by planning rules and regulations
(2018, p.50).

It is widely acknowledged that the provision of adequate housing for the UK population
is a priority (House of Commons, 2023a). Notwithstanding the financial investment
required to provide adequate housing, further obstacles include navigating a
protracted and complex planning process, as discussed above, engagement by local
authorities and housing providers, and ensuring the house builders have the capacity
to meet demand (House of Commons, 2023a). In recognising these challenges, the
UK Government stated its intention to establish a ‘taskforce’ to address the housing
needs of older people in their ‘Levelling up of the United Kingdom’ action plan (2022a,
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p.256). This intention was realised as the “Older People’s Housing Taskforce” was
officially launched on 17t May 2023 (UK Government, 2023).

However, and despite an awareness of the different supported housing options
available, there is evidence of an unwillingness to move home as people get older,
with many preferring to remain in place, or possibly relocate to a single storey dwelling,

but still live independently (Mulliner et al., 2020).

For those older people who may need, and are able, to move to more supported,
‘specialised’ or ‘extra care’ housing, the residential options in the UK are numerous
and varied (Table 1). The definition of ‘specialised housing’ is designated
accommodation for people aged 55 years or older, offering additional support which
varies depending on the accommodation type and needs of the individual (Pannell et
al., 2012). Extra Care Housing recognises the requirement for suitable
accommodation that meets the needs of individuals alongside the desire to remain
independent, offering various accommodation options and degrees of care and
support (Department for Levelling Up, Housing and Communities., 2019; EAC, 2021).

Table 1. UK Residential Options

Residency Description Age Funding
Type Criteria Criteria
Sheltered (also called retirement) Usually, 55 | Self-funding
accommodation comprises of a number | years of (with/without
of dwelling types including flats or age and financial support
bungalows for those who are able to older from the State,
Sheltered mostly live independently but who may subject to
Housing require minimal assistance which could financial
be in the form of access to a helpline or assessment)
emergency alarms within their homes,
or from a nominated individual who is
employed to oversee the residences
and offer support as required @®
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Table 1. UK Residential Options Cont.,

Residency Description Age Funding Criteria
Type Criteria
Establishments that provide around- Not stated | Self-funding
the-clock support are termed residential (with/without
care homes or assisted living and offer financial support
more dependent living options with from the State,
residents having their own rooms (with subject to financial
Residential or without private bathroom facilities) assessment)
Care Home and receiving support with their daily
living needs such as personal hygiene,
medicine management, and the
provision of meals. These
establishments may also provide some
form of social engagement with other
residents ©
Retirement Villages are communities Usually, 55 | Self-funding
that offer individuals the opportunity to | years of (with/without
live independently with access to age and financial support
leisure facilities and social opportunities | older from the State,
within a secure environment. Some subject to financial
Retirement villages may offer access to care assessment)
Village facilities however this is usually
dependent on the size of the retirement
village. Residents may own their
accommodation entirely, or rent, or
part-own-part-rent, subject to each
individual village composition @
Similar to Sheltered Accommodation Usually, 55 | Self-funding
and Retirement Villages, Extra Care years of (with/without
Housing options offer independent age and financial support
living in a variety of bespoke older from the State,
accommodation types including subject to financial
apartments or bungalows, with the assessment)
addition of communal areas and
facilities such as hairdresser, dining
Extra Care rooms for meals, emergency alarm
Housing services, and access to varying levels

of care dependent on need and
residency type.

Designed to support individuals with
increasing needs whilst offering levels
of independence.

Extra Care Housing providers include
local authorities, private providers,
registered social landlords, and
charitable organisations ©®
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Table 1. UK Residential Options Cont.,

Residency Description Age Funding Criteria
Type Criteria
Nursing homes, also referred to as care | Not stated | Self-funding
homes, offer the highest level of (with/without
support with around-the-clock nursing financial support
care to individuals with the greatest from the State,
Nursing Home level of need and who are unable to live subject to financial
either independently or semi- assessment)
independently. Some nursing homes
offer specialist support such as
dementia care, however this is not
available in all nursing homes @
Almshouses have provided Usually Charity-funded.
accommaodation for those in need, who | retirement | Residents pay a
are primarily residents of retirement age and weekly
age, for over 1000 years, and are older maintenance
independently run by registered contribution
charities and look to provide
Almshouses accommodation to residents for the
remainder of their lives."” Commonly
houses or flats, the term ‘Almshouse’ is
a historical one with the majority of
residences now referred to as a
‘college’, ‘hospital’ or ‘home’ @
In addition to the accommodation Various Various criteria
options already discussed, former criteria including
members of the British Armed Forces including: charitable funding
(veterans) also have access to Any age D)
accommodation primarily provided by subject to self-funding
military charities. This ranges from need OO | (with/without
Veteran-specific | support for those who are homeless (or | ™ financial support
Establishments | at risk of homelessness), or in need of 65 years or | from the State,
support with accommodation ®0), older M© subject to financial

independent or semi-independent
living, to nursing home care which may
include specialist care such as
dementia care O(MM(©)

assessment) OM©
and

combined Army
Pension and self-
funding
contribution(s)™

@EAC, 2018; ®WEAC, 2022a; ©EAC, 2022b; @WEAC, 2022c; ©®DLUHC, 2019; ®EAC, 2021; @EAC,
2022d; MAImshouse Ass., 2022a; ®WAlmshouse Ass., 2022b; OAlabaré, 2022a; ®Alabaré, 2022b;
OHaigh, 2022; MErskine, 2022; MRHC, 2018; ©RBL, 2022

Living in accommodation considered unsuitable to meet people’s needs can be

detrimental to physical and mental well-being (Communities and Local Government

Committee, 2018), and it could be argued that it potentially increases the use of

healthcare facilities and impacts state finances. Some residents in specialist housing
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have been found to show an increase in their health and well-being and, subsequently,
reduce state expenditure on health and social care provision by, for example,
decreasing the number of hospital visits (Communities and Local Government
Committee, 2018, p.41-42).

Contributors towards positive quality of life outcomes for those living in residential care
settings include accepting the setting in which people are living, establishing
relationships with fellow residents and staff, reductions in loneliness, and ensuring
their needs are sufficiently met (Bradshaw et al., 2012; O’Neill et al., 2022). In addition
to these factors, feeling at home, retaining control, and having a sense of purpose had

positive influences on quality of life (Bradshaw et al., 2012; Slettebo, 2008).

However, the antithesis to positive quality of life experiences within supported
accommodation include difficulties in developing new friendships, losing autonomy
and a sense of identity, and adapting to new rules and regulations (Cooney et al.,
2008; O’Neill et al., 2022), which may be seen as barriers to considering this type of

living arrangement.

1.4  Setting the Scene — The Royal Hospital Chelsea

As outlined above (Table 1), UK military veterans have access to residential options
that recognise their military service and are tailored to meet their needs. This tailored
provision is not exclusive to British Armed Forces veterans, as other countries offer
similar options to their military veterans, however little is known about the impact of
living in these establishments. This is explored in greater detail in the systematic

literature review (2.3).

Established in 1692, following a decree by King Charles Il “as a place of refuge and
shelter for such Land Soldiers as are or shall be old, lame or infirm in the service of
the Crown” (RHC 2022a, p.7), the Royal Hospital Chelsea (RHC) is the largest
veteran-specific establishment in the UK and is home to approximately 300 former

soldiers of the British Army, known as Chelsea Pensioners, or ‘In-Pensioners’.

26



© Royal Hospital Chelsea

Figure 1. Aerial view of the Royal Hospital Chelsea

However, despite supporting veterans for more than three centuries, there is a paucity
of evidence to support the impact of care delivery on the Chelsea Pensioner
experience. The only current evidence available are the Royal Hospital Chelsea
Annual, and Care Quality Commission (CQC), reports which focus on strategic and
operational nursing care matters rather than the impact of wider social care or the

environment.

Historically, in addition to the Chelsea Pensioners (or ‘In-Pensioners’) who live at the
Royal Hospital, there were also ‘Out-Pensioners’. These were former soldiers in
receipt of an Army pension who lived elsewhere but were required to collect their
pension payments from the Royal Hospital in person (Ascoli, 1974), a practice that
continued until 1845 (Wynn & Wynn, 2017). The Royal Hospital continued to manage
Army pension payments until 1955, without the requirement for individuals to attend in
person (Pailthorpe & Nuttall, 2003).

In-Pensioners live independently with access to supported healthcare and social
provision, including exclusive access to an embedded medical practice, a stand-alone
nursing home, the Margaret Thatcher Infirmary (MTI), governed by CQC regulations
(CQC, 2022), and a social welfare team.

When compared to other non-veteran specific residential options for the older
population, as outlined earlier (Table 1), the Royal Hospital offers a blend of supported

accommodation, sheltered housing, retirement village and extra care housing with
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elements of each being available to In-Pensioner residents. In addition, the MTI

mirrors the provision available in residential care and nursing home options.

In addition to providing care and support to its residents, key Royal Hospital objectives
are to offer In-Pensioners opportunities to engage in activities and represent both the
Royal Hospital and the wider armed forces community and reduce any loneliness or
isolation that they may have experienced prior to moving into the Royal Hospital (RHC,
2022a).

To be eligible to live at the Royal Hospital, individuals must have served in the British
Army in a non-commissioned rank (or have served at least 12 years ‘in the ranks’ prior
to becoming a commissioned officer), be 66 years of age or older, or in receipt of a UK
Government State Pension, free of any financial obligations to dependents, and at the
time of admission, be able to live independently (RHC, 2022b). Individuals accepted
to live at the Royal Hospital are required to surrender their Army Service Pension or
War Disability Pension or, for those who do not receive a pension, make a financial
contribution towards their residency which is calculated during the application process
(RHC, 2022b). Traditionally a male-only residence, the Royal Hospital welcomed its
first female Army veteran in 2009 (Wynn & Wynn, 2017).

In his account of the Royal Hospital, Ascoli writes: “The word ‘hospital’ was used by
Charles in his original Royal Warrant in its old and proper sense of ‘a place of refuge
and shelter’ [...] It is, in effect, a self-contained village centred around its own chapel,
its communal dining hall, its infirmary, its post office, and its social club...” (Ascoli,
1974, p.17). Further, a Royal Hospital Chelsea official guidebook states ‘the word
‘hospital’ means a place of ‘refuge and shelter’” (Pailthorpe & Nuttall, 2003, p.5),

reinforcing this interpretation.

Chelsea Pensioners are globally recognised by their iconic uniform, known generally
as the ‘Scarlets’ comprising of a scarlet coat, black trousers and two types of
headdresses, the Shako for informal use and the Tricorne for ceremonial events. A
second, less formal, uniform, referred to as ‘Blues’ is worn within the grounds of the

Royal Hospital or within the immediate vicinity (Wynn & Wynn, 2017).
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Figure 2. Chelsea Pensioners wearing Scarlets and Shako headdress

© Royal Hospital Chelsea

Figure 3. Chelsea Pensioners wearing Scarlets and Tricorne headdress

In-Pensioners are accommodated in wings that are referred to as Long Wards with
each having their own room, or ‘Berth’. Recent refurbishment resulted in all Berth’s
being fitted with their own bathroom facilities, alongside a bedroom and small area in
which to relax (Wynn & Wynn, 2017). Refurbishments over time have reduced the
capacity of the Royal Hospital from 476 residents in 1692, to approximately 300 today
(Wynn & Wynn, 2017).
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Long Wards are divided into four Company’s (namely, 1, 2, 3, and 4 Company) which
are akin to the hierarchical Army structure and defined as ‘smaller sub-units’ (Army,
2022). Each Company is supported by a Captain, whose historical title is ‘Captain of
Invalids’ in reference to their role being related to the Royal Corps of Invalids, to which
In-Pensioners belonged in the past (Wynn & Wynn, 2017). Captains are responsible
for “the overall welfare, conduct and behaviour of the Chelsea Pensioners within their
Company.” (RHC, 2022c, para.2). Several other job roles within the Royal Hospital
adopt military-style titles, and are staffed by former Army personnel, including
Regimental Sergeant Major, Company Sergeant Major, Chief Clerk, and
Quartermaster, however the workforce does include staff without prior military
experience (RHC, 2022c).

The Royal Hospital is governed by a Board of Commissioners who are nominated by
the UK Government’s Secretary of State for Defence and appointed by the Monarch
following a recruitment process. A role of Governor, also appointed by the Monarch,
is occupied by a former senior officer of the British Army holding the rank of 3 or 4 star
General, who chairs the Board of Commissioners and oversees the running of the
Royal Hospital (RHC, 2022d). Further, the Royal Hospital receives an annual financial
contribution known as the ‘Grant in Aid’ from the Ministry of Defence (MoD) to aid the
care delivered to the In-Pensioners (RHC, 2022d).

A GP led medical practice, embedded within the fabric of the Royal Hospital and
staffed by Royal Hospital Chelsea employees, offers unprecedented access to
healthcare support allowing staff to identify and address In-Pensioner health concerns
at the earliest opportunity (RHC, 2022e). Additionally, the MTI has a capacity of 68
beds and offers nursing care for In-Pensioners who become less independent and
require additional care (RHC, 2022f).

Facilities within the Royal Hospital include the Great Hall which provides a communal
dining area for In-Pensioners who receive three meals each day and has the capacity
to accommodate all residents simultaneously (Pailthorpe & Nuttall, 2003; Wynn &
Wynn, 2017). Furthermore, the Royal Hospital has its own chapel, consecrated in
1691, with an original mandatory attendance of twice a day reduced now to voluntary
attendance on Sunday mornings and regular In-Pensioner parades (Pailthorpe &
Nuttall, 2003). In-Pensioners also have access to their own social club, café, and shop,
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all of which are situated within the grounds of the Royal Hospital (Wynn & Wynn,
2017).

1.5 Rationale for the Project

As discussed earlier (1.2), the older UK population includes military veterans (MoD,
2019a), some of whom are afforded the option of living in supported housing

establishments like the Royal Hospital Chelsea (1.3).

Despite delivering care to veterans for over 300 years, the lack of outcomes evidence
and the desire to support current and future In-Pensioners, motivated the Royal
Hospital Chelsea to co-fund this PhD study alongside the Northern Hub for Veteran
and Military Families Research at Northumbria University, with the aim of exploring
the Royal Hospital's current service provision, the impact its model of care has on its
residents, and to inform future direction by contributing new evidence to address the
hiatus of evidence-based research at Royal Hospital Chelsea. This approach to
obtaining new evidence on a particular subject is referred to as applied research and
defined as “.... original investigation undertaken in order to acquire new knowledge
[...] directed primarily towards a specific practical aim or objective.” (OECD, 2015,
p.45).

This project had two main aims, the first of which was to gain an understanding of the
current Royal Hospital Chelsea model of care by evidencing the influence this has on
In-Pensioner health and social care outcomes, and the contribution the environment

has on the In-Pensioner experience and their quality of life.

Second, the project aimed to inform the future provision of the Royal Hospital by
exploring current services the future need and sustainability of the model of care,
projecting findings to inform the growth of existing services, including its outreach

programme, for current and future generations of ageing veterans.

Organisations are often evaluated by the quality of their service provision rather than
the impact their services have on those in receipt of their services (Cooney et al.,
2009). This project sought to identify the ‘human’, rather than economic, value of Royal
Hospital Chelsea interventions, with findings of the overall project informing the
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strategic direction of the Royal Hospital, and potentially contribute towards national
health and social care policy for the ageing population.

This project commenced in March 2020 and was carried out during the global Covid-
19 pandemic. Steps taken to mitigate the impact of the pandemic on the project are
discussed in the Method chapter. The impact of Covid-19 on this study, and on the
model of care delivered by the Royal Hospital Chelsea, is discussed throughout this

thesis.

1.6  Outline of Thesis

Chapter 1 introduces this PhD, outlining the background of the research and
contextualising the subject being explored. This chapter also provides the rationale for

the research, an overview of the thesis, and contributions made.

Chapter 2 presents the literature review which explored theories relevant to ageing
and a separate systematic narrative review, which was carried out to identify existing
empirical and grey-literature evidence of global veteran-specific residential care in a
non-hospitalised setting for those over 65 years of age. Evidence of health and social
care outcomes as a result of living in these settings is also presented within this
chapter. Findings from the whole literature review supported the rationale for the

research.

Chapter 3 outlines the methodological considerations of the project including the
research paradigm and Pragmatism, and the research design. The chapter also details
the steps taken to demonstrate researcher rigor and reflections. All elements of these
methodological considerations shape the way the research and analytical process was

carried out.

Chapter 4 details the methods applied across all stages of the project, outlining the
design, participant cohorts, recruitment and materials used. It further details the data
collection and analytical process implemented and the ethical considerations of the

project.

Chapter 5 reports on the quantitative and qualitative findings from the four primary

data collection components, Parts A, B, C, and D. It discusses the findings from the
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guality-of-life questionnaires and the themes identified from the semi-structured

interview analysis.

Chapter 6 provides a detailed discussion of the results from the literature review and
Parts A, B, C, and D, referencing empirical evidence and the relevant theories used to
critically evaluate the overall findings. This chapter also discusses the strengths and
limitations of the project, researcher reflections, and outlines the original contribution
to knowledge. Finally, this chapter presents the overall conclusions and future
research implications of this thesis.

1.7 Contributions

Throughout the duration of this project, | have carried out Professional Development
training (Appendix A), and | have engaged in oral and poster presentations to share
my ongoing findings with multiple stakeholders at conferences throughout the UK (see
Appendices B and C). Engagements have been in-person and via online digital
platforms.

1.7.1 Invited Presentations

Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of

care. Presented at:

King Edward VII Hospital Ethics Committee (May 2022, oral
presentation)

Royal Hospital Chelsea Research Oversight Committee,

(October 2020, oral presentation, online)

Royal Hospital Chelsea Research Oversight Committee, (April
2021, oral presentation, online)
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Royal Hospital Chelsea Research Oversight Committee,
(October 2021, oral presentation, online)

Royal Hospital Chelsea Research Oversight Committee,

(March 2022, oral presentation, online)

Royal Hospital Chelsea Public Engagement Team,

(August 2022, oral presentation, online)

Royal Hospital Chelsea Research Oversight Committee,

(September 2022, oral presentation, online)

Royal Hospital Chelsea Health & Wellbeing Oversight
Committee,

(April 2023, presentation)

1.7.2 Peer-reviewed Conferences

A global review of residential care models for the ageing
military veteran population: What is available and what
evidence exists to demonstrate their impact on health and
social care outcomes? Presented at:

British Society of Gerontology Annual Conference,

(July 2021, oral presentation, online)

Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of
care. Presented at:

Forces in Mind Trust Research Conference,

(March 2022, poster presentation)
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Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of
care. PhD: Preliminary Findings. Presented at:

British Society of Gerontology Annual Conference,

(July 2022, oral presentation, online)

The impact of life in a veteran-specific residential setting:
Living at, and representing, the Royal Hospital Chelsea
reinvigorates identity, sense of purpose and belonging,

and enhances quality of life. Presented at:
British Society of Gerontology Annual Conference,

(July 2023, oral presentation)

1.7.3 Internal Peer-Reviewed Conferences

What residential models of care exist for ageing military
veterans, what are their characteristics, and what evidence
exists to demonstrate their impact on health and social
care outcomes? A Systematic Narrative Review. Presented

at:

Health and Life Sciences Early Career Researcher

(Conference, June 2021, online)

1.7.4 Publications

Cullen, H. & Wilson-Menzfeld, G. (2022). International Residential care models for the
ageing military veteran population: A Systematic Narrative Literature Review.

Manuscript in preparation.
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1.8 Chapter Summary

The place in which older people live can influence opportunities to age ‘well’.
Challenges to provide suitable accommodation for the ageing population has
prominence on the UK Government’s agenda. Several accommodation options exist
to facilitate positive outcomes, however some are reluctant to move, preferring to live

within a familiar environment, irrespective of suitability.

The Royal Hospital Chelsea provides the opportunity for older Army veterans to live in
a communal setting akin to that experienced during military service, however the clear
lack of outcomes evidence presents the opportunity to explore the In-Pensioner
experience to identify the personal impact of residing an establishment that is tailored

to meet their needs.

This chapter introduced the project, its aims and rationale for conducting the research.
It contextualised the project by introducing the Royal Hospital Chelsea, its residents
and presented an overview of a globally ageing population that includes military
veterans who have access to residential accommodation that caters for this specific
employment group. It further outlined the residential landscape for those over 65 years
of age and the interest in exploring the health and social care outcomes for those who
reside within these establishments. Finally, this chapter presented an outline of the

overall thesis and the contributions to date.
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CHAPTER TWO

LITERATURE REVIEW

2.1 Overview

Chapter two has two main aims. Firstly, to provide an overview of theories that relate
to ageing, with a focus on the theories of ‘Successful Ageing’ and ‘Ageing in Place’,
both of which have several corresponding theory titles, which are subsequently
discussed. Secondly, to outline the findings of a systematic narrative review of existing
literature relating to non-hospitalised residential care provision specifically for military
veterans over 65 years of age and identify evidence relating to the impact these
settings have on their health and social care outcomes.

2.2 Theories of Ageing

As the ageing population increases, understanding factors that influence ageing are
important to enable service providers, policy makers and other stakeholders ensure
the older person has their needs met as they age (Bowling, 1993; Bowling & Dieppe,
2005).

This project will consider ageing theories whilst analysing what factors relating to
ageing ‘well’ are present in the resident population of the Royal Hospital Chelsea. In
addition to an individual’s ability to age ‘well’, the influence of the location in which
individuals reside as they age is also considered, with ‘ageing in place’ and ‘ageing in
the right place’ theories explored to identify what impact the environment has on an
individual’s ageing process and quality of life.

The project will also consider additional theories, including social cohesion, military
cohesion, institution, and community theories to inform the discussion and provide
broader evidence of the influence the environment has on the overall life experience

of In-Pensioners.
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2.2.1 Ageing Well

The theory of ageing ‘successfully’ followed what are considered two of the most
significant theories relating to ageing in the early part of the last century, namely
‘activity theory’ and ‘disengagement theory’, bringing an additional dimension to

evidencing contributors that influence the ageing process (Ballesteros, 2019).

Activity theory posits the importance of engaging in pursuits that generate feelings of
usefulness, being needed and contributing to society, which result in an increase in
life satisfaction (Knapp, 1977; Tavel, 2008). Self-worth is found to increase by the
degree of engagement, with higher frequency resulting in enhanced self-worth (Knapp,
1977). The value of being socially active is of equal significance whether an individual
is in mid or later life, which can be impacted by life events such as bereavement,
physical decline, or retirement from work, causing alternative activities to be identified
to maintain social engagement (Knapp, 1977). In contrast, Disengagement theory
concerns the intentional retreat from engaging in society, relationships, and
responsibilities such as employment, notwithstanding retirement, as individuals
prepare for the ensuing decline in age and advancing mortality, however the choice to
disengage is not an indicator of an inability to engage, rather a conscious decision
which is said to bring individuals increased fulfilment as they reprioritise their later lives
(Tavel, 2008). However, Tavel (2008), suggests caution when applying
Disengagement theory to the current population as the positioning of individuals at the
time of the conception of the theory, in the mid twentieth century, may be less relevant
than it is today.

Neither Activity nor Disengagement theories are intended as direct comparisons to
each other as ‘the opposite of disengagement is engagement, a concept different
from, though related to, the concept of activity” (Cumming, 1963, as cited in Knapp,
1977, p.554), suggesting the decision not to engage in activity is not an indicator of

disengagement.

The theory of ageing ‘successfully’ was conceptualised by Rowe and Khan (1987) who
differentiated the ‘normal’, or non-pathological, process of ageing, where there is a
natural decline in bodily functions such as a deterioration in sight, hearing, or memory
capacity, and the pathological, where there is a presence of disease. However, they

acknowledged the risk of this separation and potential disregard of the
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heterogeneousness of individuals in the ‘normal’ group, alongside the possibility that
such individuals may be considered free of the risk of disease. A further risk of
categorisation is an assumption that ‘normal’ ageing is absolved from intervention to
improve any identified decline. To mitigate the potential risks of separating the non-
pathological and pathological processes of ageing, Rowe & Khan (1987) further
distilled ‘normal’ ageing into two categories, namely ‘usual’ and ‘successful’. ‘Usual
ageing’ encapsulates expected age-related decline whereas ‘successful’ ageing
concerns those who demonstrate fewer, or less, age-related deterioration and
disease, than the ‘usual’ classification, which may also be influenced by protective

factors such as lifestyle and social support.

Developing ‘successful ageing’ further, Rowe & Khan (1997, p.433) suggested three
components, namely, “low probability of disease and disease-related disability; high
cognitive and physical function capacity; and active engagement with life”, all of which
are interconnected and contain sub-components including risk of disease or disease-
related disability occurring, feasible engagement in cognitive and physical activities,
and social engagement and meaningful activity, respectively. However, Hill (2010)
suggests research exploring ‘successful’ ageing has focused on participants who are
either non-diseased or may have a propensity to be resilient against factors that
influence not ageing ‘successfully’, therefore research may have an imbalance as a
result of this participant selection. Additionally, Bowling (1993) suggests that the ability
to age ‘successfully’ may be impacted by circumstances beyond the influence of the
person concerned and may be defined by some as a reflection of economic status or
social positioning, therefore doesn’t consider social-cultural or micro, meso, or macro
factors impacting ageing. Instead, this theory is self-blaming, perhaps pointing to an
individual’s own capacity, or in some cases failure, to age ‘successfully’, or indeed

‘unsuccessfully’.

However, despite substantial research on ‘successful’ ageing, there continues to be
an absence of a clear definition which may explain the numerous phrases used to
explore the subject, including ‘positive’, ‘healthy’, ‘productive’, ‘active’ and ‘well’ (Corr
& Tarou, 2006; Glicken, 2009; Annele et al., 2019; Ballesteros, 2019; Moghimi et al.,
2019). Additional challenges to the definition are the subjective nature of the

interpretation of ‘successful’, as individuals may consider themselves to be ageing
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‘successfully’ with or without the presence of disease and may have accepted their

health or life circumstances and be satisfied with their position.

Ballesteros (2019) reviewed the interpretations and categorisations of the term
‘successful ageing’, and those connected to the theory, across 17 peer-reviewed
papers, identifying Biomedical (concerning the medical condition and physical
functioning), Psychological (mental wellbeing, values, life satisfaction, and resilience),
and Social outcomes (engagement opportunities and feelings of safety), and

corresponding influencing factors (Table 2).
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Table 2. Summary of successful ageing (and related terms) outcomes and predictors or
determinants (modified from Fernandez-Ballesteros, 2008). (Ballesteros, 2019)

Component

Outcomes

Predictors or determinants

Biomedical

Psychological

Social

v" Longevity

v Biological Health

v' Cardiovascular and
pulmonary function

Mental health
Functional abilities

s

Physical strength
Vital capacity
Absence of disability
Autonomy
Subjective health
Activity

ANENENENENEN

\

Competence (motor and
cognitive)

v" Mental and physical
positive functioning

v’ Life and social
engagement

v" Behave according to
own values and beliefs

\

Coping

Purpose in life
Personal growth
Psychological well-being
Life satisfaction
Perceived quality of life
Adaptation capabilities
Mature defence
mechanism

Family relationships
Affective states
Meaning in life
Maintenance of valued
activities and
relationships

Social productivity
Social networks
Material security
Environmental mastery

AN N NN N N N Y N NN

AN NN

v" Long-life ancestors

v' Maximizing health
across

life span
Socioeconomic
conditions
Social/health services
Environmental
conditions

<]

s

v Selective Optimisation
with Compensation
(SOC)

v Development and
maintenance of primary
control

v Socio-emotional
selectivity

v' Adaptive process
developing capacities for
solving difficulties and
minimising the effects of
deficits

v' Coping strategies across

life

cycle

Behavioural lifestyles

AN

v" Optimising opportunities
for security
v Education

Ballesteros (2019) further synthesised the multiple definitions and components of
‘successful’ ageing, creating four areas, or ‘Domains’ to demonstrate the correlation
between definition and outcome under the over-arching construct of ‘ageing well’
(Figure 4).
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“Ageing Well”

//\\

| Healthy | | Active | | Productive

I/ \\\

Social
participation &
engagement

High physical &
cognitive
functioning

N ! T /

| Successful |

Positive affect

Health & ADL
ea & control

Figure 4. Four Domains model of ageing well

Modified from Fernandez-Ballesteros (2008) and Fernandez-Ballesteros et al. (2013)
(Ballesteros, 2019)

Ballesteros (2019) tested the validity of his synthesis of ‘successful’ ageing, initially
using ATLAS.ti software to produce a ‘word cloud’ of the most frequently used terms
relating to the person and ageing process. Further testing, using Confirmatory Factor
Analysis and Structural Equation Modelling, confirmed the validity of the four Domains
(Ballesteros, 2019). However, Ballesteros (2019) acknowledged that terms including
‘security’ or ‘spirituality’ were not included in the testing process and are therefore

omitted from the four Domains.

As discussed, Ballesteros (2019) highlights the challenge of identifying a generic term
that concisely demonstrates an individuals’ ageing status, which risks the exclusion of
ageing ‘indicators’ that may contribute towards the body of evidence. Using the four
Domains detailed in Figure 4 above, Successful [ageing], and Active [ageing] concepts
are each associated with all four Domains, namely Health & ADL, High physical &
cognitive functioning, Positive affect & control, and Social participation & engagement.
However, the Healthy [ageing] and Productive [ageing] concepts are singularly
associated to the Health & ADL, and Social participation & engagement Domains
respectively, indicating that not all concepts have a multi-dimensional status across

the areas that influence an individual’s ‘ageing well’ status.
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This project upholds the concept of ‘successful’ ageing, whilst acknowledging its
disadvantages, by using the term ‘ageing well’ and the four Domains as summarised

above.

2.2.2 Ageing in Place

The concept of ‘Ageing in Place’ enables people to age within a place they call home,
whilst having access to appropriate support services, and is widely recognised and
implemented (Kaul et al., 2020; Rogers et al., 2020; Sixsmith & Sixsmith, 2008).
Ageing in place is an important consideration of this project as the population group,
namely In-Pensioners, move into the Royal Hospital Chelsea with the intention of

remaining there for the rest of their lives, therefore ageing in place.

Similar to defining ageing ‘successfully’, identifying a consistent meaning of the term
‘ageing in place’ appears equally challenging (Rogers et al., 2020; Sixsmith &
Sixsmith, 2008), however the World Health Organisation (2004, p.9) define this

concept as

“Meeting the desire and ability of people, through the provision
of appropriate services and assistance, to remain living relatively
independently in the community in his or her current home or an
appropriate level of housing. Ageing in place is designed to
prevent or delay more traumatic moves to a dependent facility,

such as a nursing home.”

Critics of the phrase ‘ageing in place’ believe it to be outdated and potentially ageist
as enabling people to “ive in homes that are right for them — meeting their needs and
attending to their preferences” should apply to everyone irrespective of their age
(Kagan, 2023, p.2). Similarly, Rogers et al. (2020, p.9) recognise the progression of
the concept to include the option to live in the place of one’s choosing, suggesting a
more relevant description of ageing in place to be “one’s journey to maintain
independence in one’s place of residence as well as to participate in one’s community”

with ‘journey’ recognising the flexibility of the physical location as individuals age.

Enabling people to age in place, or ‘the right’ place, is prompting residential care

providers to consider settings where this can be facilitated, tailoring the surroundings
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to the needs of the resident in contrast to moving them as their needs increase
(lecovich, 2014).

The desire for older people to remain in their own homes increases as they age, with
resistance to relocate similarly increasing, and making decisions to move later in life
potentially having a detrimental impact on health and wellbeing outcomes (Severinsen
et al., 2016). One reason for this is the attachment people have to the place in which
they live as it is seen as an extension of their identity and personal history, with some
choosing to remain in their home regardless of access to the support available

(Severinsen et al., 2016).

Financial implications can have a direct impact on ageing in place. The cost of moving
may be one consideration for individuals to remain in their own home, particularly for
those who are homeowners (Kaul et al., 2020). However, the cost of remaining in place
may be prohibitive if homes require adaptations or high levels of maintenance resulting
in financial expenditure that may be beyond the affordability of some (Kaul et al., 2020;
Sixsmith et al., 2017). Additional challenges include the unsuitability of the homes in
which individuals live which may be because of the condition of the accommodation
or the location, with rural locations potentially having reduced access to the services
required to support ageing in place, including suitable transport options (Kaul et al.,
2020; Severinsen et al., 2016).

Supporting individuals to age in place is believed to be an economically viable option
for state finances as receiving support at home is considered less expensive than
placing individuals in residential or nursing homes (Severinsen et al., 2016; Sixsmith
& Sixsmith, 2008; Sixsmith et al., 2017), however there are wider implications to
society as ageing in place becomes an established concept. One such implication is
the reduction of available housing options as a direct result of the older generations
remaining in place (Kaul et al., 2020; Severinsen et al., 2016).

Despite the debate about the language used in this space, ageing in your own home

(or not) has multiple implications on both health and wellbeing outcomes.

Receiving support in the home is found to empower independence and enable
individuals to remain connected to the familiar surroundings of their home, in whatever
format that presents, and within an environment they are used to (Sixsmith et al.,

2017). It also facilitates continued engagement with relationships such as friends or
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family and a community in which they are established, however it is acknowledged
that not everyone has such a network of support available (Kaul et al., 2020; Sixsmith
et al., 2017). Living in familiar surroundings and maintaining engagement with
established networks has been found to increase wellbeing, quality of life, and
contribute towards a positive ageing experience (Severinsen et al., 2016; Sixsmith et
al., 2017). These outcomes support the theory of ageing in place. However, older
people may be reluctant to admit needing assistance as it may be considered a
challenge to their independence (Sixsmith et al., 2017). This absence of support may
impact on their ability to socialise, particularly for those with decreased mobility levels,
subsequently resulting in increased loneliness and isolation (Kaul et al., 2020;
Sixsmith et al., 2017). The opportunity to age in place is facilitated by home
adaptations to create a safe environment for people to live in, accompanied by support
from health and social services to provide a package to meet individual needs
(Sixsmith & Sixsmith, 2008)

The theoretical framework of ageing ‘well’, and concept of ageing in place, will be
considered throughout this project as it seeks to address the research aims and
identifies the impact on In-Pensioners as a result of living at the Royal Hospital

Chelsea.

2.3 Systematic Narrative Review

In addition to the general UK residential care options available to the wider population
and military veterans as outlined earlier (1.3), a systematic narrative review was
conducted as part of this project to gain detailed knowledge of veteran-specific
residential establishments, in a non-hospitalised setting, available to those aged 65
years and older to understand the global landscape of provision. This systematic
narrative review aimed to identify extant service provision for veterans and the impact

living in these establishments had on health and social care outcomes.

Systematic Narrative Reviews enable the collection and analysis of multiple types of
data, including peer-reviewed and non-peer reviewed literature, and are often used
when there is a lack of empirical evidence to answer phenomena (Popay et al., 2006;
Snilstveit et al., 2012; Steven et al., 2020). Conducting systematic narrative analysis
alleviates the challenges of ‘narrative review’ as the systematic approach requires the
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application of a methodical and clearly defined process, including a rigorous and
reproducible systematic, search of extant literature, an exacting inclusion criterion, and
thorough assessment of selected studies or results (Snilstveit et al., 2012). Non-peer
reviewed, or unpublished, data can be referred to as grey literature, grey data, or grey
information and can comprise of data obtained from multiple sources including digital
platforms, email communication, organisational and academic reports (Adams et al.,
2016; Benzies et al., 2006).

The lack of empirical evidence relating to ageing veterans’ residential care meant a
Systematic Narrative Review approach was the most appropriate methodology to
apply to the literature review to ensure qualitative, quantitative, mixed-methods, non-
peer reviewed studies and wider grey literature (or grey ‘information’) could be
included. This helped ensure a broad spectrum of valid information was captured to
enable to review question to be answered comprehensively (Popay et al., 2006).

2.3.1 Search Strategy

Nine databases were searched (Table 3). The rationale for using these specific
databases was to generate results from a broad field with a focus on health and social
care outcomes. Therefore, databases that held social science, life-science and
healthcare policy results were sourced. It was anticipated that using veteran-specific
terminology in the search strategy would narrow the field to identify relevant papers
for review, however as the aim of the review was to determine which establishments
specifically included veterans, this targeted approach was considered appropriate.
Furthermore, excluding the term ‘veteran’ generated residential care results that were

too numerous and generic and subsequently impractical for the review aims.

The definition of the term ‘veteran’ varies across the world with the UK applying
veteran status to anyone who has served at least one day in the armed forces.
However, other countries apply different criterion including the requirement to have
served overseas or completed minimal lengths of military service (Gribble et al., 2019),
therefore it was important to include both the term ‘veteran’ and ‘ex-servicem?n’ in the
literature search to ensure this population group was identified. Furthermore, the wide-
ranging terminology used to categorise residential living options, as identified in Table
1, required multiple search terms to be used to maximise the search results, including
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the term assisted living, to accommodate international phrases for residential options.
This supported the identification of global studies to support the review aims.

The term ‘children’ was applied as an exclusion criterion as the project aims were to
explore residential options for adults over 65 years of age, therefore literature relating
to children was not relevant. Similarly, excluding literature specifically relating to the
homeless population limited the identification of temporary residential accommodation
options as these were not relevant to the review question. Applying the term ‘dementia’
as an exclusion criterion aimed to minimise literature that identified specialised
residential establishments offering high levels of care, or nursing care, as these did

not align with the aims of the review.

Applying a wildcard technique, in this case using “?’ in ex-servicem?n, broadened the
search to accommodate alternative spellings, and the use of phrase searching, by
applying quotation marks around specific words, i.e., “care home”, limited the search

results to ensure these words were identified together to indicate a residential option.
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Table 3. Database Search

Database Search and Screening Results
Search Terms Used* (veteran OR ex-servicem?n) AND (“residential care" OR
(excluding ZETOC): "care home" OR "assisted living") NOT dementia NOT
homeless NOT children
*ZETOC Database Search (a) veteran AND "residential care" (b) veteran AND "care
Terms home" (c) veteran AND "assisted living"
Database Results Date of For Full- Final for
Search Text Inclusion in
Screening Review
ASSIA & MEDLINE (via n=289 24-Jun-20 n=16 n=3
ProQuest)
CINAHL with Full Text n=130 22-Jun-20 n=14 n=5
Cochrane Library n=19 19-Jun-20 n=0 n=0
Google Scholar n=718 23-Jun-20 n=11 n=1
PubMed n=111 26-Jun-20 n=7 n=1
Science Direct n=484 25-Jun-20 n=11 n=1
Scopus n=216 25-Jun-20 n=6 n=2
Web of Science n=55 25-Jun-20 n=0 n=0
(excluding Medline
database)
Zetoc (British Library) n=7 18-Jun-20 n=1 n=0
Totals before Reference n=2029 n=66 n=13
Searches:
Reference Searches (from n=31 n=1 n=1
those papers selected to
include in the review)
Totals: n=2060 n=67 n=14

Google Scholar was also utilised to help identify potential empirical evidence that may
fall outside of the databases searched. Military specific journals were not used as the
review demographic focuses on veterans aged 65 and over therefore the author
considered it unlikely that these journals would elicit results not already identified using

the selected databases and search engines.

Studies were only excluded through design purposes if they were literature reviews or
theses. International studies were included in the search, and no studies were
excluded based on publication date. All empirical papers published prior to June 2020
were included in the search. This ensured retrieval of maximum relevant results. Whilst
all languages were included in the search criteria, the results did not identify any non-

English Language papers.
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2.3.2 Study Selection
Empirical Studies

The screening process is detailed in the PRISMA flow diagram (Moher et al., 2009),
(Figure 5).

PRISMA 2009 Flow Diagram

=
._E Papers identified through databaze Additional papers identified
i searching through other sources
% {n =2029) (n=31)
7}
=
LS ¥ L
Total for screening A Duplicates removed
(n=2080) [n=235)
(-1
=
=
7}
5
w Total for Titke/Abstract Records excluded
screening [n=1754)
(n=1821)
E Full-text articles assessed Full-text articdes exduded,
= for eligibility > [n=53)
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T Studies included in
z qualitative synthesis
= {n=14)

From: Moher D, Liberati A, Tetdaff J, Allman DG, The PRISMA Group (2009), Preferred Reporting Bems for Sysiematic Reviews and Mels
Analyses: The PRISMA Statement. PLoS Med 87 |: e 1000087 . doi: 10,137 1journal. prmed 1000097

For more information, visit www.prisms-statemant.org.

Figure 5. Prisma Flow Diagram
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The screening search identified 2029 papers. An additional 31 papers were identified
as a result of a hand search of reference lists. Of the 2060 considered relevant for title
and abstract screening, 239 duplicates were removed and a further 1754 were
excluded leaving 67 papers for full-text screening.

Full-text screening took place using a PICO format screening tool which included
inclusion and exclusion criterion (Appendix D). Of the 67 papers considered relevant
for full-text screening, 53 were excluded following further investigation as they did not
meet the necessary criteria to inform the aims and objectives of the review. A total of

14 papers were identified for full review (Appendix E).

2.3.3 Empirical Study Selection Analysis

Studies were reviewed individually, and collectively, and subsequently analysed using
inductive thematic analysis to identify recurring characteristics within the data
alongside any individual points of note that were considered relevant for further
exploration (Braun & Clarke, 2006). Areas of interest were then appraised against the

review question to ensure the most salient points were included in the results.

2.3.4 Grey Information Data

Grey Information data was searched using internet search engines, email, and direct
in-person communication. The inclusion of Grey Information provided evidence of the
current residential options available to veterans to inform the overall review. In
retrospect, the decision to include Grey Information was justified as it identified well-
known international veteran-specific residential establishments such as the Royal
Home for Retired Military Veterans and Museum Bronbeek, and the Royal Hospital

Chelsea, which were not evidenced empirically, but were relevant to the review.

Direct contact was made with 76 organisations across 66 countries (Appendix F).
Responses were received from 24 countries with a total of 10 confirming residential
care facilities for veterans over 65 years of age. (Table 4). The search identified the
World Veterans Federation Directory (2021) which became a key source in identifying
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organisations to contact. Of the 10 countries identified via direct contact, additional

grey information was found for seven of these countries.

Table 4. Grey Information Country Search Results

Grey Information Country Search Results

Total number of countries contacted’ 66
Total number of responses received” 24
Of the responses received (24) how many confirmed provision 10

Of the 10 countries identified as having provision - how many
were identified as a result of direct contact’

Countries (from the 10 countries identified) with additional
data sourced from internet searches

IIncludes the n=10 countries identified to have provision
2Poland; Jordan; Czech Republic

To promote consistency, grey information search terms were closely matched to the
empirical search terms (Table 5) and results were synthesised using the
inclusion/exclusion criteria as set out in the empirical research strategy (Appendix D).
Residential options that included the non-veteran population were included in the

review on the condition that they made specific reference to accommodating veterans.

Table 5. Grey Information Search Terms

Grey Information Search Terms

Military Veterans care homes; residential homes; ?assisted living

Military Veterans care homes; residential homes; ?assisted living in

[country]

Data from the selected empirical studies and grey information results were extracted

using a single data extraction tool (Appendix D).
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2.3.5 Study Quality Assessment

As the review used empirical and grey information data it was not possible to use a
single quality assessment tool applicable to both search methods, however, to ensure
a degree of quality, 10% of the selected papers were randomly chosen and quality
checked by the author’s academic supervisor, Dr Gemma Wilson-Menzfeld. All grey
information included within the review was obtained from officially recognised websites

or via bona-fide email communication.

2.4 Results
2.4.1 Overview

Empirical evidence was identified in three countries, namely the USA, China, and
Taiwan. Data extracted from empirical studies covered three areas, namely participant
characteristics which included gender, participant numbers, client groups, and
participant age (Appendix G); residency characteristics including population group,
residency type and size, room type, organisation type and funding method (Appendix
H); and Outcomes including Quality of Life (QoL); longevity; physical health; social
care engagement; environment; pastoral care and reason for leaving residence

(Appendix I).

2.4.2 Study Characteristics

Consolidation of the characteristics identified above led to four prominent areas of
interest; Service Provision; Participant Demographics; Barriers; and Outcomes (Table
6). Data on service development, funding, and admission criteria were identified,
however the findings did not contribute to the review question and were therefore

excluded.
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Table 6. Study Characteristics

Empirical Study Characteristics
Study Ser\_nc_:e Part|C|pan_t Barriers | Outcomes
Provision | Demographics

Chapko et al. (2009) v v
Chen et al. (2010) v v v
Gilman et al. (2018) v v v
Guihan et al. (2009) v v v
Haverhals et al. (2016) v v
Hedrick et al. (2007) v v v v
Hedrick et al. (2009) v v
Kenter (1980) v v
Kheirbek et al. (2018) v v v
Lemke & Moos. (1989) v v v
Leung (2010) v

Levy et al. (2013) v v v
Montross et al. (2006) v v
Wu (2002) v v

Where available, data extracted from grey information results matched the

characteristics of the selected studies (Appendices J, K).

2.4.3 Empirical Study Results
2.4.3.1 Service Provision

Seven studies refer to two USA residential programmes, namely the Assisted Living
Pilot Program (ALPP) (Chapko et al., 2009; Guihan et al., 2009; Hedrick et al., 2007;
Hedrick, et al.,, 2009) and the Medical Foster Home (MFH) (Gilman et al., 2018;
Haverhals et al., 2016; Levy et al., 2013). For ease of reference, the findings for these

programmes will be presented under sub-headings throughout the empirical findings.

2.4.3.1.1 Assisted Living Pilot Program

Chapko et al. (2009), Guihan et al. (2009), Hedrick et al. (2007) and Hedrick et al.
(2009) present findings on the Assisted Living Pilot Program (ALPP), a US Veterans

Affairs (VA) led initiative that funds a veteran’s stay in a VA contracted residential
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facility for a maximum of two months with the primary outcome being to provide a cost-

effective transitional model of residential support for eligible USA military veterans.

Collectively, the studies looked to inform the development of a long-term residential
model of care that gives eligible individuals options of care that best suit their needs

within limited financial means (Guihan et al., 2009).

The ALPP included three residency types, namely the Adult Family Home (AFH),
Residential Care Facility (RCF), and Assisted Living Facility (ALF). All residency types
differed in capacity and living arrangements. An AFH offers an individual their own
room within a family home supporting a maximum of six residents. The RCF is larger,
and a resident is more likely to live in a shared room. Finally, the ALF is a self-
contained living space (Guihan et al., 2009; Hedrick et al., 2007). All residency types
were authorised to support individuals with daily tasks (Hedrick et al., 2007), using the
‘Instrumental Activities of Daily Living’ (IADL) assessment tool to identify an

individuals’ ability to function independently (AssistedLiving.org, 2021).

As discussed earlier, three studies (Chapko et al., 2009; Guihan et al., 2009; and
Hedrick et al., 2009), presented findings on the ALPP examining the same cohort of
individuals engaged in the programme (n=393) who were followed for a period of one
year following their residency start date. Hedrick et al. (2007) presented findings on
743 ALPP residents who consented to have their data reviewed for the purposes of
their paper, therefore, the findings from Hedrick et al. (2007) are not comparable with
other ALPP studies however they do refer to the same dataset. Each study presented
findings on different programme elements, namely usage and cost (Chapko et al.,
2009); background and facility features (Guihan et al., 2009); resident and service
provider attributes (Hedrick et al., 2007); and health outcomes (Hedrick et al., 2009),

with each being relevant for inclusion in the systematic review.

Most providers engaged in the ALPP were in the private sector (92.5%) with ALF and
RCF establishments linked to for-profit organisations, 76.6% and 62.8% respectively
(Guihan et al., 2009). Of the three facility types the RCF reported the majority of not-
for-profit providers (11.5%) with AFH and ALF reporting 4.4% and 5.6% respectively
(Guihan et al., 2009).

The smallest facility type (AFH) accepted residents with the highest needs, provided

a homely setting and had the least amount of skilled healthcare professionals
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delivering care, however the size of facility did not impact on resident outcomes
(Hedrick et al., 2007; 2009). Hedrick et al. (2007) found little difference in the delivery

of the key elements of provision across all three facility types engaged in the ALPP.

The ALPP programme took place in the North-West region of the USA with service
providers who are considered leaders in long-term residential care (Guihan et al.,
2009), therefore the transferability of the findings to service providers with less
expertise may not result in comparable outcomes. However, it could be argued that
findings from service providers who are leaders in their field may encourage other

service providers to implement the programme.

2.4.3.1.2 Medical Foster Home

Implemented by the US Veterans Health Administration (VHA) in 2008, the Medical
Foster Home (MFH) is a residential care model for eligible veterans who lack familial
support or whose increasing care needs necessitate a change in their current living
situation. The MFH offers a different choice of continuing care to veterans who qualify
for state funded healthcare support but are reluctant to consider care in a more formal
nursing home environment, preferring to receive 24-hour support in a more homely
non-nursing environment (Gilman et al., 2018). The MFH provides an opportunity for
the veteran to remain in residence for the rest of their life (Haverhals et al., 2016). The
veteran self-funds their accommodation, food, and associated expenses, and receives
health-related support from the VHA Home Based Primary Care (HBPC) team,
comprising of healthcare professionals managed by the VHA, who work holistically
with the care provider to manage and improve the health needs of the veteran resident
(Gilman et al., 2018; Haverhals et al., 2016).

In early 2016, almost 1000 (n=992) veterans were being cared for in approximately
700 (n=693) MFH across 117 programmes in the USA (US Department of Veterans
Affairs, Medical Foster Home Program, 2016, as cited in Haverhals et al., 2016,
p.442). The MFH model enabled service-provider flexibility, so providers were able to
offer a service to the veteran resident whilst managing their own life-commitments
(Haverhals et al., 2016).
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In contrast to the four studies relating to the ALPP, which presented findings on the
same programme and dataset, the selected MFH studies present findings on different
perspectives of the model of care using different establishments, participant groups
and methods. Gilman et al. (2018) explored service user and family members
experiences, Haverhals et al. (2016) presented service provider findings, and finally,
Levy et al. (2013) evaluates the model of care incorporating service provider, service
user, and family experiences. All studies contributed different elements relating to the

same model of care which supports the aim of the literature review.

Haverhals et al. (2016), Levy et al. (2013) and Gilman et al. (2018) highlighted the
multi-disciplinary support received by veterans residing in a MFH facility from the
HBPC unit. This support facilitated the maintenance of an individual's personal
capability, reduced institutional dependence (Levy et al., 2013) and enabled the care
provider to communicate with the HBPC team to inform them of any relevant changes
to a veterans’ health condition and enabled the care provider to be guided by the

HBPC team to offer the veteran appropriate care and support (Haverhals et al., 2016).

Levy et al. (2013) qualitatively reviewed one MFH, carrying out semi-structured
interviews with service providers, service users, and their families alongside two focus
groups and found successful engagement between the MFH service provider and the
HBPC team was key to providing an effective service with veteran family members.
The association between themselves and the care provider was observed as a
collaborative effort to ensure the veteran received the necessary support. However,
the number of service users engaged in the study was small with only two veterans
and three caregivers patrticipating, alongside seven family members of veterans who
had either chosen to, or refused, a MFH placement, compared to 23 service providers,

(Levy et al., 2013) which may have resulted in an imbalance of the findings.

Some families focussed on the daily living support as a key element of life in a MFH
and some recognised wider outcomes, namely the care provider’s ability to provide a
homely living environment and create a feeling of attachment to the place in which the

residents lived (Levy et al., 2013).

In contrast to Levy et al. (2013), Gilman et al. (2018) focussed on the experiences of
the veteran and their families (or guardians), carrying out semi-structured interviews

across six MFH establishments and found veterans were drawn to the MFH model of
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care at a time when either their own ability, or that of their families, to maintain the
level of care required was diminished. The offer of around-the-clock support and the
tailored care package was a determining element of the decision to reside in an MFH
and reinforced the model as an exclusive continuing care choice for veterans who
qualified for state funded care but were seeking 24-hour individualised care in a home
setting.

2.4.3.1.3 Alternative Provision

Lemke and Moos (1989) found residential facilities studied were equal in capacity and
operational need and offered comparable service provision and degrees of resident
independence, however not-for-profit establishments demonstrated access to more
healthcare provision and greater staff retention levels beyond 12 months in contrast
with the for-profit establishments (66.0% and 55.0% respectively). Comparing these
findings to more recent studies may be problematic as the composition of
establishments and the service provider landscape today is anticipated to be different
to the time of the study, therefore caution should be applied when considering the

transferability of results.

Wrap-around services were examined in other included evidence. Kheirbek et al.
(2018) retrospectively examined a holistic approach tailored to veterans over 100
years old, identifying eight individuals who lived within the medical facility between
2005 and 2015. Each individual patient's complex needs were considered, by
engaging with an interdisciplinary team of healthcare professionals who delivered
appropriate care to address individual health needs, including drugs management,
which reduced any deterioration in health, kept patients safe and promoted longevity
irrespective of their advanced age. Further, engaging with individuals to discuss their
healthcare plans was found to contribute towards positive life satisfaction outcomes
enabling them to maintain levels of social engagement whilst factoring in their health
conditions (Kheirbek et al., 2018).

Kenter (1980) focussed specifically on a ‘foster home’ model of care which supported
veterans who were without their own accommodation and required some form of
physical or mental health support at a level not requiring hospitalisation or full nursing
care. The age of this article makes it challenging to correlate findings to current models
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of care, however it does offer an insight into USA veteran-specific provision pre-MFH

implementation.

Taiwan’s Veteran Affairs Commission (Chen et al., 2010) offered continued care
placements in which accommodation was similar to the USA ‘Assisted Living" model
of care. However, residents were expected to be independent and require minimal
levels of supervision, with those experiencing deteriorating health being relocated to

establishments more able to support their healthcare needs (Chen et al., 2010).

Lemke and Moos (1989) noted distinctions in the residences themselves which may
influence service provision, including the effect the service provider type had on the
standard of the facilities on offer, with evidence on quality being varied. The variances
in state, profit and not-for-profit owned establishments make it challenging to evaluate

the services delivered by different suppliers (Lemke & Moos 1989).

2.4.3.2 Participant Demographics

Unsurprisingly veteran specific establishments were predominantly occupied by males
(Chapko et al., 2009; Chen et al., 2010; Hedrick et al., 2007; Hedrick et al., 2009;
Kenter, 1980; Kheirbek et al., 2018; Lemke & Moos, 1989) which may align with
findings that the Armed Forces are male dominated (Gustavsen, 2013). In contrast,
non-veteran specific establishments were found to have predominantly female

occupancy (Lemke & Moos, 1989; Montross et al., 2006).

Chapko et al. (2009), and Hedrick et al. (2009) found residents engaged in the ALPP
programme were predominantly male (95.2% vs 4.8%) with an average age of nearly
70 years (72 years of age - Hedrick et al., 2007) and low educational attainment
(Hedrick et al., 2007). Lemke and Moos (1989) studied a total of 132 facilities with
veteran establishments drawn from 36 USA States with predominantly male
occupancy, whereas non-veteran facilities were predominantly home to females.
Veteran residents were found to be typically younger than the wider non-veteran group
evaluated. Whereas, opposingly, Montross et al. (2006) found that of 205 participants
engaged in the study, over half were women (60%) almost all were white (96%) with
an average age of 80 years. Kheirbek et al. (2018) analysed the historical medical
data of all veterans (n=8) aged over 100 years of age who lived, and died, in the
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Washington DC Veterans Health Medical centre between 2005 and 2015. All veterans
studied had been involved in the Second World War and were mostly combatant males

(n=6) with females (n=2) engaged in support roles.

Prior to joining the ALPP, the majority of participants lived alone (46.3%) and in their
own accommodation (70.0%), however 13.5% were homeless and/or living in
homeless shelters (Hedrick et al., 2009) (11.0% - Hedrick et al., 2007). Over half
(57.0%) of participants had no care support in place before residing in an ALPP facility
and required some form of assistance device to support their physical health (64.4%)
(Chapko et al., 2009).

Divorced or single veteran numbers were almost double that of the non-veteran
resident population studied ((23% -v- 5%-10%) and (26% -v- 15%) respectively), with
28% of veteran residents being married and the comparative number of widowed
residents found to be less than in non-veteran facilities (Lemke & Moos, 1989).
Further, Chen et al. (2010) found almost one-fifth of Taiwanese veterans living in
residential care facilities to be single with limited or no relatives.

Irrespective of ownership type, Lemke and Moos (1989) found little difference in
resident demographics, security, or opportunities to engage in various in-house or
external social activities, which may be due to the similar residency size and the equal
numbers of residency types included in the study. However, not-for-profit residents
were more likely to be females from more advantaged backgrounds, which was found
to be due to this demographic having sufficient funds to self-finance their choice of

residence.

2.4.3.3 Barriers to engagement in service provision
2.4.3.3.1 ALPP

Of those service providers who declined to take part in the ALPP, almost all (97.6%)
identified the lack of veteran numbers as a barrier to engaging (Guihan et al., 2009).
Further, the provision of a secure establishment and the requirement for any
professional healthcare intervention was found to be a barrier to admitting potential

residents across all facility types within the programme (Hedrick et al., 2007).
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2.4.3.3.2 MFH

Levy et al. (2013) found that only 10% of veterans offered MFH placement accepted,
with approximately 50% of service providers securing placements for less than 10
veterans over a 12-month period. Barriers to veterans engaging in the MFH
programme included lack of awareness of the programme and confusion over the
terminology and purpose of the MFH with some believing the MFH was aimed towards
the more traditional foster home for children, and some participants indicating that

service providers were engaged in the programme primarily for financial gain.

Geographical location was found to have an impact on whether a MFH was a suitable
option (Gilman et al., 2018; Levy et al., 2013), however one participant found the
proximity of the MFH to their former Armed Forces unit was a positive outcome
irrespective of the distance from their familial home (Levy et al., 2013). Some veterans
were less concerned about distance than their relatives who considered a driving
duration of around 30 minutes was agreeable (Gilman et al., 2018).

In addition to location Gilman et al. (2018) found a further three primary reasons for
rejecting MFH placement, namely costs considered to be too high, inappropriate timing
for the transition to MFH care and concerns that adequate support would be given to
the veteran to ensure they were well looked after. Some veteran participants indicated
a reluctance to live in a nursing home environment as a result of previous experience,

however they were receptive to a MFH residence (Gilman et al., 2018).

2.4.3.3.3 Alternative Provision

Of the remaining papers, Leung (2010) identified a resistance by the ageing population
of China to consider living in older persons residences, which he believed was as a
result of cultural influences. However, priorities of those who did choose to live in a
residential establishment preferred the accommodation to be close to their offspring,
have good amenities and be in a nice location (Leung, 2010).
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2.4.3.4 Outcomes
2.4.3.41ALPP

All ALPP residents completed an adapted version of the Resident Assessment
Instrument for Assisted Living within two-weeks of their arrival, repeated within one
year of residency (Hedrick et al., 2009). All residents demonstrated the need for
assistance in areas such as cooking, household chores, self-medication, and personal
hygiene tasks (Hedrick et al., 2007). Results indicated a non-statistically significant
improvement on ADL scores for residents in AFH’s when compared against ALF’s,
however there was an overall improvement in ADL scores across all facility types, from
4.1 at initial assessment to 3.8 at follow-up, with the higher score indicating increased
level of need (Hedrick et al., 2009).

Following the end of VA funding, almost a third (27.5%) of short-stay residents
remained at the relevant facility, with 26.7% still in residence at the end of the 12-
month engagement timeframe. Over half (59.7%) of all other resident types remained
after VA funding ended, with 55.6% still in residence at the end of the 12-month
engagement timeframe. Combining both categories, almost half (49.8%) remained in
an ALPP facility at the end of the 12-month engagement timeframe (Chapko et al.,
2009).

The ALF delivered the highest number of activities, with the RCF and AFH following
second and third respectively (Guihan et al., 2009). Across all facility types several
activities were more prevalent than others, namely ‘games (80%), exercise (56%),
excursions (44%), arts and crafts (35%), movies/television (31%), and music (30%)’
(Guihan et al., 2009 p.182).

Further, access to television, seen as an enhancement to quality of life, was generally
available at RCF and AFH facilities, however ALF residents were likely to be asked to

supply their own room fixtures (Guihan et al., 2009).

2.4.3.4.2 MFH

Six areas engendered a positive MFH model, namely caregiver engagement with the
VHA team; treating the veteran as a family member; managing the veteran’s

healthcare needs; supporting an individual’s ‘end-of-life’ journey; administering the
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financial element of care provision directly with the veteran and arranging caregiver

relief when necessary (Haverhals et al., 2016).

The involvement of the VHA was of importance to some participants (Gilman et al.,
2018) with effective engagement between the veteran, care provider and the veterans’
relatives resulting in the development of a strong connection and appropriate

placement for the veteran (Levy et al., 2013).

Veterans who were engaged in the study indicated a preference to the MFH model of
care rather than the support they had received in previous care establishments with
several veterans indicating that the small-scale size of the MFH was preferable
(Gilman et al., 2018). Further, a home-like setting in the correct residential area were
deciding factors when considering the MFH as a preferred care option and were key
elements of positive and effective resident and provider outcomes (Gilman et al., 2018;
Levy et al., 2013)

The MFH model of care offered the veteran resident personalised care by providers
who considered them as family members which resulted in positive outcomes for
residents (Gilman et al., 2018; Haverhals et al., 2016) with care provider dedication

found to be critical to positive outcomes (Levy et al., 2013).

Those delivering care gave precedence to making residents feel at home and
enhancing life satisfaction which was found to be a deciding factor for potential
residents when considering their preferred option of care (Gilman et al., 2018) and an
essential element of resident satisfaction (Gilman et al., 2018; Levy et al., 2013). In
addition, the ability for an individual to retain their identity and receive one-to-one care
equal to that received in the family home contributed to resident satisfaction when
living in a MFH (Gilman et al., 2018).

2.4.3.4.3 Alternative Provision

Healthcare goals and enhanced patient results were achieved by adopting a holistic
approach to managing the care of veterans over 100 years of age. Engagement by
healthcare professionals, family members and the individual themselves contributed

to positive health and life satisfaction outcomes and a reduction in the impact of any
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ailments through social interaction and assistance with mental health wellbeing
(Kheirbek et al., 2018).

Further, all veterans took part in regular activities, including church attendance, off-
site outings, academic engagement, and demonstrated a wish to be independent to

maintain a good quality of life (Kheirbek et al., 2018).

A review of health records indicated that all participants were found to be independent
as they entered their 91" decade of life, all were over 90 years of age at the time of
their admission and demonstrated a deferral in the decline of physical performance

and long-term health conditions (Kheirbek et al., 2018).

Montross et al. (2006) found participants attributed regular activities such as reading,
listening to the radio, watching television, spending time with family members, having
several good friends and an improved general health and quality of life to their self-
reported successful ageing however it was not associated with how old an individual
was, their gender, culture, marital, financial, or schooling status. Further, variation in
residential demographics did not evidence any significant difference in an individual’'s

potential to age positively (Montross et al., 2006).

Lemke and Moos (1989) found not-for-profit residential facilities can offer a broader
affinity, or sense of belonging, to residents where a connection to the provider exists
with both residents and staff believing not-for-profit providers championed resident
autonomy and engagement in service delivery. Not-for-profit establishments were
found to offer more in areas where provision is not governed by operational

regulations, for example an enhanced living space (Lemke & Moos, 1989).

Irrespective of the connection military veterans may have with not-for-profit
establishments, and the access to more amenities and tailored provision, Lemke and
Moos (1989) found both state-funded and not-for-profit veteran specific
establishments were found to lack a sense of belonging or community ethos with both
adopting a more regimented environment. However, it was noted veterans may be
more amenable to living in a veteran specific residential setting as there may be a
perception that this is seen as an extension to military life rather than dependency on

support from external sources (Lemke & Moos, 1989).
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The ability for ageing veterans to care for themselves was dictated by their physical
health and conditions affecting mental capacity rather than age with a decline in health
impacting on the ability to live independently (Wu, 2002).

Resident engagement in a home-like setting, receiving more one-to-one support and
the ability to engage with their own social and familial network was found to increase
the length of residence, with the positive impact of residential placement being
observed by the caregiver and care professionals (Kenter, 1980). However, Kenter
(1980), referenced a report (no date) that found those who resided in larger
establishments were more likely to remain there for longer with 70% of those who

returned to a clinical setting within 1 year doing so from a smaller residence.

2.4.3.5 Summary — Empirical Studies
2.4.3.5.1 ALPP

ALPP provision was dominated by commercial organisations with little difference
identified in the key elements of provision or outcomes irrespective of the residency
type or capacity, however residents with the highest level of need were supported in

smaller establishments by the least qualified workforce.

ALPP occupancy was predominantly male, seventy years old and less educated with
many individuals lacking care packages before joining the programme. Further,
approximately half (46.3%) lived alone and over one tenth (13.5%) were found to have

no fixed address prior to engaging in the ALPP.

Limited availability of veterans was cited by almost all potential providers as a reason
not to engage in the ALPP. Conversely, some potential providers were considered
unsuitable as they were unable to provide sufficient security, or care for ALPP

residents.

Following the conclusion of the ALPP almost half of veterans made the decision to

continue with their residency.
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2.4.3.5.2 MFH

The MFH facilitates flexibility by enabling the host to deliver support and care whilst
managing their own personal obligations. The holistic approach of provider, HBPC
team, veteran, and their family all contribute towards positive resident and provider
outcomes, however, veterans were found to be wary of a potential lack of support, and

the motive towards monetary reward being a concern.

Potential veterans and providers lacked knowledge and understanding of the MFH
programme which contributed to a low engagement rate. In addition, prohibitive prices,
the locations of the MFH residences and veterans not being ready for this level of care

were contributing factors towards the non-engagement of veterans.

A veteran ‘foster home’ programme in the USA has been in existence since 1951
(Lemke & Moos, 1989) and may have been a pre-cursor to the current MFH model of

care however there is a lack of evidence to support this assumption.

2.4.3.5.3 Alternative Provision

The remaining studies found minimal variance in the care delivered across
organisations delivering services however it was noted that due to a lack of provider
competition, state financed residences potentially delivered a reduced standard of
service provision. Individual residences were found to influence the standard of the
facilities available however the challenge when comparing service provider types was

acknowledged.

Non-veteran establishments were primarily occupied by white females with not-for-
profit establishments occupied by females considered to be from more advantaged
backgrounds. However veteran residents were younger and almost twice as likely to
be divorced than non-veteran residents with almost one-fifth of Taiwanese veterans

being single with little or no family.

Non-commercial establishments engendered a ‘sense of belonging’, promoted
independence and invited contribution towards the way the service was delivered,
however veteran specific establishments were found to lack this ‘sense of belonging’
or shared culture and adopted a regimented approach which may be seen as a

reflection of their military service. Further, non-commercial establishments were found
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to have the flexibility to provide a better living experience by offering improved

furnishings.

Engagement in social events was found to contribute to an individual's perception of
successful ageing, better life quality and generalised healthiness. An individual’s
capacity to be independent was found to be governed by their physical and

psychological capability as opposed to how old they were.

Residents’ demographics did not impact on an individuals' perception of how well they
were ageing however the duration of residence was influenced by the environment,
alongside a resident's ability to involve family members in their lives and the level of
care received, with those residing in larger establishments more likely to maintain a
lengthier residency.

Data was collected across several studies to indicate, for example, levels of resident
need, engagement in activities, length of stay within residences and resident
demographics, however this data was not used to evidence the direct impact living

within the residence has on an individual’s health and social care outcomes.

2.4 .4 Grey Information Results

Ten countries confirmed residential care provision for veterans over 65 years of age
via direct email or online communication methods. Of these, additional grey
information was identified in seven countries. The results are presented under the
separate headings of UK Provision, Rest of the World Provision and Outcomes to

mirror empirical results.

2.4.4 1 UK Provision

The review identified 11 service providers offering 25 veteran residential
establishments across England and Scotland with all provision in Scotland being
delivered by one provider (Table 7). The review did not identify any veteran-specific
provision in Wales or Northern Ireland.
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Table 7. Summary of UK Provision

Grey Information: Summary of UK Provision
Number of 9
. . L . . Authority Over 65 yrs.
Service Provider Residential Care Location Accommodation Type ) I
: Registered Only
Properties
Blind Veterans UK n=1 England Care Home Yes No
Broughton House n=1 England Care Home Yes Yes
Defence Business Services, Veterans i .
UK n=1 England Residential Care Home Yes Yes
Erskine Hospital n=4 Scotland Care Home Yes No
Royal British Legion n=6 England Care Home Yes n/s
Royal British Legion Industries (RBLI) n=3 England Care Home Yes No
Sheltered Housing & Care
Royal Hospital Chelsea n=1 England & Yes®? Yes
Home
Sheltered Housing & Care
The Royal Alfred Seafarers Society n=2 England & Yes? n/s
Home
The Royal Cambridge Home n=1 England Care Home Yes Yes
Royal Naval Benevolent Trust n=2 England Care Home Yes Yes
Royal Star and Garter n=3 England Nursing Home Yes No

@ Care Quality Commission (CQC) (England); Care Inspectorate (Scotland)
() Care Home provision only

Several providers offered multiple care packages within their residence (Appendix J).
All UK residential care establishments are required to register with the relevant
regulatory body, namely the CQC (England) (CQC, 2023) and Care Inspectorate
(Scotland) (2022).

Except for the Defence Business Services, Veterans UK, all care providers hold
charitable status and are registered with the Charities Commission (England) (2022)
or OSCR Scottish Charities Regulator (2022) and indicate that funding of residential
care is met either by self-funding or State/Local Authority contribution subject to an

individual’s financial status.

The residency population group varied across service providers with three offering a
veteran only residential setting. Other providers extended the residential care offer to
members of the veteran's family including spouse, widow, partner and/or dependents.
Only the Royal Cambridge Home had a mixed non-veteran population, having been

originally established in 1851 to provide a home for the widows of soldiers (2021).

67



Royal Hospital Chelsea had the largest resident capacity with 300 beds providing
accommodation specifically for British Army veterans. The Royal Naval Benevolent
Trust supports Royal Navy and Royal Marine veterans, their wives, and widows. The
Royal Alfred Seafarers Society accommodates individuals with a specific seafaring
history with the Defence Business Services, Veterans UK, residence providing
accommodation for veterans, their spouse, widow, or partner of the Polish Armed
Forces who fought during World War Il. The remaining service providers offer
accommodation to all British Armed Forces veterans, and wider population groups

where indicated, irrespective of which service they served in (Appendix K).

2.4 4.2 Rest of the World Provision

Of the remaining nine countries found to offer residential care for ageing veterans, the
majority of provision was identified in Australia, Canada, Poland and the USA (Table

8). An overview of residence characteristics can be found at (Appendix K).
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Table 8. Grey Information Summary of Rest of the World Provision

Grey Information: Summary of Rest of the World Provision
Number of
. . . . " . Over 65 yrs.
Country of Residence Service Provider Residential Care Accommodation Type onl
Properties v
Australia Private Service Providers n=32 Residential Care Home n/s
Canada State and Private Providers n=17 Long-term Care Home n/s
. Ministry of Defence of the Czech X .
Czech Republic i n=2 Residential Care Home n/s
Republic
France State and Private Providers n=3 Residential Care Home No
Jordan State Provider n/s Residential (Nursing) Care Yes
Poland State Provider n=23 Residential Care Home Yes
the Netherlands Dutch Ministry of Defence n=1 Residential Care Home Yes
Rest Home Care &
New Zealand Private and Charity Providers n=5 Residential Care Home(s) No
with Nursing Care

US Veterans Affairs multiple State Veterans Home n/s

US Veterans Affairs multiple Assisted Living No

Private Service Providers multiple Adult Foster Home No

USA State and Private Providers multiple Medical Foster Home No
US Veterans Affairs multiple Community Living Center n/s

Private Service Providers multiple Community Nursing Home n/s

Private Service Providers multiple Community Residential Care n/s

The USA was identified as offering the greatest state managed care provision with
seven models of care accessible to eligible military veterans irrespective of their age.
A total of 32 residential facilities were identified in Australia delivered by four service
providers. Veteran only residences were identified in seven countries, namely Canada,
the Czech Republic, France, Jordan, the Netherlands, Poland, and the USA. Australia
offered one veteran specific establishment however this is excluded from the review
as it offered residential village accommodation for those able to live independently
(Appendix K).

Most residences were accessible to a mixed population of veteran and non-veteran,

however Canada and New Zealand offered residences that accepted
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wives/spouse/partner(s), with one residence in the USA indicating that they accepted
dependents (Appendix K).

With the exception of the USA, most residential facilities identified were either care
homes or care homes with a nursing care option available where required. The seven
care-models in the USA are managed by the US VHA. It is not within the scope of this
review to cover all USA care provision in detail however an overview can be found in
(Appendix K).

Funding options for eligible veterans across all countries was identified as a mix of
state funding, or a combination of personal contribution and state funding (Appendix
K).

Provision specifically for veterans aged 65 years and older was identified in Canada,
Jordan, Poland and the Netherlands. Poland offers 23 residential care homes for
veterans over the age of 65 years specifically for those who fought for the
independence of Poland 1914-1956. France and the USA specified provision for
veterans under 65 years of age with the remaining countries not indicating age

eligibility criterion.

Most of the service provision in Australia was delivered by for-profit organisations
(n=25) with Australia, Canada, France and New Zealand indicating some service
provision delivered by not-for-profit organisations (n=13). Of the USA models of care,
State Veterans Homes and the Assisted Living Facility were state funded, with the
Adult Foster Home and Medical Foster Home models of care delivered by for-profit
providers. The review was unable to identify the organisation types for all models of
care in the USA due to the multiple care delivery options across the country (Appendix
K).

Facility sizes varied across all countries. Some 3924 beds were available across 32
facilities in Australia indicating the largest bed capacity of all countries identified,
however given the nationwide care delivery in Canada and the USA these countries
may exceed this capacity. Individual establishment capacity ranged from a maximum
of three veterans in the Medical Foster Home (USA) to 450 at the Perley & Rideu
Veterans Health Centre in Ontario, Canada (not shown).
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2.4.4.3 Outcomes

The review of grey information did not identify any outcomes evidence. Seven care
provider reports were examined for evidence however these generally focussed on
the support or care delivered by the service provider rather than the actual impact this
provision has on its residents. One report included data on a client survey however
this referenced a programme supporting the wider community and not their residential
establishments (Presbyterian Support Central, 2020).

2.4.4.4 Summary — Grey Information

Veteran-specific options were found in 10 countries, with four of these indicating
provision for eligible members of the veteran's family. Most of the provision available
was found to accommodate a mix of veterans and the general population, however

many residences did not specify a minimum age criterion.

The UK offers provision in two of its four nations, namely England and Scotland, and
has the largest military charity led provision globally. All UK providers are registered
charities except for one residence which is operated by a government agency. Further,
all providers are registered with an appropriate authority to oversee the quality of care

delivered.

Providers are a blend of government funded, commercial and not-for-profit
organisations, with the USA identified as providing the most government agency led
options with a total of seven residential choices to veterans who meet the necessary

criteria.

Most of the provision is in the form of care homes with some including access to higher
levels of nursing care if necessary. Australia indicates the largest volume of provision
however capacity in Canada and the USA may be greater due to the dispersal of the
veteran population and the number of veteran specific models of care available in the
USA.

Residential care across all countries is financed in several ways including self-pay,
self-pay with financial contribution from the state. Full government funded residential
care was identified in Jordan, Poland, the Netherlands, and the USA. All financial

contributions from the state are subject to an individual's eligibility.
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There was an absence of evidence on an individual's health and social care outcomes

within the grey information findings.

2.5 Summary

This systematic narrative review sought to identify global residential options for
veterans over 65 years of age, identify their characteristics and evidence the impact

living in this environment has on an individual’s health and social care outcomes.

Considering the global growth of the ageing population (WHO, 2021; Fan et al., 2019),

it was anticipated the review would have delivered greater results.

This review suggested that the USA offers the greatest options of state supported
residential care for eligible veterans with seven programmes accessible across the
USA (US VA, 2021), and indicated that most of the evidence in this field is specific to
the USA.

Multiple programmes are offered, each with their own service provision, barriers, and
outcomes. Despite this, the demographics of individuals within veteran-specific
residential care is similar across services. Veterans were found more likely to be single
or divorced and younger (Chen et al., 2010; Lemke & Moos, 1989), have lower
educational standards (Hedrick et al., 2007) with fewer relatives than the non-veteran
populations studied (Chen et al.,, 2010). However, levels of independence, or
dependence, varied across the studies with resident needs found to be commensurate
with the ageing veteran population living in similar establishments (Hedrick et al.,
2009).

It was not within the scope of the review to explore funding options in detail, however
in brief, the review found residential options for veterans are delivered by State, for-
profit and not-for-profit organisations with the majority being for-profit. There appears
to be little impact on the care delivered irrespective of service provider type, however
there are complexities when evaluating services across different service provider

categories (Lemke & Moos, 1989).

Despite the advantages of these residential programmes, there were barriers. A lack
of veteran numbers for both programmes being an issue (Guihan et al., 2009; Levy et

al., 2013) as well as residential location (Gilman et al., 2018; Levy et al., 2013).
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Potential ALPP service providers were considered unsuitable if they were unable to
provide secure establishments alongside the delivery of professional healthcare
required to meet the programme criteria (Hedrick et al., 2007). Although potential
residents were concerned that the level of care available within an MFH may be
inadequate (Gilman et al., 2018), Pracht et al. (2016) found that residing in an MFH
may be a protective factor with the holistic approach to care provision resulting in the
improved the quality of care received and a reduction in resident admissions to
hospital. Thirteen empirical studies included health and/or social care indicators within
their evidence, however there was a paucity of evidence relating to the impact of health
and social care outcomes on ageing veterans as a result of living in a residential
establishment. Nevertheless, the review did identify some outcomes that are worthy

of note.

A holistic approach between care provider and resident was found to result in positive
outcomes for residents (Gilman et al., 2018; Haverhals et al., 2016; Kenter, 1980;
Kheirbek et al., 2018; Levy et al., 2013). Not-for-profit providers were found to offer
enhanced surroundings and engender a sense of belonging (Gilman et al., 2018;
Lemke & Moos, 1989) however some not-for-profit veteran specific establishments

indicated a lack of sense of belonging (Lemke & Moos, 1989).

Interestingly, despite the time lapse in studies between Kenter (1980), and both Levy
et al. (2013) and Gilman et al. (2018), all found a homely environment and receiving
one-to-one support resulted in positive resident outcomes for those living in a foster

home setting.

Nearly half of residents engaged in the ALPP made the decision to remain in their
chosen facility at the end of the pilot, which the study authors believe may indicate a

level of resident satisfaction and programme success (Chapko et al., 2009).

Grey information results did not provide any evidence on health and social care
outcomes, however all establishments identified via internet searches detailed the
facilities and activities available which the author suggests may be a promotion tool to
attract prospective residents rather than an indicator of health and social care impact.
Access to resident satisfaction surveys may have contributed to the findings however
these were unavailable. The author suggests that these findings contribute towards

the review question by highlighting this absence.
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2.6 Strengths and Limitations
2.6.1 Retrieved Evidence

All empirical studies were peer-reviewed, however the study types varied with five
gualitative descriptive pieces, one report and one article (Appendix E). Half of the
included studies related to two USA residential models, namely the ALPP (n=4) and
the MFH (n=3). The ALPP studies used the same population sample data with each
study reporting on separate topics. All seven studies met the inclusion criteria and
were therefore included. This may result in potential reporting bias as just two
residential options were reviewed however, due to the paucity of available evidence,

the inclusion of these studies was not at the expense of other eligible studies.

Where indicated, veteran-specific studies had predominantly male participants
(Chapko et al., 2009; Chen et al., 2010; Guihan et al., 2009; Hedrick et al., 2007,
Hedrick et al., 2009; Kheirbek et al., 2018; Wu, 2002) which may present a data bias.
However, it could be argued, as military Armed Forces are traditionally male
dominated (Gustavsen, 2013) this limitation is unlikely to impact on overall findings or
in answering the review question. Four studies reported on mixed population groups
therefore findings from this review may be relatable to non-military residential care
however caution should be applied if doing so as the variance in levels of provision,
ownership type, establishment size, geographical location and funding may make it
difficult to draw generalised comparisons.

The residential search terms, as outlined in Table 3, may not have international
transferability, which may be a limitation of the review, however as all papers identified
in the review were non-UK, it is suggested that this limitation had minimal impact on

the search results.

This review included empirical evidence and grey literature data from across the globe.
Due to the geographical demographics of the USA and Canada, it was not within the
scope of the review to explore all options in detail, therefore a summary of evidence
is included. It is acknowledged that provision will be available that is not identified

within this review.
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2.6.2 Review Process

A comprehensive search strategy was carried out (Table 3). The search strategies for
both empirical and grey information evidence were transparent and systematic. If
repeated empirically, the search strategies applied would elicit the same results,
however it is recognised that the fluid nature of obtaining grey information may present
challenges in replicating the same results (Adams et al., 2016; Benzies et al., 2006)

and may result in the emergence of new data not captured within this review.

The review was strengthened by the search strategy which included non-English
language papers and grey information search results. There were no empirical non-
English language papers identified and grey information data when translated was not
relevant to the review and therefore excluded. However, the inclusion of grey
information data identified provision in countries where empirical research appears to

be absent, namely the Czech Republic, Jordan and Poland

Whilst grey information data is subject to updates and failed to identify any outcome
measures, the results of the grey information search contributed towards answering

the review question and were therefore considered appropriate to include.

The inclusion of this evidence provided an overview of real-time residential provision,
correct at the time of publishing, to inform the review. Further, grey information data
evidenced in the review was obtained from trusted sources including service provider

websites and defence organisations.

As discussed earlier, 10% of the empirical studies were independently selected and
assessed by the authors academic supervisor. This quality check looked to add rigour
to the selection process and limit potential researcher bias. Further, adhering to the
search strategy and screening selection tool minimised any bias across both search

strategies.

Finally, the age of some studies (i.e., Kenter, 1980; Lemke & Moos, 1989) may be
considered a limitation of the review however the paucity of available evidence

supported the decision to include these studies.
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2.7 Conclusion

The ability to age ‘well’ depends on a number of factors including an individual’s health,
engaging in measures to support healthy lifestyle choices, physical and mental activity
levels, and social engagement. An important contributor towards ageing ‘well’ is the
opportunity to age ‘in place’, or put simply, grow older in an environment an individual

considers to be ‘home’.

The systematic narrative review had two main aims, namely, to examine residential
care provision for military veterans over 65 years of age living in a non-hospitalised
setting, and to identify evidence on the impact these settings had on the health and

social care outcomes of residents.

Review findings identified a gap in evidenced-based, and grey information data,
knowledge on the impact residing in such establishments has on an individual's health
and social care outcomes. Broadly speaking data is available on quality of life,
opportunities to, and availability of, facilities and engagement levels however there is
minimal evidence on what impact this engagement has on an individual’s life

satisfaction.

Of the evidence that was identified, the holistic approach of the MFH, and living in a
homely environment was found to contribute towards resident satisfaction.
Additionally, engagement in social events contributes towards an individual’s
perception of successful ageing, however the ability to engage in activities is dictated

by physical and mental capabilities rather than age.

Empirical findings were dominated by the ALPP trial residential programme and the
MFH model of care, both located in the USA. The search strategy did not evidence
similar models of care in any other country however these residential options are
worthy of further investigation to explore the viability of implementation in other
countries. Grey information identified veteran-specific residential options in several
countries, indicating the presence of accommodation tailored towards veterans
however there was an absence of any outcomes evidence to enable individuals to

make an informed decision on these options.

It is reasonable to assume that there are military veterans living in non-veteran specific

residences worldwide. Unless a declaration of veteran status is a requirement of the
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admission process it is possible that the veteran population will remain hidden.
Identifying veterans may present an opportunity to inform individuals on veteran-
specific residences, which may be more appropriate for their needs, although it is

recognised that some veterans may prefer to withhold their veteran status.

Research exploring the health and social care impact on ageing military veterans who
live in non-hospitalised veteran-specific residential establishments, and any
correlation between this impact and their shared military experiences, may identify
best practice and potential areas of service development and enable the comparison
of resident outcomes with similar establishments which may inform health and social
care policy for veterans, other unique employment groups and the wider ageing

population who reside in similar establishments.

The lack of available evidence of the impact on health and social care outcomes as a
result of living in a veteran-specific establishment support the wider project aims of

exploring these areas at the Royal Hospital Chelsea.

2.8 Chapter Summary

The theories of ageing ‘well’, and ageing in [the right] place, are outlined with each
considered relevant to this project as both theories have the potential to influence an
individuals’ life experience. This chapter also presented the aims, method, and
findings of a Systematic Narrative Review. This review explored accommodation
options for military veterans, over 65 years of age, living in a non-hospitalised
residential setting. The review findings indicate a gap in outcomes evidence for older

veterans living in residential establishments.
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CHAPTER THREE

METHODOLOGICAL CONSIDERATIONS

3.1 Overview

This chapter will outline and explore the study’s philosophical roots, including the
research paradigm, Pragmatism, and the research design. It will also describe the
processes implemented to demonstrate rigor and will consider researcher reflections

as part of methodological reflections.

3.2 Philosophical Roots
3.2.1 Ontology and Epistemology

Two key philosophical assumptions for any research concern ontology and
epistemology (Ladyman, 2012). Ontology is described as relating to “the nature of
reality and what there is to know about the world” (Ritchie et al., 2013, p.4), or “the
study of being” (Crotty, 1998, p.10). Two primary ontological stances within social
sciences research are that there is an exterior reality that is detached from our own
views of the subject (“realism”), and an opposing stance that there is no exterior reality
(“idealism”) (Ritchie et al., 2013, p.5).

Epistemology concerns the way in which we know and develop knowledge of a
subject, or “how we gain knowledge of what we know” and the association between
the researcher and the subject being researched (Creswell & Clark, 2017, p.37), with
the way in which we explore this knowledge, being dependent on which philosophical
stance we approach the phenomenon as each has its own positioning (Guba &
Lincoln, 1994). Mixing quantitative and qualitative research methods poses
philosophical challenges due to differing epistemological stances (Shan, 2022), with
the former holding traditionally Postpositivist and the latter traditionally Constructivist

worldviews (Bishop, 2015).

Creswell and Clark (2017) refer to four philosophical positionings they consider
suitable for mixed methods research, namely: Postpositivist, Constructivist,

Transformative, and Pragmatist, with each having distinct approaches that are often
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considered incompatible. Pragmatism is considered the most commonly used
approach in mixed methods research, although it is not exclusive to this paradigm, nor
is it the only one used in this approach to answering phenomena (Hall, 2013).
Pragmatists recognise and acknowledge these positionings however they are not seen
as barriers to taking an alternative approach to research and “advocate a shared aim
for all research — to produce positive change in the world” (Bishop, 2015, p.7).
Pragmatism contradicts the postpositivist and constructivist positionings on ontology
and epistemology believing that the understanding of reality and truth are achieved
through experience of the world (Rorty, 1999) and as such reject metaphysical
concepts of truth and reality. Further, Rorty (1999, p.xxv) argues that “Pragmatists
cannot make sense of the idea that we should pursue truth for its own sake” but rather
‘the purpose of inquiry is to achieve agreement among human beings about what to
do [...] to make life better”. This project uses Pragmatism due to its fit with mixed
methods research, and ‘real world’ applied research.

Pragmatism supports the use of both qualitative and quantitative research approaches
and arguably addresses the challenges of using multiple philosophical positionings to
answer phenomena by facilitating the flexibility required when applying mixed methods
research (Hall, 2013). However, Shan (2022) argues that Pragmatism has a weak
philosophical positioning as it simply demonstrates that the Pragmatist approach is
well-suited to mixed methods research however it does not offer direction or instruction

on how best to apply its positioning to address the phenomena in question.

In addition to ontology and epistemology, a further philosophical consideration is
axiology, or research values. In this regard, postpositivism adopts neutrality,
constructivism assumes subjectivity and Pragmatism applies both positions when
considering values, which include ethics and researcher reflexivity (Creswell & Clark,
2017). However, debate exists in relation to how Pragmatists demonstrate values
within mixed methods research with some believing adopting the ‘what works’
approach to Pragmatism enables the exclusion of axiological considerations (Biddle &
Schafft, 2015).

It is suggested that the transformative philosophical position on axiology, that of
“honoring the life experience of participants” (Biddle & Schafft, 2015, p.329), may offer
Pragmatists a remedy to the void said to exist in its positioning on axiology (Biddle &
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Schafft, 2015). Notwithstanding that the transformative positioning is primarily
engaged in human rights and social justice research, this project observes the
importance the transformative positioning places on participant opinion and adopts

this as a Pragmatist axiology.

3.2.2 Pragmatism

Pragmaticus and Pragmatikos are the Latin and Greek words for Pragmatism
respectively and defined as “a pragmatic attitude or procedure” (Ormerod, 2006,
p.894). It is the work of Charles Saunders Peirce that links Pragmatism to the principle
of philosophy, believing that Pragmatism concerns the interpretation of ideas, views
or beliefs linked to first-hand human experiences and their perceptible origins
(Ormerod, 2006).

Creswell and Clark (2017) reference the five factors Tashakkori and Teddlie (2003a)

consider important when combining Pragmatism with mixed method enquiry:

1. Both guantitative and qualitative research methods may be used in a single
study

2. The research question should be of primary importance — more important
than either the method or philosophical worldview that underlies the method

3. The forced-choice dichotomy between Postpositivism and Constructivism
should be abandoned

4. The use of metaphysical concepts, such as truth and reality, should also be
abandoned

5. A practical and applied research philosophy should guide methodological

choices

These factors will be discussed further to demonstrate the justification for selecting

Pragmatism as the mixed-methods paradigm for this project.

Quantitative and qualitative measures are considered tools with which to facilitate
empirical enquiry in combination, rather than used as separate entities (Ritchie et al.,
2013). It was important to have the flexibility to use more than one method of data
collection for this project as not all participant groups were engaged in all data

collection methods.
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Pragmatism in mixed methods research enables the selection of the most effective
method by which to answer a research question which has greater importance than
the requirement to affiliate with one specific world view (Ritchie et al., 2013). For this
project, the selection of a singular philosophical positioning, would have resulted in
the revision of the project aims, as each was engaged in one or both data collection
methods. Therefore, the research question had greater weighting than the

predetermined selection of a specific worldview.

The engagement of three participant groups and mixed methods data collection made
a Pragmatist approach the most appropriate philosophical positioning to address the
phenomenon. Some argue that adopting a Pragmatist approach to research
misinterprets flexibility with some using the approach to satisfy funders and others
adopting an ‘anything goes’ approach thus ignoring any paradigmatical positioning
(Hall, 2013), however Ritchie et al. (2013) counter this with a belief that adopting a
Pragmatic approach requires those undertaking the research to be vigilant and aware

of the steps taken when conducting their research.

3.2.3 Research Paradigm

It can be argued that quantitative research, in isolation, fails to capture the depth of
the participant ‘voice’ with results unable to articulate the context, or circumstances, in
which the quantitative data is collected (Creswell & Clark, 2017) and that qualitative
research alone is unable to produce ‘generalised’ or statistically significant data
(Ritchie et al., 2013) due to an absence of quantitative data collection measures,
statistical analysis strategies, and smaller participant numbers. The mixed methods
approach brings both disciplines together and offers the researcher the opportunity to
use multiple data collection tools, including philosophical positionings, or worldviews,
alongside the opportunity to utilise both inductive (‘bottom up’) and deductive (‘top
down’) skills enabling researchers to move across all datasets to interpret findings in

the most effective way to answer research questions (Creswell & Clark, 2017).

The opportunity to collect and analyse both quantitative and qualitive data to answer
the same phenomenon in the form of mixed methods research seeks to address
methodological challenges of qualitative or quantitative research when used alone
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producing new knowledge through triangulation (Creswell & Clark, 2017). In other
words, as cited by Creswell and Clark, (2017, p.13) “as Fetters and Freshwater (2015)
suggested, mixed methods provides the research equivalent of the equation 1+1=3",

creating an additional dimension to the data captured and subsequently analysed.

Mixed methods research can be considered more challenging than a single research
approach (Creswell & Clark, 2017), for example, the researcher’s skills and experience
of using quantitative and qualitative methods within one project being an important
factor, combined with the ability to complete the research within project deadlines as
arguably more data is collected and therefore requires more time to analyse and
interpret than using single research methods (Creswell & Clark, 2017). However, there
is acknowledgement that contributions from multiple analytical approaches have a
place in answering complex, applied research questions (Creswell & Clark, 2017).

A mixed methods approach was adopted for this project as it was critical to integrate
gualitative and quantitative methods to answer the project aims. As discussed earlier
(see 1.5), this research project sought to address research aims developed in
collaboration with the Royal Hospital Chelsea that directly relate to their resident
population, therefore these specifications were key considerations when assessing
the most effective research methodology to adopt. The combination of mixed methods,
and Pragmatism facilitates the collection and interpretation of ‘real world’ data using
more than one data collection source and appropriate philosophical positioning to
answer the research aims using the most effective methods (Pelto, 2015). Qualitative
data collection, which in the context of this project comprised of semi-structured
interviews, facilitates the capture of information broader than that which is possible
using quantitative measures alone as it gives participants the flexibility to reveal data
outside of the scope of targeted quantitative data collection, adding to the wider
knowledge base to inform the research aims. Therefore, both methods of data

collection were considered important for this project.

Thematic Analysis, more specifically, Reflexive Thematic Analysis (Braun & Clarke,
2022a), was the most appropriate qualitative methodology for this project, as applying
a pragmatic positioning, and a subjective approach, to the data were important
considerations. The term ‘thematic analysis’ is a broad phrase for analytical processes
that identify relationships within data (Braun & Clarke, 2021). However, within this
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generalised terminology there are several approaches, which Braun and Clarke (2021;
2022b) summarise as ‘coding reliability’, ‘codebook’, and ‘reflexive’, with each having
different methodological approaches. Reflexive Thematic Analysis differs from the
aforementioned approaches in that the development of themes occurs following
researcher immersion in the data, rather than via a more pre-determined coding
method (Braun & Clarke, 2021). Furthermore, researcher subjectivity is key when
exploring and adding meaning to the data, rather than being disadvantageous to the
process (Braun & Clarke, 2021; 2022b).

As discussed earlier, inductive, or deductive, analysis is used to identify patterns in
data that lead to the development of themes (Braun & Clarke, 2006). Inductive analysis
focuses on the data itself, allowing themes to develop out of the data, in contrast to
using the data to fit within a pre-determined coding framework, or by using a theoretical
(deductive) approach to analyse the data (Braun & Clarke, 2006). A further
consideration in thematic analysis is whether themes are identified semantically or
latently, with the former identifying the ‘surface meaning’ of the data, and the latter
analysing at a deeper level to explore what lies beneath the ‘surface meaning’ of the
data presented (Braun & Clarke, 2006; 2022a).

Reflexive Thematic Analysis affords the researcher theoretical ‘freedom’ in-so-far as
the research methodology is not committed to one specific theory (Braun & Clarke,
2021). However, throughout the reflexive analytical process the researcher is required
to demonstrate awareness of philosophical positioning and theoretical assumptions,
and ensure that these are “consistently, coherently, and transparently enacted
throughout the analytic process and reporting of the research” (Braun & Clarke, 2019,
p.594). The researcher is required to systematically reflect on their decision-making
processes and beliefs, which includes their own personal positioning, by recognising
and accepting the influence personal beliefs and standpoints have on their research.
A reflexive journal was maintained throughout the project to provide a tool to support
researcher reflection and demonstrate transparency. Researcher awareness of
subjectivity was acknowledged throughout the project with thoughts and processes

discussed in more detail within the reflexive summary (see 6.8).

Quantitative data facilitates the capture and measurement of specific wellbeing
constructs relating to participant perceptions of their quality-of-life experiences via
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targeted questions, the results of which may be used comparatively against population
groups in similar establishments or against individual participants themselves in the
form of repeating the questionnaire process at different intervals to compare

responses, thus establishing a database of wellbeing evidence.

A non-experimental survey design was used for quantitative data collection. As
Kerlinger (1986, as cited in Johnson, 2001, p.3) noted, “most social scientific and
educational research problems do not lend themselves to experimentation, although
many of them do lend themselves to controlled inquiry of the nonexperimental kind”.
A non-experimental survey design facilitates the collection of data from a specific, or
pre-determined, group of individuals (Coughlan et al., 2009), where data may be
collected from participants through the completion of questionnaires or engagement
in controlled interviews, where questions are fixed (Johnson, 2001). However, a
limitation of these data collection methods can be low response rates to
guestionnaires, and lack of researcher clarity on the questions asked in controlled
interviews, which may result in challenges when generalising the findings (Johnson,
2001). The project explored one variable, namely the quality-of-life of In-Pensioner
residents, therefore a non-experimental survey design was an appropriate

methodology to use.

Two approaches to quantitative data collection within a non-experimental survey
design are longitudinal and cross-sectional research. Longitudinal research enables
information to be obtained from the same participant group across multiple data
collection periods, whereas cross-sectional research supports data collection within a
single timeframe (Johnson, 2001). Both data collection methods were important
considerations for this project as the data collection criteria across the participant
groups varied. A further consideration is the instruments used to collect data.
Developing a bespoke survey to answer the research phenomenon can be both costly,
and time, prohibitive (Coughlan et al., 2009). The use of extant quantitative data
collection tools can ensure validity and reliability of the information collected and
mitigate the risk of ambiguity or erroneous questions that fail to address the research
question (Coughlan et al., 2009). This project used longitudinal research for In-
Pensioners who were new to the Royal Hospital Chelsea, with data collected across
two timeframes. Cross-sectional research was used for In-Pensioners who were

already established at the Royal Hospital Chelsea, with data collected at a single point
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in time. Therefore, the single variable and multiple data collection methods of the non-
experimental survey design were considered the most suitable approach for this

project.

Often when using mixed methods research, one data collection method typically has
a greater significance over the other, with precedence determined by the research
aims, the process by which the multiple data results are analysed, and the priority each
dataset holds within the overall research aims (Ostlund et al., 2011). For this project,
gualitative data assumed this position as the semi-structured interviews contributed
more data than quantitative data which had a relatively small sample size as, in line
with the project aims, Key Staff were not included in the quantitative data collection

and New In-Pensioners were not included in the qualitative data collection.

Mixed methods was preferred over multiple methods as it was considered important
to integrate (triangulate) the qualitative and quantitative findings to address the project
aims, rather than the contrasting multiple methods approach where each element of
data collection has its own research question, and are therefore considered as
separate entities, with data that are amassed rather than synthesised, in the way

mixed methods data are integrated and considered holistically (Morse & Cheek, 2014).

From its inception this project intended to use mixed methods to address the
phenomena and was therefore a “fixed mixed methods design” (Creswell & Clark,
2017, p.52). The use of quantitative data supported the interpretation of the qualitative
findings whilst also contributing data that is comparable to similar population groups
as the data collection used empirically recognised quality of life measures (Appendix
L). Further, qualitative data collection in the form of semi-structured interviews enabled
the capture of the lived experiences of In-Pensioners and Key Staff. As a result of

these requirements a mixed methods design was adopted to answer the project aims.

3.3 Research Design

This project followed a non-traditional Convergent design, to explore the research
phenomenon, which enabled the simultaneous collection, and independent analysis,
of qualitative and quantitative data within one phase (Creswell & Clark, 2017;
Egilsdottir et al., 2022, Fetters et al., 2013). In contrast to collecting data sequentially,
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the opportunity to collect data simultaneously and analyse it separately, using the
convergent design, facilitated the efficient use of time (Creswell & Clark, 2017), which

was a key consideration due to the limited timeframe of the project.

A non-traditional convergent mixed methods approach was used for this project as,
following the independent analysis of the qualitative and quantitative data, the results
were not integrated ahead of triangulating the findings. In further divergence from a
typical convergent design, the qualitative and quantitative data did not hold equal
positioning. Qualitative data held primacy to address the project aims as it was
intended to capture in-depth evidence of the overall experience of In-Pensioner life at
the Royal Hospital. In this project, qualitative data was more dominant than
guantitative data for several reasons. Firstly, as captured in the literature review, this
is the first piece of research to be conducted with the Royal Hospital Chelsea to
evidence its model of care, therefore it was felt that an explorative, broad qualitative
approach should be dominant within the research design. Secondly, the participant
sample was small and contextually unique. It was not the intention of the project to
generalise findings from this cohort across other cohorts, and therefore qualitative data

took dominance. However, quantitative data was still important.

Quantitative data, in the form of quality-of-life questionnaires, provided evidence of In-
Pensioner and New In-Pensioner thoughts and feelings covering a short time span
and whilst this is undeniably valuable data, the inclusion of qualitative data provided
greater depth to the findings. The decision to use recognised extant quality-of-life
measures saved time, which was important as discussed. Furthermore, it was deemed
appropriate to select existing and recognised measures to meet the project aim of
demonstrating transferrable evidence from the quantitative findings, which it is argued,

also contributed towards the validity and rigor of the data.

Quantitative findings from the New In-Pensioner cohort served two purposes, namely,
to contribute towards the broader project findings but moreover to specifically establish
an evidence baseline of quality-of-life data from which the Royal Hospital could build
upon. This baseline evidence was not relevant to established In-Pensioners due to
their length of residence however obtaining quality-of-life information from this cohort
was considered beneficial to the overall representation of the In-Pensioner experience
of life at the Royal Hospital, therefore the collection of this data was justified.
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Qualitative methods were dominant throughout this project in that they were used with
both In-Pensioners and Key Staff. The qualitative data was analysed before the
guantitative data, with the quantitative data used to support, or contradict, the main
gualitative findings through triangulation. Therefore, the quantitative data was not
intended to be generalised to other cohorts or used on its own. Furthermore, the
guantitative data supported the development of the conceptual model (see 6.1)
however this model was primarily developed through data collected as part of the
semi-structured interviews. This approach to qualitative and quantitative data is
compatible with a non-traditional convergent design and is illustrated in this project as
the qualitative data is reported ahead of the quantitative data.

The use of the non-traditional convergent design reflects the philosophical positioning
of Pragmatism as it demonstrates the flexibility to select of the most appropriate design
to address the project aims. Further, this approach facilitates the collection and
separate analysis of two types of data, namely, qualitative, and quantitative, to explore
the same phenomena with the interpretation of both data sets triangulated within the
discussion (Creswell & Clark, 2017; Dawadi et al., 2021).

3.4 Methodological Reflections

Demonstrating rigor in research practice is important as it contributes towards the
validity and credibility of the data, the research process, and the researcher. However,
to do so in mixed methods research is challenging due to an absence of a recognised
evaluation tool that supports both qualitative and quantitative research within a single
study (Eckhardt & DeVon, 2017; Harrison et al., 2020). Furthermore, it is important to

ensure that the conclusions drawn from the analysis of mixed methods research are

‘reliable, valid, and trustworthy’ (Eckhardt & DeVon, 2017, p.2).

Research to establish an appropriate quality evaluation tool for mixed methods is
ongoing (Eckhardt & DeVon, 2017; Leech et al., 2010). O’Cathain et al. (2008) devised
an evaluation framework for mixed methods research conducted within health, social,
and educational research referred to as GRAMMS (Good Reporting of a Mixed
Methods Study), however the framework is considered lengthy and designed as a
supportive aid rather than a directive. Creswell and Clark (2017, p.282) outline four

areas they consider as the ‘minimum criteria’ with which mixed methods research
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should be evaluated to identify ‘good quality’ study. It is within these four criteria that

this project demonstrates rigor (Table 9):

Table 9. Minimum criteria for evaluating mixed methods research
(Creswell & Clark, 2017)

Criteria for evaluating mixed methods research:

Collects and analyses both qualitative and quantitative data rigorously in
response to research questions and hypotheses

Intentionally integrates (or mixes or combines) the two forms of data and their
results

Organises these procedures into specific research designs that provide the
logic for conducting the study, and

Frames these procedures within theory and philosophy

Pragmatism was utilised to frame this mixed methods project (see 3.2.2), collecting
and analysing both qualitative and quantitative data separately to address the
research question. The most suitable methods for each of these data collection types
were used. Qualitative and quantitative data was then triangulated and is deliberated

within the discussion.

Researcher influence is deemed to be present in all research as it is thought a
completely unbiased approach is not possible, however acknowledging this enables
an alternative way to demonstrate that consistency and thoroughness was
implemented (Ritchie et al., 2013). Throughout the project the researcher consistently
maintained awareness of potential bias as a result of their own military experience,
balancing this with the requirement to apply subjectivity throughout the reflexive
thematic analysis of the data.

The application of ‘bracketing’, or the process of suspending researcher subjectivity
from the item being researched or analysed, thus applying objectivity, is considered
as one way to demonstrate rigor however this is disputed as the ability to completely
remove existential thoughts is believed not possible (LeVasseur, 2003). Contrary to
researcher subjectivity being an issue, Braun and Clarke (2022a) emphasise its
importance, highlighting that without it, thematic analysis would not be possible.

88



Therefore, as researcher subjectivity, through the use of reflexive thematic analysis,
is inextricably linked to the interpretation of data, researchers are required to be aware
of, and consider, any potential biases when analysing and presenting findings
(Connelley, 2010).

As an applied ‘real world’ research project, an effective alliance between the
researcher, the Northern Hub for Veterans and Military Families Research at
Northumbria University, and the Royal Hospital Chelsea was an integral element of
the project. Discussions with the Royal Hospital were key to identifying their
requirements and objectives ahead of project commencement. These requirements
enabled informed decisions to be made to support the project design ensuring the
Royal Hospital were in agreement with the project design whilst ensuring researcher
impartiality was maintained throughout the duration of the project.

As discussed earlier (see 3.2.3) a reflexive journal was populated during the project.
It is important to acknowledge within this chapter that perhaps the most significant
consideration regarding subjectivity and potential researcher bias is the researchers
own experience and knowledge of supporting military veterans and of having served
in the Royal Air Force (RAF) which offered valuable insight and understanding
throughout the project however this experience, knowledge and subjectivity was
consistently challenged by the researcher themselves to ensure a level of ‘sense-

checking’ was applied to minimise disproportionate bias.

An ‘insider/outsider’ element was present due to the researchers RAF service,
however, the Royal Hospital Chelsea is an establishment specifically for Army
veterans. Whilst as a veteran a number of similar experiences are shared, for example,
completing initial military training and subsequent ‘job’ training and, it could be argued,
similar traits, all branches of the Armed Forces have unique characteristics therefore
there is a distinct separation which reduced the opportunity for disproportionate bias.

For this project the researcher interviewed In-Pensioners in person at the Royal
Hospital and was therefore exposed to the surroundings in which they lived which
served to raise researcher awareness of their environment however this was not the
case for the majority of Key Staff who were interviewed using online digital platforms
and the New In-Pensioner cohort were not interviewed. Reflexivity and abductive

analysis are important elements of ethnography (Reeves et al., 2008) and were also

89



key to this project, however the requirement for ethnographers to spend significant
amounts of time embedded in their surroundings to carry out the research made this

approach unrealistic due to project time constraints.

3.5 Chapter Summary

This chapter presents the methodological considerations and approach used within
this study. Justifications for using qualitative and quantitative methods together (mixed
methods) and the Pragmatist philosophical positioning as the most appropriate
methodological approach to meet the requirements of the phenomenon have been

outlined.

The philosophical foundations of Pragmatism were considered the most appropriate
foundations on which to base this project to explore the phenomenon, and reflect the

researchers own positioning.

A non-traditional convergent design was applied to facilitate qualitative and
guantitative data collection and analysis of three participant groups, namely Key Staff
(Data Collection Part A), In-Pensioners (Data Collection Part B & Part C), and New In-

Pensioners (Data Collection Part D).

The practice of researcher reflection was discussed to demonstrate researcher
thoughts and processes throughout this project and to provide the reader with an
insight into the researcher rationale for these processes.

Finally, this chapter discussed the rigor applied throughout the project to maintain the

validity of the research and the credibility of the processes applied.
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CHAPTER FOUR

METHOD

4.1 Overview

Chapter 4 details the method applied for all elements of the project, namely: Part A
(Key Staff Qualitative Data Collection); Part B (In-Pensioner Qualitative Data
Collection); Part C (In-Pensioner Quantitative Data Collection); and Part D (New In-
Pensioner Quantitative Data Collection). The Systematic Narrative Review is not
discussed in this chapter, as this method is presented earlier in this thesis (Chapter
2).

This chapter will discuss the design, participant recruitment, participant materials,
procedure, data analysis and ethical considerations for each phase. This chapter will
also outline the justification of analysis method for each element. Finally, the impact

of the Covid-19 pandemic is discussed within this chapter.

4.2 Design
4.2.1 Overview

As discussed in detail within the Methodological Considerations chapter (3.3) this
project used a non-traditional Convergent mixed-methods design, for participant data
collection, analysis, and interpretation. This was carried out over one phase
comprising of four data collection parts as described below and summarised in

Figure 6.
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Figure 6. Project Design

4.2.2 Primary Data Collection

Primary data collection comprised of three participant focussed elements. Part A
collected qualitative data from Key Staff, identified by their job role (see 4.5.1, Table
10), to record their opinion of, and contribution to, the In-Pensioner experience. Further
details of the Key Staff participation process are detailed within this chapter (see
4.5.1). Part B included qualitative data collected from In-Pensioners already resident
at the Royal Hospital, with Parts C and D including quantitative data from both
established In-Pensioners (Part C), and New In-Pensioners (Part D) who arrived
during a 12-month period (May 2021 — May 2022). The recruitment process and
procedures for the In-Pensioner and New In-Pensioner participant groups are
discussed further in this chapter (4.5.2 and 4.5.3).

Qualitative data collection assumed dominance as the project was explorative due to
the lack of available evidence relating to the Royal Hospital Chelsea model of care.
However, quantitative data was also required to evidence any impact on In-Pensioner
and New In-Pensioner quality of life and provide a different perspective from that of

the qualitative data.
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4.2.3 Triangulation

Triangulating the data was important to ensure the qualitative and quantitative findings
comprehensively addressed the research aims.

Both qualitative and quantitative data sets were analysed separately prior to
triangulation. Immersion in the findings and consistent cross-checking of the analysis
from both qualitative and quantitative data sets took place, enabling collective
interpretation of the findings. The data were not intended to challenge each other, but
to facilitate a greater understanding of the project phenomenon. Triangulating the data
added strength to the findings which either complemented or contradicted each other,

or equally, generated new knowledge.

4.3 Royal Hospital Chelsea Research Oversight Committee

As a direct result of this project taking place, the Royal Hospital established a
Research Oversight Committee to ensure regular progress updates were presented
to the committee. It was also an opportunity to answer any questions and obtain
feedback. The committee, chaired by a Royal Hospital Commissioner, meet twice
yearly usually in April and October. Project updates were given via online digital
platforms, initially on 14 October 2020, with further updates in April and October 2021
and 2022. The final meeting to present the project findings to the Research Oversight
Committee and the Health and Wellbeing Oversight Committee was on-person at the
Royal Hospital and held in April 2023.

4.4 Project Steering Group

Following recommendation from the Research Ethics Committee (Appendix M), a
Project Steering Group was established to facilitate engagement between the
researcher and representatives from the participant groups to ensure their views were
heard and considered. The primary role of the steering group was to ‘provide advice,
input, and direction on the project by discussing their thoughts and opinions but will
not be a decision-making body’, as detailed in the Terms of Reference (Appendix N).
The group comprised of six members including the researcher and were scheduled to

meet on four occasions during the lifetime of the project. The group met in March 2021
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and May 2022 and received a project update communication in November 2022. A
final meeting was due to take place in April 2023 after the project findings had been
presented to the Research Oversight Committee, however this did not happen due to
the unavailability of some steering group members. A final meeting will go ahead over
the summer to discuss the final study outcomes and conclude steering group

meetings.

The Project Steering Group gave access to the thoughts of staff and In-Pensioners in
an open forum which would have been otherwise inaccessible. The opportunity to
receive feedback from a small number of people who lived and worked at the Royal
Hospital gave valuable insight into the Royal Hospital and was beneficial in the

development of the participant interviews and recruitment process.

For example, an In-Pensioner practice interview took place with a steering group staff
member which helped identify the benefit of producing a summary of topics to be
discussed at In-Pensioner interviews to give them an opportunity to consider their
responses ahead of the interview taking place.

4.5 Participant Recruitment
4.5.1 Key Staff Participant Group (Part A)

Key Staff (Part A) were identified as a result of their specific job role. Discussions took
place with the Director of Health & Wellbeing to identify specific Key Staff roles
considered appropriate for inclusion in the project and were selected to ensure a
balanced cross-section of those employed in governance, strategic, management and
operational roles. Staff were grouped into three areas namely, Board of
Commissioners and Executive Board, Heads of Care, and Care Delivery as detailed
below (Table 10).

94



Table 10. Key Staff Participant Roles

Board of Commissioners Heads of Care Care Delivery

& Executive Board

Governor Head of Medical Services Regimental Sergeant Major
Commissioners (n=4) MTI Matron Captain of Invalids (n=2)
Chief Executive Social Care Manager Rehabilitation Team Lead
Quartermaster Chaplain Domiciliary Care Team Lead
Director of Health & Wellbeing Practice Nurse

Admissions Officer

In line with ethics approval, all participants in Part A were employed by the Royal
Hospital therefore all non-Royal Hospital Chelsea employed staff and NHS staff were
excluded. This decision did not impact the job roles deemed necessary to inform the

research aims.

The Medical Centre holds a unique position in that it is a GP-led practice located within
the Royal Hospital specifically to provide medical services to In-Pensioners. The
practice follows NHS guidelines however staff are Royal Hospital Chelsea employees.

Key Staff received an email (Appendix O) from the Interim Director of Health and
Wellbeing to raise awareness of the project and advise that the project researcher
would be contacting them to invite them to participate in the project.

An introductory letter (Appendix O) gave more information about the project, and
processes, and was accompanied by the Participant Information Sheet and initially
emailed to staff. This was also included as a paper copy in the Key Staff Information

Packs which were distributed via the internal mail system at the Royal Hospital.

Of the 25 Key Staff roles invited to take part, one role within the Heads of Care declined
and four roles within Care Delivery did not respond to invitation. It was also intended
to interview two members of the rehabilitation team however it became apparent that
the team were contracted staff and not directly employed by Royal Hospital Chelsea,
therefore a decision was made to interview only the team lead who was an employee

of Royal Hospital Chelsea. A total of 19 Key Staff took part in the project.
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4.5.2 In-Pensioner Participant Group (Part B, Part C, and Part D)

The In-Pensioner (Part B & Part C) and New In-Pensioner (Part D) cohorts
represented In-Pensioners living independently within the Royal Hospital, who share
key characteristics in that they have all served in the British Army and all are 65 years
of age or older. Established In-Pensioner participants were selected based on the
Company in which they lived, duration of residence and Army Regiment in which they

served.

In-Pensioners living in the nursing home section of the MTI were excluded from the
project as they were not included in the ethical approval process, however the Long
Wards within the MTI that are for those able to live independently, but with decreased

mobility, were included in the recruitment.

The decision to exclude In-Pensioners living within the MTI and receiving nursing care
was made for several reasons including the MTI being monitored by the CQC (CQC,
2022), therefore, to include this group of In-Pensioners would have required a full
National Health Service (NHS) ethical approval process which may have delayed the
project considerably. Further, all participants engaged in the project did so voluntarily
and anonymously. Including In-Pensioners receiving nursing care may have raised
guestions around the capacity to consent and as the project committed to maintain
anonymity there would have been a conflict to discuss potential participants with staff.

There were no other exclusion criteria considered.

The recruitment period for In-Pensioners was June to August 2021, with interviews
expected to take place from July 2021 to February 2022. It was intended to hold a
recruitment coffee morning at the Royal Hospital however the ongoing impact of
Covid-19 and potential risk of infection to In-Pensioners meant this event did not take
place. Therefore, all In-Pensioners living independently at the Royal Hospital were
invited to participate in the project and received an information flyer via the Royal

Hospital internal postal system.

A one-page Recruitment flyer (Appendix O) provided a brief overview of the project
and was delivered by the Royal Hospital’s internal postal system to approximately 200
In-Pensioners who lived independently in the Long Wards, asking them to consider
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taking part. The researchers contact details were included and In-Pensioners were
asked to make direct contact if they wished to take part. In-Pensioners who lived within
the nursing care area of the MTI were not part of the project and therefore did not

receive the recruitment flyer.

The response following receipt of the recruitment flyer was remarkable. By the end of
the first day, a total of 16 In-Pensioners had registered their interest in taking part. By
day seven 33 had contacted the researcher. This allowed for a purposive recruitment
strategy based on individual characteristics.

A Register of Interest form (Appendix P) captured participant name, date of birth, date
moving into Royal Hospital Chelsea, Regiment in which they served including date of
enlistment and date of discharge, and finally which Company, Long Ward and Berth
they lived in. This information helped inform which In-Pensioners were selected to take

part in the project.

It was important to establish a balanced representation of In-Pensioner’s to minimise
any selection bias. Consequently, the selection criteria focussed on the Company an
In-Pensioner lived in, how long they had been resident at the Royal Hospital and which
Army Regiment they had served in. In-Pensioner age and length of military service
were not considered pertinent to the selection criteria as neither variable influenced
their placement within each Company or Long Ward, or their length of time in
residence at the Royal Hospital Chelsea. However, this data was captured at the point
an In-Pensioner registered their interest to take part in the project and is outlined in
Table 11.

Furthermore, the project explored the model of care holistically to include the social
care and peer-support contribution, therefore the current health status of the In-

Pensioner and New In-Pensioner cohorts was not captured.
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Table 11. In-Pensioner Participant Demographics

Age® Length of Military Service Gender
65-75 | 76-85 | 85+ | Average | Upto | 11-20 | 21+ Average
years | years | years Age 10 years | years | Length of | Male | Female
(years) | years service
(years)
8 11 6 79.64 6 4 15 19 24 1
years Years

(1) In-Pensioner admissions to the Royal Hospital Chelsea permitted from age 65 at time of
project.

Gender was recorded as it was hoped female In-Pensioners would participate in the
project, however gender was not an exclusion criterion (Table 11). The aim was to
recruit a total of 25 In-Pensioner participants for the project. A summary of the In-

Pensioner recruitment response can be found below (Table 12).
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Table 12. In-Pensioner Recruitment Selection Summary

In-Pensioner Participant Recruitment Summary

Company Years at Royal Hospital Chelsea Comments
Recruitment 0-23 2-4 5-7 8-9 10-12 | 13+ Total
Response: months | years | years | years | years | years
1 Company 2 2 6 1 0 1 n=12
2 Company 0 4 0 1 2 0 n=7
3 Company 1 3 2 1 2 3 n=12
4 Company 0 1 0 0 1 0 n=2
Totals 3 10 8 3 5 4 n=33
Final 0-23 2-4 5-7 8-9 10-12 | 13+ Total | Comments
Selection: months | years | years | years | years | years
1 Company 2 2 2 1 0 1 n=8 | Reduction of
n=4
2 Company 0 4 0 1 2 0 n=7 | See note 4
3 Company 1 2 1 1 1 2 n=8 | Reduction of
n=4
4 Company 0 1 0 0 1 0 n=2 | See note 5
Totals 3 9 3 3 4 3 n=25
METHODOLOGY:
1. Summary of responses per Company
2. Breakdown of duration living at RHC
3. Filter to ensure fair balance across the Companies
4. All of 2 Company included as numbers were relatively low at n=7 and duration living

at RHC was relatively balanced (apart from 2-4 years however to reduce this would
result in an imbalance across the companies as a whole)

All of 4 Company included as a) numbers were small and b) this is a Long Ward
within the MTI

Final filtering consideration was based on a 'last in first out' process whereby those
who registered their interest to take part earlier were included

Individuals not selected were placed on a 'reserve' list for contact should any
participant withdraw

In-Pensioners not selected for inclusion were notified and asked if they would like to

be included on a reserve list should any selected In-Pensioners withdraw their

participation. All In-Pensioners agreed to join the reserve list. Over the duration of the

project three participants withdrew with replacements identified from the reserve list.
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In addition to the initial eight participants placed on the reserve list a further four
participants contacted the researcher after the selection process had been completed

and were subsequently added to the reserve list.

The initial recruitment responses did not include any female In-Pensioners. As a result,
two female residents were approached by the researcher during the on-site interviews
to raise awareness of the project and invite them to consider taking part. One female
In-Pensioner agreed to take part and was subsequently interviewed. This brought the
total number of participants to 26, however one participant subsequently withdrew

before interview due to declining health, returning the total participant number to 25.

4.5.3 New In-Pensioner Participant Group (Part D)

All new residents who joined the Royal Hospital over a one-year timescale, May 2021
to May 2022, were automatically invited to take part in the project, therefore a specific
selection process was not required. New In-Pensioners willing to take part agreed to
complete two Quality-of-Life questionnaires on arrival at the Royal Hospital and again

six months later to create an evidence baseline for residents’ quality of life.

As part of their admissions process, New In-Pensioners received a Participant
Information Pack (4.7.3) from the Quality Assurance and Clinical Compliance Officer.
A one-page recruitment information sheet was included in their Participant Information

Pack to raise awareness of the project and invite them to consider taking part
(Appendix Q).

No direct contact was made by the researcher until a consent form had been received.
The Quality Assurance and Clinical Compliance Officer had been given 30 sets of
Information Packs and a pre-prepared spreadsheet containing 30 Unique ldentifying
Numbers (UIN) which they were asked to populate as each pack was handed out.

Following the relaxation of Covid-19 restrictions and the recommencement of
admissions to the Royal Hospital a further 10 packs and 10 UIN’s were sent to the
Royal Hospital to ensure all new residents within the stated timeframe were given an

opportunity to take part in the project.
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The data collection period ran from May 2021 to November 2022 to allow for those
New In-Pensioners who arrived towards the end of the twelve-month period to submit

their second Quality-of-Life questionnaire.

A total of 40 Participant Information Packs were distributed with responses received
from 23 New In-Pensioners. Of these, 17 completed consent forms and both
guestionnaires and were therefore fully engaged in the project. To maintain anonymity
the questionnaires were annotated with the UIN but not an individual’s name therefore
when the first questionnaires were received without a consent form the Quality
Assurance and Clinical Compliance Officer was contacted to obtain the name of the
participant who was then contacted by letter prompting them to return a signed

consent form.

The criteria outlined for all participant groups are considered compatible with
purposive sampling (Campbell et al. 2014). As In-Pensioners all live in the same
residence and are therefore not representative of a wider population group, random
sampling was not a relevant approach to participant recruitment (Sharma, 2017).

Copies of all recruitment documents are available (Appendix O).

4.6 Materials
4.6.1 Participant Information Pack(s)

The distribution of Participant Information Packs varied across all three cohorts. Key
Staff were automatically sent a Participant Information Pack as they had been
identified by their job role. In-Pensioners identified following the selection process,
were sent a Participant Information Pack to help inform their decision to engage and
New In-Pensioners received their first information pack as part of their admissions
process. A summary of the documents distributed to each participant group can be
found below (Table 13). Copies of all documents are available for review (Appendix

Q).
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Table 13. Summary of Participant Information Pack(s) documents

Participant Information Pack Contents Key Staff | In-Pensioner | New
In-Pensioner*

Coversheet X X X

Participant Information Sheet X X X

Consent Form X X X

Stamped Addressed Envelope(s) (SAE) X X X*r*

(Addressed to Researcher)

Participant Recruitment Flyer — In-Pensioner X

Participant Recruitment Information Sheet — X

New In-Pensioner

Quality of Life Questionnaire X

Coversheet (pack 2) X

Quality of Life Questionnaire (pack 2) X

Stamped Addressed Envelope (Addressed to X

Researcher) (pack 2)

*Received n=2 information packs (one on arrival at RHC and one six months later)

** n=1 SAE for Consent form; n=1 SAE for questionnaire

4.6.1.1 Coversheet

The Coversheet (Appendix Q) outlined the contents on the information pack and gave
contact details for the researcher, project supervisor (Dr Gemma Wilson-Menzfeld
(nee Wilson)) and Northumbria University’s Departmental Research & Innovation

Lead (Professor Tracy Finch).

An additional Coversheet was included in the second New In-Pensioner information
pack, distributed six months after arrival at the Royal Hospital. This acted as a
reminder of the participant's engagement in the project and gave instructions for
completing the second Quality-of-Life Questionnaire along with researcher contact

details to support participants with any questions they may have had.

4.6.1.2 Participant Information Sheet

The Participant Information Sheet (Appendix Q) provided a comprehensive overview
of the project and why it was being carried out. It included information to explain why
the participant(s) were being invited to take part in the project, emphasised that
participation was voluntary, and that participants could withdraw from the project at

any time without giving a reason and without implication to the individual.
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Details on the processing of participant information and data protection guidelines, in
line with General Data Protection Regulations (GDPR), were provided alongside
information regarding the interview process (where applicable) and steps to mitigate
the impact of Covid-19. Details on where to access support and what will happen to

the results of the project were also outlined.

4.6.1.3 Consent Form

The consent process is discussed in detail in section (4.9.2). All participants were
required to complete a Consent Form (Appendix Q) before being accepted onto the
project. There were some variations in the Consent Form in that Key Staff did not
complete the Quality-of-Life questionnaire and New In-Pensioners were not
interviewed therefore their consent forms reflected these differences.

Key Staff who agreed to participate in the project were sent a consent form via email
and also received a paper copy within their Participant Information Pack. Several staff
returned their signed consent forms via email with the remaining participants returning

paper copies to the researcher.

Both In-Pensioner cohorts who agreed to take part in the project received their consent
form as part of their Participant Information Pack and returned a signed copy to the

researcher in the envelope provided.

All consent forms were signed by the researcher and returned to participants with a

copy retained on the project file.

4.6.1.4 Quality-of-Life Questionnaires

Two Quality-of-Life questionnaires (Appendix L) were used to capture both In-
Pensioner participant groups’ feedback on their quality-of-life experience. The
measures used were the ICECAP-A (ICEpop CAPability Adult) (Flynn et al., 2015) and
the WHOQOL-BREF (World Health Organisation Quality of Life BREF) (WHO, 1996).

The ICECAP-A questionnaire explores an individual's capability by asking
respondents to select one answer from four options that best reflect how they are

feeling across five areas namely: stability; attachment; autonomy; achievement; and
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enjoyment (Flynn et al., 2015). Responses are scored numerically from best (score 4)
to worst (score 1) (Figure 7). The ICECAP-A questionnaire was selected as it supports
economic evaluations (Flynn et al., 2015), which was a relevant consideration at the

time of developing the design of the project.

This consideration changed during the project however, as data collection had
commenced prior this change in project design and as the questionnaire provides an
additional measure in the form of a short summary of quality of life, a decision was

made to continue to collect this data as it was still relevant to the project aims.

1. Feeling settled and secure V4

| am able to feel settled and secure in all areas of my life

| am able to feel settled and secure in many areas of my life

| am able to feel settled and secure in a few areas of my life

R N W

| am unable to feel settled and secure in any areas of my life

Figure 7. ICECAP-A example of Question 1

The ICECAP-A guestionnaire was selected in preference to the ICECAP-O (ICEpop
CAPability Older people) questionnaire as it presented opportunities to capture data
on achievement, which was relevant to the project, specifically relating to the

representational role of In-Pensioners.

The ICECAP-A is designed to capture quality-of-life data on adults up to 65 years of
age, or in summary, those considered to be of working age (Baji et al., 2021). The
minimum age of admission to the Royal Hospital was 65 years of age at the start of
the project, therefore at the upper age limit of the ICECAP-A, so it could be argued
that the ICECAP-O may have been a more appropriate measure for this population
group. However, the requirement for In-Pensioners to commit to represent the Royal
Hospital as Chelsea Pensioners for a minimum of two years, wherever possible, and
irrespective of their age at the point of becoming a Royal Hospital resident, resulted in
the decision to use the ICECAP-A in preference to the ICECAP-O measure.

Furthermore, both measures are considered comparable (Baji et al., 2021), therefore
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it is argued that the selection of the ICECAP-A measure did not negatively influence
the findings.

The WHOQOL-BREF questionnaire is a brief version of the WHOQOL-100 comprising
of 26 questions across four areas namely: physical health; psychology; social
relations; and environment, giving an opportunity to gather data that encompasses
broad quality-of-life experience, and is found to be a cross-culturally reliable measure
(Kalfoss et al., 2008; Skevington et al., 2004). The Field Trial Version, December 1996,
formatting and scoring matrix (WHO, 1996) was used for this project.

Participants were asked to answer each question by selecting the most appropriate
response across a choice of five which were numbered from one to five, for example
(Figure 8):

Ver Neither Ver
y Poor poor nor | Good y
Poor good
good
1 [How would you rate your quality 1 2 3 4 5
of life?

Figure 8. WHOQOL-BREF example of Question 1

Questions 3, 4 and 26 were negatively framed, therefore these questions were
transformed ahead of the analysis in accordance with the WHOQOL-26 scoring
guidelines (WHO, 1996, p.10). Further, and in accordance with the scoring guidelines,
missing scores were averaged within the relevant domain to facilitate calculating
collective mean scores across all domains, however all other data analysis recognised

the missing scores and was calculated accordingly.

The ICECAP-A questionnaire captured participants’ feelings on the date of completion
with the WHOQOL-BREF capturing how an individual has been feeling over the

preceding two weeks.

New In-Pensioners were asked to complete both questionnaires at two points in time,
once at the point of admission to RHC and the second six months later, to help create

an evidence baseline for the Royal Hospital.
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The In-Pensioner cohort were also asked to complete the same questionnaires
following completion of their interviews. Questionnaires were completed in their own

time and returned to the researcher in a pre-prepared envelope.

The In-Pensioner data was supplementary to the baseline evidence obtained from the
New In-Pensioner cohort and was not intended to be used as a comparator as the
length of residence of the In-Pensioner cohort inevitably influenced responses.
However, it was considered that the data would contribute towards the wider
knowledge of quality-of-life experience of In-Pensioners and therefore useful to the

overall project aims.

Key Staff were not asked to complete a quality-of-life questionnaire as this was not
relevant to the project aims.

4.6.2 Semi-Structured Interview Schedule

Interviews were carried out using a semi-structured approach. Semi-structured
interviews provide a pre-determined schedule of interview questions but offer flexibility
for both researcher and participant, as supplementary questions can be asked to
explore participant responses further (Kallio et al., 2016). In contrast, open interviews
deliver variable results as the participant directs the conversation pathway with
minimal intervention by the interviewer (Alsaawi, 2014; Creswell & Clark, 2017).
Furthermore, and in contrast to the flexible nature of open and semi-structured
interviews, closed questions, used in quantitative data collection, remove the
opportunity for participant narrative by offering specific responses to questions which
may range from ‘strongly agree’ to ‘strongly disagree’, or ‘often’ to ‘never’, where the
participant selects what they consider to be the most appropriate answer (Creswell &
Clark, 2017).

The use of semi-structured interviews provides an element of consistency across the
topics discussed ensuring all participants were given the opportunity to answer the
same questions (Alsaawi, 2014). However, simultaneously, semi-structured
interviewing gives participants an opportunity to actively engage in the topics
discussed by having the flexibility to provide responses as detailed or limited as they
wish (Galletta, 2013; Kallio et al., 2016). The semi-structured interview was considered
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the most effective approach for this project as it enables a collaboration between the
participant, who has the flexibility to share their thoughts and introduce other points
they wish to discuss, and the interviewer, who guides the interview process by

interjecting the discussion with the topics required to address the project aims.

Interview question content was developed by considering the aims and objectives of
the research project, providing a framework on which to build the interview questions.
Further, knowledge gained from the systematic narrative review gave insight into
existing residential care options, the facilities available and opportunities for its
residents which contributed to the development of the interview questions. The
structure of the interview questions was loosely based on those found in a peer-

reviewed paper included in the Systematic Narrative Review (Levy et al., 2013).

The interview questions (Appendix S) sought to elicit feedback on life at the Royal
Hospital including opportunities to, and the impact of, accessing healthcare support,
the social care provision including engaging in activities, the commitment of In-
Pensioners to represent the Royal Hospital and the impact of living and working in a

historical environment alongside barriers and challenges to service delivery.

Questions concerning Covid-19 were included in the interview as the pandemic was
present throughout the duration of the project and inevitably had an impact on staff,

In-Pensioners, and service delivery.

Areas for discussion were primarily the same for both Key Staff and In-Pensioner
cohorts which enabled responses to be considered together to provide an overall

picture of the Royal Hospital Chelsea experience.

There were a few differences in the questions asked, as the Board of Commissioners
and Executive Management were asked about their contribution towards the strategic
direction of the Royal Hospital, whereas other Key Staff and In-Pensioners were asked
whether they felt able to share their thoughts with management and have input into

the strategic direction.

The development of the interview questions was an iterative process with Key Staff
responses during their interviews taken into consideration when formulating the

remaining Key Staff, and subsequent In-Pensioner interview questions.
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For instance, feedback from one Key Staff participant included the suggestion of an
area for discussion concerning the impact on the In-Pensioner experience to live within
the Royal Hospital for the duration of their lifespan, without the requirement to be
transferred to an external establishment as they aged, or their health deteriorated. In
essence, the ability to ‘age in place’ even though, in reality, In-Pensioners physically
move from the Long Wards (independent living) to the MTI (nursing home) located
within the grounds of the Royal Hospital but a separate building. As a result of this

feedback, this topic was included in all future interviews for both cohorts.

4.6.3 Supplementary Participant Documentation

Several documents were used to communicate with participants during their

engagement with the project.

In-Pensioners who were not selected to take part in the project received a
personalised letter (Appendix O) thanking them for their interest in the project and
advised that they would be retained on a reserve list should a space become available.

Following a practise In-Pensioner interview with a member of the Project Steering
Group, a Topic Summary document was created to highlight the areas that would be
discussed during the interview (Appendix T). This gave In-Pensioners an opportunity
to consider their responses in advance to ensure they got the most out of the interview
and chance to share their views. The Topic Summary was sent to In-Pensioners with
their interview confirmation letter as discussed in (4.6.3), however this document was

not available for Key Staff as it was created after completion of their interviews.

On conclusion of each interview, and for the New In-Pensioner cohort, following
completion of each set of Quality-of-Life questionnaires, all participants received a
letter thanking them for their participation (Appendix O). This information was either

sent via email, handed out following face-to-face interview, or via post.

At the end of their engagement all participants were sent a personalised letter
(Appendix O) thanking them for taking part in the project and advising that their
engagement was now complete. The letter advised that participants would receive a

copy of the final report at the conclusion of the project.
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4.7 Procedure
4.7.1 Key Staff

As outlined earlier (4.5.1), an email from the Interim Director of Health and Wellbeing
was sent to Key Staff raising awareness of the project. The researcher then contacted
each staff member individually via email attaching copies of an introductory letter,
Participant Information Sheet, and Consent Form. The email invited them to take part

in the project and advised that a full Participant Information Pack would be sent
(Appendix Q).

Participant Information Packs for each member of staff were sent to the Royal Hospital
for internal distribution. This enabled participants to have paper copies of documents
previously emailed to them including the consent form which they could sign and return

to me in a provided envelope.

Following receipt of a signed Consent Form, each form was countersigned and
returned to each participant for their records with a copy retained on the project files.
Included with the consent form was a next steps letter which advised participants that
an interview would be arranged within a Covid-safe environment and signposted them
back to the information pack for any further information. Participants were given the

opportunity to contact the researcher at all stages of the process.

Sixteen interviews took place using online methods such as Zoom or Teams,
depending on participant preference, and three interviews took place in person at
Royal Hospital Chelsea. These interviews took place in a confidential space where
only the researcher and participant were present. All participants consented to have
their interviews recorded which took place using an external recording device and the
Microsoft Voice Recorder function within the researcher’s laptop. Obtaining two
recordings mitigated against either method experiencing a technical failure and
potential loss of data. All interviews were scheduled using a Microsoft Outlook
calendar meeting invitation. It was anticipated that interviews would last approximately
60 minutes however some took considerably longer, with one lasting 120 minutes. It
was felt important not to hasten the end of any interview as to do so may have resulted
in the loss of important feedback. Participants were given options to pause the

interview for comfort breaks or reschedule if they became fatigued. As discussed
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above (4.6.3), participants received an information sheet at the end of their interview
(Appendix O).

Participant recruitment took place from May to August 2021 with interviews taking
place from June to September 2021.

Following the interview, a thank you, or ‘end of engagement’, letter was sent informing
Key Staff that their part in the project was complete. This letter advised they would
receive a copy of the final project report when available. Copies of all documents are

available for review (Appendix O)

4.7.2 In-Pensioners

Following the selection process, all In-Pensioner participants were sent a Participant
Information Pack, contents as detailed in Table 13. As participation was confidential
the information packs were sent direct to the In-Pensioners.

Participants were asked to return their signed consent form to the researcher which
was then countersigned and returned to the In-Pensioner with a ‘next steps’ letter
advising that an interview would be scheduled at the Royal Hospital in due course,
within a Covid-19 safe environment. In-Pensioners were given the opportunity to
contact the researcher at any time should they have any questions. As mentioned

above, a copy of the consent form was retained on the project file.

With the support of Royal Hospital Chelsea, meeting rooms suitable for the interviews
were identified and secured for all dates. In-Pensioners were contacted by telephone
to schedule an interview time that suited them and subsequently sent confirmation of
their interview date, time, and place (Appendix O) which gave further reassurance that
the interviews would take place in a Covid-safe environment. As mentioned above
(4.6.3), In-Pensioners also received a copy of the Topic Summary document which

highlighted the areas to be discussed in the interview.

Twenty-two interviews took place face-to-face at the Royal Hospital in August and
September 2021 with the final two interviews taking place in May 2022. These
interviews took place in a confidential space where only the participant and researcher
were present. One interview took place online, via Zoom, in October 2021 as the

participant was comfortable with using digital technology. In-Pensioners were each
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allocated 90 minutes for interview to allow for any comfort breaks or pauses to reduce
participant fatigue. A minority took longer than the allocated 90 minutes (up to two
hours including breaks) but it was felt inappropriate to hasten the end of any interview
as to do so may have lost valuable feedback. Participants were given the opportunity
to schedule a second interview if they deemed it necessary, however all interviews

were completed in one session.

Three interviews were rescheduled following notification from one In-Pensioner that,
after being interviewed, they had tested positive for Covid-19. The participant had
taken a Covid-19 test the day before their interview and received notification after the

interview had taken place.

Following interview, In-Pensioner participants were handed an information sheet
(Appendix O) thanking them for taking part in the interview. They were also given the
Quiality-of-Life Questionnaires and asked to complete them in their own time and

return them to the researcher in the pre-paid return envelope supplied.

Nine questionnaires were received with questions unanswered. Where it was
considered likely to be an oversight, rather than a deliberate omission, the
guestionnaire was returned to the individual to give them the opportunity to complete
the questionnaire in full. Three questionnaires were returned to In-Pensioners for

completion.

Where it was believed individual questions had been unanswered intentionally, this
was recorded appropriately on the spreadsheet to indicate a non-response. A total of

Six questionnaires recorded missing data.

An ‘end of engagement’ letter was sent informing In-Pensioners that their part in the
project was complete. This letter advised they would receive a copy of the final project

report when available. Copies of all documents are available for review (Appendix O)

4.7.3 New In-Pensioners

The researcher worked with the Royal Hospital Chelsea’s Quality Assurance and
Clinical Compliance Officer to engage with the New In-Pensioner cohort following their
arrival at the Royal Hospital as part of their arrivals process with the officer agreeing

to distribute the information packs using the internal postal system.
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A spreadsheet containing a list of pre-allocated Unique Identifying Numbers (UIN)
corresponding with each set of Information Packs was shared with the Quality
Assurance and Clinical Compliance Officer for them to populate as the packs were
handed out. This created a distribution record that was retained by the Royal Hospital.
The Researcher became aware of a participant name only after receiving a signed
Consent Form. This protected the identity of those new In-Pensioners who joined the
Royal Hospital but did not wish to engage in the project. All New In-Pensioners were
included in the invitation to participate as they would be living independently at the

Royal Hospital and therefore had capacity to consent.

New In-Pensioners were given the first Participant Information Pack containing the
Quality-of-Life questionnaires within the first few weeks of moving into the Royal
Hospital and the second six months later.

As with other participant cohorts, following receipt of a signed Consent Form it was
countersigned and returned to the participant with a copy retained on the project file.
To maintain anonymity two envelopes were provided for participants to return the

consent form and first Quality of Life questionnaire separately.

Two Quality of Life questionnaires received ahead of a signed Consent Form were not
recorded on the data spreadsheet until the Consent Form arrived. Engagement with
the Royal Hospital Chelsea’s Quality Assurance and Clinical Compliance Officer
enabled the researcher to establish the identity of these individuals by referencing the
UIN to facilitate direct contact between the researcher and the New In-Pensioner to

prompt the return of their consent form.

Six second sets of questionnaires distributed six months after New In-Pensioner arrival
were received, however the first questionnaire had not been completed, nor a signed
Consent Form received. It is considered likely that the first Participant Information
Pack was inadvertently overlooked by the New In-Pensioner during their first few
weeks of moving into the Royal Hospital, however they responded after receiving the
second information pack and returned the questionnaire. As the aim of the New In-
Pensioner cohort is to capture their Quality-of-Life responses on arrival at the Royal

Hospital and six months later, it was not possible to include them in the data collection.
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One participant consented to take part in the project and completed the first set of
guestionnaires however the second set were not received, therefore this participants

data could not be included in the project.

In line with In-Pensioner data collection procedures and to maintain consistency, New
In-Pensioner questionnaires received with unanswered questions were either returned
to participants for completion, or questions were annotated as unanswered. As a
result, eight questionnaires were received with questions unanswered. Of these, two
guestionnaires were returned to In-Pensioners for completion and six questionnaires

recorded data as missing.

New In-Pensioners received an acknowledgement letter thanking them for returning
their consent form and first questionnaires. This letter reminded participants that they
would receive the second questionnaires in six months’ time and referred them to the
Participant Information Sheet should they have any questions regarding the project.
Participants were also given the opportunity to contact the researcher at any point
during the project.

As for all participants, a thank you, or ‘end of engagement’, letter was sent informing
New In-Pensioners that their part in the project was complete. This letter advised they
would receive a copy of the final project report when available. Copies of all documents

are available for review (Appendix O).

4.7.4 Participant Deaths

Over the duration of the project four In-Pensioners and two New In-Pensioner’s sadly
died. All had completed their engagement in the project. Advice was sought from the
university ethics department (May 2022) as to the best way to approach retaining the
data within the project. Discussions also took place with the Research Oversight

Committee and project supervisors.

It was agreed that the next of kin be contacted via letter informing them of their family
member’'s engagement in the project and the offer to withdraw their data from the
project if they wished.

As next of kin details were not obtained as part of the project, the letters were sent to

the Quality Assurance and Clinical Compliance Officer for onward transmission to the
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next of kin. A copy of the letter templates can be found at (Appendix U). A date for
response was included on the letter with an understanding that no response indicated
the families wish for the participants data to remain within the project. This decision
was made primarily to avoid placing a responsibility for the family to respond at a time
when they are grieving the loss of their family member. One response was received
via email with confirmation that they were happy for their family members data to

remain in the project.

The Participant Information Sheets for all participants included the following text:
“Consent given prior to death, is believed to extend beyond death (HRA, 2019).
Therefore, if a participant dies after participating in an interview their information will
remain as part of the project, unless a family member wishes this is be withdrawn. The
family members will be given this opportunity, and if they wish to remove it, information
will be removed from the project and destroyed.” Copies of the Participant Information

Sheets were also sent to the next of kin for information.

Notification of the death of one New In-Pensioner participant was received in January
2023, after data analysis had taken place. Following a discussion with the project
supervisors and considering the proximity to the project end date, the next of kin were
not contacted as it was believed they would have received project details (i.e.,
Participant Information Sheet; consent form) within the personal possessions of the
deceased, and therefore, had the opportunity to contact the researcher to withdraw

the participant from the project if they chose to do so.

All project records were updated to indicate that the participants had died.

4.8 Data Analysis
4.8.1 Qualitative Data

As discussed earlier (see 3.2.3), this project used a Reflexive Thematic Analysis
methodology, which relies on researcher subjectivity throughout the coding process
and development of themes, and requires researcher reflexivity on how their beliefs,
norms, and personal positioning, influences the data analysis (Braun & Clarke, 2022a).
Researcher reflexivity is discussed in detail within the ‘Phase 6: ‘writing up” narrative

below.
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This project analysed the data using an inductive approach, allowing the data to drive
the theme development, rather than applying a ‘targeted’ approach to identify data that
corresponded to a pre-determined coding framework. Data were analysed at a
semantic level, considering what participants said, rather than exploring a deeper, or
‘hidden’ meaning.

Interviews were transcribed verbatim, checked for accuracy then uploaded into NVIVO

ahead of data analysis.

Data analysis followed the Braun and Clarke six phases of Reflexive Thematic
Analysis (2022a) (Figure 9). These phases are outlined below and are followed by

researcher justification of this choice of analysis.

‘ Phase b:

‘ Writing up
Phase 5:
‘ Refining,
Phase 4: defining and
‘ Developing & naming themes
Phase 3: reviewing
‘ Generating themes

Phase 2: initial themes

Coding
Phase 1:

Familiarising
yourself with
the data

Six Phases of Reflexive Thematic Analysis (Braun & Clarke., 2022, p.35)

Figure 9. The Six Phases of Reflexive Thematic Analysis

“Phase 1: familiarising yourself with the data”

Data analysis began with an initial reading of all interview transcriptions, followed by
an in-depth accuracy check which involved listening to each interview recording whilst
re-reviewing the typed transcription. This was important as interview recordings were
transcribed by a university approved third party unfamiliar with military terminology and
‘jargon’. The transcriber was given a list of words that were likely to be repeated

frequently however an accuracy check was considered essential.
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This process of accuracy checking helped with the refamiliarisation of the data,
following a time lapse between the interviews taking place, transcription and start of
data analysis. Furthermore, the familiarisation and immersion in the dataset ensured
full control of, and engagement with, the data was maintained by the researcher

throughout the analysis process.

During the refamiliarisation process, inductive analysis commenced as any
information considered potentially useful was highlighted and notes made to assist
with the coding stage of the analysis. Further, listening to the interviews again helped
recall the context of the discussion and the ‘personality’ behind the narrative and

helped clarify any discussion points that may be misinterpreted by simply reading text.
“Phase 2: coding”

Following detailed accuracy checking, using the interview recording against the
transcription, all transcriptions were uploaded onto the NVIVO-12 database ahead of
the coding process. Each transcription was colour-coded to reflect Key Staff or In-
Pensioner which helped to keep a record of the coding progress for each cohort. As

mentioned above, the dataset for both participant groups were combined for analysis.

Participant transcriptions were not pre-selected ahead of coding as neither the level
of seniority of Key Staff nor In-Pensioner positioning, for example duration of residence
or which Company they lived in, were considerations during the process, therefore
transcriptions were randomly selected and coded in small Key Staff or In-Pensioner
groups of two or three at a time, which enabled momentum to be maintained
throughout the coding process. Furthermore, this facilitated researcher familiarity and
continuity with the flow of the semi-structured questions which varied slightly between
participant cohorts (see Appendix S), enabling immersion in the dataset and
consistency of the coding procedure for each participant group. This process also
ensured that a balanced mix of both participant groups were coded throughout this

phase of data analysis.

The knowledge gained from conducting, and subsequently accuracy checking the
interviews raised an awareness of broad areas where ‘codes’ were likely to occur.
Using this knowledge, and the areas discussed during the interviews, a number of
headings, for example ‘admissions process’, ‘In-Pensioner characteristics’, and

‘Outreach’, were created in NVIVO-12 to provide an initial structure for the coding
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process. It is important to note that these headings were not intended as predefined
or assumed codes but considered as a starting point from which to populate the
database and start the coding process. Many new areas were added as the coding

process progressed.

Using an inductive process, each transcription was systematically reviewed, following
a line-by-line coding process involving the review of each line of each transcription,
identifying data that may be relevant to informing the review question, and coding
accordingly. Each transcription was reviewed with equal levels of attention to ensure
consistency and maximise the opportunity to identify data of interest. Data considered
potentially useful was allocated a code (or ‘label’) by which it could be identified, and
by which other closely matched data could sit within. To ensure data was not analysed
out of context, relevant information surrounding the area of interest was included within
that code. This line-by-line coding method created a library of qualitative data to

facilitate answering the project aims.

A total of 44 transcriptions required coding. Of these, 32 transcriptions underwent full
line-by-line coding, where all potentially valuable data was coded with the coding not
strictly limited to the aims of the project, but creating a wider dataset, which supports
the reflexive thematic analysis approach. Further, it was thought that this extensive
data coding would support any future research of the dataset. So whilst a time-
consuming process, this approach ensured potential areas of interest were not
overlooked, and captured data that could be analysed at a future date using a different

research question.

However, the comprehensive line-by-line coding of all data for the 32 transcriptions
resulted in project time constraints, therefore it was not possible to carry out the same
depth of coding on the remaining 12 transcriptions, which comprised of five Key Staff
and seven In-Pensioner transcriptions (see Table 14). Following a discussion with the
researcher’s supervisors and recognising that the proportion of transcriptions for both
Key Staff and In-Pensioner participants already coded was not disproportionately
balanced, it was agreed that a more focussed approach to coding the remaining
transcriptions could take place. As outlined in Table 14, a total of 32 transcriptions
underwent full line-by-line coding within NVIVO-12. As data ‘saturation’ is incompatible
with Reflexive Thematic Analysis (Braun & Clarke, 2022a), the knowledge already
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gained during the coding process of the 32 transcriptions, was utilised to code the
remaining 12 transcriptions. Data from the 12 transcriptions that contributed towards
the most prevalent codes already created were appropriately coded and added to the
dataset within NVIVO-12. This focussed approach to the data within the 12
transcriptions added weight to the extant codes. Furthermore, any new data
considered to be of relevance was identified and captured, with new codes generated
and the data added to NVIVO-12 for inclusion in the analytical process. This decision
did not impact negatively on the overall data capture as the researcher was fully
immersed in the overall dataset, which ensured all data relevant to the research aims
were captured. Furthermore, the philosophical positioning of pragmatism enabled a
pragmatic approach to be applied to the remaining 12 transcriptions. For
completeness, all 12 transcriptions were fully coded within NVIVO-12, to capture

additional data that may be relevant for future research, before project completion.

Table 14. Qualitative Data Coding Participant Summary

Participant Group Coding process Total(s)
Full line-by- Focussed
line coding Coding
Key Staff 14 5 19
In-Pensioner 18 7 25
Total(s) 32 12 44

By working methodically and reviewing each code, a process of synthesising took
place to merge codes that were similar or duplicated. This involved using NVIVO-12
to cross-reference the narrative (or ‘quote’) behind each code to ensure codes weren’t
merged inappropriately. This process facilitated a constant knowledge refresh of the

data and the generation of deeper awareness of the data.

A substantial number of codes were created with over 800 generated at one stage
during the coding process. Following synthesis of codes and development of themes

this was reduced to 346 appropriate codes for analysis within the themes. The number
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of codes created is a reflection of the coding taking place across the whole dataset
and not being limited to coding only areas considered to meet the aims of the project.

“Phase 3: generating initial themes”

Following completion of the coding process, codes were systematically reviewed to
identify which codes were represented most frequently by the number of participant
guotes or those that held particular significance to support the project aims. This in-
depth analysis, following a data-led inductive process, helped to identify potential
patterns of the data which began the process of establishing areas of interest, or

themes.

Codes were analysed using the concept of “what is the data telling me”, to facilitate
theme development. This involved reviewing the codes with an open-minded
approach, thus avoiding any preconceptions of what the data ‘should’ be saying rather

than what it was actually revealing.

This iterative process resulted in ten initial areas of interest being identified from the
codes, with recognition that this was too many. Further synthesis subsequently

reduced the potential themes to seven.
“Phase 4: developing and reviewing themes”

Following the initial identification of the seven themes, a duplicate database within
NVIVO-12 was created to facilitate the division of selected codes into the relevant
themes. This maintained the integrity of the original database and allowed the flexibility

to move codes within themes as the analysis continued.

Codes were then exported from NVIVO-12 into an Excel spreadsheet and
subsequently separated out into individual spreadsheets for each theme for ease of
reference to start the development of the themes. As further inductive synthesis took
place, codes considered relevant were transferred onto hand-written ‘mind-maps’ to
further develop areas of interest giving the flexibility to allocate and reallocate codes

as the themes progressed. An example of a mind map is available (Appendix V).

As each mind-map developed it gave a visual overview of the codes as they were

placed into sections that would shape the narrative of the theme. This enabled the
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researcher to establish whether the most appropriate codes selected supported the
concept of the theme in question.

“Phase 5: refining, defining and naming themes”

The above process of developing mind-maps continued across all themes with codes
separated out within each theme to establish a coherent narrative and further
synthesis by removing codes that became less relevant as the theme narrative
developed.

Each code was numbered according to the provisional format of the theme narrative,
or section, within each theme. Codes were then arranged within each Excel
spreadsheet in number order. The quotes behind each code were then printed to
establish a paper copy of each theme, creating a ‘running order’ of the theme story to
support the write-up (Phase 6). This process enabled a review of the data to ensure
that, at this stage in the analysis process, the overall theme contained the appropriate
narrative to support the theme concept.

Each theme was given a ‘working title’ during Phase 4, and subsequently refined
during Phase 5 alongside the development of a theme concept. As an example, the
opportunity for In-Pensioners to access healthcare was given the working title of
‘Access....to Healthcare package’. This later became ‘From ‘Enlistment’ to Last

Posting: wrap around healthcare promotes positive life satisfaction’, with the concept:

“Unprecedented access to embedded, wrap around, healthcare
provision enables In-Pensioners to live healthy, potentially
prolonged, lives. This promotes reassurance and health surety
in a safe, secure environment where the raison d’étre of the

establishment is supporting the In-Pensioners themselves.

Despite the resistance to accept age decline and potential
infirmity, the existence of the MT]I offers further reassurance that
In-Pensioners can live the rest of their lives in a familiar

environment amongst friends and staff who are known to them.”
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Throughout the analysis process, the data behind the codes were consistently
reviewed to maintain familiarity of the context of the codes, ensuring continuity of an
inductive approach, and developing an ongoing depth of knowledge within each

theme.

The process of refining the data resulted in three themes that best articulate the

gualitative findings.
“Phase 6: writing up”

Write-up of each theme began with a focussed review of the quotes behind each code
to identify the most pertinent data for interpretation. This involved recognising where
data had been repeated across the codes and ensuring it was not duplicated during
the write-up, and equally was not overlooked and excluded from a following area within

the theme.

During the write-up of each theme, a process of revision and refinement took place,
with areas that became less relevant to the overall story being removed to maintain
coherent narrative. Further, the aims of the project were consistently reviewed to
ensure the narrative for each theme remained relevant and didn’t deviate from the key

areas identified.

This refinement included the removal of two themes as the points within the theme
were considered important to the Royal Hospital in the wider sense, however, they
were not as aligned to the project aims as they needed to be. Whilst the decision to

remove these themes was challenging, it was believed to be a correct one.

It was important to ensure that each theme was able to be read in isolation but equally
formed part of an overall story that addressed the aims of the project. This also
involved placing the themes in a way that guided the reader through a coherent story
pathway. To achieve this, further refinement included the collation of several themes

into more succinct super-ordinate themes.

As described above, gqualitative data was analysed using a Reflexive Thematic
Analysis methodology. At project initiation, a framework analysis approach was
considered as it supports the data management and analysis of large volumes of
gualitative data (Kiernan & Hill, 2018) however following completion of the semi-
structured interviews it became evident that a flexible approach to the analysis would
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be more appropriate to allow both inductive and deductive analysis of the data to take
place which is compatible with Reflexive Thematic Analysis, and Pragmatism, rather
than using framework analysis, which approaches the data with a preconceived idea

of interpretation and intentionally searches for data to furnish these ideas.

Reflexive Thematic Analysis allowed a subjective approach to be applied to the data
and required the researcher to consistently question their thoughts around the
analysis, the process and development of their findings and recognise their positioning
as a researcher and how that influences the findings. (Braun & Clarke, 2022a)

My positioning as a researcher is that of a military veteran with knowledge and
experience that undoubtedly influences my interpretation of data when researching
military subjects, therefore | believed it more appropriate to approach the analysis
through this lens rather than attempt to exclude this knowledge and experience and
adopt an objective approach. Reflexive Thematic Analysis enabled me to utilise my
positioning and enabled an effective approach to analysing the qualitative data. Braun
and Clarke (2022a, p.13) state “‘within a qualitative paradigm, researcher subjectivity
—who we are, and what we bring to the research, ranging from our personal identities
and values, through to our disciplinary perspectives — is an integral part of the

analysis”.

Further, my knowledge and experience extend beyond my own military experience as
| am engaged with a number of military charities in the roles of volunteer welfare
representative and wellbeing support. Academically, | hold an MSc in Military Veterans
and Families Studies therefore my experience is broad and contributes towards my

interpretation of military issues.

The NVIVO-12 software database was used to support the data analysis process.
NVIVO-12 is a software package recognised as supporting the analysis of mixed-
methodology research and provides a repository for interview transcripts to be stored
and subsequently analysed and allows flexibility to export the data into other formats,
such as Microsoft Excel. (NVivo, 2022).
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4 8.2 Quantitative Data

The process followed for the receipt and recording of New In-Pensioner consent forms
and quality-of-life questionnaires is described in (4.7.3).

Questionnaire responses were recorded on an Excel spreadsheet to using the
participant UIN only to avoid identification by name. Entries into the spreadsheet were
cross-checked twice to ensure accuracy. Data was not entered onto the spreadsheet
until the researcher had a complete set of questionnaires from each participant. For
example, if the ICECAP-A had not been completed, the WHOQOL-BREF data was
not entered until the ICECAP-A had been returned complete.

A separate Excel spreadsheet was created to record the In-Pensioner cohort quality
of life data. To ensure consistency the process for checking and recording responses

was the same as that for New In-Pensioners as outlined above.

Collecting data on an Excel spreadsheet facilitated the recording and monitoring of
outstanding questionnaires across the data collection period. When data collection
was complete, all information was uploaded onto the IBM® SPSS® statistical analysis
software platform. Created in 1968 and acquired by IBM in 2009, SPSS is recognised
as an effective database to support the statistical analysis of social sciences data and
was therefore considered the most appropriate software package to use for this project
(IBM, 2022).

Templates were created within IBM® SPSS® to reflect the quality-of-life
guestionnaires and response options and were then populated with the participant

answers.

The aims of the quantitative data were to enable the comparison of New In-Pensioner
responses from their two datasets to identify any noticeable differences in their
responses from their initial arrival at the Royal Hospital and again six months later,
indicating any improvement or decline in their quality of life. This data established a
baseline of quality-of-life evidence for this group of In-Pensioners in line with the

project aims.

The In-Pensioner cohort dataset offered evidence into the quality of life for those who
were established at the Royal Hospital and offered a comparator to the second set of

data from the New In-Pensioner cohort.
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The complete datasets offered a different perspective of quality of life for both
participant groups. Further analysis enabled the identification of specific questions
within the questionnaires which linked to the project aims to enable a more targeted

approach to the data. For example, questions from the WHOQOL-BREF include:

Q.14 To what extent do you have the opportunity for leisure
activities?

Q.23 How satisfied are you with the conditions of your living
place?

Q.24 How satisfied are you with your access to health services?

Using Levene’s test, the homogeneity of variances was assessed before carrying out
ANOVAs and post hoc tests on all quantitative data. A Levene’s test across all
guestions on ICECAP-A, found only question five violated the assumption of
homogeneity of variance. Subsequent statistical analysis utilised a one-way ANOVA,
applying the Welch test for this question. A one-way ANOVA test was carried out on
all other ICECAP-A questions which did not violate the assumption of homogeneity of

variances (Appendix W).

For WHOQOL-BREF, homogeneity of variances was considered across Domains.
The assumption was violated for Domain 3 only. Tukey post hoc tests were carried out
for Domains 1, 2, and 4, and Games-Howell post hoc test for Domain 3 only (Appendix
X). Unanswered guestions were processed in accordance with the WHOQOL-BREF
scoring guidelines (WHO, 1996, p.10).

Results from the quantitative data were then used in the Discussion chapter (Chapter

6) to critique the qualitative findings.

4.8.3 Transparency

During data analysis, engagement took place with the Royal Hospital Research
Oversight Committee to keep them appraised of progress and potential themes being
identified. Additionally, monthly updates were sent to the Director of Health and

Wellbeing.
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The data analysis process across both qualitative and quantitative datasets was
documented using version control measures on all documentation as analysis
progressed. The use of Excel spreadsheets and ‘mind-maps’ captured the progress

from initial qualitative data coding to the development of themes.

Further, a reflexive diary, and regular discussions with my supervision team during
data analysis, ensured the transparency of the process. This engagement took place
throughout data analysis and enabled me to share preliminary thoughts on data
synthesis as areas of interest and patterns of data were being identified.

This combination of measures facilitated transparency throughout the data analysis

process.

4.9 Ethical Considerations
4.9.1 Ethical Approval

The project was approved through Northumbria University’s Ethical Approval System
(16 October 2020) (Ref: 24587) and the London Camberwell St Giles Research Ethics
Committee (REC) (18 February 2021) (REC Ref: 21/LO/0058; IRAS Ref: 288952)
(Appendix M).

Social Care ethics approval, using the Integrated Research Application System (IRAS)
system, was sought due to the complex nature of the Royal Hospital establishment
and mix of ‘sheltered accommodation’, care home and NHS Medical Centre provision.
This decision demonstrated rigour and gave assurance that the project has engaged

in a robust ethical process.

The Social Care ethics application was submitted on 11 December 2020 with
notification that a panel meeting with the London Camberwell St Giles REC was
confirmed for 15 January 2021. The application was subject to a documentation check
by the Health Research Authority approvals officer ahead of the panel date which
resulted in a number of additional documents being submitted via the IRAS system
ahead of the panel meeting.

Following the REC panel meeting attended by myself and my supervisor, Dr Gemma

Wilson-Menzfeld, a number of recommendations were suggested and actioned. The
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ethics application was resubmitted on 17 February 2021 with final REC ethics approval
granted on 18 February 2021 (Appendix M).

As a PhD student not employed within the NHS or Health and Social Care sector the
project supervisor, Dr Gemma Wilson-Menzfeld (nee Wilson) was required to be

registered as Chief Investigator for the purposes of the IRAS ethics submission.

Due to the military connection of the Royal Hospital, the requirement for ethics
approval from the Ministry of Defence (MoD) was investigated however as none of the
participant groups were employed by the MoD there was no requirement to obtain
MoD ethical approval (MoD, 2020).

4.9.2 Consent

All participants were required to give informed consent in the form of a signed consent
form before being accepted onto the project. Two different consent forms were used.
The Key Staff and In-Pensioner consent forms covered an agreement to be
interviewed, however New In-Pensioners were not interviewed but asked to complete

two Quality of Life questionnaires only and therefore their consent form reflected this.

The Consent Form required signatures in two places, once to confirm consent to
participate and then again to acknowledge the ‘Statement of confirmation’ in which
participants signed to agree the procedure used by Northumbria University to hold and
process their data. Finally, to complete the consent process the researcher

countersigned the consent form.

The In-Pensioner consent form did not explicitly detail the Quality-of-Life

guestionnaire, but it is covered in the Participant Information Sheet.
4.9.2.1 Capacity to Consent

All participants were required to have capacity to consent to take part in the project.
The Mental Capacity Act (NHS Research Health Authority, 2021, para.6) states a core
principle is “a person must be assumed to have capacity unless established
otherwise.” Key staff, as employees of the Royal Hospital, are assumed to have the
capacity to consent. Both In-Pensioner cohorts were living independently at the Royal
Hospital at the time of engaging in the project and as participation was voluntary,
contact was initiated by the In-Pensioner in the first instance, indicating a level of
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capacity to consent. The researcher set a response timeframe of a minimum of seven

and a maximum of 30 days for participants to return their consent form.

Further, In-Pensioners without the capacity to consent would be resident in the nursing
care section of the MTI which is not included in the project therefore the risk of
participant engagement by an individual without the capacity to consent was

considered very low.

4.9.3 Participant Anonymity and Confidentiality
4.9.3.1 Participant Unique Identifying Numbers (UIN)

All participants were allocated a randomly assigned Unique Identifying Number (UIN)
to prevent identification. To maintain the random allocation, numbers 1 to 80 were
drawn from a bag individually and added to a spreadsheet containing a list of Key Staff
roles (n=25); In-Pensioners (n=25) and New In-Pensioners (n=30) removing any
researcher bias towards number allocation and the potential to identify individuals by
their number, for example an assumption that the Royal Hospital Chelsea Governor
could be identified by the UIN NURHC-001.

Due to an increase in admissions to the Royal Hospital a further 10 UIN’s were created

for New In-Pensioners.

Except for the New In-Pensioner cohort, only the researcher had knowledge of who
had been allocated which UIN. As discussed in 4.5.3 the Quality Assurance and
Clinical Compliance Officer allocated the New In-Pensioner UIN as they were given

their Participant Information Pack as part of their arrivals process.
4.9.3.2 Key Staff

The inclusion of specific job roles increased the risk of individual staff identification,
particularly when only one member of staff was employed in that position, for example,
the Chief Executive role. Extra vigilance by the researcher alongside the ability to refer
to these staff within the groups allocated, namely Board of Commissioners and
Executive Board; Heads of Care; and Care Delivery, enabled participant anonymity

when reporting on findings.
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4.9.3.3 In-Pensioners

All In-Pensioners living independently were invited to take part in the project. To
facilitate open discussion, it was important that In-Pensioner participation remained
confidential. The nature of the establishment and the fact that several staff from
governing, executive management and operational levels were engaged in the project
it was important that In-Pensioners felt reassured they could speak openly without fear
of implications on their care and support. To maintain confidentiality the researcher
did not share In-Pensioner details with any member of staff or other In-Pensioner
participants. All engagement and correspondence took place directly with In-

Pensioners themselves.

There were some challenges as several In-Pensioner participants were happy to
inform staff members and other In-Pensioners that they were taking part in the project.
At the time of interview several participants transited through the administration offices
to the interview room, however this was by choice and not influenced by, and beyond

the control of, the researcher.

As Royal Hospital Chelsea is a predominantly male occupied establishment, particular
attention was taken to ensure any female participants would not be identified in the
findings. As for all In-Pensioners taking part, reference to regiment(s) served or an
individual's hometown was omitted as this may potentially enable a participant to be
identified, particularly among the Royal Hospital residents and staff. This was to
protect In-Pensioner identity and not to anonymise the male to female ratio of the

cohort.
4.9.3.4 New In-Pensioners

The recruitment of New In-Pensioners relied on support from the Royal Hospital’s
Quality Assurance and Clinical Compliance Officer as they agreed to distribute
Participant Information Packs as part of the arrivals process with the first pack issued
initially and the second six months later. This resulted in the Quality Assurance and
Clinical Compliance Officer having knowledge of the UIN allocation for this group,
however the risk of participant identification was considered minimal due to a

requirement for all staff to maintain In-Pensioner confidentiality as part of their role.
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Following distribution of the first information pack, and on receipt of a Consent Form,
all future engagement in the project was directly between the New In-Pensioner and

the researcher thereby reducing the risk of a confidentiality breach.

Participants were provided with two self-addressed envelopes to ensure the consent
form and first Quality of Life questionnaire were returned directly to the researcher
separately. The questionnaire was annotated with the UIN however the consent form
made no reference to the UIN. This presented a few challenges particularly when a
guestionnaire was received before a consent form however liaison with the Quality

Assurance and Clinical Compliance Officer helped identify the participant.

Participant Information Sheets for all cohorts raised awareness of the potential risk of
identification and the steps taken to mitigate this risk (Appendix Q).

4.9.4 Safeguarding

It was not within the research aims to explore sensitive areas that may distress In-
Pensioners as they revisited life-events. The focus of the interview was on their
experience from the point of moving to Royal Hospital Chelsea rather than their
experiences in the military or events leading up to their arrival. However, the reason
for choosing to move to RHC was discussed which for some included bereavement,
which had the potential to cause upset. Therefore, all participants, including Key Staff,
were given the opportunity to be referred to the Royal Hospital’s Director of Health and
Wellbeing who is responsible for the overall wellbeing and safeguarding of all staff and
In-Pensioners. This support was re-emphasised in post-interview correspondence

with all participants.

It was also researcher responsibility to report any safeguarding concerns identified
during the course of the interviews to the Director of Health and Wellbeing. This
included anything that it was considered may put the participant or anyone else at risk.
Participants were advised of this prior to the interview taking place.

4.9.5 Document Retention

All project documents and data containing personal details or relating to participants
were retained in accordance with university data retention guidelines and statutory

data protection and GDPR regulations (ICO, 2023). All copies of completed consent

129



forms were stored securely in a locked filing cabinet. Paper copies were scanned and

stored within the university’s ‘OneDrive’ cloud-based data storage facility.
4.9.6 Ethical Reflections

My primary ethical reflection was one of a duty of care to ensure In-Pensioners were
kept as safe as possible, particularly during the interview process. It was my intention
to minimise any potential risk of Covid-19 infection as much as possible. This included
a commitment to walk for one hour to and from the Royal Hospital to ensure my own
personal contact with members of the public was minimised as much as possible. | felt
a significant amount of responsibility to do whatever | could.

| was also aware of my own risk to the exposure of Covid-19 having spent almost
eighteen months in isolation as a result of home-studying and therefore keen to ensure

my own safety as well as that of my participants.

In-person interviews with In-Pensioner participants was considered vital as | was
aware that | would get the best engagement from them by establishing a connection
which can be difficult using digital methods. | believe my own previous military
experience fostered a connection and being an RAF Veteran instigated some ‘banter’
from the In-Pensioners as they teased me with comments such as “oh well, never
mind!”. There is always playful rivalry between the Armed Forces, and this was clearly
evidenced during the course of the interviews which | believe would have been harder

to nurture remotely.

| was confident that the engagement with Key Staff participants would be as effective
using a digital platform as face-to-face interviews as the majority of staff were either
already used to digital technology or its use had become the norm as a result of the
Covid-19 pandemic as it forced everyone to work differently with digital technology a
necessary method of working. However, there were some staff who preferred in-
person interviews therefore steps were taken to include them in the interview schedule

at the Royal Hospital even if this resulted in the interviews being delayed.

Participation for all three cohorts was voluntary with In-Pensioner engagement
dependent on them contacting me directly to register their interest in taking part in the
project. All In-Pensioners living independently, approximately 200, were invited to take
part and a little over 10% responded which | feel demonstrates that there wasn’t a
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feeling of obligation to engage. Further, the initial response was remarkable with

recruitment of In-Pensioners being complete within one week.

It is possible that some Key Staff may have felt some pressure to agree to take part
as they were identified because of their job role rather than personally. However, one
member of staff did decline to take part and throughout the course of the interviews |
was not aware of any form of reluctance to take part. In contrast, | believe staff were

enthusiastic to have an opportunity to be heard.

Maintaining participant anonymity was also very important particularly for the Key Staff
some of whom occupied individual roles including Chief Executive, Governor or Head

of Service.

Due to the complex mix of residential options, alongside the medical and social care
available at the Royal Hospital, | wanted to ensure the ethical process was robust to

provide reassurance that all areas had been considered.

4.10 Covid-19 Pandemic

The project commenced on 01 March 2019, approximately three weeks before full UK
government restrictions were imposed because of the Covid-19 pandemic therefore
steps to manage the project during the pandemic were considered from the beginning

and factored into all project processes including ethics approval applications.

The Covid-19 pandemic had minimal impact on the first year of the project as the focus
was on gaining project and ethical approval, creating participant documentation

templates and commencing the systematic narrative literature review.

The impact on Key Staff recruitment was minimal but there was a direct impact on the
interviews. Recruitment took place via email and postal communication however
interviews were scheduled to take part at a time when the Royal Hospital had
restrictions of movement for visitors therefore it was not possible to carry out face-to-
face interviews. Ethics approval had already been given for interviews to take place
using digital communication methods including Zoom or Microsoft Teams therefore
direct contact with staff was made to identify their availability to take part in the
interview. Electronic diary invitations were sent to secure dates and times in calendars.

Sixteen interviews took place online.
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Northumbria University required all projects to request permission to resume face-to-
face interviews. As a result, an Ethics Amendment was submitted and approved in
August 2021. Risk Assessments from the University and the Royal Hospital were
completed detailing steps to be taken to minimise risk to participants and included as
part of the application (Appendix R). It was not a requirement of the REC ethics
approval to request permission to carry out in-person interviews as this method of
interview was included in the original approved ethics application. Following the
approval three Key Staff interviews took place face-to-face at the Royal Hospital in

August and September 2021.

To minimise risk to any In-Pensioner participants all guidelines stipulated by the Royal
Hospital were followed. These included social distancing, ensuring the interview space
was Covid-safe, regularly cleaned and ventilated and wearing face masks where
required. Furthermore, the researcher agreed not to use public transport within London
whilst travelling to and from the Royal Hospital and conducted daily Lateral Flow Tests
before arriving at the Royal Hospital to ensure any Covid-19 infection was identified at

the earliest opportunity.

Twenty-two In-Pensioner interviews took place over two one-week periods in August
and September 2021, one interview took place using a digital platform, and the
remaining two interviews conducted in May 2022. The researcher received a call on
the final day of the August interviews from an In-Pensioner interviewed on the previous
day to advise that they had tested positive for Covid-19. As a result, three interviews
arranged for that day were rescheduled. In line with UK government guidelines the
researcher underwent a PCR (polymerase chain reaction) test which returned a

negative result meaning no infection was present.

Covid-19 resulted in a total of five interviews being rescheduled as a result of either
positive PCR tests or a requirement to self-isolate.

It was intended to hold an In-Pensioner recruitment coffee morning at the Royal
Hospital to raise awareness of the project however this did not materialise due to
ongoing restrictions of movement at the Royal Hospital.

The New In-Pensioner cohort was unaffected by Covid-19 restrictions as this
engagement was intentionally planned to be part of the arrivals process for new In-

Pensioners and with the support of the Quality Assurance and Compliance Officer.
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4.11 Chapter Summary

This chapter has outlined the project design and processes applied to recruit
participants, the documentation used to facilitate the recruitment, data collection,
analysis procedures and ethical considerations.

A total of 19 Key Staff, 25 In-Pensioners and 17 New In-Pensioners were recruited to
the project using purposive sampling. Key Staff in specific job roles were selected,
whilst both In-Pensioner cohorts were residents of the Royal Hospital and were all

aged over 65 years of age.

Two data collection methods were used. Key Staff and In-Pensioners were engaged
in semi-structured interviews with New In-Pensioners and In-Pensioners completing

guality-of-life questionnaires.

Qualitative data was analysed using a thematic analysis approach, utilising NVIVO
software, and quantitative data was analysed using SPSS software.

Procedures utilised to mitigate the impact of the Covid-19 Pandemic were also
discussed within this chapter.

Detailed descriptions of all materials used, and procedures applied are given, including
the procedure following notification of In-Pensioner deaths that occurred during the
project timescale.
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CHAPTER FIVE

QUALITATIVE AND QUANTITATIVE FINDINGS

5.1 Overview

Chapter 5 presents the principal findings from the qualitative and quantitative data
analysis, detailing the four elements of data collection. Qualitative data was obtained
from Key Staff (Part A), and In-Pensioner (Part B) participants using semi-structured
interviews. Quantitative data was obtained from In-Pensioner (Part C), and New In-
Pensioner (Part D) participants using quality-of-life questionnaires. Key Staff and In-
Pensioner qualitative data were merged for analysis. Similarly, In-Pensioner and New

In-Pensioner quantitative data were merged for analysis.

As discussed earlier (see 3.2.3) qualitative data took precedence over quantitative
data within this mixed method study as it was important to answer the project aims by
capturing the voices of the Key Staff and In-Pensioner participants to evidence the
influence the Royal Hospital Cheslea’s model of care has on its’ In-Pensioner

residents.

5.2 Qualitative Data Collection: Part A and Part B
5.2.1 Overview

Three principal themes were generated from the qualitative data collected in Part A
and Part B (Table 15); The Culture within, and Identity of, the Royal Hospital Chelsea,;
The Package: the Impact of Holistic Health and Social Support; and Investment and
Reward: the impact on In-Pensioner lives as a result of living at, and representing, the

Royal Hospital Chelsea.
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Table 15. Qualitative Themes

Qualitative Themes Sub-Themes

The Culture within, and Identity of, the Royal e Military Culture

Hospital Chelsea o Ex-Military Staff Influence on the
Royal Hospital Chelsea Culture

e What's in a Name? Identifying the
Royal Hospital Chelsea

e The Changing Culture of the Royal
Hospital Chelsea

The Package: The Impact of Holistic Health e Access to Healthcare Support

and Social Support e The Impact of Access to Social
Activities and Support

e Resistance to Ageing

Investment and Reward: the Impact on In- e Gaining Pride and Belonging by
Pensioner Lives as a Result of Living at, and Representing the Royal Hospital
Representing, the Royal Hospital Chelsea Chelsea

e Community Spirit
e Staff Commitment and Influence on
the In-Pensioner Experience

Themes and sub-themes are presented within this section and are substantiated by
the inclusion of participant quotes which support the narrative. Participant anonymity
is maintained using Unique Identifying Numbers (UIN), however, for the In-Pensioner
participant group the duration of residence is provided to offer context to the

guotations.

5.2.2 The Culture Within, and Identity of, the Royal Hospital Chelsea
5.2.2.1 Introduction

The Royal Hospital encompasses several elements that collectively create a military
focussed culture, or ‘ethos’, and identity. These elements include a military ethos
established from its historical buildings designed and built specifically for British Army
veterans, a military-style regime that In-Pensioners voluntarily follow, and a workforce
which includes ex-military staff. Additionally, In-Pensioners intrinsically contribute
towards the military culture due to their previous military experience and
characteristics, and the commitment to represent the Royal Hospital as Chelsea

Pensioners. The blend of residential options and ambiguous title of ‘hospital’ make
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understanding the identity of the Royal Hospital challenging. Four sub-themes are
presented in this theme: Military Culture; Ex-Military Staff Influence on the Royal
Hospital Chelsea Culture; What's in a Name? Identifying the Royal Hospital Chelsea,;
and The Changing Culture of the Royal Hospital Chelsea.

5.2.2.2 Military Culture

The importance of a military culture, or ‘ethos’, was articulated by many In-Pensioners
as they regarded the Royal Hospital’s military-style environment as being one with
which they were familiar. Military life can create an exclusive sense of belonging,
identity, and camaraderie, as service personnel share experiences that can include
engagement in conflicts, or wars. These experiences develop enduring bonds that
pervade throughout an individual’s lifetime. Many indicated the military influence as
being a key factor in their decision to live at the Royal Hospital, believing this ethos to

be a characteristic not found elsewhere.

“Well, for one thing, it is sort of military. | did 24 years as a regular
soldier, and | sort of was looking for that sort of thing in civvy street
which of course you don't get” (P58, IP, 6 years)

“No argument, there isn’t another care home that comes anywhere
near it. Part of that is its organisation, it’s military ethos [...]” (P52, IP,
9 years)

The military-style way of life and sense of familiarity extended to the discipline and
rules the In-Pensioners agree to adhere to. This included a daily routine similar to that
experienced in the Army such as regular communal mealtimes, the wearing of uniform,
and the requirement to let people know when they are staying away from the Royal

Hospital, similar to that of ‘booking leave’ when in the military.

“So, I think what works really well is routine and structure. You know,
| think that would work well wherever you are, but [...], it’s fairly
obvious here that we very quickly get into this routine. [...] You know,
| think whatever it is, there is a sort of rhythm to the place that | think,
I think works really well.” (P32, Staff)
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For most participants, the military-style routine was considered a beneficial component
of life at the Royal Hospital as they found themselves living within a familiar
environment reminiscent of that enjoyed whilst serving in the military. Whereas others
resisted this military-style influence and identity, believing themselves to be like any
other member of the ageing population with a determination to live their lives how they
choose to rather than adhere to the military way of life at the Royal Hospital.

“Life is more orderly under a military regime and some people need
sorting out in here because some people completely ignore
everything, and they say to me “l am an old age pensioner | will do
what | bloody like” and that is it. And you can't argue with it because
they are, but when there is 300 of you, you need a bit of discipline,
don'’t you, the place would be in chaos otherwise.” (P46, IP, 3 years)

An internal reporting structure, known as the ‘Chain of Command’, and similar to that
of line-management within the workplace, continued the familiar military-style culture
and offered further reminders of a previous life in uniform. This process was
entrenched in an In-Pensioners memory and behaviour pattern, reinforcing familiarity

with their environment and those supporting them.

“...it is something that we are used to, it is part of the organisation

that we are used to. It gives us a clear, well, we call it the Chain of

Command, but a clear chain of management and yes, it is really a
help.” (P44, 1P, 2 years)

In-Pensioners typically displayed collective traits whilst retaining their individuality.
One such trait was the prevalence of a military thought pattern or ‘mindset’ often
reflected in a ‘no-nonsense’ approach to dealing with things alongside a belief that
some continue this way of thinking throughout their lives, which appeared to facilitate
a comfortable transition when returning to a military way of life within the Royal
Hospital.

“Oh yes, you must understand that military people are not civilians.
Apart from definition, we have a different mindset. It was like you
were telling me all the ‘if's and but’s’ and all the rest of it and you
were boring me to death. No, but in the nicest possible way, why

didn’t you cut to the chase?” (P20, IP, 6% years)
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“I think what makes the difference is that mental attitude. You have
that soldier... none of us are in the army anymore but you tell half
these pensioners they are not in the army, they don't... they may

agree with you but they don't believe you [...] so | think they all have
the same military mentality, and | think that is what makes this place
tick” (P73, IP, 3% years)

Another characteristic shared by many was the military sense of humour which, if
misinterpreted by those unfamiliar with the military way of life, could be considered as
offensive. However, staff make allowances, recognising that any inappropriate use of
language may be generational and not intended to offend. Staff acknowledged that
they supported In-Pensioners in their home and as a result displayed a level of

tolerance.

“I mean there’s sometimes, a lot of them are quite apologetic if you
walk onto a ward and it’s like, ‘oh I'm sorry, | shouldn’t have said that.
| didn’t realise that you were there’, but it’s their home at the end of
the day.” (P14, Staff)

“I think what was acceptable in their time of how people behave, is
definitely not acceptable nowadays. So, it is kind of weighing up that
re-education piece with them.” (P62, Staff)

Juxtaposed with the similar mindset, shared experiences of military life, and sense of
humour, an absence of other discernible characteristics was evident, indicating that
despite the collective identity, In-Pensioners are still seen as individuals, retaining their
independence and personal identity irrespective of the communal setting in which they
lived.

“No, they are all different. They are all exactly as you would find them

in the army, they are just 50 years older that is all, just the same”
(P15, Staff)

“l think everybody is different, to tell you the truth” (P73, IP,
3% years)

“I think people have all got their own characteristics.” (P02 IP, 3 years)

The Royal Hospital was considered by many to be a military establishment, which
supported the notion that some In-Pensioners considered themselves to still be
military. They expressed little difficulty in settling back into a way of life they

recognised, albeit many years after leaving the Army. There was also a feeling of
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‘coming home’ as they settled back into a military-style environment that was familiar
to them. This brought them a sense of security and a social network they are used to,
supporting the concept that ageing in a familiar, or ‘right’, place contributes towards
positive quality of life outcomes and the ability to age ‘well’. However, the
acclimatisation from their previous home life to their new surroundings took some In-

Pensioners longer than others.

“l still class this place as being in the military, that is what, | think,
makes me, and there are a few out there that think the same way, we
are still in the military and long may it last and | am very happy” (P65,

IP, 4 years)

“It's home. I'd go nowhere else. If | had millions of pounds, | couldn't
be any happier than | am here because | am home but then again, |
grew up in the [military] system.” (P20, IP, 6% years)

“l am coming home, but it takes a while. It is like when you move
house, isn't it, and it took me about a year to see this as my home
and some people it might be sooner than that, some it might be much
longer than that.” (P61, IP, 7 years)

The military mindset prevails throughout an In-Pensioners life with ageing and the
potential transition from independent living to the MTI nursing care facility believed by
many to be a step closer to their ‘last posting’. This is in reference to their final military
unit prior to discharge, or in this case, death. By adopting this mindset, receiving their
‘last posting’ appeared to bring a level of acceptance to some as it inferred In-

Pensioners don’t die at the Royal Hospital but move on to their ‘final destination’.

“And you know, [they] will do everything they can to stay on the main
site because they’ve got this thing about that being their last posting.”
(P03, Staff)

“The other thing, we don't talk of death here, no one dies in here,
they get their final posting order [...]. There’s an A3 slip of paper
goes around in black, the Governor says, ‘so and so gets their final
posting order’, because our life has been ruled by posting orders, [...]
S0 you get your final posting order in here. No one dies, so that is
unique in itself.” (P65, IP, 4 years)
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5.2.2.3 Ex-Military Staff Influence on the Royal Hospital Chelsea Culture

The quasi-military environment, and familiarity with the ‘chain of command’ process,
discussed earlier, was evident in the In-Pensioners predilection to engage with, and
respond more effectively to, staff who have served in the military. Some In-Pensioners
believed staff with no military experience or knowledge were unable to understand the
military mindset, the military-specific language they use, or the experiences they have
encountered as a result of their service. The preference to engage with former military

staff was recognised by many participants as being important to In-Pensioners.

“...and | think it is absolutely critical that the military role is
maintained. They can confide in me, they can tell me things that they
won't tell the family, so I think it is absolutely essential that that
[military] background is acknowledged.” (P15, Staff)

“I think it is very difficult for a civilian to get it into their napper [head].
It is a typical sort of thing, we have a language of our own [...] they
are excluded from all of the military jargon and the mindset, and |
guess it must be tougher for them than it is for us” (P20, IP, 6%
years)

There were suggestions that the workforce was being ‘civilianised’ as posts previously
occupied by ex-military staff were replaced by staff with no previous military
experience and consequently considered to be eroding the military ethos of the Royal
Hospital. The dilution of the ex-military workforce was considered to negatively impact
on the military culture and identity of the organisation and was resisted by some who
emphasised the importance of having ex-military staff to support them. This was

recognised by both In-Pensioners and staff.

“...it [ethos] is gradually being eroded and one of the crafty ways of
doing that, bringing in civilians to do what should be done by a
military person, or someone with military experience.”

(P52, IP, 9 years)

“[...] | mean they all say to us, ‘| wanted to come to somewhere | felt

as if | was getting back into the Army and being with colleagues and

friends’, so, if it became so civilianised and was just care, I think you
would lose that tangible thread towards the military” (P15, Staff)

“The more posts that are civilianised | think the worse it will get, and |

know there is a lot of concern around the pensioners around which
posts are going to be civilianised next.” (P73, IP, 3% years)
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Irrespective of this perceived lack of military knowledge and ‘civilianisation’ of the
workforce, In-Pensioners recognised that the support they received was not impacted
negatively. Acknowledging a blend of skills was necessary to ensure they were
supported appropriately. Despite the clear indication that In-Pensioners enjoyed living
in a military-style environment, and preferred ex-military staff, there was an awareness
that they needed to accept the Royal Hospital was a residence for older people, and
therefore cared for accordingly, suggesting levels of conformity similar to that

experienced whilst in military service.

“l hope that the Royal Hospital [...] continue getting the best from
experts in their fields from a civilian side of things. | also hope that
the Royal Hospital remembers that the military deal is also part of the
reason why pensioners come to live here and that we can adapt that
as we go through and change.” (P72, Staff)

“Most of us that think about it understand that as a care facility for
older people, that we have to obey the rules and we need to employ
people who understand the process.” (P44, IP, 2 years)

As explained earlier (see 1.4), Captains, who unlike those staff employed in non-
military style job roles, had all served in the Army and as a result, understood In-
Pensioner personalities and characteristics and provided In-Pensioners with practical
daily support. This ranged from encouraging them to engage in group activities, or
more individualised hobby-like pastimes, to more specific personal wellbeing, or peer,
support. This may, for example, include speaking to an In-Pensioner who may have
been missing from breakfast or is thought to be behaving out of character and may

therefore require assistance.

“When | came here, my Captain of Invalids spent a lot of time with
me personally, getting to know me, and | realised much later how
important that had been. Seriously important, not just to me
personally but to my assimilation, if | can use that term, with in the
community of ex-soldiers here, | truly believe that” (P41, IP, 10 years)

“...they may come and say to you can | speak to you in confidence,
and then they will tell you something, not necessarily about them, it
could be about another in-pensioner, and then you would go and
investigate to make sure that in-pensioner was ok.” (P21, Staff)
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The Captain/In-Pensioner relationship reflected the familiar hierarchical rank structure
within the military and the respect for the rank a person holds. This fostered positive
interactions between the two and reassured In-Pensioners that their welfare is being
monitored on a daily basis, which enhanced their feelings of security and influenced

their quality-of-life.

“The Captains are very good because again, they speak our
language, and they actually know what we are talking about where
sometimes it is a bit difficult because a civilian wouldn’t understand
[...]. | know we’d use the same words, but they wouldn’t understand

where we’re coming from.” (P30, IP, 2 years)

Whilst many In-Pensioners appreciated the positive benefits that Captains brought to
their lives as a result of their relationship and interactions outlined earlier, this opinion
was not shared by all. Some believed the Captains were less helpful than they had
been in the past with indicators that requests for support are ignored and the

relationships are not as positive as previously experienced by some In-Pensioners.

“...the Captains of Invalids were different, they socialised, they came
and talked to you, whereas now they just come and see you when
they have got to and it's more of you’ve to go and see them. The
days of closeness has gone” (P11, IP, 11 years)

The level of understanding between In-Pensioners and staff with previous military
experience was considered by most to be an essential element of the support offered
to, and received by, In-Pensioners. It was felt that this support enabled them to engage
with staff without concerns of being misunderstood within a quasi-military environment
which facilitated, for some, the reversion back to their military service and an

environment they were familiar with.

“It doesn't affect the care, it affects.... see they haven’t got the
knowledge about us, they don’t understand us, they don’t understand
it.” (P76, IP, 8 years)
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5.2.2.4 What'’s in a Name? ldentifying the Royal Hospital Chelsea

As an establishment built specifically for ageing Army veterans within the Royal
Borough of Kensington and Chelsea, the Royal Hospital Chelsea and it's Chelsea
Pensioners are inextricably linked to its London location, considered by some to be a
key element of its unique identity. However, the multifaceted establishment in which
In-Pensioners live was considered challenging to succinctly identify, or ‘label.
Considered by many to be best described as a care home, others were keen to stress

it categorically was not a care home.

“Yeah, it would be like everyone else, we would lose that USP
[Unigue Selling Point] and so | think that we are the Royal Hospital
Chelsea and for all its warts about living here, think we probably
accept that if we upped sticks and went to a much much better
designed retirement village [...] the brand would start eroding.”
(P72, Staff)

“It is not a care home that you see, like council care home for old folk
and things like that, it is a sheltered housing association place for
like-minded people to live.” (P73, IP, 3%z years)

Multiple descriptions of the Royal Hospital included a ‘retirement village’ (P37, Staff)
or a ‘community of mostly like-minded people’ (P44, IP, 2 years), however there was
a distinct lack of reference to the establishment being a ‘hospital’ despite its name

which may contribute towards the challenge of establishing a pertinent identity.

“It is a hospital in the old sense of the word, as in hospitality. [...] It is
a community of mostly like-minded people, it is a community of
people who share mostly the same values, it's a community where it
doesn’t matter how you are or how you think of yourself that you feel
included all the time and it is a community with a long history” (P44,
IP, 2 years)

The lack of a definitive identity had no impact on In-Pensioner perceptions of where
they were living as many referred to it as ‘home’ (P20, IP, 6% years), as discussed
earlier, or the ‘best care home in the world’ (P52, IP, 9 years), associating the
establishment with an environment that was familiar to them bringing a sense of
security and belonging. The absence of a succinct identity may be more challenging
to those who are unfamiliar with the purpose of the Royal Hospital, rather than those

who already identify with the establishment as a result of their previous military service.
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“I'd say you know, a lovely very large social care complex with really

good facilities when you need more nursing care or dementia care or

indeed palliative care...Well supported, well supplied, well-resourced
and quirky” (P55, Staff)

“l always say the same thing, | have been accepted into the oldest,
and most exclusive care home in the world” (P41, IP, 10 years)

In-Pensioners made a voluntary decision to move into the Royal Hospital, with most
already aware of the establishment and its purpose because of their own military
service. As a result of this pre-existing knowledge, and the voluntary nature of their
admission to the Royal Hospital, the population group may be considered as already
possessing the characteristics required to ‘fit’ into the environment and consequently

more likely to enjoy a fulfilling life as a Chelsea Pensioner.

“So, I think there is something about the self-selection of people who
have maybe been in the army. | mean lots of them, you know, even
at the age of 90 they go to the gym [...] because they want to stay
mobile and active. [...] and | think there is something about the group
we’ve selected to actually be here which needs them to have that
underlying kind of strength.” (P37, Staff)

“I mean it is quite a self-selected crew of course you know. Peaople
come on their four-day visit and make a judgement about whether
they fit in or not, and a judgement is made about whether they fit in.”
(P55, Staff)

5.2.2.5 The Changing Culture of the Royal Hospital Chelsea

The current, and future, composition of the Royal Hospital Chelsea residents is
dependent on an interest by prospective veterans to consider living there. Historically
a male-dominated environment, female veterans have been part of the In-Pensioner
community since 2009, however their arrival caused consternation amongst some
male residents with some reluctant to accept them, possibly due to a lack of
engagement with female soldiers during their military careers. This reluctance has
since diminished with many accepting females as fellow soldiers who have served
their country, acknowledging the benefits a mixed population brings to the Royal
Hospital, including enhancing the social interactions of the community, fostering

valued relationships amongst residents.
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“I came in here about 3 or 4 weeks after the first 3 ladies arrived [.. ],
it caused a lot of controversy and what have you.” (P11, IP, 11 years)

“Well first of all you have ladies here, and | think a lot of soldiers are
sort of open to conversations about affairs of the heart as it were [...].
| watch women talking and I’'m astounded because they are like
listening to every word [...] the women here are an element of
therapy as well.” (P78, IP, 1% years)

Female In-Pensioners were considered by most to be resilient and capable of dealing
with the reluctance of their male counterparts’ acceptance of their arrival, possibly as
a result of their own previous military experience within an Army dominated by men.
However, there was uncertainty as to why there are limited numbers of female In-
Pensioner's with some believing more needs to be done to attract more female
residents. One female participant indicated an increase in numbers would be
welcomed and any initial reservations she had on moving into a male dominated

environment soon dissipated.

“I mean, | am shocked sometimes when | hear the way that they talk

to the women pensioners, but the women pensioners don’t seem to

be that bothered about it because | think they probably experienced

that in the army. They [...] are quite tough actually and they give as
good as they get.” (P37, Staff)

“l would like to see more women, it would be lovely. | don't know why
more women are not coming in [...] At the start | might have felt a
little bit out of it because there was so few of us but now it doesn't

bother me.” (Female, IP, 4 years)

With a decreasing population of Armed Forces personnel and, consequently, veterans,
the prospect of the Royal Hospital being accessible to veterans from all British military
services (tri-service) was mixed with some of the opinion that as someone who has
served their country, all veterans should be considered eligible to live at the Royal

Hospital irrespective of which branch of the military they belonged to.

“...the pool is reducing, we need to keep the numbers in the hospital,
and we want to keep the hospital viable, so there is a lot of talk, a lot
of discussion going on about the joint services” (P73, IP, 3% years)

“We call them the Navy, the Army and the Air Force but we have all
got to work together, we can't exist one without the other so
eventually 1 think it will morph into something like that and in which
case you are going to have a services retirement home. | mean the
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only reason it [RHC] is Army is because in Charles II’s day there was
an Army, there wasn’t a Navy as such, there was no Air Force” (P22,
IP, 4 years)

However, some were against any suggestion of the Royal Hospital being anything
other than a home for Army veterans as they believed the unique identity of each
specific branch of the military made a union of all services, challenging. Each has its
own language, rank structure, and traditions, therefore, the characteristics between
each military service were considered too disparate for a tri-service Royal Hospital to

be successful and may challenge the social fabric of the current environment.

“It’s like taking three different companies and saying let’s have a joint
Christmas party. It just doesn’t work and that’s, you know, it’s not a
question of tribalism, it’s just different families” (P26, Staff)

“...talking about tri-service, that should never happen and | will be the

first one out of that gate, this is Army. If this place became tri-service,

| would be out that door, | don't care how old | was or anything, this is
Army and must remain Army” (P65, IP, 4 years)

There were mixed opinions regarding the potential of receiving future generations of
In-Pensioners who have experienced limb loss as a result of engagement in recent
conflicts. Some believed the Royal Hospital may not be the most appropriate
establishment to support such complex injuries due to its age and Grade | Listed status
which restricts the level of alterations that could be made to modernise the
environment to make it accessible for amputees. Another concern raised by some was
ensuring staff with the required level of skills and experience were employed to support

this level of injury.

“And there’s been quite a debate [...] about the extent to which we
should have facilities that would enable us to care for a much
younger population of people as we move forward...with a much
higher level of physical disability [...] | am anxious about us
moving...you’d need to employ an entirely different staff group, we
simply don’t have people with those skills.” (P55, Staff)

The requirement to surrender the military or war/disablement pension on moving into
the Royal Hospital was considered likely to be a barrier for potential future residents.

The potentially substantial financial compensation given as a result of injuries, and
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homes that have been adapted to support their day-to-day lives was thought to be a
further barrier to whether the Royal Hospital would be a suitable residential option for

this cohort of the veteran population.

“I don’t think there are as many as what we think there are or that we
thought there were, and | think also, as well, they are very well
looked after out in the community by different organisations and

charities and what have you and maybe they won’t want to give that

up to come and live here.” (P14, Staff)

Many believed that veterans who had experienced limb loss, and who would benefit
from living at the Royal Hospital, should be allowed to do so irrespective of their age,
suggesting admission earlier than is current accepted. It was also recognised that this
group will age and potentially experience changes in personal circumstances, such as
health deterioration or a loss of support network, therefore admission to the Royal

Hospital should be assessed depending on need rather than age.

“...and they have got to look also at if someone has been injured in a
war or an operation or a conflict, then | think they should be looked at
more favourable than having to wait until they are 65 to come in
here.” (P65, IP, 4 years)

5.2.2.6 Summary

The Royal Hospital Chelsea offered members of the older veteran population an
opportunity to live within an environment reminiscent of a previous life experienced
within the institution of the British Army. The familiarity of the military-style environment
extended to the inclusion of several ex-military staff, employed in quasi-military
positions. This reinforced a military culture that is ubiquitous throughout the Royal
Hospital Chelsea and presented benefits for both the In-Pensioner population, and the
ex-military staff who experience the continuity of working within a quasi-military

environment as veterans, or ‘civilians’.

Many considered the Royal Hospital as ‘home’, with living there likened to that of a
‘last posting’, indicative of the final location, or ‘camp’, prior to leaving the military. This
suggested In-Pensioners considered the Royal Hospital to be their final resting place,
demonstrating an acceptance that where they live now, is where they chose to live for

the remainder of their lives.
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A shared history, irrespective of the lives led since leaving the military, facilitated a
connection amongst residents regardless of whether or not they had served together
whilst in the Army. This connection fostered a sense of belonging and identity amongst

In-Pensioners which engendered connections akin to that of being considered ‘family’.

The In-Pensioner population presented multiple identities as they retained their
individuality alongside that of representing the organisation in which they lived, as
demonstrated by the requirement to wear a uniform reflective of that worn whilst
actively serving in the military. Similarly, the Royal Hospital shared multiple identities
which presented challenges when articulating its function due to the blended living
options, however these challenges did not appear to impact on its residents or the

care they received.

The Royal Hospital Chelsea culture and environment may be required to evolve as the
demographics of the current, and future, generations of the British Armed Forces

changes.

5.2.3 The Package: The Impact of Holistic Health and Social Support
5.2.3.1 Introduction

As discussed above, the Royal Hospital offers In-Pensioners a holistic package of
health and social care support. An on-site medical centre offered expedited access to
healthcare provision which facilitated the early identification of, and response to,
illness. This enabled In-Pensioners to live independently for longer. In tandem with the
healthcare support a package of social opportunities empowered In-Pensioners to
remain active both within and outside of the Royal Hospital.

Some In-Pensioners believed the Royal Hospital ‘over cares’ with some demonstrating
a stoic attitude, resisting the prospect of ageing, or being considered old, and losing
their independence, which was found to be challenging for staff whose primary

objective is to care for them.

The combination of living at the Royal Hospital and access to a holistic healthcare and
social engagement package was reported by many to contribute towards living longer.
Three sub-themes are presented in this theme: Access to Healthcare Support; The

Impact of Access to Social Activities and Support; and Resistance to Ageing.
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5.2.3.2 Access to Healthcare Support

The unparalleled access to healthcare services within the Royal Hospital led In-
Pensioners to indicate feelings of privilege as they acknowledged the challenges faced
by the general public when seeking medical support.

“It’s good medical wise. | mean you go down there and say | would
like to see the doctor and they say “today or tomorrow?” whereas in
civvy street they say “yeah, we will make you an appointment for six

weeks” [you] could be dead by then!” (P40, IP, 6 years)

“I mean, if | want to go and see a doctor, | would see (anonymous)

within 20 minutes or half-an-hour and he listens to you, which you

then balance that up with, yes, well he has only got 256 people [to
look after]” (P65, IP, 4 years)

The impact of having a small patient group was reflected in the depth of knowledge
staff had of the In-Pensioners, which often lead to early identification of declining
health and subsequent early intervention, resulting in positive In-Pensioner health

outcomes.

“So, we've got a GP who'’s got 300 patients. | mean that’s, in my
eyes that’s a dream job as a GP. But, in a serious way, affords him
the opportunity to be extremely thorough and, you know, manage
people’s health, probably in a better way than they would get
anywhere else.” (P32, Staff)

Most In-Pensioners spoke of the impact having what was believed to be expedited
access to hospital treatment, which some considered to be lifesaving, and in contrast

to the service they would have received had they not been Chelsea Pensioners.

“I wouldn't be here today speaking to you if it hadn’t have been for
our doctor. [...] in October he picked up that | was having problems
with my PSA, prostate, immediately went up to the Chelsea and
Westminster on the [date] [...], | was on the operating table on the
[January] and had my prostate out.” (P65, IP, 4 years)

In-Pensioners benefitted from a workforce that was empowered to deliver services and

that ensured they received the care necessary to support positive health outcomes.
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“We can just get on and do our jobs because we’ve got all.... we've
got all these little departments [working] together and you know, we
can just tap in and out of them as we need them.” (P14, Staff)

“No, I don't think so at all. | am given immense encouragement from
the Governor and the Chief Executive Officer, and I've never come
up against any solid brick wall that says, you know, you can’t do this,
or we're determined to do you and your world down.” (P71, Staff)

In-Pensioners were considered by many to receive ‘preferential treatment’ at the
Chelsea and Westminster hospital including expedited access to appointments or
treatment with some indicating that wearing their uniform when attending the hospital
acted as a catalyst for this enhanced service. However, other than anecdotal evidence
during participant interviews, there was no confirmation that this ‘preferential
treatment’ is standard practice for the hospital or whether this had a detrimental impact

on other patients.

“.... I mean these boys and girls are fast-tracked. You know, again
when they go to Chelsea & Westminster hospital, in say their blues
uniform, they bypass the queues you know. They are fast-tracked
into whatever treatment they need.” (P62, Staff)

“We go back to the privilege thing here. If | wear my uniform to go to
the hospital for example, | always get a little bit more care, a little bit
more consideration, | am often called for before time. That may not
be as far as society is concerned a particularly good thing, but it
certainly is a good thing for us in here.” (P44, IP, 2 years)

Some believed the relationship with the Chelsea and Westminster hospital was due to
the hospital staff having an ‘affection’ for Chelsea Pensioners as they live within the
same catchment area as the hospital. Furthermore this ‘affection’ was perhaps as a
result of the shared commitment to support veterans with the Chelsea and
Westminster Hospital having a number of staff who serve in the Reserve forces, and
the hospital having signed the Armed Forces Covenant, pledging their support to the
Armed Forces Community (AFC, 2019).

“I have been down there [C&W hospital] when we had this little
ceremony of signing the Covenant, and of course a lot of the doctors
and nurses down there are all service people, they are all in the
Reserves, and when | went down there for that ceremony, they all
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turned up. There were nurses in their Naval uniforms...there were
doctors in RAF uniform and Army uniform all reservists, so that all
sort of knits [us] together.” (P22, IP, 4 years)

A further indicator of ‘preferential treatment’ was the support received from the Army
during the Covid-19 pandemic further emphasising the well-established relationship
that exists between the Army and the Royal Hospital. However, this support resulted
in some feeling discomfort at the imbalance between the In-Pensioners versus those
in other care establishments who were facing the same challenges to keep their

residents safe.

“So, the Army provided us with combat medical technicians and then
4 healthcare assistants and that was invaluable.” (P37, Staff)

“But we’re really lucky, and it is difficult to see the kind of injustice
almost, and how we were able to just pick up the phone to the army
and say, can you send us some medics to help us. No-one else can

do that.” (P25, Staff)

In-Pensioners considered themselves to be independent and whilst acknowledging
the commitment from staff to look after them, it was interpreted by some as being over
protected, with some stating a feeling of being ‘nannied’ or ‘babied’ which was openly
resisted by some. Furthermore, some discussed a propensity for them to be treated
like ‘old people’ which they rallied against, considering themselves to be living in a

military establishment not a care home, as discussed earlier in this chapter.

“Sometimes | think they make us feel a little bit too safe and cared
for. As | said, sometimes it feels like we are babied a bit and nannied
a bit.” (P30, IP, 2 years)

“When we are talking amongst ourselves on the ward or you are
talking when you are having a drink or something like that, it comes
out on a regular occurrence that, we are grown up, we are adults,
sometimes they tend to think we are little children [...] they have a
tendency a little bit of treating us like old people. It is not an old
people’s home, we class it as a military establishment.” (P76, IP,
8 years)

A stoic attitude, considered by some to be a characteristic of military service, was
indicated by many participants. This may indicate a level of resilience but may also

prevent In-Pensioners from seeking support, particularly in areas relating to mental
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health. The embedded healthcare support available, and professional relationships
that developed as a result, enabled staff to better understand the In-Pensioners
(patients), and therefore by recognising the potential reluctance, encouraged In-
Pensioners to seek support thus improving their physical and mental health outcomes,

and contribution towards their ability to age ‘well’.

“So, you know, they don't like to complain and... some people do but
most of them are, you know, pretty stoic, but sometimes that gets in
the way of them asking for the things that they actually need or
saying what’s wrong.” (P03, Staff)

Without exception, In-Pensioners described life at the Royal Hospital as contributing
towards a peace of mind and reassurance that they associated with being able to live
within an all-encompassing environment, for the rest of their lives, that looked after
their needs. This peace of mind and ability to alleviate any concerns on family
members was considered important to some In-Pensioners, bringing some relief that

they would not consider themselves a burden on their families as they aged.

“It takes a lot of pressure off you there, that you know within yourself
you are going to be cared for, even from the point of view of when
your time comes [to die], so you can't fail them on that bit at all.”
(P11, IP, 11 years)

“But the other thing was, it has taken that worry off my daughter’s
shoulders, she knows she can come at any time and has done, and
she knows | am being looked after.” (P48, IP, 11 years)

The wrap around support available contributed towards a feeling of being cared for,
however it was recognised that the level of support needed varied amongst In-
Pensioners with some preferring to be left to get on with their lives. There was also a
sense of physical safety attributed to the secure built environment within which they

lived.

“Oh, yeah, without a shadow of a doubt, if | have got a problem, it
doesn’t matter whether it is a problem outside, whether it is a health
problem there is someone here that | can go and talk to [...] and | will
get all the assistance that | need.” (P73, IP, 3%z years)

“I think it depends who you are, and | say this quite genuinely, | feel |
don’t need much in the way of support. Yes, if | have got a problem, |
know who to go to but | so rarely do that.” (P52, IP, 8 years)
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“I think there is very little worry about that [security] here. Lots leave
their doors open all night. | think the security of the site allows people
to feel pretty safe.” (P32, Staff)

In-Pensioner quality of life was expressed in a multitude of ways with all endorsements
being positive. Almost inextricably linked was reference to a widely considered
viewpoint that living at the Royal Hospital extended an individual's lifespan. Some
acknowledged that this belief may be as a result of the Royal Hospital’s own publicity.
However, this supposition appeared to be acknowledged and reinforced by all. In
addition to physically living within the Royal Hospital environment, the reported
longevity was also considered to be as a result of having ongoing access to the social
engagement and healthcare support, alongside a population group who were

predominantly active and independent when first moving into the Royal Hospital.

“Oh brilliant [QoL]. One of the things that people kept saying to me
when | first came here, ‘you a member of the Royal Hospital now,
that immediately puts another 10 years on your normal life
expectancy’, and | totally agree with them, it does, it does.” (P73, IP,
3% years)

“I think, | am told, | am believing our own PR on this one, that it is
actually prolonging people’s lives. [...] | mean lots of them, you know,
even at the age of 90 they go to the gym and sort of you know, you
see them coming back and they’ve been to the gym, and they have
kind of done their exercises because they want to stay mobile and
active.” (P37, Staff)

“Well like | said earlier, it puts 10 years on our life, we are more
active, and we are healthier, and we get good food as well, it all
makes a difference.” (P40, IP, 6 years)

The need to remain conversant of health trends and practices to ensure relevant care
is delivered to current and future In-Pensioners was recognised with the caveat of
ensuring the primary focus of care remains the In-Pensioners themselves. However,
opinion on the evolution of the healthcare provision was divided, with some In-
Pensioners indicating a reluctance to change, believing the care received has worked

well over previous years therefore why consider altering it.

“l think the different morbidities that will be coming through for future
generations of veterans, actually and what they will want, will be
different from what is on offer at the moment. So, | think, for us, the
challenge is our ability to adapt actually.” (P74, Staff)
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“l hope we continue to grow in that way, in that professional way,
without losing, and I've not seen any sight of this, without losing sight
of our essential core of serving the pensioner community.” (P71,
Staff)

“Whatever we are doing today, whatever we did when | first came
here, let's just keep doing it, it works, and there is an old saying isn't
there, if it works don’t change it.” (P41, IP, 10 years)

Furthermore, staff articulated an awareness of the privileged position In-Pensioners

were in and a wish that the care afforded them be replicated within the general
population.

“l do think about it a lot, how | wish the care in the community would
be as good as the one we give to the Chelsea Pensioners because
we are there, it is a small community, and we can see when
something is going wrong, and we can follow up.” (P60, Staff)

5.2.3.3 The Impact of Access to Social Activities and Support

In-Pensioners had access to a multitude of activities within the Royal Hospital, ranging
from sedentary to more physical options dependent on choice and physical ability,

which improved social connectivity with fellow residents, and fostered a sense of
purpose.

“I wrote a few down here, whisk, crib, pottery, choir, pace sticking,
which is a military thing, fishing, library, Saturday in the bar there is
always entertainment, that is just a few of the thing is can think of off
the top of my head. | mean, you can take part in as many or as little

as you want.” (P46, IP, 3 years)

“Well, | do the keep fit. | don't... there are all sorts of things they ask
you to go to but a lot of them | am not interested in you know.” (P12,
IP, 2% years)

Staff were committed to supporting In-Pensioners to engage in as many events as
they chose to, including new interests and ideas, which facilitated engagement in
meaningful activities, and improved physical health.

“Never before have | worked in a place where you can rock up to the
media or Comms Team and say, ‘Hey, I've got an idea. | really want
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to wing walk and raise money for the Royal Hospital’, and they just
go, ‘Yeah, great idea. We will help you make it happen’.” (P32, Staff)

In-Pensioner choice was clear as they were free to engage in as many, or as few,
opportunities as they wished, however there was evidence of an enthusiasm to be as

involved as possible.

“They also know they can engage in the social life of the Royal
Hospital and can take as much or as little out of that as they want
and there is plenty more on offer for them.” (P72, Staff)

To mitigate potential loneliness, In-Pensioners demonstrated a determination to
remain active within the Royal Hospital, and socially engaged with fellow In-
Pensioners, staff, and the wider community, even if reduced mobility as a result of
ageing or decline in physical ability, restricted their ability to do so.

“Well, there is lots of activities going on and if you are able. [...] | put
my name down for a lot of things but now, of course | am like this
[less mobile], but | do what | can.” (P58, IP, 6 years)

The Outreach Programme presented opportunities for In-Pensioners to take part in
civic engagement as they raised awareness of the Royal Hospital and enhanced their

sense of purpose, which is discussed later in this chapter.

“l was part of the outreach programme before COVID, | used to go
round and talk to schools and things like this and | used to run
workshops in the National Army Museum next door with kids and
things like this” (P73, IP, 3% years)

“Before Covid we had outreach and served meals to homeless
projects, visited ex-service men and women in prison and also we
were involved in a project in Westminster, in a sort of a centre, where
ex-service men and women had been literally picked up out of the
gutter and trying to get back [into society]” (P71, Staff)

“In normal times [pre-Covid-19] there are people going out of here on
visits and going off to give talks to people and help with.....my
favourite example is, one week, two years ago, | started off the week
by being invited to lunch at a top class hotel in Westminster and
finished the week on a council estate in Peckham, helping with an
appeal for a local hospital, so, the number of activities available here
to us are just amazing, it is really good.” (P44, IP, 2 years)
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The restrictions imposed during the Covid-19 pandemic resulted in the cessation of all
activities, however this impact was mitigated by the provision of activities that In-

Pensioners could participate in within the confines of their Berths.

“...all of the advantages of the Royal Hospital pre-Covid, in terms of
keeping people active, maintaining people, involving the locals in
what we do, getting the pensioners out there, all became
disadvantages.” (P37, Staff)

“They sent activity boxes around the wards and puzzle books and
painting by numbers, all sorts of things in them for people to do in
their berths and when we could get out the berths again, there were
bits and pieces going around.” (P73, IP, 3Y years)

In-Pensioners highlighted the impact the social care team had on their independence
by supporting them with routine tasks that would otherwise have proved difficult for
them to complete. This assistance relieved anxiety gave In-Pensioners peace of mind,
and helped increase resilience as they became better able to cope with challenging

tasks, enabling them to maximise their quality-of-life.

“Well, the social care team, the office staff, they are women mostly
and they are great. They bend over backwards. | have never ever
been turned away or nobody has ever said no about a problem. They
have always, even outside the box, if it is not their responsibility they
will help you, no they are ok, got no complaints about that.” (P46, IP,
3 years)

“.... you have a social welfare team that is set about optimising your
social, and your life with your peers, and also removing other
pressures from you by helping with any number of things, power of
attorney, assessments of any other benefits that you might be eligible
for, helping you with that, assisting with you in all sorts of different
ways.” (P72, Staff)

5.2.3.4 Resistance to Ageing

Most In-Pensioners lived independently within the Royal Hospital, accessing support
as and when required, however there was a resistance to acknowledge that their
needs may be increasing as they aged or their health declined, which brought

challenges when staff offered to help. The stoic attitude discussed earlier may have
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contributed towards the reluctance to seek support, however it was difficult to discern
whether this stoicism was specifically due to the In-Pensioner’s military service, or

attributed to their age, and generalised to the older population.

“They don’t want to be that person that needs something or that can’t
do what they should be able to do [...] But I think the, I think the
challenge with all of that is the attitude of pensioners here [...]
possibly because of their nature, or their experience, or their
background or whatever, but they don’t always want to admit that
they’re not okay.” (P32, Staff)

The levels of resistance were particularly evident where there was a requirement for
In-Pensioners to relocate from their independent Long Ward berth to the MTI, with this
move to a more nursing care focussed environment considered by many to be a signal

towards the end of their lives despite suggestions that contradict this.

“There is a resistance to come in here [MTI], mostly, because people
know that if they come in here they usually go out the other side in a
box [coffin].” (P15, Staff)

“People live very happy lives in the MTI building in our registered

wards, but the perception, | think, is that those who go to the MTI,

because they are frailer and they do need that bit more care, but
they’re still living just as long.” (P25, Staff)

This resistance was addressed as In-Pensioners were given the opportunity to stay in
the MTI either due to a recent hospital admission, or if staff believed an In-Pensioner
would benefit from a short period of respite. Providing this ‘in-house’ care within
familiar surroundings enabled continuity of care with the added benefit of familiarising
In-Pensioners with the care and support available within MTI, potentially alleviating

any concerns they may have had.

“.... itis like ‘tuck in’ care, like they’ve had an operation, or they’ve
had a procedure [...] or they’re not feeling very well. They can come
in and have those few days respite, get the care they need and then

they go back and live their lives as normal [...].” (P14, Staff)

“....but they understand that actually when they go in for respite, ‘oh |

am well looked after here’, and it is not as bad as it seems.”
(P15, Staff)
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Conversely, there were some In-Pensioners who fully accepted that a move to the MTI
was part of their journey within the Royal Hospital, with the offer of access to continued
support within the same establishment, and amongst people they know for the rest of

their lives, bringing a level of reassurance, peace of mind, and security.

“I think, this is something here that they don't offer anywhere else.
We all know, all the guys that are on a Long Ward know, that we are
going to go into the MTI eventually and we are going to leave the MTI

in a wooden box. That is the transition through the hospital. We are
all aware of it, we all know it and there is nobody that is really upset
about it.” (P73, IP, 3% years)

“Well, hopefully | am going to die in my sleep before | even get there
[the MTI] but | know that if | did get to that stage then | would be
looked after and I'd prefer it to be here than shipped off to
somewhere else with the people | don’t know.” (P30, IP, 2 years)

5.2.3.5 Summary

Access to the onsite medical practice, and a wide variety of activities, contributed
towards positive In-Pensioner health and quality-of-life outcomes. However, all
participant groups recognised this access placed In-Pensioners in a privileged position
that was not available to the public, specifically those within the same age
demographic. Support was enhanced as a result of what were perceived to be special
relationships with the local hospital and the Army, which further contributed towards

maintaining a ‘well’ In-Pensioner population.

Opportunities to engage in activities were encouraged by staff and peers. The ability
to engage in numerous activities contributed towards an In-Pensioners’ sense of
purpose, with their status frequently elevated as they represented the Royal Hospital
in their ambassadorial role of Chelsea Pensioner, setting them apart from many of

their non-Royal Hospital Chelsea peers.

The notion of being considered ‘old’ was rejected by In-Pensioner participants,
indicating a stoic and resilient attitude, however this presented as a potential barrier

to seeking support.
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In-Pensioner life satisfaction was influenced by access to health and social care
provision that created opportunities to remain healthy and active at the Royal Hospital

Chelsea, which many indicated resulted in the ability to live longer.

5.2.4 Investment and Reward: the Impact on In-Pensioner Lives as a Result of
Living at, and Representing, the Royal Hospital Chelsea

5.2.4 1 Introduction

A key element of living at the Royal Hospital was the commitment by In-Pensioners to
represent the establishment by wearing a uniform, referred to as the Scarlet(s) (Figure
2 & Figure 3 (p.29)). This representation engendered a sense of identity, belonging,
purpose, and pride, all of which contributed towards a positive life experience.
Camaraderie and peer support, akin to that experienced whilst serving in the Army,

generated a sociable community which many In-Pensioners embraced.

Staff and In-Pensioners collectively contribute to the Royal Hospital Chelsea, be it as
a place of work, or as a home. As a result, the investment in, and reward from, the
Royal Hospital was shared. Part of this reward was the visible job satisfaction staff
enjoyed as they committed to supporting In-Pensioner independence and ensuring
they were cared for. Three sub-themes are presented in this theme: Gaining Pride and
Belonging by Representing the Royal Hospital Chelsea; Community Spirit; and Staff

Commitment and Influence on the In-Pensioner Experience.

5.2.4.2 Gaining Pride and Belonging by Representing the Royal Hospital Chelsea

In-Pensioners committed to represent the Royal Hospital for a minimum of two years.
This commitment was through in civic engagement roles which enabled them to raise
awareness of the establishment and represent past residents, which helped adopt
proactive social engagement with members of the public, veterans, and the Armed

Forces Community.

“So, I think, yeah, [...] most of them understand the responsibility and
what’s due from them and if the man or the woman applies to join the
Royal Hospital, we try to encourage 2 years of, you know, being

159



positive, being proactive and getting the Scarlet coat on and flying
the flag for the veteran community.” (P62, Staff)

In-Pensioners embraced this commitment, seeing it as an opportunity to ‘give
something back’ to the Royal Hospital, recognising the privilege they felt at being a
Chelsea Pensioner, and the pride of having served in the Army. The enthusiasm to
represent the Royal Hospital was evident from all In-Pensioners, irrespective of age
or length of residence, with physical ability being the only evident barrier to prevent full

civic engagement.

“For the first 2 years [...] we should be out and about doing
everything because we are the ‘face’ [of RHC]. After that, when you
get a little bit more elderly, then you can sit back [...] but our
responsibility now is to be the face of the Royal Hospital.”
(P30, IP, 2 years)

The representational role of the Chelsea Pensioner facilitated opportunities for In-
Pensioners to engage in numerous events which they would not have access to if they
lived elsewhere. These opportunities indicated levels of prestige unlikely to be
replicated in other residential establishments and reinforced the In-Pensioner sense

of purpose and identity.

“I quite enjoy it but of course it does get you entry to places that |
couldn’t conceivably have entered if it had not been for the fact that |
was a Chelsea Pensioner and | have met people that | could not
have met if | hadn’t been a Chelsea Pensioner.” (P02, IP, 2 years)

The In-Pensioner representational role contributed towards valuable social civic
engagement and enhanced an individual’s identity which one participant believed is
diminished as people get older. In-Pensioners maintained high visibility as they
engaged in internal and external Royal Hospital commitments, with many recognising
the juxtaposition between their lives and others of a comparable age having fewer

opportunities to engage in similar experiences.

“I mean, it’'s an obvious thing to say but as you get older you get
more invisible and | think a lot of older people feel very, very, invisible
indeed. You are not invisible as a Chelsea Pensioner and almost
universally, people kind of come up to you, say something to you,
you know, they love you, they respect you so you're not just an old
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person, you are seen as somebody who contributed to your country’s
safety, and you know.... | think that’s huge.” (P55, Staff)

In-Pensioners embraced opportunities to represent the Royal Hospital including
internal ‘jobs’ such as mentoring new In-Pensioners, undertaking ‘tour guide’ roles
escorting visitors around the Royal Hospital, supporting the internal postal system and
accompanying other In-Pensioners to hospital appointments. This active civic
engagement and representative positioning gave In-Pensioners a sense of purpose,
reinforced their identity and engendered a sense of pride in themselves and the place

in which they live.

“But they don’t want to sit about. They want to be hard working. They
want to be purposeful. They want to be active, and | know lots of
older people want that too, but as a group here, you know, there is
probably more of that [...] but yeah, | think that just all comes
together to make this place, you know, the special sort of melting pot
that it is really.” (P32, Staff)

“Quite a lot of people have internal jobs as | do. | do mentoring and
so on and so forth.” (P20, IP, 6% years)

“And then the other thing that | think works really well is that building
on the sense of pride that people have in terms of what the role is
that they represent [...] they’re representational. People have got a
real role here, so they are not marginalised. They’re not.... it is a
second chance at life. [...]. (P37, Staff)

The exclusivity of the Royal Hospital instilled a sense of pride in In-Pensioners, who
believed the environment in which they lived made a meaningful contribution to their
lives. Some believed the decision to move into the Royal Hospital was life changing,
which reaffirmed the importance of attachment to the place people live to ageing ‘well’
and in the ‘right’ place.

“People when they ask me what is it like being a Chelsea Pensioner,
| tell them, well look I live on a palatial estate in the middle of London,
in one of the most expensive areas of London and | eat my meals in
dining hall designed by Sir Christopher Wren.” (P44, IP, 2 years)

“Oh, well, it's my life and quite honestly if | hadn't have come here,
the way | was looking back on since my wife died and the 2 years
after that, if | hadn't have come here, | seriously do not think | would
be around now. | would have committed suicide or done something
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stupid by now, because | was really in a very bad deep depression,

so coming here and living here is a new life for me. Well, it is an old

life but it has brought my life back and it is just about everything as
far as | am concerned.” (P73, IP, 3%z years)

In-Pensioners were easily identified by their ‘iconic’ Scarlet uniform (Figures 2 & 3)
which gave them a unique identity reminiscent of their time in the Army, with some
demonstrating an eagerness to re-establish this identity which may indicate a desire
to become part of something that connected them to their previous lives and set them

apart from other members of the ageing population.

“We got ‘Scarlet Fever’, not what you think [the illness]. [...] we got
measured up for a Scarlet and they say ‘it will be 3 months before
you get it’. So, every day we were back over at the QM’s
[Quartermaster’s] saying ‘we want one off the peg so we can go out
doing the stuff’.” (P40, IP, 6 years)

“It's my Number 1 Dress, how do you feel? It’s like if you go to a ball
you wear a ball gown. [...] but there is one thing | must say about any
ceremonial uniform [...] you turn up all of a sudden wearing a uniform

and everybody goes ‘Ooh’.” (P20, IP, 6% years)

“Without that [uniform] you are just another old man, there are too
many of those anyway...we live too long.” (P02, IP, 4 years)

The opportunity to represent the Royal Hospital and wider military community,
alongside wearing the Scarlets, contributed to a sense of pride and belonging with
some indicating the uniform acted as a camouflage against their personal identity. This
representational role gave In-Pensioners a purpose in life, and the wearing of uniform
helped boost their confidence and enabled them to engage with people who they
would otherwise be reluctant to speak to, thus increasing their social network and life

satisfaction.

“When we put on our Scarlet coat it just reinforces that this is my
regiment, this is my organisation, | am part of this organisation, same
as guys have been for the same 300 odd years and | am proud to put
that coat on and wear it. | might not say that every time, but | am sure

most of us feel that.” (P44, IP, 2 years)

“It means a social prop [...] In that | am quite shy without it [...] It
does give you great confidence [...] | will talk to anybody when | have
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got my red coat on, otherwise | wouldn't have done it.” (P63, IP, 8%
years)

In-Pensioner status was elevated as a result of wearing the Scarlets making them the
centre of attention, often giving them an almost celebrity status, which was not
embraced by all as it made some feel uncomfortable. However, most In-Pensioners
expressed little difficulty in returning to a life in uniform after a significant time lapse
from their military service which may again indicate the desire to reconnect to their

past life in uniform.

“2 weeks ago, we had a horse show here, Bob Geldof comes up and
says, ‘would you mind if | have my photograph taken with you?’ and |
said | was going to ask you [laughs]. Then he got his phone out and
had a photo with him and his daughters, so you see, that wouldn't
happen outside.” (P78, IP, 1Y years)

“.... S0 you put on the Scarlet and you are a hero, well | am not a

hero, | never was a hero, | could never be a hero, but the Scarlet

makes you that and | don't feel comfortable with that.” (P61, IP,
7 years)

“We're all soldiers or used to be soldiers [who] like to think we are
soldiers, wearing the uniform is not a problem whatsoever [...]
Settling back in was dead easy..” (P40, IP, 6 years)

Being recognised brought challenges including the ability to get anywhere quickly as
In-Pensioners were often approached by people out of curiosity or respect, asking for
photographs with them or wanting to talk to them. The generosity towards them in
recognition of what they represent, with frequent comments of people offering support,
or drinks or food being purchased for them by members of the public, was appreciated

by many, however some found this generosity uncomfortable.

“My one, it is not a complaint, it is what happens, the moment you
walk outside in Scarlets, you attract attention, whether it is good or
bad. People are so kind, people help you cross the road even if you

don’t want to go!” (P48, IP, 11 years)

“Sometimes you can get embarrassed about it, and you know | can
pay my round, you get some chap coming up and saying thank you
very much [for your service] and you know darn well he gets less
than you, maybe, you know what | mean, and so that can be
embarrassing, them looking after you all the time but of course some
people like it.” (P13, IP, 13 years)
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Conversely, the uniform was deemed to be used inappropriately by a minority of In-
Pensioners who, it was suggested, took advantage of the uniform and used it for
personal benefit. Some In-Pensioners labelled these individuals as ‘Scarlet
Scroungers’. Additionally, there was an inference that this label was interchangeable
with the term ‘begging coat’ for the same purpose, or as a requirement for the uniform
to be worn on more formal fundraising activities to encourage more financial

contributions.

“You have got to be careful. Some of them, my God, some of them

go out there simply to be that celebrity and don't want to represent

the hospital, they want to represent their Scarlet coats and get free
drinks. We call them Scarlet Scroungers.” (P66, IP, 2% years)

“I'll go put my Scarlet on, begging. We call it our begging coat [...]. |

have been doing it for 6 years and you stand there, you don’t have a

tin, we have got a big red plastic fire bucket [...]. | mean, we call that
begging, yeah.” (P13, IP, 13 years)

5.2.4.3 Community Spirit

The importance and impact of maintaining valued relationships was evidenced by the
visible companionship, camaraderie, and peer-support amongst In-Pensioners. This
was reflected in the community spirit and support network that encompassed the Royal
Hospital. In-Pensioners had a strong desire to take care of each other, adopting a
military-style ‘leave no man behind’ attitude to ensure their fellow residents, or friends,

were looked after and supported.

“But | think another kind of massive thing is that sense of community
and whether you like it or not, whether you want to be part of it or not,
it’s around you and kind of there for you.” (P32, Staff)

“If the member of staff isn't talking to them, the pensioners next door
either side will certainly be talking to them. So, there is a buddy
buddy system already built into the hospital [...] and if somebody
hasn’t showed up for breakfast, they are not shy in knocking on the
door or asking somebody to come and open the door to see what is
going on.” (P67, Staff)

“.... it is just the whole togetherness, comradeship and helping one

another too, [we’re] very good at helping each other.” (P49, IP,
4 years)
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The Long Wards provided an environment for In-Pensioners to socialise, whilst
offering the freedom to return to their Berths when they wanted time to themselves.
However, whilst the addition of bathroom facilities to the berths was welcomed, some
indicated that the more self-contained living space resulted in some In-Pensioners
engaging less and becoming isolated, potentially contributing towards a decline in the

community spirit.

“Because, it is a community thing, and we are all looking out for each
other as well. [...] we all interact and talk to each other, and we have
our rooms, and we have a lounge [...], we can have a beer, a chat, a
conversation and then when you finish, you walk back in your room
and nobody bangs on your door again, it’s just shut down time.”
(P78, IP, 1% years)

“Once they modernised it into what we have got, the pensioners go
into their berths, they shut their door, they put the telly on and they sit
and watch the telly [...] so this modernisation has stopped any
interaction between the pensioners, non-social interaction, which |
don't think is quite what it should be.” (P73, IP, 32 years)

Although In-Pensioners socialised with those who lived on other Long Wards across
the Royal Hospital there appeared to be a tendency to mix predominantly with those
within their immediate living environment. Although this was not generally found to

impact negatively on the wider social engagement of In-Pensioners.

“You generally mix a bit more in your own Company, simply because
of the proximity, but generally people have friends all over the site
[...].” (P25, Staff)

There was a good social network both within, and outside of, the Royal Hospital
environment, with friendships found to contribute towards a sense of life satisfaction.
Furthermore, there was a recognition that the environment afforded opportunities to
establish a wider network of friends that In-Pensioners would not have otherwise

developed if they lived elsewhere.

“Yeah, so lots of people are independently sociable. They have a
good network of friends in the hospital, a good network of friends
outside of the hospital and family connections.” (P03, Staff)

“But yeah, | find my private life, for want of a better term, is much fuller here than
it would have been back there [home].” (P22, IP, 4 years)
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The value of relationships and the ability for In-Pensioners to get on with each other
was important for an amiable community atmosphere, with some likening this need to
be sociable to the spirit experienced whilst in the Army. However, with a community of
nearly 300 residents, there was less tolerance towards those were less sociable or

who chose not to engage in the communal culture.

“I think the one thing that we all must do is that we all get on with
each other. You don’t have to get on with everybody, but you do
have to get on with the majority and | think that is something that we
learnt in the Army anyway because you live with a group of guys and
it is pretty much the same” (P73, IP, 3% years)

“You can’t be a misfit here, you can’t be a one-off, you can’t be a
moaner. That sort of thing | mean is just not put up with, you do what
you are told, or you keep quiet, do you know what | mean?” (P59, IP,

14 years)

“l don’t know if you have seen them, we have so many miserable
people here. | could bring you a man in here that won't say a nice
word about the place but stays.” (P66, IP, 2% years)

Despite loneliness being a common reason for moving into the Royal Hospital, some,
as mentioned above, preferred to live a less communal, or more solitary, life. Equally,
there were In-Pensioners who were content to stay within the Royal Hospital
environment, taking advantage of what it had to offer within familiar surroundings with
neither preference adversely affecting their experience or satisfaction.

“....a lot of loners actually make a really good deal of it here, they

really do well for themselves because they just live a quiet life on

their own and just say ‘leave me alone to live my quiet life, that is all |
am interested in doing’, and that is fine as well but they obviously

miss out on some of the benefits from being at the Royal Hospital.”
(P72, Staff)

“...because there are people in here, | know people that haven't been
outside them gates in six or seven years. They don't want to, and if
they don't want to.... [that’s up to them].” (P65, IP, 4 years)

The Royal Hospital has its own on-site social venue known as the Chelsea Pensioner
Club, or CPC, and is a licensed bar that provides a focal space for In-Pensioners to

meet and maintain their social networks. However, there was evidence that the CPC
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is less popular than in the past, with some indicating this was as a result of the berths
being refurbished with In-Pensioners choosing to socialise either in the Long Wards

or in their own berths.

“When you first come here, one of the first places they take you to is
the club, and so for the first sort of month you go in the club to meet
people more than anything else, and you see the same people on
there every night, same seats, knocking back.” (P73, IP, 3% years)

“When you talk to people that have been here about 10 years, they
say you couldn’t get in the bar, in the early days but as soon as they
made everybody single rooms and en-suite and all this, it died,
everybody stayed in their rooms.” (P46, IP, 3 years)

One In-Pensioner specifically discussed avoiding events where alcohol may be

present.

“l have learned a few things, | don’t go away overnight with people
now because you don’t know who they are and you don’t know if they
are going to get drunk every night and embarrass you.” (P02,

IP, 4 years)

There is ample empirical evidence on the relationship between alcohol and military
service personnel, where drinking is considered part of the military culture. There were
indicators of this culture continuing amongst some In-Pensioners who frequented the
CPC, or drank in their berths, and consumed alcohol to excess. Nevertheless, there
was no indication of a decrease in alcohol consumption as a result of the decline in
attendance at the CPC, rather that the location had changed. Staff faced challenges
in trying to support those who may be considered to have an issue with alcohol with
In-Pensioners demonstrating an apathy towards engagement, which may be an
indicator of an embedded military drinking culture and lack of acceptance of it being

an issue.

“Most of them are from an era in the military where that was totally
acceptable, lunch time drinking, going back to work drinking, the only
time you couldn't drink alcohol in the military was if you were actually

going on the ranges [firearms training].” (P07, Staff)

“...and | know the doctor always says this about the alcohol thing to
me, ‘well you try telling an 85-year-old that they should stop drinking
alcohol and you know what they will say, you know, ‘| am at nearly....

I am at the end of my life, | will do what I like’.” (P37, Staff)
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“... and | was chatting with him, and | said you know it is not normal
to drink that much of a night, he said, ‘Oh well | do, | have a couple of
bottles [of wine] before | can go to sleep’.” (P0O7, Staff)

Juxtaposed to the willingness to engage in social activities and represent the Royal
Hospital, one of the biggest challenges articulated by In-Pensioners and staff was the
requirement to generate income by hosting events within the Royal Hospital without it
impacting on an In-Pensioner's home environment and their daily routine. However,
this resistance was less evident when attendees were military rather than civilian,

indicating a possible bias from In-Pensioners.

“I think it has become less of my home now they’re struggling to raise
money, perhaps unnecessarily, in that they have functions here
which rather take away my feeling of this being my home. It is
somewhere | live rather than it being my home.” (P02, IP, 4 years)

“....I know that those teams are forever conscious that they are trying
to raise money in the middle of an old person’s home [...] but they
[In-Pensioners] never complain when it is a big military do going on.”
(P71, Staff)

Furthermore, some strongly felt that In-Pensioners should not be used as agents to
improve the financial position of the Royal Hospital, however the task of ensuring
sufficient income to maintain the establishment was recognised as a significant

challenge.

“What the Scarlet coat represents. [...] The Chelsea pensioners are
there purely for.... to represent the veteran community and to be
used in such a way to fly the flag for the veteran community. Not to
be here, you know, as a cash cow and used and abused against the
branding.” (P62, Staff)

“Fundraising is always difficult but it’s particularly difficult when
people think that you're rich, you know, because of the estate, but
the cost of maintaining, you know, grade I listed buildings is
immense.” (P74, Staff)

5.2.4.4 Staff Commitment and Influence on the In-Pensioner Experience

Staff were committed to making a positive influence on In-Pensioner lives. This

commitment contributed towards job satisfaction and was central to the purpose of
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staff roles, and with the knowledge that In-Pensioners have served their country,
added to a sense of privilege to support them. The desire to spend time with In-
Pensioners and make a difference to their lives was fundamentally important to staff,
however there was recognition that the ability to meet every resident’'s needs may be

unrealistic.

“Knowing that | am making a difference, | think is.... yeah, it is
knowing that | am helping them, but by being able to help, my job is
fulfilled, and I feel happy being able to do that.” (P60, Staff)

“... we try to design a way of doing things at the Royal Hospital that
takes into account pensioners wishes and gives them the very best
quality of life that they can possibly have but it can't work for
everybody all the time.” (P72, Staff)

The commitment to support In-Pensioners transcended staff job remits, with those
living within the Royal Hospital indicating a willingness to support In-Pensioners
outside of their normal working hours, further emphasising the commitment to provide
assistance and be part of the wider community. This commitment was readily

acknowledged by In-Pensioners who demonstrated gratitude towards staff.

“And staff are on site 24/7, [...] there is a ward opposite where I live
and the other week someone is knocking on my door and he is
holding his nose, ‘I have got a nose bleed’, this is at 8 o'clock at night
[...] so I cleaned him up, put an ice pack on and sent him back [...]
and | thought, where would you get that in normal life.” (PQ7, Staff)

“I will tell you now, the main thing is the staff. Here the staff, not like a
care home, the staff care for us and the staff also care about us[...]
We won't have a good time if they don't look after us, and from the
lady who is the Ward Maid and who vacuums my floor every
Thursday, to the Governor.” (P66, IP, 2% years)

Conversely, a minority of In-Pensioners believed some staff did not share the same
level of commitment and regarded their roles as ‘just a job’. However, this belief was
not found to be typical, as staff turnover was considered lower than that of other

organisations with some staff remaining in post for many years.

“The biggest problem we have is that | don’t think the staff, it is just a
job, it is not a passion, and they need to want to do this, and they
need to understand what we are about.” (P30, IP, 2 years)
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“...and the staff group, although we moan about our turnover,
actually our turnover is tiny compared to out there in the world.” (P55,
Staff)

Staff were committed to support the independence of In-Pensioners with a key
emphasis being on encouraging the freedom for them to live their lives how they chose
on the understanding that they adhered to the conditions of their residence. This
freedom was harmonised with the reassurance that staff were available to support In-
Pensioners if, and when, needed. However, the desire to remain independent and self-
sufficient was clear as In-Pensioners intimated that they guarded their independence

closely and didn’t need help.

“I think, they keep a careful eye on you but let you get on with it, |
think that is the best way of putting it’ (P63, IP, 8% years)

“Yeah, well they retain their independence in the sheltered
accommodation to the extent that, you know, they are free to come
and go whenever they want. They can access the services and the

activities provided for them as they wish.” (P10, Staff)

Because | have still got my grey matter, | am still capable of looking
after myself and | didn’t need anybody looking after me to reach this
age other than medical, so | mean | make my own decisions, | do
what, how | want, when | want.” (P13, IP, 13 years)

Unsurprisingly perhaps, In-Pensioners were at the heart of the Royal Hospital with
indications that staff sought to champion an enablement approach, rather than the
more dependency style of support said to exist historically. This may have
complemented the aim of maintaining In-Pensioner independence and helping them

to age ‘well’ for as long as possible.

“We, as an organisation, are trying to move away from that kind of
overbearing care to almost, to more of an enabling care.” (P25, Staff)

“Now, it is like ‘no, let's try to maintain you with your independence’
[...]. So, yes, I think between the social care team and with us as
well, with the assistance with the medication and everything, they

can stay longer being independent and not coming into the care
home [MTI] and | think that is a group effort from all the different
fractions of the hospital.” (P60, Staff)
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The commitment to enable In-Pensioners to live in the Long Wards as independently
as possible, for as long as possible, rather than be relocated to the MTI, was extended
to those with dementia who were supported by fellow In-Pensioners who, as previously
discussed, looked out for each other and indicated an enthusiasm to understand the

condition more by engaging in training, to further support their neighbours and friends.

“So I think that one of the places which deserves particular attention
is the benefits of this place for, you know, the early stages of
dementia and the continued quality of life, significantly beyond that
which they could expect in a hormal housing scenario.” (P10, Staff)

“I've been surprised at how much interest there's been amongst the
In-Pensioners in things like dementia friends. [...] it's part of the
military ethos as | understand it, you know, you're looking out for your
mates, and so I think that will get better.” (P55, Staff)

It is clear that the commitment to support In-Pensioners encompassed all staff groups,
and indeed the In-Pensioners themselves, who collectively looked out for any changes
in In-Pensioner health and wellbeing needs and reported any concerns via the
appropriate channels.
“Because they are always monitored daily by each other and we
normally pick up a kind of ailment or an issue very, very quickly and
to be honest at getting the doctor over, getting the domiciliary care

over, getting a staff nurse member. No, | mean it's instantaneous.”
(P62, Staff)

5.2.4.5 Summary

Representing the Royal Hospital Chelsea was seen as an integral part of living within
this environment, with In-Pensioners unequivocally embracing the opportunity to do

S0, irrespective of their age or ability.

The role of Chelsea Pensioner increased the visibility of this population group as In-
Pensioners experienced enhanced social status, and afforded access to prestigious

events and venues, contributing towards a sense of purpose, identity, and pride.

Living within a communal environment facilitated social engagement, peer-support,

and camaraderie, which reduced loneliness and contributed towards positive In-
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Pensioner wellbeing. Many had social networks external to the Royal Hospital
Chelsea, indicating maintenance of independence.

Staff commitment to supporting In-Pensioners extended beyond those staff directly
responsible for service provision, suggesting a panoptic attitude towards ensuring In-
Pensioners were cared for, and given optimal opportunities for living well, healthily,

and safely.

5.3 Quantitative Data Collection: Part C and Part D
5.3.1 Overview

There were two collection points for the quantitative data with In-Pensioner (Part C)
and New In-Pensioner (Part D) participants who completed the ICECAP-A (ICEpop
CAPability Adult), and WHOQOL-BREF (World Health Organisation Quality of Life
BREF) quality-of-life questionnaires.

Quantitative data was collected from In-Pensioner and New In-Pensioner participants
who completed ICECAP-A and WHOQOL-BREF quality-of-life questionnaires.

All 25 In-Pensioner participants completed questionnaires after their semi-structured

interviews, in their own time, returning them to the researcher by post.

New In-Pensioners completed their questionnaires in two stages, on arrival at the
Royal Hospital and six months later. A total of 40 New In-Pensioners were invited to
participate in this part of the project. Seventeen New In-Pensioners (n=2 female and
n=15 male) completed both sets of questionnaires, indicating a response rate of
42.50%.

Quantitative data collection took place from August 2021 to May 2022 for the In-
Pensioner participants, and May 2021 to November 2022 for the New In-Pensioner
participants, allowing sufficient time to collect the second set of questionnaires from
the New In-Pensioners. The questionnaires and process for data collection are
discussed in more detail within the Method chapter (4.6.1.4; 4.7.2; 4.7.3).

Quantitative findings are presented in two sections, firstly the ICECAP-A results which
cover stability; attachment; autonomy; achievement; and enjoyment, followed by the

WHOQOL-BREF results which explores four areas, or Domains, namely: Physical
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Health; Psychological; Social Relationships; and Environment. Results are presented
in tables with supporting narrative.

Differences in mean scores will be discussed below. One-Way ANOVA tests were
carried out to determine any statistically significant differences of the mean scores
between the participant groups. Statistical equations for non-significant results are not
reported here (for further details on outputs from homogeneity of variance testing and
the analyses see Appendices W & X). Due to the small group sizes, all statistical
analysis results should be treated with caution.

5.3.2 ICECAP-A Results

As discussed in the Method Chapter (see 4.6.1.4) The ICECAP-A questionnaire is a
capability measure for adults that comprising of five statements relating to stability,
attachment, autonomy, achievement, and enjoyment, and is considered an
appropriate measure for healthcare and economics research (Flynn et al., 2015; Engel
et al., 2017).

All In-Pensioners completed the ICECAP-A guestionnaire, and all New In-Pensioners
completed the ICECAP-A questionnaire in Part 1 however one New In-Pensioner
omitted to complete the ICECAP-A questionnaire at Part 2 of the data collection
process (Table 16). All scores were out of 4 and the greater the score, the greater the

level of stability, attachment, autonomy, achievement, or enjoyment reported.

Table 16. ICECAP-A mean scores — all quantitative participant groups

ICECAP-A
QAl Q2 Q3 Q4 Q5
.. Feeling Love, - . .
Participant Group . . Being Achivement Enjoyment
Settled and Friendship
Independent | and Progress | and Pleasure
Secure and Support
np . Mean 3.40 3.20 3.56 3.04 3.52
n-Pensioner
(Established) N 25 25 25 25 25
Std. Deviation 0.764 0.707 0.583 0.611 0.510
N np _ Mean 3.41 3.53 3.59 3.35 3.53
At 17 17 17 17 17
Std. Deviation 0.712 0.624 0.618 0.702 0.800
N np _ Mean 3.75 3.56 3.69 3.56 3.63
bt oOner N 16 16 16 16 16
Std. Deviation 0.447 0.629 0.479 0.629 0.500
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Collectively, all participant groups reported high mean scores across all five questions,
with autonomy (Q3) being the highest (mean=3.60, SD=0.560) indicating all
participants had high levels of stability, attachment, independence, sense of

achievement and enjoyment.

In-Pensioner mean scores were lower than New In-Pensioner Part 1 and Part 2 mean
scores for all questions (no statistically significant differences). This may indicate that
In-Pensioners demonstrated a general level of accomplishment in all areas as a result
of being established in their environment. This is in contrast to the New In-Pensioners
facing a substantial change in their living circumstances, moving into the Royal
Hospital. However, when considering In-Pensioner and New In-Pensioner Part 1
scores for stability (Q1) and enjoyment (Q5) mean scores only differed slightly (0.01)

showing little difference.

New In-Pensioners indicated an increase in scores across all questions when
comparing Part 1 and Part 2 scores suggesting a positive impact as a result of moving

into the Royal Hospital.

5.3.2.1 Stability

New In-Pensioners demonstrated the greatest increase in feelings of Stability (Q1)
from Part 1 (mean=3.41, SD=0.712) to Part 2 (mean=3.75, SD=0.0447), suggesting
an increase in feeling safe and secure within their new environment as they settle into
their new home (no statistically significant difference). Conversely, In-Pensioners
demonstrated a comparative score to the New In-Pensioner Part 1 score (mean=3.40,

SD=0.764), which may indicate well-established feelings of security.

5.3.2.2 Attachment

For New In-Pensioners living at the Royal Hospital for six months the smallest impact
was on their feelings of attachment (Q2). Scores for Part 1 (mean=3.53, SD=0.624)
and Part 2 (mean=3.56, SD=0.629) were comparable. However, New In-Pensioner
scores were higher than In-Pensioner scores by comparison (mean=3.20, SD=0.707
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- no statistically significant difference). This may suggest a decrease in feelings of
attachment the longer In-Pensioners live at the Royal Hospital, however the small

sample sizes present challenges when drawing conclusions.

5.3.2.3 Autonomy

New In-Pensioners demonstrated comparable levels of autonomy (Q3) when moving
into the Royal Hospital (Part 1) (mean=3.59, SD=0.618) when compared to In-
Pensioners (mean=3.56, SD=0.583). There was a slight increase in this score after six
months (Part 2) (mean=3.69, SD=0.479). This may infer that the New In-Pensioner
participants experienced the benefits of the holistic support available from staff and
fellow In-Pensioners, resulting in increased feelings of independence (no statistically
significant differences were found).

5.3.2.4 Achievement

Achievement (Q4) indicated the lowest scores of all five questions for both participant
groups, with In-Pensioner scores remaining lower than that of New In-Pensioner Part
1 scores (mean=3.04, SD=0.611 -v- mean=3.35, SD=0.702), however New In-
Pensioners continued to demonstrate an increase in their Part 2 scores with
achievement being mean score of =3.56 (SD=0.629). An ANOVA indicated a
significant difference in mean scores across participant groups on levels of
achievement, F(2.55)=3.39, p=.041. Following a Post-hoc Tukey test, a significant
difference was found between the In-Pensioner (mean=3.04, SD=0.611) and New In-
Pensioner Part 2 (mean=3.35, SD=0.702) mean scores (p=.037).

The variation in mean scores may indicate that New In-Pensioners experienced
feelings of achievement as a result of making the decision to move into the Royal
Hospital, with these feelings continuing as they became established in their new home.
Conversely, the lower In-Pensioner score may imply an indifference to the
opportunities available to them perhaps as a result of being established within their

environment.
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5.3.2.5 Enjoyment

Similarly, New In-Pensioners demonstrated almost no difference in scores for
enjoyment (Q5) on arrival (Part 1) (mean=3.53, SD=0.800), when compared with
established In-Pensioners (mean=3.52, SD=0.510). New In-Pensioner scores
increased after six months residency (Part 2) (mean=3.63, SD=0.500), which may
indicate that the New In-Pensioner cohort were enthusiastic about moving into the
Royal Hospital with this enthusiasm continuing as they settled in. In-Pensioners may
be used to their surroundings and opportunities available, therefore their enjoyment

levels may be stable (no statistically significant differences were found).

5.3.3 World Health Organisation Quality-of-Life Brief (WHOQOL-BREF) Results

As discussed in the Method chapter (4.6.1.4), the WHOQOL-BREF questionnaire is a
shorter version of the World Health Organisation’s quality of life questionnaire,
WHOQOL-100, and contains 26 questions relating to physical and psychological
health, socialising and circumstances relating to finances, access to information,

healthcare provision and feelings of security.

Question 1 and Question 2 on quality of life and health satisfaction are reported
separately in accordance with the WHOQOL-26 scoring guidelines (WHO, 1996,
p.10). The remaining 24 questions are divided into four areas, or Domains, namely
Domain 1 — Physical Health; Domain 2 — Psychological; Domain 3 — Social Relations;
and Domain 4 — Environment. Overall domain scores are considered first for
participant groups followed by further comparisons of scores on individual questions

by domain.

5.3.3.1 Quality of Life and Health Satisfaction

Question 1 and Question 2 gave an overall indication of participant quality of life, and
health satisfaction, respectively, with the maximum mean score being 5.0. See Table

17 for mean scores and standard deviations for all participant groups.
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Table 17. WHOQOL-BREF Question 1 and Question 2 Results

WHOQOL-BREF Q1 and Q2
Qll Q21
How would How
Participant Group you rate satisfied are
your quality you with
of life? your health?
Mean 4.64 3.76
In Pensioner N 25 25
Std. Deviation 0.569 0.926
Mean 4.18 3.71
New In-Pensioner N 17 17
Part 1
Std. Deviation 0.809 0.985
Mean 471 4.00
New In-Pensioner N 17 17
Part 2
Std. Deviation 0.470 0.612

INot reported within Domain data, in accordance with WHOQOL-BREF scoring guidelines
(WHO, 1996, p.10)

All participant groups reported high levels of quality of life, with a mean score of 4.53
(SD=0.653). However, New In-Pensioner scores six months after moving to the Royal
Hospital (mean=4.71, SD=0.470) were higher than New In-Pensioner scores on arrival
(mean=4.18, SD=0.809) and slightly higher than In-Pensioner participants’ scores
(mean=4.64, SD=0.569). This suggests that following six months at the Royal
Hospital, New In-Pensioners quality of life increases with further increase over a long
period of time as a result of being established at the Royal Hospital and accessing

available services.

Likewise, suggestions of positive life satisfaction were indicated for all participant
groups with a mean score of 3.81 (SD=0.861). New In-Pensioner Part 2 scores
(mean=4.00, SD=0.612) were higher than New In-Pensioner Part 1 scores
(mean=3.71, SD=0.985) and higher than In-Pensioner participants’ scores
(mean=3.76, SD=0.926). These results indicate that New In-Pensioners appeared

happier with their health status after six months of living at the Royal Hospital.
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5.3.3.2 All Domains

In line with the WHOQOL-BREF scoring guidelines (1996), total mean scores for each
Domain were calculated out of a maximum score of 100 to facilitate comparisons to
the WHOQOL-100 questionnaire and are presented in Table 18.

Table 18. WHOQOL-BREF mean scores for all participant groups and

across all Domains

WHOQOL-BREF All Domains
. 1
- Domain 1' Domain 2' Domal.n 3 Domain 4'
Participant Group Physical Health | Psychological Social Envi t
ysical Hea sychologica Relationships nvironmen
Mean 69.29 77.97 70.33 84.89
In Pensioner N 25 25 25 25
Std. Deviation 17678 9614 11.987 8433
Mean 69.75 73.38 66.91 8487
New In-Pensioner N 17 17 17 17
Part1
Std. Deviation 14678 17 474 15.761 14614
Mean 7363 76.96 72.79 87.97
New In-Pensioner N 17 17 17 17
Part 2
Std. Deviation 14 665 13.020 17.060 7652

1 Unanswered questions have been averaged to report overall mean scores in accordance with
the WHOQOL-BREF scoring guidelines (WHO, 1996, p.10)

In-Pensioners demonstrated higher mean scores across Domains 2 and 3 when
compared with New In-Pensioner Part 1 scores. Domain 1 scores were slightly greater
for New In-Pensioners Part 1 (mean=69.75, SD=14.678) than for In-Pensioner’s
(mean=69.29, SD=17.678). Little difference in scores were found for Domain 4. The
Domain scores suggest those who are established at the Royal Hospital have better
psychological health and better social relationships, than New In-Pensioners who have
just arrived with minimal differences in their environment. New In-Pensioners reported
slightly better physical health than In-Pensioners, this may be due to ageing and

unrelated to the Royal Hospital.

When comparing New In-Pensioner only scores, Part 2 scores were all higher than
Part 1 scores. These results suggest that after six months at the Royal Hospital, New
In-Pensioners experienced better physical health, psychological health, social

relationships, and environment. The greatest increase in scores were found for
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Domain 3, Social Relationships, between Part 1 (mean=66.91, SD=15.761) and Part
2 (mean=72.79, SD=17.060). However, as discussed later in this chapter (5.3.3.7),
Domain 3 had the greatest number of missing responses and consequently the
greatest number of averaged scores which may have impacted on the overall mean

Scores.

The In-Pensioner group indicated lower mean scores across Domains 1, 3 and 4 when
compared to New In-Pensioner Part 2 scores. Only Domain 2, Psychological,
demonstrated a higher score for In-Pensioners (mean=77.97, SD=9.614) than for New
In-Pensioners Part 2 (mean=76.96, SD=13.020). These results may indicate an
increasingly positive impact of living at the Royal Hospital with increases in
psychological health from New In-Pensioners’ first six months to those more
established at the Royal Hospital. This is in contrast to lower scores on the physical
health, social relationships, and environment for In-Pensioners who have lived at the
Royal Hospital significantly longer and who may, therefore, be used to the impact of
the environment. Poorer physical health of the In-Pensioners may be due to ageing

and unrelated to the Royal Hospital.

One-Way ANOVAs were carried out on all domain scores to determine if there were
any statistically significant differences in mean scores across participant groups, no
statistically significant differences were found (for further details on outputs from the

analyses see Appendix W)

5.3.3.3 Domain 1 — Physical Health

Domain 1 encompassed seven questions which explored areas including an
individual’s physical condition, the impact of pain they may be experiencing, their
mobility, daily functioning, and employment ability (Table 19).
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Table 19. Domain 1: Physical Health

WHOQOL-BREF Domain 1: Physical Health
a3’
To what a4’ Q17
extent do you | How much do Q10 Q15 Q16 How satisfied Q18
feel that you need any | Do you have | How well are H atisfied | 27 YU with | How satisfield
Participant Group physical pain medical enough you ableto ow satis 'Ith your ability to | are you with
prevents you | treatment to energy for get around are yo";w' 5 perform your | your capacity
fromdoing | functionin |everyday life? | physically? | Y°U" S'®%P* | " qaily living | for work?
what you need | your daily life? activities ?
to do?
Mean 3.72 3.68 412 3.68 3.40 412 3.68
T Eenereen N 25 25 25 25 25 25 25
Std. Deviation 0980 1.030 0.781 0.900 1.080 0971 1.108
i Mean 3.76 3.65 4.00 3.94 3.53 4.18 3.47
2::,:"'”"5'“"&' N 17 17 17 17 17 17 17
Std. Deviation 1.300 0931 0612 0827 1.068 0728 1281
i Mean 4.18 3.88 4.06 4.00 3.29 441 3.88
2::2'"'”"5'“"&’ N 17 17 17 17 17 17 16
Std. Deviation 1015 0928 0659 0935 1213 0618 0719

1 Q3 & Q4 negatively framed questions transformed to positively framed questions (reverse scored)

Sleep satisfaction (Q16) presented the lowest mean scores for all participant groups
(In-Pensioner, mean=3.40, SD=1.080; New In-Pensioner Part 1, mean=3.53,
SD=1.068; and New In-Pensioner Part 2, mean=3.29, SD=1.213), within this domain.
Further, the New In-Pensioner Part 2 score, decreased by mean=0.24, when
compared to the New In-Pensioner Part 1 score, which may indicate an underlying
cause, for example, a challenge with settling into their new communal surroundings

and lack of personal space.

All participant groups indicated high mean scores relating to energy levels (Q10), with
In-Pensioners demonstrating a slightly higher mean score (mean=4.12, SD=0.781)
than both New In-Pensioner Part 1 (mean=4.00, SD=0.612) and Part 2 (mean=4.06,
SD=0.659) mean scores. These results potentially indicate that living at the Royal
Hospital, and utilising the support available, increased energy levels.

Similarly, all participant groups indicated high levels of functionality in carrying out daily
tasks (Q17), with all scores means being =4.12 (In-Pensioner) or above. New In-
Pensioner Part 1 mean scores (mean=4.18, SD=0.728) were higher than their Part 2
mean scores (mean=4.41, SD=0.618), indicating a positive effect on their ability to
manage daily tasks as a result of living at the Royal Hospital. However, as In-
Pensioners are expected to be able to live independently when first accepted into the
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Royal Hospital, it is perhaps unsurprising that the New In-Pensioner mean scores were
high.

Additionally, results indicated participants experienced minimal limitations on their
lives as a result of pain (Q3), with New In-Pensioners demonstrating a positive
reduction in the impact of pain restricting their daily lives, when comparing Part 1
(mean=3.76, SD=1.300) and Part 2 scores (mean=4.18, SD=1.015), with the higher
score indicating less impact. This positive change may indicate the impact of having
access to the on-site medical services at the Royal Hospital resulting in a reduction of
physical pain. However, In-Pensioners demonstrated a lower mean score
(mean=3.72, SD=0.980) than New In-Pensioner Part 1 and Part 2 scores which may
be reflective of In-Pensioner demographics, such as age and duration of residence at
the Royal Hospital, with established In-Pensioners being potentially older and
experiencing age-related conditions resulting in increasing pain levels and

subsequently reducing activity levels.

New In-Pensioners indicated an increase in their mobility levels (Q15), with scores
rising from mean=3.94 (SD=0.827) on arrival at the Royal Hospital, to mean=4.00
(SD=0.935) six months later. Conversely, In-Pensioner scores were lower than the
New In-Pensioner Part 1 scores (mean=3.68, SD=0.900), which as discussed earlier,
may be as a result of In-Pensioner demographics with the cohort potentially being
older, and experiencing reduced mobility levels.

Notwithstanding challenges with sleep (Q16), New In-Pensioners demonstrated
increased scores across all other questions within Domain 1, when comparing their
Part 1 and Part 2 responses, indicating an overall improvement on their physical health
since moving into the Royal Hospital. Similarly, New In-Pensioners exhibited higher
scores than the In-Pensioner cohort, in all other areas apart from energy levels (Q10),

after six months of residency at the Royal Hospital.

Despite all participants being of retired status, scores demonstrated an inclination to
engage in work (Q18), with New In-Pensioner scores increasing to mean=3.88
(SD=0.719), and In-Pensioner scores being mean=3.68 (SD=1.108) possibly

indicating positive levels of the ability to represent the Royal Hospital.
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5.3.3.4 Domain 2 — Psychological

Domain 2 collectively reports on six questions relating to life satisfaction, mental
wellbeing, attention span and acceptance of how an individual physically looks (Table
20).

Table 20. Domain 2: Psychological

WHOQOL-BREF Domain 2: Psychological
Q26
How often do
6
Q5 To%vhat az |, an o 319 ‘LEZQ?::
Particpant Grou Howmuch | extentdo |How wellare rte youa te at'sf'o‘I‘:I feelings
pa P do you enjoy |you feel your| you able to 0accept | salistielc are such as blue
life? life tobe |concentrate? your bodily you with mood
) - " |appearance?| yourself? N
meaningful? despair,
anxiety,
depression?
Mean 4.28 4.1 3.92 4.24 4.04 4.16
In Pensioner N 25 24 25 25 25 25
Std. Deviation 0.542 0.658 0.702 0663 0.889 0.473
. Mean 4.18 3.75 3.88 418 3.82 3.82
22:1'"":'3“5'”” N 17 16 17 17 17 17
Std. Deviation 0.883 1.065 0.600 1.015 1.015 0.809
. Mean 4.18 4.06 3.94 419 4.29 3.88
g::én-Pensmner N 17 17 17 16 17 17
Std. Deviation 0636 0.827 0.827 0.750 0.686 0.781

1 Q26 negatively framed question transformed to positively framed question (reverse scored)

Across Domain 2, In-Pensioner, and New In-Pensioner (Part 2), mean scores were
4.04 and above for all questions apart from concentration levels (Q7) and experiencing
negative feelings (Q26). This indicates overall positive psychological outcomes for all

participants.

Life enjoyment (Q5) remained the same for New In-Pensioners for Part 1 (mean=4.18,
SD=0.883) and Part 2 scores (mean=4.18, SD=0.636) however established In-
Pensioners demonstrated higher levels of enjoyment (mean=4.28, SD=0.542).
Similarly, In-Pensioners (mean=4.21, SD=0.658) were found to consider their lives
more meaningful (Q6) than New In-Pensioners (mean=4.06, SD=0.827), who had

been at the Royal Hospital for six months (Part 2). This may indicate the positive
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impact of life at the Royal Hospital for those established In-Pensioners, compared to

New In-Pensioners who were still settling into their new surroundings.

The ability to concentrate (Q7) presented the lowest mean scores for all participant
groups. However, In-Pensioner and New In-Pensioner (Part 2) mean scores were
comparable (mean=3.92, SD=0.702 -vs- mean=3.94, SD=0.827), with New In-
Pensioners also demonstrating an increase when compared to their Part 1 score
(mean=3.88, SD=0.600), indicating an improvement in their concentration levels after

six months living at the Royal Hospital.

New In-Pensioners demonstrated the greatest increase in how satisfied they were with
themselves (Q19) when comparing Part 1 (mean=3.82, SD=1.015) and Part 2 scores
(mean=4.29, SD=0.686). Part 2 scores were higher than that of the In-Pensioner
cohort (mean=4.04, SD=0.859).

In-Pensioners demonstrated the lowest levels of issues relating to poor mental health
(Q26), (mean=4.16, SD=0473), indicating positive wellbeing levels. New In-
Pensioners showed a slight increase in their scores when comparing their arrival at
the Royal Hospital (mean=3.82, SD=0.809) to six months later (mean=3.88,
SD=0.781). This may indicate a positive influence as a result of living at the Royal

Hospital with opportunities to access mental health support if required.

Collectively, the higher In-Pensioner scores, when compared with New In-Pensioner
Part 2 scores, within this Domain may indicate that In-Pensioners are settled within
their environment and the opportunities available, which had a positive influence on
their psychological wellbeing. It may be suggested that, over time, New In-Pensioners

may demonstrate similar scores as they further settle into their new lives.

5.3.3.5 Domain 3 — Social Relationships

Domain 3 captures the results of three questions relating to social engagement
including friendship, support, and intimate relations (Table 21).
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Table 21. Domain 3: Social Relationships

WHOQOL-BREF Domain 3: Social Relationships
Q22
sz Q21 How satisfied
How satisfield How satisfied | are you with the
Participant Group are you with ) yo
are you with | support you get
your personal -
- - your sex life? from your
relationships? ;i
friends?
Mean 4.40 2.67 412
In Pensioner N 25 21 25
Std. Deviation 0.645 0.856 0.526
Mean 3.88 277 4.06
NewIn-Pensioner N 17 13 17
Part 1
Std. Deviation 0.697 0.927 0.556
Mean 4.18 2.79 441
NewIn-Pensioner N 17 14 17
Part 2
Std. Deviation 0.636 1.051 0.618

In-Pensioner participants demonstrated higher satisfaction with personal relationships
(Q20) (mean=4.40, SD=0.645) than New In-Pensioner’s for both Part 1 scores
(mean=3.88, SD=0.697) and Part 2 scores (mean=4.18, SD=0.636), which may
indicate the positive impact of the social engagement available at the Royal Hospital.
More specifically, New In-Pensioners showed an increase in satisfaction with personal
relationships from their arrival to six months later, indicating living at the Royal Hospital

had some positive effect.

(Q21) indicated the lowest rating of all questions with In-Pensioners suggesting a
dissatisfaction with their sex lives (mean=2.67, SD=0.856). On arrival at the Royal
Hospital, New In-Pensioner’s had a mean score =2.77 (SD=0.927) and demonstrated
a slight change in mean score after six months residence (mean=2.79, SD=1.051).
The Royal Hospital admission criteria stipulates that In-Pensioners must not have
dependents (i.e., be married), however the comparable scores suggest living at the
Royal Hospital may not impact on the In-Pensioner satisfaction with their sex lives.

This question also recorded the highest number of missing responses, suggesting a
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reluctance to answer this question may be related to the ages of the participants and

a reticence to share information on intimate matters.

All participants demonstrated satisfaction with the support they received from friends
(Q22), with In-Pensioner mean scores of =4.12 (SD=0.526). New In-Pensioners
showed a positive increase when comparing Part 1 scores (mean=4.06, SD=0.556)
and Part 2 scores (mean=4.41, SD=0.618), indicating an increase in valued

relationships as they became more established at the Royal Hospital.

5.3.3.6 Domain 4 — Environment

Domain 4 contained eight questions, the greatest number of all domains, and captured
data relating to satisfaction around the living environment, finances, activities,

transportation, healthcare and feelings of safety (Table 22).

Table 22. Domain 4: Environment

WHOQOL-BREF Domain 4: Environment
Q13 Q14
X Q23 Q24
@12 How available To what - - Q25
Qs Q9 . Have you toyou is the | extent do you How sat|sf_ned How satlsﬁ_ed How satisfied
. How safe do |How healthy is . . are you with | are you with R
Participant Group . . enough money| information have the - are you with
you feel in your physical - the conditions |your access to
daily life? | environment? to meet your _that you need oppor_tunrly of your living health your
your : : needs? in your day-to-| for leisure lace? services? transport?
day life? activities? place: '

Mean 4.56 4.00 4.44 4.40 467 432 4.56 4.24
In Pensioner N 25 25 25 25 24 25 25 25
Std. Deviation 0.507 0.707 1.044 0577 0482 0690 0.507 0.779
. Mean 4.47 4.24 11 4.47 438 453 4.76 3.88
g::;“““s“’“e’ N 7 7 7 7 16 7 7 16
Std. Deviation 0.717 0.831 1.004 0624 0.885 0874 0.437 0.885
. Mean 4.53 4.29 447 4.53 453 465 4.94 4.19
g::z'“'Pe"s“’“e’ N 17 17 17 17 17 17 17 16
Std. Deviation 0.624 0.470 0.874 0514 0514 0493 0.243 1.167

Mean scores for all participants on satisfaction with transport (Q25), were 4.00 or
higher, apart from New In-Pensioner Part 1 scores (mean=3.88, SD=0.885), indicating
a high level of satisfaction with the environment in which they lived. Challenges with
transport may have been a reflection on the adjustment to a new living environment
and a potential loss of independent transport means. Furthermore, findings indicated
New In-Pensioner satisfaction was high when they arrived (Part 1 responses), with all

guestions demonstrating mean scores of over 4.00, apart from Q25 as discussed here.

185



The New In-Pensioner participant group indicated increased scores across all
guestions when comparing their arrival at the Royal Hospital (mean=4.94, SD=0.243)
to six months later (mean=4.76, SD=0.437) with the availability of healthcare provision
(Q24), demonstrating the highest mean score. These results suggest New In-
Pensioners have an overall satisfaction with their new home, alongside access to the

on-site medical centre and wider support, having had a positive effect.

Similarly, the availability of leisure activities (Q14), had a positive impact on New In-
Pensioners as their arrival score 4.38 (SD=0.085) increased after six months to 4.53
(SD=0.514), as they settled into their new environment and engaged in new interests.
Opportunity to engage in activities was also reflected in the In-Pensioner responses,
being the highest mean score within Domain 4 for this cohort (mean=4.67, SD=0.482),

endorsing the impact of meaningful activities on the opportunity to age well.

All participants indicated high satisfaction relating to financial security (Q12), with New
In-Pensioners demonstrating an increase after six months (mean=4.47, SD=0.441)
compared to on arrival (mean=4.47, SD=0.874), potentially indicating the impact of
financial reassurance, or reduction of financial concerns, as a result of deciding to live

at the Royal Hospital.

Both participant groups demonstrated satisfaction with the environment in which they
lived, however In-Pensioner scores (mean=4.32, SD=0.690) were lower than New In-
Pensioner Part 2 scores, (mean=4.65, SD=0.493). These results may indicate In-
Pensioner familiarity of their home and potential complacency with their surroundings,
compared with New In-Pensioner enthusiasm with their new environment.
Nonetheless, the In-Pensioner mean scores were still high, indicating some level of

satisfaction.

5.3.3.7 Missing Questions

A total of 19 questions were unanswered across all domains, with Q21, relating to
intimate relationships, recording the most missing scores, being 11 (Table 23). The

process for calculating missing scores is discussed in the Method chapter (4.8.2).
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Table 23. Missing Questions Summary

WHOQOL-BREF Missing Questions Summary
Q6 Q14
To what Q11 To what Q18 Q21 Q25
Are you able [ extent do you [ How satisfield . How satisfied
. extent do you ) How satisfied .
Participant Group . to accept your have the are you with . are you with
feel your life to ; . . are you with
bodily opportunity | your capacity ) your
be . your sex life?
. appearance? for leisure for work? transport?
meaningful? S
activities?
In Pensioner 1 1 4
New In-Pensioner
Part 1 1 1 1 4 1
New In-Pensioner
Part 2 1 3 1
Total 2 1 2 1 11 2

5.3.4 Summary

Quantitative data collection produced a baseline indicator of quality of life for New In-
Pensioners, supplemented with data from the In-Pensioners cohort, who also engaged

in the semi-structured interviews.

New In-Pensioners demonstrated an increase in scores for all ICECAP-A questions,
indicating a positive effect on their quality of life, specifically stability, attachment,
autonomy, achievement, and enjoyment, as a result of living at the Royal Hospital.
Conversely, In-Pensioners presented lower mean scores across all ICECAP-A
guestions when compared to New In-Pensioner Part 2 mean scores, which may be an
indicator of familiarity with their surroundings and ongoing stability as established
residents. However, all In-Pensioner mean scores indicated an overall positive level

of wellbeing.

Similarly, New In-Pensioners indicated increased levels of quality of life across the
WHOQOL-BREF questions.

All participants were comfortable with their ability to carry out daily tasks, and had
sufficient energy levels, with both areas scoring equal highest for In-Pensioners, within
the physical health domain. However, New In-Pensioner’s demonstrated higher
scores than In-Pensioners in both areas, and additionally experienced a decrease in

restrictions caused by physical pain after six months of living at the Royal Hospital.
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Challenges with sleep satisfaction presented the lowest score for all participants,
which may indicate that New In-Pensioners may be adjusting to their new
environment. This may require further investigation to identify a cause and seek a
solution to support residents, if the questionnaires are repeated and identify similar

results.

In-Pensioners appear to enjoy life more, had higher energy levels, find life more
meaningful, and have fewer mental health issues, when compared to the New In-
Pensioners after their six months of residency. However, this may be because of the
ongoing effect of life at the Royal Hospital, which the established In-Pensioners have

experienced for longer.

All In-Pensioners and New In-Pensioners (Part 2) indicated satisfaction with their
social engagement, however satisfaction with intimate relationships presented the

lowest score across any domain.

In-Pensioners indicated higher levels of satisfaction regarding safety, access to leisure
activities, and transport. New In-Pensioners, after six months of residency,
demonstrated higher satisfaction levels relating to the living environment, having
sufficient finances, and access to information and healthcare, suggesting that
established In-Pensioners are used to their surroundings and the facilities on offer,
whereas New In-Pensioners have experienced benefits in some areas but are yet to

fully settle into their new environment.

A total of 19 questions were unanswered on the WHOQOL-BREF, with the highest
number of non-responses being for Q21 regarding an individual’s satisfaction with
intimate relationships (n=11), which indicated a reluctance for both cohorts to divulge

personal, or ‘private’, information.

Caution should be applied when comparing New In-Pensioner and In-Pensioner
results as the variables for the In-Pensioner cohort would likely influence their
feedback. Variables include In-Pensioner age and duration of residence as some
participants may have been resident at the Royal Hospital for several years and be
less active, less mobile, with declining health which is in contrast with New In-
Pensioners who are required to be able to live independently and represent the Royal
Hospital for a minimum of two years, and therefore arguably younger and fitter at the

time of admission.
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Furthermore, the small sample sizes across all participant groups make the
transferability of the results challenging therefore consideration should be given when

making comparisons with other findings.

5.4 Chapter Summary

This chapter presented the findings from the qualitative and quantitative analysis data.
Qualitative findings highlighted the military influence of the Royal Hospital Chelsea
environment and how it is integral to the impact on the In-Pensioner experience. The
employment of ex-military staff in quasi-military positions created a structure that was

familiar to In-Pensioners.

There were challenges to succinctly identify the Royal Hospital as it offered a blend of
accommodation options. This identity may be subject to further challenge should the
composition of the In-Pensioner population expand to include members from other

branches of the Armed Forces.

Access to healthcare and social opportunities appeared unrivalled and undoubtedly
provided enhanced quality of life outcomes, due to the prompt attention received by
healthcare professionals within and external to the Royal Hospital Chelsea. The
provision of innumerable social activities contributed to In-Pensioner wellbeing and
physical health. However, In-Pensioner resistance to being considered ‘old’,

presented challenges for some as they aged, and their health needs increased.

Civic engagement was a key component of In-Pensioner life, in their representational
roles as Chelsea Pensioners. These activities, and the wearing of uniform, elevated
In-Pensioner status which contributed towards a sense of identity, purpose, and

belonging.

Quality of life data indicated high levels of satisfaction for both In-Pensioner and New
In-Pensioner cohorts. New In-Pensioners were found to have higher satisfaction levels
in areas such as physical ability, daily functioning levels and their new environment
than established In-Pensioners, which may be considered predictable as New In-
Pensioners were required to be able to live independently and represent the Royal
Hospital for the first two years of their residency. They may also be potentially younger,

more able, and more enthusiastic than In-Pensioners as they looked forward to their

189



new lives at the Royal Hospital, whereas In-Pensioners were established and
therefore familiar with their environment, the opportunities, and the support available.

For these reasons, caution must be applied when comparing quality of life results, as
in isolation, both cohorts indicated good levels of life satisfaction, with New In-
Pensioners demonstrating increased levels of quality of life after six months of
residency at the Royal Hospital, however, they also had high levels of quality of life at

the time of admission.

190



CHAPTER SIX

DISCUSSION

6.1 Chapter Overview

Chapter 6 will discuss and appraise the project findings from the literature review and
the qualitative and quantitative data collection Parts A, B, C, and D, in relation to the
project aims and will draw on relevant theories and extant research. The triangulation
of all elements generated four principal areas for discussion, namely: The
Environment; Identity; Staying Active; and Staying Healthy.

Several internal, and publicly accessible, Royal Hospital Chelsea documents,
including policy documents specifically relevant to In-Pensioners, were reviewed as
they were considered relevant to inform the discussion. A summary and brief overview

of the documents reviewed is available at (Appendix Y).

The strengths and limitations of this project will be outlined and will include a
researcher reflexive summary. Finally, this chapter will present the original contribution

to knowledge, implications for future research, and conclusion.

6.2 Project Overview

Within the globally ageing population are those who have completed military service,
some of whom choose to live within veteran-specific residential establishments.
However, there is minimal research that evidences the impact that living in these
establishments has on veteran health and social care outcomes. Therefore, this study
aimed to gain an understanding of the current Royal Hospital Chelsea model of care
by evidencing the influence this has on In-Pensioner health and social care outcomes,
and the contribution the environment has on the In-Pensioner experience and their
quality of life. The project also aimed to inform the future provision of the Royal
Hospital by exploring current services the future need and sustainability of the model
of care, projecting findings to inform the growth of existing services, including its

outreach programme, for current and future generations of ageing veterans.
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A mixed-methods non-traditional convergent design was carried out comprising four
data collection elements. Triangulating the findings from all data led to an
understanding of the elements required to enable individuals to age well and in [the

right] place.

The literature review illustrated the opportunity to age ‘well’ is influenced by several
factors including an individual’s health and cognitive status, their accessibility to, and
engagement in, appropriate health and social care provision, and is linked to the place
in which they age. These factors, when combined, shape an individual’s outcomes,
and influence their quality of life. The focussed systematic narrative review presented
a global picture of residential options for military veterans over 65 years of age and
identified available evidence of the impact living in these establishments had on
resident outcomes. Opportunities to engage in residential activities were evidenced,
however the impact on the individual, as a result of taking part in these activities was
minimal, identifying a gap in outcomes knowledge for this demographic.

The data collection phase presented findings from the three participant groups, namely
Key Staff (Part A), who took part in semi-structured interviews, In-Pensioners, who
engaged in semi-structured interviews (Part B) and quality-of-life questionnaires (Part
C), and New In-Pensioners (Part D), who completed quality-of-life questionnaires
across two separate timeframes. Findings indicated the importance of the environment
in which the In-Pensioners lived, with the embedded military culture and community
living reinforcing their identity and sense of belonging. Accessing numerous activities
and representing the Royal Hospital contributed towards an In-Pensioners a sense of
purpose and enabled them to develop and maintain social relationships. Supported by
a committed workforce and with access to on-site healthcare services, In-Pensioners
were encouraged to live independently for as long as possible, however a deep-seated
stoicism suggested a resistance to ageing, evident in a reluctance by some to transfer
from Long Ward living to the residential, or nursing, care available at the MTI. New In-
Pensioners indicated an improvement in their quality-of-life after the first six months of
living at the Royal Hospital, however challenges with sleep were identified for both
New In-Pensioner and In-Pensioner participants. New In-Pensioners were also found
to have higher quality-of-life indicators when compared to In-Pensioners in areas

including physical ability, satisfaction with their living arrangements, and access to
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services, however In-Pensioners did indicate an overall satisfaction with their quality-
of-life. These themes demonstrated an interdependence which indicated the
importance of each element and their contribution to enabling In-Pensioners to

experience positive ageing in a place of their choosing, or the ‘right’ place.

Overall, the findings from this study illustrate that In-Pensioner health and social care

outcomes are dependent on four areas (Figure 10), namely:

The environment in which they live (Environment)
Their personal, military, and organisational identity (Identity)

The activities they engage in (Staying Active)

Db

Their ability to stay healthy (Staying Healthy)

Environment O

QO
C Identity S;i;i\?eg O
€2 2

Staying O
Healthy

Figure 10. Key contributors to In-Pensioner outcomes

Each area will be discussed in more depth.
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6.3 The Environment

Q)

C Environment p

P,

6.3.1 Introduction

The environment in which we live is an important contributor towards experiencing
positive life outcomes. Access to adequate resources whilst living in familiar
surroundings facilitates opportunities to age ‘well’ and in [the right] place (Kahana et
al., 2003; Sixsmith & Sixsmith, 2008).

Familiarity with an environment creates place attachment which engenders positive
connections and feelings of ‘home’ to be established (Netherland et al., 2011; Reed et
al., 1998). However, ageing in place is not always possible or practicable, as the living
environment may become unsuitable to meet the needs of the individual. The
requirement for some to relocate later in life, as their age increases and health status
declines, is resisted by many which can negatively impact on health outcomes (Falk
et al., 2013; McCann et al., 2012; Severinsen et al., 2016).

The Royal Hospital Chelsea is familiar to those who have served in the British Army
and offers a community environment where individuals with shared experiences can
live alongside each other whilst accessing services that facilitate positive life
outcomes. However, the Royal Hospital challenges the perception of ‘institutionalised’
living as most In-Pensioners live autonomously, have freedom of movement, and live
within an environment that is accessible to the public, which contrasts with the

traditional ‘institution’, or residential, setting.

Four sub-themes are presented in this principal area: Military Environment; The Royal
Hospital Chelsea as a ‘total’ Institution; Social Environment, and The Royal Hospital

as ‘home’.
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6.3.2 Military Environment

The Royal Hospital environment offers facilities akin to those of a small village
community through providing access to support services such as doctors, shops,
green space, and leisure facilities, which are considered important for a positive
interaction between the person and the environment, resulting in satisfaction with the
place in which an individual lives (Kahana et al., 2003). It could be argued that this
environment is resonant of the military camp setting In-Pensioners may have
experienced during their military service, particularly post-World War Two, where
health, social, educational, and leisure, facilities were all likely to be within the camp
boundaries and therefore easily accessible (Tivers, 1999). Furthermore, as a gated
community with a secure perimeter, access to the Royal Hospital is controlled by
security staff. This enables In-Pensioners to live within a safe and secure environment,
which, as identified by Mulliner et al. (2020) is an important factor for the older
population when choosing where to live. The project narrative indicates the security
offered by the Royal Hospital Chelsea environment provides levels of peace of mind
to In-Pensioners and their families that may not be experienced if they were living

independently outside of the Royal Hospital.

Satisfaction with the environment in which all In-Pensioners live is further reflected in
the quality-of-life data that suggest high levels of satisfaction regarding access to
facilities and activities, and overall happiness with their surroundings (Table 22,
p.184). The literature review identified a small number of residential establishments
that provide access to similar facilities (Kheirbek et al., 2018; Montross et al., 2006),
however the availability of an embedded medical centre, offering medical support
aside from that received within a care home or nursing facility, appears to be distinctive

to the Royal Hospital.

The importance of a military structure is emphasised with the quasi-military positions
that ex-military staff hold, in roles such as Captain of Invalids (Col), Regimental
Sergeant Major (RSM), and Quartermaster (QM). The emphasis on military culture is
also reflected in the rules and regulations In-Pensioners agree to adhere to, with
familiar military language and procedures used in documents such as the In-Pensioner
Handbook and the In-Pensioner Agreement (Appendix Y). Guidance extends to what

items of clothing (referred to as ‘civvies’) are acceptable, either in or out of uniform,
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how to wear the uniform correctly, and the requirement to book ‘annual leave’ to
register periods of absence from the Royal Hospital, all of which are rules reminiscent
of the time of military service and as indicated in the project findings, creates a sense

of familiarity for In-Pensioners.

There are clear indicators within the narrative of the importance, and positive
influence, ex-military staff have on the In-Pensioner experience, with many believing
that understanding the military mindset, language, and culture, helps to break down
any communication barriers and encourages engagement. The relationship between
In-Pensioners and ex-military staff brings a level of reassurance and peace of mind as
they feel they can communicate with people who ‘get’ them, which is further supported
by the familiarity of the quasi-military rank structure and awareness of who to go to for
assistance. There appears to be an absence of evidence relating to the impact of
employing ex-military staff within veteran-specific residential care settings. Whilst the
literature review identified the multidisciplinary support of staff from veteran agencies
such as the VHA HBPC teams (Gilman et al., 2018; Haverhals et al., 2016; Levy et
al., 2013), itis unclear from available evidence whether these teams include ex-military
staff.

It could be argued that the Royal Hospital’s ex-military staffing structure resembles
that of peer support worker, or ‘veterans-supporting-veterans’, which is known to
improve veteran engagement and outcomes (Drebing et al., 2018; Repper et al., 2013;
Weir et al., 2019). In their study of a public sector funded mental health and wellbeing
clinic for UK veterans in Scotland, Weir et al. (2019) identified several findings that
resonate with the project narrative, when discussing the influence ex-military staff have
on supporting In-Pensioners. The clinic’s peer support workers were all Army
veterans, resulting in a shared veteran status between them and the veteran ‘client’
which facilitated engagement and communication, using a mutually understood
language and building trust. Additionally, the peer support workers acted as a bridge
between the veteran ‘client’ and the staff without military experience which resulted in
positive outcomes. These findings mirror the relationship between the Royal Hospital’s
ex-military staff and the In-Pensioners, suggesting the importance of employing
veterans when supporting other veterans to ensure positive wellbeing outcomes.
Conversely, Weir et al. (2019) found the veteran-veteran relationship presented

challenges when the connections were too familiar, for example when each party had
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served together, or engaged in operational duties at the same time, indicating this
created a barrier to engagement for some veterans. It could be suggested that, whilst
it is possible the Royal Hospital ex-military staff may have served within the same
regiment(s) and potentially experienced the same operational duties, the hierarchical
status of the Royal Hospital staff positions may lessen any challenges to engagement
as In-Pensioners are already cognisant of the ‘officer -vs- soldier’ relationship status.
However, further research is needed to explore these relationships to provide greater
depth of evidence on the impact having an ex-military staff group has on supporting
In-Pensioners. It could be argued that the peer support attributes, discussed above,
are similarly relatable to the In-Pensioner population who, by the very nature of their
communal living and shared military experience, offer peer support to each other, both

consciously and subconsciously.

Notwithstanding the peer support evidence discussed above, and the benefits to the
peer support worker which include feelings of empowerment and establishing an
identity (Repper et al., 2013), it is suggested that the opportunity for veterans to be
employed in quasi-military positions, where a quasi-military uniform is worn, may be
of mutual benefit as those holding these positions are working within a familiar
environment and supporting individuals they understand, and who understand them,
and may subsequently gain benefit if they themselves have experienced challenges
when transitioning from a military environment, enabling them to retain a connection
to their military past whilst maintaining a veteran, or ‘civilian’ status. Challenges with
transitioning from military service are well documented (Ashcroft, 2014; Binks, 2017;
Bowes et al., 2018; Cooper et al., 2017). It could be argued that the position of Army
Reservist, for example, provides a uniformed ‘status’ of employment (Edmunds et al.,
2016) that provides opportunities to retain a military connection, however the
commitment to the British Army as a reservist includes the potential for operational
deployment, which distinctly contrasts with that of the Royal Hospital Chelsea ex-
military staff positions where they are ‘civilians’ and devoid of such commitment. There
appears to be a lack of evidence relating to the influence wearing quasi-military
uniform, in non-military, or ‘civilian’, environments and in employment roles that
support other veterans, has on the individual. Therefore, further research may

contribute towards this gap in evidence.
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Several In-Pensioners express a desire for a completely ex-military staffing structure,
with some suggesting the level of understanding between themselves and ex-military
staff is difficult to replicate with those who are unfamiliar with the military lifestyle. The
narrative highlighted communication issues and a lack of understanding of the military
language or sense of humour, however despite voicing these challenges there is no
evidence of this negatively impacting the support In-Pensioners receive, or on their
overall experience at the Royal Hospital. It is therefore suggested that a combined
workforce appears mutually beneficial to In-Pensioner outcomes. However, to better
understand the influence ex-military staff employed in quasi-military roles, has on the
life satisfaction of veterans, it is suggested that further research with other veteran-
specific residential care providers may help explore the impact having an ex-military

staffing structure has on resident outcomes, and on the ex-military staff themselves.

It could be argued that the current In-Pensioner population, some of whom regard the
Royal Hospital as a military establishment, may be more familiar with a healthcare
provision delivered by uniformed personnel as they may have served in the military at
a time when the Armed Forces had its own military hospitals and medical centres that
were staffed by military personnel, and therefore may prefer a similar arrangement.
However, it is suggested that the resistance highlighted in the narrative may change
as the In-Pensioner population changes and is replaced by veterans who are more
familiar with a military-civilian blend of provision following the changes to military
healthcare delivery following the ‘1994 Defence Costs Study’ (House of Commons,
2023).

6.3.3 The Royal Hospital Chelsea as a ‘total’ institution

Residential care establishments can also be referred to as ‘institutions’, however
challenges exist to clearly separate one from the other as the terms are used
interchangeably, with both indicating a place where long term care is received (Giraldi
et al., 2022). Individuals find themselves living in an environment where routine is
necessary to ensure all residents receive the care they need (Cook et al., 2015; Ettelt
et al., 2022), with the requirement to accept the restrictive day-to-day routine of
residential care contrasting with the freedom of living at home (Cook et al., 2015; Falk

et al., 2013). Furthermore, the term ‘institution’ is often believed to present negative
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connotations and is terminology actively avoided by service providers, who consider it
to be the antithesis of what their establishment represents, as they strive to create an

image of ‘home’ for residents (Ettelt et al., 2022).

As a quasi-military establishment that has cared for British Army veterans for over 300
years, some may consider the Royal Hospital to be a ‘total’ institution. In his work
‘Asylums, Essays on the Social Situation of Mental Patients and Other Inmates’,

Goffman (1961, p.xxi) describes the ‘total’ institution as being:

“a place of residence and work where a large number of like-situated
individuals, cut off from the wider society for an appreciable period of
time, together lead an enclosed, formally administered round of life”

Similarly, Baldwin et al. (1993, p.70) cite Townsend’s ‘The last refuge: a survey of
residential institutions and homes for the aged in England and Wales’, who considered

residential establishments for older people to be:

“In the institution people live communally, with a minimum of privacy,
yet their relationships with each other are slender. Many subsist in a
kind of defensive shell of isolation. Their mobility is restricted and they
have little access to general society they are subtly oriented towards
the system in which they submit to orderly routine, lack creative
occupation and cannot exercise much self-determination... the result
for the individual seems fairly often to be a gradual process of
depersonalisation (Townsend 1962: 79).

Furthermore, and notwithstanding the fact that the Royal Hospital is a home for retired
Army veterans, it could be argued that the Royal Hospital sits within two of Goffman’s
five categories of the ‘total’ institution, the first being, “...institutions established to care
for persons felt to be both incapable and harmless: these are the homes for the [...]
aged [...]” (1961, p.4), and the fourth being “...institutions purportedly established to
pursue some worklike task and justifying themselves only on these instrumental
grounds: army barracks [...]” (1961, p.4), with both reminiscent of the representational

role of the Chelsea Pensioners and the quasi-military environment in which they live.

Whilst the Royal Hospital Chelsea shares some similarities to the ‘total’ institution,
including a considerable number of individuals living communally, experiencing
elements of daily routine, and being people of similar mindset, the projects findings

are largely juxtaposed to the definitions of Goffman and Townsend, as outlined above.
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In-Pensioners are encouraged to, and supported in, maintaining their independence.
Additionally, in their representational role of Chelsea Pensioner, their identity and
status are enhanced as civic engagement takes place with the public, veterans, and
the wider Armed Forces Community, which can extend to international travel as they
respond to invitations to represent the Royal Hospital at numerous events. Moreover,
the project findings indicate a close community as In-Pensioners articulate the family-
like environment of the Long Wards as they reconnect with their military-style
camaraderie and support. In further contrast to Goffman and Townsend, whilst In-
Pensioners agree to adhere to residency rules, as outlined in the In-Pensioner
Handbook and In-Pensioner Agreement (Appendix Y), which it could be argued is
likely to be comparable with any establishment an individual chooses to live in, In-
Pensioners have freedom to choose how to live their lives, which includes periods of
absence from the Royal Hospital for holidays or other personal commitments, to the
levels of health and social care support they decide to accept or decline.

Additionally, the Royal Hospital environment differs from evidence that suggests
residential establishments, or ‘institutions’, are found to be inaccessible, or
segregated, from society (Goffman, 1961, in: Anderson & Dabelko-Schoeny, 2010),
as members of the public have access to some areas of the Royal Hospital, including
the chapel, museum, gift shop, and green space known as Ranleagh Gardens
(Appendix Y — In-Pensioner Handbook). Similarly, public access is permitted when
attending fundraising events such as the annual Royal Horticultural Society (RHS)
Chelsea Flower Show (RHS, 2023), or when engaging in the In-Pensioner led tours of
the Royal Hospital (RHC, 2023), reinforcing the juxtaposition between the Royal

Hospital and the ‘total’ institution

In further contrast to the criteria articulated in the ‘total’ institution description, there is
no evidence within the participant narrative to indicate that In-Pensioners are exposed
to the depersonalisation that takes place as part of military training, where one’s
civilian identity is broken down and subsequently re-built into a collective military
identity, resulting in a body of individuals willing to adhere to rules and regulations and
follow orders without question (Maringira, 2016; Yamada et al., 2013). However, it
could be argued that In-Pensioners would have experienced this process as part of
their own military training, which suggests the resultant strong affiliation to their military

identity may support their transition and organisational ‘fit' when they move into the
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Royal Hospital. This prior ‘institutionalisation’ may contribute to the ease at which most
In-Pensioners settle into their new home, and the eagerness and pride they
experience when wearing uniform and thus representing the Royal Hospital, as

evidenced in the findings.

In their study, Baldwin et al. (1993), suggest the focus on institutionalisation centres
on the power the organisation has over its residents, as it creates a culture of
dependency, whilst overlooking the residents themselves, their attributes and personal
histories. Furthermore, to infer there is only one form of institutionalisation omits to
consider other contributing factors including economical and geographical positioning
(Baldwin et al., 1993). Moreover, the process of decreased independence, increasing
reliability on others, isolation, and poor health outcomes, may be experienced by those
receiving care in their home environment, which could arguably be likened to

institutionalisation, but within the confines of one’s own home (Baldwin et al., 1993).

Rather than that of ‘total’ institution, Davies (2003) suggests that an environment that
offers a holistic approach to the needs of the residents, including physical and
psychological welfare, with investment from residents, staff, and family members,
creates the ‘complete community’, which it could be suggested is redolent of the Royal

Hospital Chelsea model of care.

The project narrative highlights the enthusiasm with which the Royal Hospital is
considered by many to be a military, or quasi-military, establishment that enables In-
Pensioners and ex-military staff to establish an identity and affiliation reminiscent of
their previous lives in the Army. Furthermore, the project findings indicate the term
‘institution’ is used affectionately and is affiliated with the age and historical nature of

the Royal Hospital, rather than as a disparaging connotation.

6.3.4 Social Environment

The importance of the friendships and social connectivity experienced by In-
Pensioners was emphasised throughout the participant narrative and is supported in
the quality-of-life results which indicate high levels of satisfaction with support

networks (Table 21). Many likened their relationships to the camaraderie experienced
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whilst in military service, considering each other as ‘family’, particularly those living

within their immediate Long Ward environment.

The familial regard identified at the Royal Hospital is recognised within the military
setting, as personnel learn to rely on each other for support and protection, with bonds
and military cohesion developing early in, and throughout, their careers (Kaihko, 2018;
Kirke, 2009; Siebold, 2007). This contrasts with Abbott et al. (2000) who found
sheltered housing and residential home occupants enjoyed elements of social
engagement, yet the development of friendships was limited, with evidence of
adapting to their surroundings rather than becoming friends with the people they were

now living with, keeping fellow residents at arms-length.

In their study to identify factors that influence ‘living well’ in a residential care setting,
Bradshaw et al. (2012) found four areas to be important contributors, namely
acceptance and adjustment to new surroundings, being connected to other people,
living somewhere that felt homely, and finally, the way care is delivered. Being
accepting of new surroundings creates a resilience towards the potential loss of
independence and empowers individuals to develop new friendships, which are found
to mitigate against feelings of loneliness (Bradshaw et al., 2012). The relationship
between resident and staff is also found to contribute towards ‘living well’ particularly
where emotional support is given, where staff understand the resident’s needs, and
more person-centred care is delivered (Bradshaw et al., 2012). Furthermore, the ability

to live in a homely environment contributes towards positive quality-of-life outcomes.

McKee et al. (1999) suggests developing friendships within residential care settings is
influenced by personal choice and the structural composition of the environment
residents live in. Relationships ranged from being ‘friends’ to ‘good friends’, with both
levels being influenced by engagement in activities, as some residents preferred to
remain in their rooms and were not encouraged by staff to engage with fellow
residents. This finding is in contrast to the Royal Hospital, where In-Pensioners are
actively encouraged to engage in many activities, as discussed later, and build existing
and new friendships. Interestingly, McKee et al. (1999) found those who were
connected through similar interests before becoming residents formed ‘good’
friendships, which it could be argued concurs with the shared military connection

experienced by In-Pensioners.
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In their study, Abbott et al. (2000) found residents recognised that living in the same
residential space does not automatically result in communal harmony. The project
findings indicate that despite evidence of consternation by some In-Pensioners
towards those who did not embrace the communal lifestyle of the Royal Hospital, they
were still considered ‘family’ and were looked out for by their fellow residents,
suggesting tolerance, acceptance and respect for individual choice is evident.
Similarly, Carr and Fang (2022) found residents who chose to live in a retirement
village environment to enable them to age in [the right] place, adopted a ‘them’ and
‘us’ attitude towards those residents who were considered older and in poorer health.
This contrasts to the project findings which demonstrates that In-Pensioners are
accepted by each other irrespective of their age and health status. However, the
narrative indicates that In-Pensioners do distinguish themselves from the older
population who live ‘outside’ of the Royal Hospital, although this is not disparagingly,
but more of a wish that others could experience the benefits and privileges they have
access to. Arguably, it may be considered challenging to directly compare the Royal
Hospital to the retirement villages in the Carr and Fang (2022) study, however, it is
suggested that as both residential types are populated voluntarily and share similar
variances in age range and health status, findings are relatively comparable.

6.3.5 The Royal Hospital as ‘home’

As discussed earlier, the findings from this study show that In-Pensioners clearly
identify with the Royal Hospital, considering it to be a military-style environment.
Moreover, the connection to their previous military lives generates feelings of
familiarity that leads some In-Pensioners to describe living at the Royal Hospital as
‘returning home’ as they indicate feeling comfortable in military-style surroundings.
This familiarity is further strengthened as In-Pensioners reconnect with fellow
residents who share the common bond of having served in the Army. The project
narrative reflects the findings of Netherland et al. (2011), who identified the importance
of living in familiar surroundings as it facilitates ‘positive’ ageing, enables individuals

to stay connected to the place they call home, and within a community they recognise.

Juxtaposed to the feelings of home, the living environment of the Royal Hospital Long

Wards brings with it restrictions that are not commensurate with living in a traditional
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home environment but are reminiscent of military communal living. For example, In-
Pensioners are required to observe daily ‘quiet times’, wear headphones when
listening to the television or playing music at night and are not allowed to have
overnight guests although visitors are permitted to stay at the Royal Hospital in guest
accommodation for short-stay visits (Appendix Y — In-Pensioner Handbook). These
restrictions indicate elements of compromise are required to live within the Royal
Hospital, and arguably any residential setting, however the project findings did not
elicit any evidence of resistance or reluctance by In-Pensioners, suggesting minimal

or no impact on their lives as a result of these limitations.

Ageing in place traditionally indicates receiving social care support in the place people
call home, thus enabling people to retain levels of autonomy, connectivity with their
extant community, and life satisfaction, as they remain in their homes for as long as
possible (Kaul et al., 2020; Rogers et al., 2020; Sixsmith & Sixsmith, 2008). However,
the concept and terminology has begun to evolve, to include ageing in ‘the right’ place
(Kagan, 2023), in recognition that the extant home environment may not be the most
appropriate choice, or meet the needs of the individual, however an alternative location
may be the ’right place’ in which to age, even though it isn’t the historical home
(Severinsen et al., 2016). Opportunities for individuals to age well, and in place, can
be challenged by homes that may be considered physically and geographically
unsuitable, if they are, for example, inappropriate for adaptation, costly to maintain, or
thought too big for those who may be living alone (Kagan, 2023). Furthermore, living
in an area that may be isolated or without access to necessary facilities including
shops, healthcare, and community services, may impede ageing well and in place
(Kagan, 2023; Severinsen et al., 2016; Sixsmith et al., 2017). It is these challenges
that have modified the concept of ageing in place to one of ageing in ‘the right’ place,
as people relocate from their long-standing home into more suitable accommodation,
with access to amenities that meet their needs, and still enable them to remain ‘at
home’ rather than relocate to a higher needs residential establishment (Kagan, 2023;
Severinsen et al., 2016; Sixsmith et al., 2017). As frequently highlighted in the
narrative, the Royal Hospital is considered by many to be an In-Pensioners ‘last’, or
‘final’, ‘posting’, in reference to their final military location prior to leaving the Army,
suggesting that this move is the final one, and therefore arguably considered by In-

Pensioners to be the ‘right place’ in which to age. Indeed, many have suggested that
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‘no one dies’ at the Royal Hospital, they simply receive their final posting, further linking

their inevitable death to a military language and understanding they can relate to.

Relocating in later life can be a worrying time as the individual comes to terms with
change, leaving an environment they are both familiar with and connected to,
alongside the acknowledgement that their independence may be challenged or their
health deteriorating (Falk et al., 2013). In contrast to Falk et al. (2013), the project
narrative highlighted the ease at which most In-Pensioners settled into their new
environment with some, likening the Royal Hospital to returning home, as they re-
familiarise themselves with the communal living setting experienced whilst serving in
the Army. Burnell et al. (2017) suggest the support network veterans experience
declines as those who understand them the most die, leaving the veteran with a void
in this support. It could be suggested therefore, that moving into the Royal Hospital
replaces this void and provides a community of individuals with shared experiences,
which, it could be argued, becomes a protective factor against these losses. However,
the project findings also indicate there are some In-Pensioners who found the move
into the Royal Hospital more challenging. This may highlight the individual
personalities and characteristics of In-Pensioners and is perhaps reflective of the lives
they may have led and their reasons for moving into the Royal Hospital, which includes
bereavement, and the environment they have left behind. Further research into the
challenges experienced by those In-Pensioners who do not settle into life at the Royal
Hospital as well as others, may provide the Royal Hospital with valuable information

to support future In-Pensioners as they transition into their new surroundings.

In contrast with In-Pensioner feelings of returning ‘home’, Falk et al. (2013) found
residents in their study considered their new residential establishment as a temporary
dwelling and were reluctant to add personal touches to their rooms, believing they
could go ‘home’ if they didn’t like where they were currently living. Making the decision
to move into the Royal Hospital, which is situated in London, requires a relocation that
for some may be of considerable distance. Subsequently, this move takes In-
Pensioners away from their extant support network which may include family and
friends, their local community, and areas that are familiar to them. However, the
narrative indicates an acceptance of this relocation, and little evidence of compromise,
as In-Pensioners articulate the benefits of providing families with peace of mind and

the reassurance that they are being well cared for and are among like-minded
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individuals, seemingly outweighing any of the challenges being away from their former
environment brings. Furthermore, several participants believe living at the Royal
Hospital removes the ‘burden’ of caring for them, away from their families, which also

gives the In-Pensioners peace of mind.

When deciding which residence to live in, the importance of familiarity was highlighted
by Reed et al. (1998), who found residents felt connected to an establishment that was
known to them, even if this knowledge was merely as a result of it being located in
their own town or village, rather than that of having first-hand experience of the
establishment. This connection facilitated attachment and became part of the
individuals own ‘personal history’, which supported their transition into their new
environment Reed et al. (1998, p.863). It could be argued that the awareness In-
Pensioners have of the Royal Hospital Chelsea, as a result of their military service,
creates levels of familiarity and attachment many years ahead of being eligible to live
there, potentially mitigating any relocation challenges and may assist the transition

from their previous home to the Royal Hospital.

The resistance to move into supported accommodation as a result of ageing and
increased need, is well documented (Falk et al., 2013; McCann et al., 2012; Pannell,
et al., 2012; Severinsen et al., 2016), with many preferring to remain in their homes
and receive care within a familiar environment, thus ageing in place, which brings
positive health and social outcomes (Sixsmith & Sixsmith, 2008). This resistance
contrasts with the Chelsea Pensioner experience as Army veterans make a proactive
and voluntary decision to move into the Royal Hospital. It could be argued that the
number of years In-Pensioners live at the Royal Hospital, which can be in excess of
20 years, indicates positive satisfaction with their decision as they are free to leave
should they wish to do so. Furthermore, as discussed earlier, the quality-of-life findings
indicate New In-Pensioner satisfaction with their new environment, as their initial
satisfaction demonstrated an increase after six months residency (Table 22), arguably
indicating the decision to move to the Royal Hospital had a positive influence on their

quality-of-life.

Place attachment theory posits an emotional connection between the individual and
components of the environment, or place, such as positive memories of a similar

environment, its amenities, and the community, which usually comprises of people
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from similar backgrounds (Hashemnezhad et al., 2013). In addition, place identity
introduces the significance of attachment to the built environment and its influence on
the identity of the individual, suggesting “places are not only contexts or backdrops,
but also an integral part of identity” (Hauge, 2007, p.50). Thus, the propensity for In-
Pensioners to consider the Royal Hospital as home suggests an emotional connection
to an environment with facilities that remind them of their time served in the Army, the
Army community, and is indicative of place attachment. In addition, positive memories
strengthen the connection, which suggests the quasi-military environment of the Royal
Hospital facilitates place identity as In-Pensioners connect their military experience to
their home and fellow residents who share a similar military history.

The concept of the ‘sense of place’ is considered ambiguous (Shamai, 1991) however,
building on extant evidence, Shamai (1991, p.350) suggested seven levels that
individuals may identify with, ranging from an absence of sense of place (level 0), or
a disconnect from the place (level 1) to a level where individuals are prepared to make
sacrifices for the place (level 6). The project findings indicate In-Pensioners associate
with four of Shamai’s levels, dependent on the depth of their attachment to the Royal
Hospital, namely: level 2 “Belonging to a place”, a feeling of belonging and
togetherness; level 3 “Attachment to a place”, identifying with the significance of the
place; level 4 “Identifying with the place goals”, a connection to the purpose of the
place and demonstration of loyalty and agreement to the purpose; and, level 5
“Involvement in a place”, a full commitment to engage with the environment, sharing
a collective behaviour to support the place. The narrative suggests that In-Pensioners
relate to levels 2 and 3 as there are clear indications that many regard the Royal
Hospital as ‘home’ and also a ‘military’ environment, connecting their past and present
lives. Furthermore, the narrative evidence a clear association with the purpose of the
Royal Hospital and an enthusiastic commitment to support, and subsequently promote
the Royal Hospital in their representative role of Chelsea Pensioner which, it is
suggested, clearly relates to levels 4 and 5. However, | would suggest that the levels
of connection may change as In-Pensioners become more established, or conversely,
disenfranchised, with the Royal Hospital. In addition, the depth of connection may vary
subject to an In-Pensioners experience in the Army, for example, a more positive

experience may indicate a stronger affiliation to the Royal Hospital.
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6.3.6 Section Summary

There are several facets that influence the environment of the Royal Hospital, not least
its physical composition which is reminiscent of the military ‘camp’ familiar to all In-
Pensioners. The secure environment generates feelings of physical security leading

to reassurance and peace of mind.

The quasi-military culture is omnipresent and is reflected in the rules and regulations
In-Pensioners agree to abide by, alongside a contingent of ex-military staff who wear
guasi-military uniforms recreating the ‘chain of command’ reporting structure that is
familiar to all In-Pensioners. There is evidence that the ex-military staff offer peer-
support to In-Pensioners but arguably also benefit from working within the quasi-
military establishment. Further research into the impact this environment has on ex-
military staff may be beneficial to the Royal Hospital and other veteran-specific

establishments.

The concept of the ‘total’ institution contrasts with the Royal Hospital as it provides a
more flexible and autonomous environment for In-Pensioners, who are encouraged to
maintain their independence and live active lives which includes engaging with a wide

range of individuals as part of their representational role as Chelsea Pensioner.

In-Pensioners share a connection ultimately created as a result of their shared military
service, which leads to many regarding each other as ‘family’ which results in an active

and supportive social network, and contrasts with other residential establishments.

The Royal Hospital is widely regarded as home, with many believing it to be their last
home, suggesting they are ageing in [the right] place. The transition to the Royal
Hospital is trouble-free for most however some In-Pensioners take a little longer to

settle into their new surroundings.
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6.4 Identity

O

C Identity
C2

6.4.1 Introduction

Several theories explore identity, including social identity theory, self-categorisation
theory, and collective identity theory (Ashmore et al., 2004; Brown, 2020; Hornsey,
2008; Tajfel, 1978). Furthermore, social identity complexity seeks to consider where
an individual places their identity within in a group, or multiple groups (Roccas &
Brewer, 2002). Social identity theory posits that people see themselves as having an
individual and a group identity which come together as a social identity when each is
concurrently active (Brown, 2020) However, Ashmore et al. (2004) suggest most
people have more than one identity, with each applied depending on the environment

or situation they are in.

Notwithstanding the contrast with the ‘total’ institution, as discussed in Environment
(see 6.3.3), the blend of accommodation options available at the Royal Hospital
Chelsea, including the quasi-military environment, wearing uniform, and commitment
to represent the place In-Pensioners call home, present challenges in concisely
identifying the establishment, particularly to those unfamiliar with its history. Eligible
veterans predominantly live independent lives safe in the knowledge that as they get
older, and their needs increase, they can be supported in their Berths, or transition
into the onsite nursing home, thus adapting the care needs around the individual whilst
living at home and for the remainder of their lives, arguably facilitating the opportunity
to age in [the right] place (Kaul et al., 2020).

Four sub-themes are presented in this principal area: Collective Identity; The Chelsea

Pensioner; The Royal Hospital Chelsea Identity; and Inclusivity.
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6.4.2 Collective Identity

The findings of Ashmore et al. (2004) resonate with the project narrative as In-
Pensioners indicate multiple identities, as they retain their personal identity, reconnect
to their previous military identity, and adopt an organisational identity as Chelsea
Pensioners, thus representing the Royal Hospital, which inextricably links them to the

place they call home.

Interestingly, the civilian, or non-military, identity appears lost as many In-Pensioners
seemingly identify with either their former military self, or that of a Chelsea Pensioner.
Whilst exploring the civilian experience of In-Pensioners was not part of the project
aims, there was minimal evidence of their civilian identity assuming prominence during
the semi-structured interviews, suggesting a comfortable acceptance of a military
related identity. However, notwithstanding a visible absence of their civilian identity,
the narrative clearly indicates that, despite sharing similar characteristics such as a
military sense of humour or mindset, In-Pensioners are individuals and keen to be
regarded as such, subsequently retaining a personal identity that enables them to hold
onto traits that are exclusive to them (Ashmore et al., 2004). It could be argued that
this contradicts the willingness to also assume a military identity, but supports the

multiple identity characteristic (Ashmore et al., 2004).

The project narrative demonstrates that living in an establishment that has a quasi-
military environment, influences, enables, and encourages, In-Pensioners to
reconnect to their military identity, particularly their Army identity, specifically in their
representational role as Chelsea Pensioners. This reconnection is evident in the
willingness by many In-Pensioners to wear uniform on a daily basis, live within a
communal setting, and follow the comprehensive rules and regulations as detailed in
their In-Pensioner Handbook (Appendix Y), with some positively embracing a return
to the military-style structure. Demonstrating commitment, positive regard for others,
and allegiance, all contribute towards conformity (Yamada et al., 2013), which is

clearly demonstrated within the findings of this project.

The overriding connection that In-Pensioners have is the fact that they have all served
in the British Army, which gives them a collective identity (Ashmore et al., 2004).
However, for this association to be fully achieved, individuals must actively consider
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themselves to be an integral part of this identity, sharing similar characteristics to other
members of the collective, such as a shared language, values, or beliefs (Ashmore et
al., 2004). This perhaps indicates the reservation by some over the Royal Hospital's
shifting culture and environment through the perceived consideration of expanding its
admission criteria to include veterans from all British military service and become a
‘tri-service’ establishment. This idea was discussed by many participants, with some
welcoming the notion and others fiercely rejecting the idea believing each Armed
service to be different and therefore difficult to blend. This resistance to change is
historical and evidenced in the reluctance by some when female veterans were
admitted to the Royal Hospital in 2009. This change in In-Pensioner demographics
caused initial controversy, however female veterans are now fully integrated in the
Royal Hospital. The literature review identified a mix of UK residential establishments
that were primarily accessible to all veterans regardless of which branch of the Armed
Forces in which they served, however, in addition to the Royal Hospital which is a
single-service establishment, the Royal Naval Benevolent Trust is specifically for those
who have served in the Royal Navy and Royal Marines (Table 7). The remainder of
provision identified in the literature review did not specify service type but did detall
whether the provision was veteran-only or whether spouses were eligible (Appendices
J & K). Moreover, there was an absence of empirical evidence relating to the impact
of living in a multi-service residence. To assess the potential impact of expanding the
Royal Hospital Chelsea’s inclusion criteria, it is suggested that engagement takes
place with extant veteran-specific establishment(s) who accept veterans from all
services to assess the feasibility of expansion and the potential impact this may have
on the historical identity of the Royal Hospital and its current and future In-Pensioner

population.

The findings of this project clearly indicate a collective identity amongst the In-
Pensioners, who demonstrate a shared military language, sense of humour, and
commitment to represent the Royal Hospital, however the level at which individuals
are fully embedded within this collective is subjective and challenging to confirm
without further research. | would suggest, however, that based on the narrative, there
is a considerable indication that many In-Pensioners are embedded, as the Royal
Hospital, the social, and active, network, are all integral to the In-Pensioners lives, and

to lose this would have considerable implications (Ashmore et al., 2004).
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The narrative shows some In-Pensioners consider themselves as still being part of the
military and refute the notion of being classed as ‘old people’, welcoming the sense of
familiarity that the quasi-military culture brings. As Marques et al. (2015) note, being
aware of one’s age and associating oneself with being ‘old’ can have negative
influences on self-perceived health status, including an increase in anxiousness which
results in a decrease in cognitive function, therefore it could be argued that an In-
Pensioners resistance to being considered ‘old’ may act as a protective factor. Equally
however, some In-Pensioners are found to resist the military persona, preferring to
maintain their ‘civilian’ identity, which appears to indicate the levels of flexibility and
compromise required by some as they manage the multiple identities they adopt as
residents of the Royal Hospital. The narrative did not evidence whether those who
prefer to maintain a ‘civilian’ identity, considered themselves as part of the Royal
Hospital Chelsea identity, and therefore an ‘in-group’ member, or whether they

preferred to adopt a more individual status.

Furthermore, it could be argued that the collective identity extends to the ex-military
staff who also share similar characteristics and traits, such as military language, sense
of humour, values and beliefs. However, whilst ex-military staff may be considered to
be ‘in-group’ members because of their shared Army experience, they are also ‘out-
group’ members as they are not In-Pensioners, some of whom may be considered to
be in hierarchical positions (Ashmore et al., 2004; Yamada et al., 2013). The project
narrative highlighted the impact of the relationship between the In-Pensioners and the
ex-military staff, as discussed earlier (see 6.3.2), however the influence of ‘in-group’

or ‘out-group’ status was not evidenced.

6.4.3 The Chelsea Pensioner

Distinctly evident in the project narrative is the passion and pride felt by In-Pensioners
when representing the Royal Hospital in their role of Chelsea Pensioner. Yamada et
al. (2013, p.392) state “once a service member is no longer military connected then
he or she joins the ‘ranks” of the “veteran” culture”. It could be argued that In-
Pensioners have expanded the ‘veteran’ culture group identity, to which they belong
by default, to include a ‘Royal Hospital Chelsea’ group identity, to further reconnect

with their military past but subsequently distinguish themselves from others within the
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same age demographic, or veteran status. Group membership is found to have
positive implications on an individual's wellbeing as it improves mental and physical
health, and personal robustness (Hornsey, 2008; Marques et al., 2015), which | would
suggest increases levels of activity, contributes towards a sense of belonging, and the
development of valued relationships which are positive indicators for ageing well
(Ballesteros, 2019). Quality of life results within Part C indicate that In-Pensioner’'s
believe their lives to be meaningful (Table 20, Q6) which | would further suggest is as
a result of identifying and engaging with the Royal Hospital Chelsea ‘group’ identity.
Further, New In-Pensioners demonstrated an increase in life meaningfulness following
six-months residency, however results were lower than that indicated by In-
Pensioners, which | would assert is reflective of the fact that the In-Pensioner cohort
were more established residents and therefore benefitting from the enduring impact of

living at the Royal Hospital.

The project narrative clearly highlights the unique identity that Chelsea Pensioners
hold which brings with it an elevated, and an almost celebrity-style, status. However,
some indicated discomfort with this elevated status. Belonging to a higher society
group affords its members elevated status, engenders feelings of pride and belonging,
and increases wellbeing (Margues et al., 2015). Conversely, individuals who may be
considered part of a lower social group may experience negative levels of wellbeing
and self-perception (Marques et al., 2015). | would therefore argue that most In-
Pensioners benefit from the social identity positioning, and ‘in-group’ membership that

living in, and representing, the Royal Hospital brings.

Identity and self-esteem are central to an individual’s ‘good life’ and are attributes that
are often diminished when people move into residential care (Bowers et al., 2009;
Walker & Paliadelis, 2016). This contrasts with the findings in this project where
identities are elevated, and confidence increases, especially when In-Pensioners
represent the Royal Hospital as Chelsea Pensioners. However, it could be argued that
In-Pensioners lose an element of their identity when leaving the army and
subsequently adopt a veteran status, as discussed earlier, and that this identity is
regained, in part, when they return to the quasi-military environment of the Royal

Hospital.
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The In-Pensioners’ sense of identity and connection to the Royal Hospital, and fellow
residents, was evident in the narrative, however Flack and Kite (2021) suggest that
having strong interdependencies with veterans, who are often regarded as family, as
has been articulated in this project’s narrative, may impede the development of social
connections outside of the military, or veteran, environment. It could be argued that
the strong family-style bonds that are indicated in the project narrative suggest In-
Pensioners may experience a degree of separation from the non-military environment.
However, it could be suggested that this is counter-balanced by the representational
role that In-Pensioners hold which brings frequent engagement with many members

of the public and non-military associates.

6.4.4 The Royal Hospital Chelsea Identity

Notwithstanding the juxtaposition between the Royal Hospital Chelsea identity and
that of the ‘total institution’ as discussed earlier (see 6.3.3), and the Chelsea
Pensioners themselves who act as a visual representation of the Royal Hospital, the
findings clearly indicate a challenge in succinctly describing the establishment. This
may present challenges in understanding its purpose, particularly to those with little or
no military knowledge. Multiple definitions include a ‘retirement village’, a ‘home for
old soldiers’, or a ‘hospital’ in the sense of offering hospitality, however there was a
strong resistance by many to it being called a ‘care home’, which it could be argued

refers back to the perception by many In-Pensioners that it is a ‘military’ establishment.

The ambiguity of the Royal Hospital’s identity does not impact on the In-Pensioners
identification with, or understanding of, its purpose, possibly due to their prior
knowledge of its support for fellow soldiers, as a result of their military service. The
term ‘Hospital’ is often misunderstood by those unfamiliar with the Royal Hospital as
the definition of a hospital can be varied, for example: “a hospital is a place where
people who are ill are cared for by nurses and doctors” (Collins, 2022, para.l); “a
charitable institution for the needy, aged, infirm, or young” (Merriam Webster, 2022,
para.l); or a place to “complement and amplify the effectiveness of many other parts
of the health system, providing continuous availability of services for acute and
complex conditions” and where they “should reflect the needs and values of the

communities in and around them, while also being resilient and able to maintain and
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scale up services in emergency situations” (WHO, 2022b, para.l1). | would argue that
whilst the term ‘hospital’ does not present any day-to-day operational challenges, the
potential misinterpretation of this term may result in confusion for those who are
unfamiliar with the purpose of the Royal Hospital, for example those without military
connections or those who live outside of the UK. Furthermore, it may present strategic
challenges when raising awareness with the public and generating the funds required

to run the Royal Hospital.

As demonstrated within the findings, the enduring relationship between the MoD and
the Royal Hospital is evident in its governance structure with several members of the
Board of Commissioners being current or former military officers, and the annual
financial ‘Grant in Aid’ contribution received to support the care of the In-Pensioners
(RHC, 2022g). The project findings indicate the funding of residential care is varied
and includes defence, self, and state, funding options, or a combination subject to
eligibility and affordability (Table 1; Appendices H, J, & K), however, the project did
not evidence a similar Royal Hospital Chelsea governance structure in other veteran-
specific residential establishments. Using England as an example, there are numerous
ways to finance a place within residential care (Age UK, 2023) with affordability being
means-tested. Currently, any individual with capital above £23,250 is required to pay
for their care in full, with a subsequent sliding scale of capital -vs- state funding
contributions (Age UK, 2023). The cost of residential care varies, with Age UK (2023)
indicating residential care costs averaging £600 per week, rising to in excess of £800
per week for nursing care. By comparison, the literature review identified UK costs
ranging from £581 - £1030 per week for residential care, and £743 - £1800 per week
for nursing care, indicating the not insignificant cost of living in residential

establishments (Appendix J).

In addition to the funds received from the MoD, In-Pensioners undergo a financial
assessment to establish their personal financial contribution towards living at the Royal
Hospital, which includes the mandatory surrender of their army and/or War
Disablement pension, for those to whom this is applicable (Appendix Y — Financial
Contributions Policy). Furthermore, additional income is generated through
fundraising events which, as indicated in the narrative, causes conflict for some In-
Pensioners. Whilst appreciating the need to raise money several participants believe

some events are intrusive and the feeling of ‘home’ is being eroded, presenting a
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challenge for the Royal Hospital to balance the need to ensure financial security
without impacting on its residents. A comparable, but somewhat smaller veteran-
specific residence identified within the literature review is the Royal Home for Retired
Military Veterans and Museum Bronbeek, in the Netherlands (Appendix K), which
offers a home for 50 veteran residents and is also a museum, restaurant and
conference facility, suggesting a similar requirement for income generation, however

there is no evidence available of the impact this may have on its residents.

The findings clearly demonstrate an interdependency between the Royal Hospital and
the In-Pensioners, and it could be argued that neither element would be viable without
the other. Furthermore, it could be suggested that the Royal Hospital relies on the In-
Pensioners to represent the organisation, as Chelsea Pensioners, to raise awareness
and thus maintain its profile. It is therefore posited that there may be a requirement to

ensure the In-Pensioner resident is the right ‘fit’ for the organisation.

As highlighted in the narrative, the Royal Hospital’'s compulsory four-day stay, which
forms part of the admissions process, is considered beneficial as it gives both parties
the opportunity to explore suitability from an establishment and personal perspective.
A short stay visit in a prospective residential establishment aligns with Reed et al.
(2003) who suggest that enabling individuals to experience what, to them, may be a
new home, enables choice and supports the notion that older people are actively
selecting where they choose to ‘live’, rather than being ‘situated’ in an unknown
environment. However, it could be argued that the four-day stay gives the Royal
Hospital an opportunity to be judicious over which applicants they accept, potentially
selecting those considered to be the ‘best fit' in preference to ‘outliers’ or a less-
preferable demographic, such as veterans with a criminal record or those who have
experienced homelessness. It is important to note that there is no evidence within the
project findings to suggest a biased selection process, nor is there any empirical
evidence to indicate that this occurs in other residential care settings. Equally, it could
be argued that a robust selection process may be necessary to ensure the Royal
Hospital safeguards both the extant In-Pensioner population and its reputation, further

underlining the interdependency between the organisation and its residents.
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6.4.5 Inclusivity

Observationally, the In-Pensioner and New In-Pensioner demographics indicate a lack
of diversity. However, apart from the male/female demographic, the project did not
collect participant or organisational diversity data, and there was no evidence within

the findings to suggest that the Royal Hospital is non-inclusive.

As highlighted in the literature review, veteran-specific establishments are
predominantly occupied by male residents. This finding is reflected in the In-Pensioner
participant demographics and the Royal Hospital as a whole. Of the 42 In-Pensioners
and New In-Pensioners engaged in the project, three were female, representing 4.76%
of both cohorts, compared to the overall In-Pensioner population of 258 male
(94.19%), and 15 female residents (5.81%) (RHC, 2022g). This contrasts with the
current female population of the British Army of 10% (House of Commons Library,
2022), however it is suggested that the percentage of female In-Pensioners will
naturally increase over time, as more female soldiers become veterans and
subsequently become eligible to join the Royal Hospital. It is reasonable to assume
that the current In-Pensioner demographic is reflective of the Armed Forces
population. Irrespective of age as 88.9% of the total UK veteran community are
identified as male, and 98.3% identify as white (RBL Household Survey, 2014).
Furthermore, of the 2.5 million UK Armed Forces veterans identified in 2016, 63%
were over 65 years of age, with a 90% male and 10% female demographic split (MoD,
2019b).

A further observation was the apparent lack of In-Pensioners from the LGBTQ+
community, which may infer reservations by some residents to declare their sexual
orientation. This may be a reflection of the Army Act 1955 where it was against military
law to be homosexual and serve in the Army (UK Government, 2022b). This law was
abolished in 2000 (UK Government, 2022b), therefore it is suggested that the visibility
of the LGBTQ+ demographics of In-Pensioners may change over time. Research into
the LGBTQ+ veteran population is scarce (Paige et al., 2015), however Vickers (2015)
found, that out of a military strength of over 6.5 million, over 350,000 military personnel
who served in World War 1l considered themselves to be gay. Furthermore,
Mankowski (2017) indicates there are approximately one million sexual and gender

minority (SGM) veterans and approximately 134,000 transgender veterans in the USA.
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The reluctance of the ageing population to discuss their sexuality, alongside a
hesitation by staff to broach the subject introduces barriers to delivering and receiving
support within residential care settings (Hafford-Letchfield et al., 2018). Adopting a
position of not discussing an individual’s sexuality because it is considered ‘a private
matter’ further increases the barriers to support (Hafford-Letchfield et al., 2018). With
this in mind, and considering the stoic attitude demonstrated by In-Pensioners within
the findings of this project, | would, as mentioned earlier, argue the possibility that
there may be a hidden LGBTQ+ demographic within the In-Pensioner community. It is
important to note however, that diversity information is not requested, or disclosed, as
part of the admissions process, and that the Royal Hospital safeguards In-Pensioner
sexual orientation in the form of its ‘Sexuality and Intimate Relationships’ policy
(Appendix Y), therefore demonstrating the practice of inclusivity even though it is not

evidenced within the findings of this project.

The project narrative indicates broad recognition that the future In-Pensioner
population may include veterans with complex physical and mental injuries, following
recent conflicts such as the War in Afghanistan (2001-2014) and the Irag War (2003-
2011) (Imperial War Museum, 2023), with suggestions that the Royal Hospital may not
have adequate services in place to support them. Whilst it is reasonable to suggest
that the Royal Hospital has been caring for wounded soldiers since it opened its doors
in 1692, advances in battlefield medicine mean military personnel are surviving
injuries, such as limb loss or head injuries, that would have proved fatal in earlier
conflicts (Gauntlett-Gilbert et al., 2013), therefore it is equally reasonable to suggest
that future In-Pensioners may have more complex needs. Irrespective of the potential
challenges, the narrative indicates a welcoming attitude towards ensuring such
individuals are catered for with some suggesting flexibility in the admission criteria to
permit veterans who are not yet in receipt of their state pension to reside in the Royal

Hospital.

Conversely, the level of care offered to veterans who have sustained injuries such as
limb loss, means that many are able to return to paid employment, live ‘normal’ lives
and therefore, arguably, may be at no greater need to consider living at the Royal
Hospital than someone without such injuries. Dharm-Datta et al. (2011) found that of
52 UK personnel who had sustained combat-related limb loss between 2001-2008, 33

were still employed within their respective military service, with a further five
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discharged from the military but in employment. The charitable association Blesma,
The Limbless Veterans, supports all UK veterans who have either lost limbs or sight,
or lost the use of their limbs, and has a current membership of 2725, with 1267 of
these being over 70 years of age. Membership numbers presented here include
widow(er)s of members who have died therefore actual veteran numbers will be lower.
During 2021, membership increased by 118, indicating not all limb loss is attributable
to combat duties but may include accidents or disease (Blesma, 2021). Similarly, older
veterans are likely to experience musculoskeletal challenges due to the physicality of
life in the military, with 60% of Army personnel discharged in 2011 due to these
physical problems (Gauntlett-Gilbert et al.,, 2013). Considering the changing
demographic of the current Armed Forces, the Royal Hospital may wish to consider a
more visibly inclusive approach to its admissions process to ensure the Royal Hospital

is seen as an accommodating option for future generations of In-Pensioners.

6.4.6 Section Summary

Identity is an important contributor towards the Royal Hospital Chelsea model of care
and presents itself in several ways. In-Pensioners assume a number of identities that
enable them to retain their personal characteristics whilst at the same time, live within
an environment where they share a collective, quasi-military identity that underpins
their past military experience to their current home. The military connection to the
Royal Hospital is shared by those staff who have also served in the military, and
therefore enjoy a shared affiliation to the In-Pensioners as fellow veterans, but also
maintain elements of separation as non-residents and as a result of their employment

status.

The identity of In-Pensioner, or Chelsea Pensioner, affords an almost celebrity status
that is welcomed by some, but resisted by others. However, irrespective of whether
individuals actively seek this elevated status, the project findings indicate that the
collective identity enjoyed by In-Pensioners contributes towards positive wellbeing

outcomes and enhances their sense of belonging.

The raison d’étre of the Royal Hospital Chelsea is likely to be more familiar to those

who have direct, indirect, or tenuous links to the British military, however for those
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without these links, it could be argued that the identity of the Royal Hospital is
ambiguous, with its blended accommodation options, images of members of the older
population wearing uniform, and term ‘Hospital’, creating confusion to others. This
ambiguity does not impact on the care In-Pensioners receive, however it may impact
on potential fundraising opportunities. Furthermore, the blended living options do
present challenges when empirically critiquing the model of care.

The speculation that the future Royal Hospital environment may include eligible
veterans from other branches of the Armed Forces was met with mixed opinion.
Engagement with other veteran-specific establishments that already support

combined services may assist the Royal Hospital with any future considerations.

There is evidence of a lack of diversity amongst the In-Pensioner residents, however
there is no evidence of an intentional lack of inclusivity. This suggests that the diversity
and inclusivity of the In-Pensioner population will increase as the future generations
of In-Pensioners begin to reflect the changing demographics of the currently serving,
and consequently future, veteran population.

6.5 Staying Active

C Staying
Active

P,

6.5.1 Introduction

As discussed earlier (2.2.1) the activity theory of ageing preceded the development of
successful ageing theories (Adams et al., 2011; Knapp, 1977), with both theories
suggesting being recreational activity and social engagement influences positive
experiences in later life which result in benefits including feeling useful, valued, and
needed. Moreover, expanding recreational pastimes to include regular physical

activity is found to further contribute towards an individual’s ability to age successfully,
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or ‘age well’ (Ballesteros, 2019; Baltes & Baltes, 1990; Kruse & Schmitt, 2015; Rowe
& Khan, 1997).

Consistent with this, health policy proposes “activity and exercise which improve
physical health, increase the sense of well being and also tend to promote more
positive social interaction and will in turn promote positive mental health” (Dept. of
Health, 2001, p.110), however evidence suggests a decline in activity levels as we
age, with 10% of males and 20% of females older than 75 years of age considered to
be below the threshold of good health due to inactivity (Public Health England, 2014).

Opportunities to stay active may be constrained by an individual’s built environment
which may itself represent a barrier, as people consider residential establishments to
be institutions that are isolated from the ‘outside world’, are therefore impenetrable,
and not welcoming of visitors (Goffman, 1961). Furthermore, those who live in
institutional settings may be disadvantaged as a lack of resources may restrict
opportunities for residents to participate in activities (Anderson & Dabelko-Schoeny,
2010).

In addition to the recreational and physical activities In-Pensioners take part in, the
representational role of Chelsea Pensioner’s reflects that of civic engagement, where
individuals willingly engage with others to benefit wider society (Anderson & Dabelko-
Schoeny, 2010). However, the benefits older people bring to society as a result of this
engagement, particularly those over 80 years of age, are often overlooked by the
public. Furthermore, this area is under-researched by academia, with assertions that
this age group are not expected to take part in such engagements due to their
increasing age and frailty (Kruse & Schmitt, 2015). This assertion may serve to
exclude a cohort of the population who demonstrate a desire to contribute and share
life experiences with younger generations, which is considered to be a natural part of
the life course (Kruse & Schmitt, 2015).

Two sub-themes are presented in this principal area: Access to Opportunities that

Facilitate Staying Active, and The Representational Role of the Chelsea Pensioner.
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6.5.2 Access to Opportunities that Facilitate Staying Active

The impact of staying active is reflected in the literature review which identified access
to, and engagement in, activities improved general health status and contributed
towards positive quality-of-life outcomes for individuals living in residential
establishments (Guihan et al., 2009; Kheirbek et al., 2018; Montross et al., 2006).
Similarly, Brownie & Horstmanshof (2012) found being socially engaged and taking
part in meaningful activities are positive contributors that enhance an individual’s life
experience as they age. The project findings clearly indicate that Royal Hospital
Chelsea In-Pensioners are afforded access to an exceptional variety of social
activities, with many participants eager to articulate the availability of numerous
pastimes, ranging from sedentary card and board games through to more physically
engaging activities such as hobby clubs, on-site allotments, fithess suite, bowls and
boules clubs, alongside an on-site café and the Chelsea Pensioner Club to facilitate
social engagement, as highlighted in the In-Pensioner Handbook (Appendix Y). In
contrast, Cook et al. (2015) found that despite the willingness of sheltered housing
residents to engage in activities, and demonstrating the desire to remain healthy and
enjoy their lives, a lack of provision limited their opportunities to do so. Furthermore, a
lack of financial and staff resources is found to impact on the ability to provide activities
for those living in residential establishments (Anderson & Dabelko-Schoeny, 2010;
Kruse & Schmitt, 2015; Smith et al., 2018).

The project narrative highlights how In-Pensioners are encouraged to stay active and
are supported to push the boundaries of possibilities, with one participant making
explicit reference to being empowered to complete a sky-dive, reflecting the Royal
Hospital's proactive approach to encouraging In-Pensioners to engage in meaningful
activities, which is found to contribute towards ageing well (Ballesteros, 2019), and the
In-Pensioners enthusiasm to remain active. Furthermore, the narrative clearly
evidences the strong desire by In-Pensioners to remain active participants of Royal
Hospital life even if they are physically restricted. This is evidenced as In-Pensioners
articulate a determination to take part in the annual Founders Day event, which is a
‘mandatory’ quasi-military parade, attended by all those able to do so, to remember
the founder of the Royal Hospital Chelsea. Irrespective of the expectation to attend
‘mandatory’ events such as Founders Day, or Governors Parade (Appendix Y — In-

Pensioner Handbook), the narrative indicates the presence of In-Pensioner choice and
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the ability to exercise control over their decision-making, which helps maintain
independence and contributes towards the ability to age well (Brownie &
Horstmanshof, 2012).

In-Pensioner satisfaction with opportunities to engage in activities is further supported
in the quality-of-life data (Table 22, Q14), with this question receiving the highest score
by the In-Pensioner cohort across all questions, and New In-Pensioners indicating an
increase in satisfaction after six months residency, suggesting a better awareness of
the opportunities available, however not necessarily an indication of increased
engagement. Nevertheless, anecdotal evidence suggests there are some In-
Pensioners who prefer to live more sedentary lives, which is acknowledged by
participants to be acceptable and ‘their choice’. However, this lack of engagement is
considered to reflect a lonely existence. It is worthy of note that this sedentary
approach was not evident in any In-Pensioner participants, therefore without further

research this anecdotal evidence cannot be verified.

Exploring the impact of the Covid-19 pandemic was not a specific aim of this project.
However, as access to the broad variety of activities In-Pensioners are routinely
engaged in was severely curtailed during this period, the narrative has relevance to
the project findings and is therefore considered important to discuss. Some individuals
living in residential establishments may have limited access to physical and social
activities, as discussed earlier, however this was further compounded by the Covid-19
pandemic as normal routines and social contact were dramatically reduced
(Richardson et al., 2022). In contrast, Smeitink et al. (2022) found service providers of
nursing homes in the Netherlands sought to maintain access to activities throughout
the Covid-19 pandemic, however they were modified to remain compliant within the
necessary guidelines which is reflective of the approach applied by the Royal Hospital
and highlighted in the project findings. At the time of the pandemic government policy
understandably concentrated on minimising the spread of the disease, however as
Richardson et al. (2022) found, the physical and mental impact was afforded much

less priority.

The project findings highlight a staff commitment to ensure In-Pensioners were given
opportunities to engage in some level of Covid-19 compliant activity during periods of
isolation as they were supplied with a variety of pastimes, which they could engage in
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whilst in their Berth’s, enabling them to remain occupied during long periods of
isolation. Furthermore, participants highlighted the determination to connect In-
Pensioners with their friends and family by providing digital technology and teaching
those residents who were unfamiliar with such technology how to use it. This
commitment by staff and appreciation by In-Pensioners is clear throughout the
narrative, with many recognising the challenging, and unprecedented, circumstances
they were working and living in. It could be argued that the Covid-19 restrictions may
have had a greater impact on In-Pensioners due to their engagement with the wider
community, however it could be further argued that In-Pensioners were more fortunate
than those in other residential establishments as they had access to 66 acres of green
space within the secure grounds of the Royal Hospital. Access to green space for
those living in residential care during Covid-19 was found to be an important factor
that supported positive physical and mental wellbeing and reduced the potential for

infection (KlemencCi¢ & Leskovar, 2022).

Notwithstanding the fact that In-Pensioners were restricted to engaging with fellow
residents within their specific Long Ward, these mini communities enabled social
engagement to take place, within the specified governmental and Royal Hospital
guidelines, which, it could be argued, was more than was afforded the wider
population, and others living in residential establishments, at the time of the
restrictions. The impact of this opportunity is widely reflected in the participant
narrative as In-Pensioners acknowledge the fortunate position they found themselves

in during the pandemic.

The narrative clearly demonstrates In-Pensioner access to, and engagement in,
activities is a fundamental component of life at the Royal Hospital and is one that is
facilitated by a bespoke social care team, who work alongside other members of staff,
including the Captains, to ensure optimal engagement by In-Pensioners in activities of
their choosing. This contrasts with Smith et al. (2018) who, when exploring the impact
of engaging in meaningful activity in care homes in England, found that provision of
activities and encouraging resident engagement was seen as separate to the core
objective of providing care and support for residents, even though residents indicated
a desire to engage in activities within and external to their residence, including “day

trips”.
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Juxtaposed to Abbott et al. (2000), who found a lack of communication, combined with
a non-engaging resident population, was considered by staff to indicate resident
happiness, the Royal Hospital utilises multiple communication methods to engage with
In-Pensioners to ensure they are kept informed. An internal radio channel, information
monitors in each Long Ward, and a weekly ‘Bulletin’, or newsletter, inform In-
Pensioners of internal and external activities and opportunities, with additional
information shared by the social care team and cascaded by the Captains or Ward
Representatives (Appendix Y — In-Pensioner Handbook). Furthermore, satisfaction
regarding accessibility to information is reflected in the quantitative data as all In-
Pensioners indicate high mean scores (Table 22, Q13), which suggests effective

communication mechanisms are in place.

In further contrast to the project narrative, Smith et al. (2018) indicated both residents
and staff assumed that those with declining health or ability were more accepting of
engaging in fewer activities, which the study indicated may be as a result of over-
worked staff who prioritised practical elements of resident care over opportunities to
engage in activities, however studies also suggest that those living in residential care
are not physically active (Krél-Zielinska et al., 2011). Health guidelines suggest activity
levels for those over 65 years of age should include daily light activity such as walking
slowly, or undertaking light household tasks, alongside a weekly activity routine of a
minimum of two and a half hours of ‘moderate intensity’ activity such as walking at
pace, or dance classes, or a minimum of one hour and fifteen minutes of ‘vigorous
intensity’ activity such as going for a run, swim, or fast bike ride (UK Government,
2019; NHS, 2023).

In-Pensioners clearly indicate a desire to be proactive and are enthusiastic in their
approach to engaging in activities which juxtaposes with Brownie & Horstmanshof
(2012), who found residents experienced levels of inactivity and boredom, with long
periods of time spent in their own rooms, or within communal areas watching
television, which can lead to a loss of meaning in life, a loss of independence, and an
increase in helplessness. Whilst it is acknowledged that In-Pensioners primarily lead
semi-independent lives and have a freedom of movement that may be less likely in
other residential establishments, it could be argued that In-Pensioners with impaired
mobility and declining age may be susceptible to experiencing a more institutionalised

way of life. However, the narrative indicates that all In-Pensioners continue to be
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supported by staff and are encouraged to remain as active as possible, within their
personal capabilities, thus minimising the risk of isolation or loss of independence and

maximising opportunities to remain active and enhance their life satisfaction.

6.5.3 The Representational Role of the Chelsea Pensioner

As discussed previously (see 6.4.2) In-Pensioners have multiple identities, one of
which is their more formal representational role of Chelsea Pensioner. | would argue
that this ambassadorial position aligns with civic engagement, where individuals are
involved in activities that may include volunteering, community events, and
educational engagement (Gottleib & Gillespie, 2008; Kruse & Schmitt, 2015).

The narrative clearly demonstrates the enthusiasm of In-Pensioners to voluntarily
engage in numerous internal roles, which include helping in the post-room, the library,
and on-site shop, or as tour guides where visitors are escorted around the Royal
Hospital to learn about the history of the Chelsea Pensioners and the built
environment. This enthusiasm and willingness to engage extends to the In-Pensioner
external-facing ambassadorial role with many participants indicating this is seen as a
duty and one with which they positively embrace, as they represent past residents of
the Royal Hospital, currently serving military personnel, and the wider veteran

community.

Volunteer-style engagement and participating in social activities is found to increase
satisfaction with life, create a sense of purpose and be a positive indicator towards
living longer (Gottleib & Gillespie, 2008; Lum & Lightfoot, 2005; Wang et al., 2023),
however this impact is found to decrease in those over 85 years of age (Wang et al.,
2023). It could be suggested that In-Pensioners experience these positive outcomes
as a result of living at, and representing, the Royal Hospital as indicated in the project

findings.

Interestingly, despite being retired and in receipt of the UK State Pension, quality-of-
life data indicates In-Pensioners consider themselves suitable for, and capable of,
engaging in work-like activities, and able to perform daily activities with minimal
support (Table 19, Q17 & Q18), which may reflect their eagerness and ability to
engage in their representational and volunteer-style activities.
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It could be argued that, with an established military-related history of over three
centuries, the Royal Hospital has advantages over other residential establishments as
there is an interest by external parties to engage with the establishment, which may
therefore afford increased opportunities for In-Pensioners to engage in civic
engagement style events, as reflected in the 285 official military related In-Pensioner
engagements, and the 150 Royal Hospital tours, that took place in 2020 (Appendix Y
— Engagement Report, 2020).

Benefits to engaging in civic-style engagements can include an increase in both
physical and psychological outcomes, as individuals recognise their own self-worth,
enhance their ability to engage with others, develop a sense of belonging, enjoy life
more, and potentially live longer (Abbott, et al., 2000; Anderson & Dabelko-Schoeny,
2010; Kruse & Schmitt, 2015; Wang et al., 2023). However, despite these benefits,
there is a paucity of evidence that relates to the opportunities for, and impact of, civic
engagement by those living in residential establishments (Anderson & Dabelko-
Schoeny, 2010). It may be considered that this project’s findings will contribute
towards this knowledge gap. It could also be considered that the benefits of
engagement are mutually exchanged as Chelsea Pensioners may be seen to enhance
the event they are attending, which subsequently raises the profile of the event
organiser, raises awareness of the Royal Hospital, and contributes towards positive
outcomes for In-Pensioners. However, it is suggested that other veteran, or
employment-specific residences, or establishments that have comparable unique
identities, such as Brinsworth House, the residential and nursing home for former
members of the entertainment industry (The Royal Variety Club Charity, 2015), may

have the potential to access, or generate, similar opportunities.

Furthermore, the narrative indicates that being a Chelsea Pensioner, wearing the
Scarlets, and representing the Royal Hospital, situates In-Pensioners in an exclusive
position which facilitates opportunities for them to engage in many activities and
events that they would not have access to if they lived elsewhere. Moreover, there is
a clear acknowledgement in the project findings that without their uniform and unique
identity In-Pensioners would be indistinguishable from any other member of the older
population, suggesting this identity contributes towards their sense of status and

purpose, as discussed earlier (see 6.4).
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Role theory suggests that as we age, we experience a loss of position in roles such
as that of spouse, parent, or employee, with options to replace these functions limited
and declining with age, however engagement in civic-style activities is considered to
offer a potential substitute for these lost roles (Anderson & Dabelko-Schoeny, 2010).
Equally, civic engagement levels are found to diminish as people get older, however
causes for this decline are uncertain but may be attributed to staff perception or a
direct indication by residents that individuals do not wish to engage, a lack of
opportunity, resources, or an assumption that age itself is a barrier, which may result
in individuals being overlooked simply because of their age (Anderson & Dabelko-
Schoeny, 2010; Kruse & Schmitt, 2015).

As demonstrated within the project narrative, and in contrast to the findings of
Anderson and Dabelko-Schoeny (2010), and Kruse and Schmitt (2015), In-Pensioners
are encouraged to establish new roles that help to create a sense of purpose and
identity, with some indicating living at the Royal Hospital has engendered a new lease
of life, creating a new purposeful element to their lives that some indicate had been
lost. Furthermore, as part of their external engagements, which includes the outreach
programme (see 5.2.3), In-Pensioners take part in intergenerational knowledge
exchange as they connect with the Armed Forces Community which includes currently
serving military personnel, veterans, and their families; with schools; and the wider
public. Evidence shows older people consider knowledge exchange with younger
generations to be an obligation borne out of concern, with the imparting of information
seen as human instinct, which results in increased levels of personal satisfaction and
achievement by the information giver (Kruse & Schmitt, 2015). Cook and Bailey (2011)
highlight the positive impact children, young adults, and various local organisations,
can have when visiting care homes, as residents and visitors engage in activities,
sharing knowledge and skills that result in a mutually beneficial experience that
contributes to positive wellbeing. It is suggested that the project findings concur with
this evidence as In-Pensioner benefits, as a result of engagement with others, are

demonstrated throughout the narrative.

Moreover, the wearing of the Scarlets, as part of the commitment to represent the
Royal Hospital, creates a continued opportunity for public engagement and mutual
information exchange which perpetuates the sense of identity and purpose for In-

Pensioners. However, the narrative indicates that this visibility brings challenges for
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In-Pensioners as they attempt to go about their daily lives with many participants
articulating routine tasks such as shopping, taking considerably longer. Nevertheless,
there is a clear understanding and acceptance that this is part of the commitment to

being a Chelsea Pensioner.

6.5.4 Section Summary

The participant narrative clearly highlights opportunities for In-Pensioners to access a
multitude of options to remain active, whether taking part in hobbies, or interests,
within the Royal Hospital environment, or in a more ambassadorial, civic-style, role as
Chelsea Pensioners. These activities enable In-Pensioners to be socially interactive,
developing relationships with others that cross the generational divide, whilst
maintaining their independence, visibility, and relevance, which are all important
factors in the ability to age well (Ballesteros, 2019; Baltes & Baltes, 1990; Rowe &
Khan, 1987; 1997; 2015).

The lack of empirical evidence concerning the impact of civic engagement within a
residential setting provides an opportunity for the Royal Hospital to explore this area
in more detail and contribute to the knowledge gap. Moreover, challenges exist when
comparing the Royal Hospital with other establishments as discussed earlier (see
6.4.4), however this challenge is deliberated when critiquing the project findings to

present an objective response.

Staying active is one of four key components identified as being integral to In-
Pensioner health and social care outcomes and the Royal Hospital model of care. This
section highlights the accessibility to, and impact of, activities for residents of the Royal

Hospital Chelsea.
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6.6 Staying Healthy

¢
O Staying
Healthy

@)

6.6.1 Introduction

Opportunities to age well, or ‘successfully’, depend on several factors, not least the
ability to stay healthy. Notwithstanding the natural process of ageing, and experiencing
age-related decline, ageing well requires individuals to have low incidence of disease,
or conditions connected to disease, alongside continuing positive physical and mental
health status (Bowling, 1993; Rowe & Khan, 1995; 1997; Urtamo et al., 2019).

To facilitate successful health outcomes in later life, individuals require access to
adequate healthcare provision, which subsequently contributes towards positive
quality-of-life outcomes and may impact on longevity (Galvani-Townsend et al., 2022).
Veterans may be more susceptible to additional physical and mental health challenges
as a result of their service, therefore access to provision that recognises this is
important to older veteran health and social care outcomes (Burnell et al., 2017).
Furthermore, having access to adequate healthcare services, within an environment
of ones choosing is an important contributor to enabling individuals to age in [the right]
place, and is part of UK policy (Sixsmith & Sixsmith, 2008).

Five sub-themes are presented in this principal area: Access to Provision; In-
Pensioner Satisfaction; Alcohol, Mental Health, and Stoicism; On-site Rehabilitation;

and Delivering Effective Health and Social Care to Older Veterans.

6.6.2 Access to Provision

It is abundantly clear from the narrative that In-Pensioners have unprecedented, and
potentially unrivalled, access to health and social care provision at the Royal Hospital.

This is facilitated by an on-site medical practice and social care team, with many
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indicating opportunities to see a doctor almost immediately, on the same day, or at
most, within 24-hours. This compares with general practice data which indicates
40.6% of patients receive same day ‘urgent’ appointments, 6.5% are seen within one
day, and 34.3% wait 2-14 days for an appointment (NHS, 2019). Furthermore, there
is a clear acknowledgment and appreciation from all participants that the on-site
medical centre benefits from a small patient caseload of approximately 300 In-
Pensioners. This contrasts sharply with other medical practices within London where
there are, on average, 2400 patients per fully qualified GP, and 6700 patients per
nurse (ONS, 2022). Consequently, this small patient group affords staff the time to
offer high levels of care and attention, with the pressures experienced in other medical
practices not evident at the Royal Hospital, thus facilitating effective healthcare which

contributes towards an In-Pensioners potential to remain healthy and age well.

As highlighted in the literature review, residential establishments offer varying levels
of assistance with daily living activities or domiciliary care (see 2.4.3.1). This is
reflected in the provision available to In-Pensioners, however there is an absence of
evidence identifying residences with access to an on-site medical centre, suggesting
this level of service may be unique to the Royal Hospital.

This project’s findings highlight the impact that this expedited access has on the early
identification and treatment of health conditions such as cancer, with some suggesting
their lives have been ‘saved’ by the prompt action of the on-site healthcare provision,
and the intervention by local healthcare facilities, such as the Chelsea and
Westminster Hospital. However, notwithstanding the recognition by many participants
that access to this level of health and social care provision is a privilege, the Key Staff
narrative reveals a professional dilemma when comparing the dichotomy of services
available to In-Pensioners alongside those available to the general population, with

many indicating a clear desire to offer this level of accessibility to everyone.

Considered a “strong pull factor”, Aitken et al. (2016, p.4) highlight the importance
placed on the provision of health and social care services within the place people
choose to live. Access to doctors and other healthcare professionals in many UK
residential establishments is via community based primary healthcare services where
provision may be intermittent, rather than being an in-house resource as found at the
Royal Hospital (Gage et al., 2012; Robbins et al., 2013). Despite acknowledging the
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importance of the relationship between doctor and residential establishment, Robbins
et al. (2013) found inconsistencies in the way healthcare support is delivered as some
establishments engage with doctors from a specific GP practice, whilst others receive
support from a number of practices, and consequently, different doctors, with visits to
the residences ranging from weekly or ‘as required’ attendance. It could be argued
that this hinders continuity of care for residents and fosters a reactive rather than
proactive approach as healthcare professionals are time constrained. This contrasts
with the embedded nature of the Royal Hospital model of care, where In-Pensioners
have consistent access to a variety of healthcare professionals, including access to
doctor(s), nurses, physiotherapy, and occupational therapy, with visiting audiologists
and podiatrists to support In-Pensioner health needs (Appendix Y — In-Pensioner
Handbook). However, for any emergency, or out-of-hours assistance, In-Pensioners
living independently in Long Wards were required to access the services provided by
the NHS, namely the NHS 111 telephone assistance service, or the 999 service for
emergencies. Further challenges experienced in residential homes include the
exchange of patient information, for example hospital discharge documentation, or
communication issues between healthcare professionals and residential staff (Gage
et al., 2012; Robbins et al.,, 2013). Findings suggest the relationship between the
medical centre and other care providers, such as the Chelsea & Westminster Hospital,
as highlighted within the project findings, may mitigate any delay in an In-Pensioners
treatment pathway or rehabilitation needs, subsequently removing barriers to

continuity of care.

Evidence suggests the impact of having access to a doctor to whom a patient is
specifically allocated is unclear (Tammes et al., 2016; Lautamatti et al., 2022). The
introduction of a ‘named GP scheme’ in UK NHS medical practices, aimed to offer
individuals continuity of care as it was believed the doctor-patient relationship would
result in a greater understanding of an individual's needs, and subsequently better
health outcomes (Tammes et al., 2016). However, some patients were unaware of the
scheme therefore developing the doctor-patient relationship was compromised from
the outset, with the scheme results failing to indicate any impact of continuity of care,
or whether there was a reduction or increase in hospital admissions (Tammes et al.,
2016). In contrast, Lautamatti et al. (2022) found older patients with long-standing

health conditions who had access to a named doctor, developed a doctor-patient
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relationship which increased engagement with health services and hospitalisation
rates, indicating an increase in patient confidence due to the continuity of care, which

is also contributed to positive quality of life outcomes (Lautamatti et al., 2022).

| would argue the project narrative, and the available evidence as discussed,
demonstrate the benefits of the on-site medical centre within the Royal Hospital. This
alleviates many of the challenges experienced by other residential establishments, as
it provides timely access to health and social care support, enables continuity of care
and fosters a positive relationship with patients. Project findings suggest this results in
increased patient confidence and influences an In-Pensioner’s ability to stay healthy,
and consequently, enhances their quality-of-life outcomes. Whilst recognising that
implementing an on-site medical centre may not be a feasible option for many
residential establishments, | would argue that the Royal Hospital's approach is worthy
of exploration by service providers to consider a comparable service which may benefit

residences willing to adopt a similar approach.

It is important to note that In-Pensioners have the freedom to register with a GP
practice of their choosing (Appendix Y — In-Pensioner Handbook), however there was
no evidence within the narrative of In-Pensioners doing so. Furthermore, there are
some services that are not available within the Royal Hospital, such as emergency or
out-of-hours care (notwithstanding the MTI nursing facility), pharmacy, dentistry, or
access to an optician, with this provision accessed locally, and arguably, more aligned
to services utilised by those not living in residential establishments (Appendix Y — In-

Pensioner Handbook).

Access to healthcare services extends to what is referred to by many as a ‘special
relationship’ with the Chelsea and Westminster Hospital, as participants articulate fast-
tracked appointments or treatment, especially when In-Pensioners attend hospital
wearing their uniform. It could be argued that, as signatories of the Armed Forces
Covenant (Armed Forces Covenant, 2019), and recognising that the Royal Hospital
sits within the same catchment area, the Chelsea and Westminster Hospital
enthusiastically honours its commitment to support members of the Armed Forces
Community. This may, therefore, be interpreted as offering an expedited service. The
Armed Forces Covenant (Armed Forces Covenant, 2023), enshrined within the Armed
Forces Act, 2011 (UK Government, 2011a), and part of the NHS Constitution for

233



England (UK Government, 2011b), is a commitment to ensure members of the Armed
Forces Community are not disadvantaged in areas such as access to healthcare as a
result of their military service (Bacon, 2022). Nevertheless, neither the Armed Forces
Covenant, nor the Care Act 2014 explicitly acknowledge the healthcare needs of the
older veteran, as there is a reliance on the individual to declare their veteran status,
which Burnell et al. (2017) suggest offers service providers the opportunity to increase
levels of awareness amongst healthcare professionals to facilitate appropriate care for

this population group.

Furthermore, the enduring relationship that exists between the Royal Hospital and the
Army is clearly evidenced by participants who articulate the support In-Pensioners
received during the Covid-19 pandemic. A contingent of Army personnel were
assigned to the Royal Hospital to help with practical matters such as delivering food
to individual berths during the enforced ‘lockdown’ periods, to assisting with healthcare
provision, including Covid-19 vaccinations (RHC, 2021). The project narrative clearly
indicates the impact having younger generations of soldiers had on the morale of the
In-Pensioners as they were able to share stories of their time in the military, which |
would argue, emphasises the importance of the intergenerational exchange as
discussed earlier (see 6.5.3). It is important to note that the British Military supported
the UK during the Covid-19 pandemic in several ways which included supporting the
NHS with emergency planning, establishing Covid-19 hospitals and delivering
essential supplies (Watts & Wilkinson, 2020), however it may be considered that the
seemingly ‘extra’ support afforded to the Royal Hospital may be indicative of the high
regard with which the In-Pensioners are held by the Army and Ministry of Defence,
and reflective of their ongoing commitment to support the Royal Hospital (RHC,
20229).

It is suggested that the Royal Hospital enables all In-Pensioners to age well, and in
[the right] place, as they live in an environment that offers access to onsite medical
facilities, and social care support, combined with the reassurance of living within a

physically secure establishment (see 6.3.2) that generates feelings of safety.
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6.6.3 In-Pensioner Satisfaction

In-Pensioner satisfaction with access to health provision at the Royal Hospital is
reflected in the 2018-19 Practice survey (Appendix Y). Combined responses of
‘outstanding or excellent’ indicate satisfaction with listening to patient needs (80%),
engaging with the patient (83%), and fully understanding the patients’ concerns (81%).
Similarly, In-Pensioners were supported in taking control of their health (83%) and
developing an action plan (83%), with an overall satisfaction rating of ‘outstanding or
excellent’ indicated by 87% of respondents. Moreover, patient satisfaction is further
reflected in both the narrative and quality-of-life data, with responses to the question
“‘how satisfied are you with your access to health services?” (Table 22, Q24), indicating
high levels of satisfaction for both In-Pensioners and New In-Pensioners. It could be
argued that these responses may be a predictable when considering the availability of

the provision at the Royal Hospital.

The qualitative and quantitative data presented within this project clearly demonstrate
the impact living at the Royal Hospital has on an In-Pensioner’s quality-of-life. These
findings provide a platform, or baseline, from which the Royal Hospital may wish to
build on to establish a longitudinal evidence-base of In-Pensioner quality-of-life

outcomes.

Both In-Pensioner and New In-Pensioner cohorts indicate high levels of satisfaction
with their overall health status (Table 17, Q2). This contrasts with Ikin et al. (2008),
who found Australian veterans engaged in the Korean War, and the study control
group, demonstrated lower levels of health status when answering the same quality-
of-life question. It could be argued that the elevated satisfaction levels of the In-
Pensioner and New In-Pensioners participants may be as a direct result of access to

the health and social care provision available to In-Pensioners.

The project narrative clearly demonstrates that In-Pensioners experience enjoyable
and meaningful lives, as participants frequently articulate the impact living at the Royal
Hospital has on their satisfaction with life. This narrative is strengthened by the
guantitative data results which reveals high satisfaction levels when exploring these
specific areas (Table 20, Q5 & Q6).

As indicated by Bowling (1993), Rowe & Khan (1995; 1997), and Urtamo et al. (2019),
an important aspect of the ability to age well is maintaining good physical health, which
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enables individuals to remain active as discussed earlier (see 6.5). The enthusiasm
demonstrated by In-Pensioners to engage in multiple activities is supported by the
guantitative data findings which indicate positive levels of energy and mobility (Table
19, Q10 & Q15), with one undoubtedly influencing the other, which may suggest the
ability to be mobile and energetic fosters the enthusiasm that is evident in the project
findings.

Interestingly, In-Pensioners have higher energy levels than New In-Pensioners which
may be reflective of the impact of being established at the Royal Hospital longer, and
therefore experiencing the health benefits this brings. Conversely, New In-Pensioners
have higher levels of mobility, however | would argue that as new residents, who are
expected to be able to live independently and represent the Royal Hospital for
approximately two years (Appendix Y — In-Pensioner Handbook), this is perhaps
unsurprising. Maintaining good levels of mobility positively influences quality-life,
maintains independence, and can contribute towards living longer, however mobility
levels are known to decrease as we age (Stathi et al., 2022). | would therefore further
argue that even the lowest scores recorded in the quality-of-life data (Table 19, Q15)
demonstrate high levels of physical mobility for In-Pensioners irrespective of residency

duration.

The positive health status of In-Pensioners and New In-Pensioners is further indicated
by evidence of low levels of physical pain with minimal medical intervention needed to
support their daily functioning (Table 19, Q3 & Q4), which may infer that In-Pensioner
participants are a relatively mobile and healthy individuals. However, further research
across the wider In-Pensioner population would be needed to draw generalised

conclusions.

Notwithstanding what could be argued are overall positive quality-of-life results, all In-
Pensioners have problems sleeping (Table 19, Q16), with New In-Pensioners showing
sleep satisfaction declining over six months, possibly indicating challenges with
settling into a communal living environment which may take a period of adjustment.
Sleep challenges in older age can be exacerbated by physical and mental health
issues (Boswell et al., 2015; Gulia & Kumar, 2018), however irrespective of seemingly

‘low’ satisfaction rates, sleep issues do not appear to impact negatively on other areas
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of In-Pensioner quality-of-life and may be considered commensurate with ‘usual’

ageing factors.

Furthermore, and interestingly, as highlighted in the quantitative data, both In-
Pensioner and New In-Pensioner groups are reluctant to discuss intimate relationships
(Table 21, Q21), with this question having the most unanswered responses (Table 23).
Sexuality was not discussed during participant interviews therefore it is challenging to
interpret this reluctance. However, Bauer et al. (2013) found residents considered the
lack of privacy within residential establishments to be a barrier to developing intimate
relationships, staff ignored resident need for intimacy, and that matters relating to
sexuality were considered ‘private’ and therefore nothing to do with anyone else. The
Royal Hospital has a ‘Sexuality and Intimate Relationship’ policy in place (Appendix
Y) which indicates a recognition of this important element of an individual’s life, and

balancing this with the environment in which In-Pensioners live.

6.6.4 Alcohol, Mental Health, and Stoicism

Whilst the quantitative data suggests In-Pensioners enjoy positive quality-of-life
experiences, the narrative indicates that challenges exist in some areas that are likely
to have a detrimental impact on physical and mental wellbeing. Staying physically and
mentally healthy are important contributors towards the ability to age well (Bowling,
1993; Rowe & Khan, 1997; Urtamo et al., 2019), therefore it is important to promote

healthy behaviour to minimise the impact these challenges may have.

For example, the Key Staff narrative indicates challenges with encouraging In-
Pensioners to seek support for mental health issues. The reluctance by veterans to
seek support, or indeed even acknowledge the presence of a problem, alongside the
stigma attached to poor mental health is well researched and evidenced (Finnegan &
Randles, 2022; Kiernan et al., 2018; Williamson et al., 2019a). Burnell et al. (2017)
suggest veterans who have been exposed to events that impacted on their mental
health in earlier years, may experience a recurrence as their cognitive function
declines and traumatic memories resurface. It could be argued that the quantitative
guality-of-life data may be an accurate reflection of those In-Pensioners engaged in
this project, with the Key Staff narrative perhaps more indicative of challenges within
the wider In-Pensioner population. Conversely, the lack of In-Pensioner narrative
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relating to mental health is perhaps confirmation of the reluctance to discuss the topic.
Irrespective of any correlation between the In-Pensioners engaged in this project and
the Key Staff narrative, it could be suggested that the challenges articulated by Key
Staff may be reflective of an ongoing reluctance by some to seek support for issues
that may have a negative impact on their ability to age well. However, as highlighted
by Burnell et al. (2017), it is possible that these issues may reappear as In-Pensioners

continue to age and potentially experience cognitive decline.

Furthermore, and not evidenced within the quantitative data, the narrative indicates
challenges with alcohol consumption and encouraging In-Pensioners to engage in
adopting healthy behaviours, which is required to influence positive ageing (Wang et
al., 2003). As with veteran’s mental health, the relationship between alcohol and the
Armed Forces Community is well documented (Burnell et al., 2017; Goodwin et al.,
2017; Kiernan et al., 2018; Murphy & Turgoose, 2019; Rhead et al., 2022) and is
recognised as an entrenched part of military culture (Hayes et al., 2020; Sundin et al.,
2011). Project findings suggest access to alcohol may be facilitated by In-Pensioner
representation of the Royal Hospital, as many events to which they are invited provide
alcoholic refreshments as part of the social engagement. The narrative indicates some
In-Pensioners choose to avoid such events or decline invitations to events where
fellow In-Pensioners who are known consume alcohol to excess are attending, which
could add weight to the narrative that challenges with alcohol exist. It could be argued
that the on-site Chelsea Pensioners Club (Appendix Y — In-Pensioner Handbook), a
licensed social venue for In-Pensioners and guests, facilitates the relationship with
alcohol, however as In-Pensioners have the freedom to socialise wherever they
choose, and are able to consume alcohol in the Long Wards and in their own Berths,
a negative influence linked specifically to the social club may be challenging to

evidence.’

Nevertheless, staff are aware of the extant challenges with veteran’s mental health,
the relationship with alcohol, and the association to military culture, which places them
in a good position to monitor the In-Pensioners they may be concerned about, thus
providing opportunities to engage with them to encourage moderation or adopt healthy
habits that are important facilitators to ageing well (Bowling & Dieppe, 2005; Wang et
al., 2023). Moreover, as evidenced in the project findings, In-Pensioners regard each

other as family, and as a result keep a watchful eye on each other and are comfortable
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in raising concerns with the relevant members of staff. Wang et al. (2003) found
engagement with peers may have a positive influence on health outcomes by
contributing towards a reduction in harmful, or unhealthy, practises. In this cohort, the
findings indicate that there appears to be the potential to develop a network of peer-

led support to address these issues and encourage engagement.

In-Pensioner resilience and stoicism are evident throughout the project narrative,
which arguably influences the quality-of-life findings, as In-Pensioners clearly
demonstrate a ‘can do’ attitude and fiercely guard their independence. The impact of
serving in the military is lifelong and instils learned behaviour as the training process
breaks down the ‘civilian self and rebuilds the ‘military self, which creates
characteristics that are essential in times of operational need, whether that be day-to-
day military life or on combat duties (Meyer, 2015; Spiro et al., 2016). These
characteristics include resilience and stoicism, which may be protective factors during
military and civilian life and be beneficial contributors towards overall wellbeing in later
life (Burnell et al., 2017; Pietrzak et al., 2014; Spiro et al., 2016). However, they can
also become barriers and prevent individuals from seeking support from healthcare
services (Burnell et al., 2017; Meyer, 2015; Spiro et al., 2016). It may be considered
that the military-style environment of the Royal Hospital may inadvertently motivate In-
Pensioners to revert to the stoic and resilient characteristics developed during their
military lives, and potentially contribute towards the reluctance to seek support.
Equally however, the narrative undoubtedly evidences the peer-support and
camaraderie that In-Pensioners share, which when combined with the level of health
and social care provision available, and the safe and secure environment within which
In-Pensioners live, | would argue provides a structure to enable In-Pensioners to seek

support to overcome any challenges they may be facing.

6.6.5 On-site Rehabilitation

In-Pensioners have access to rehabilitation services, within the Royal Hospital's MTI
following periods of illness or hospitalisation. This enables In-Pensioners to receive
extra care in the form of recuperation, or respite, and facilitates a return to better
health, which is particularly beneficial to those In-Pensioners who live independently

within the Long Ward accommodation. It could be argued that access to this provision,
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aligns with the UK government initiative to develop intermediate care services that
advance hospital discharges (Allen & Glasby, 2013; Department of Health, 2002).
Without access to the MTI, In-Pensioners may be subject to extended stays in hospital
until they are considered well enough to go home. Therefore, it could be further argued
that this provision has a direct impact on secondary care resources as hospital beds
are vacated to support other patients, and In-Pensioners are able to recuperate within

a familiar environment.

An additional benefit of this rehabilitation provision is the opportunity to increase
awareness of the MTI. This alleviates the resistance to ageing that is clearly evident
in the narrative as some In-Pensioners express fierce reluctance towards being
considered ‘old’ and resist the notion of moving into the MTI and requiring nursing
care, as they age and their health declines. Conversely, the narrative shows other In-
Pensioners demonstrate a pragmatic attitude towards the ageing process recognising
that ageing is an inevitable part of life. Irrespective of the paradoxical reluctance and
acceptance, all In-Pensioners express levels of reassurance knowing that they are
able to, if necessary, transition into a higher-needs facility that is within an environment
with which they are familiar, and with staff who are known to them. Moreover, MTI
residents are fellow In-Pensioners who are, as discussed previously, considered as
‘family’ and may well have been former neighbours when living on the Long Wards,
further alleviating any apprehension relating to transition. | would argue that the
opportunity for In-Pensioners to recuperate ‘at home’ or within a familiar environment
clearly demonstrates that they are able to age in [the right] place and develop an
understanding of what life may be like should their health decline to the extent that
they move from the Long Ward accommodation into the MTI. As a result, this
opportunity minimises the impact of a move later in life and at a time where individuals

may be approaching end-of-life.

Similar transition options are available within some retirement communities including
the Royal Alfred Seafarers Society (Table 7), and Whiteley Village (Mayhew et al.,
2017), however some establishments are restricted to short stays where provision is
limited to respite care only, resulting in those residents with higher needs needing to
relocate to a new establishment to receive the appropriate level of care (Evans &
Means, 2007). It could therefore be argued that the reassurance articulated by those

In-Pensioners engaged in this project is likely to be experienced by those living in
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these similar environments, however further research is needed to explore this

assumption.

6.6.6 Delivering Effective Health and Social Care to Older Veterans

The project narrative clearly emphasises the collaborative and holistic way all staff
work to ensure In-Pensioners remain at the heart of everything they do. This affords
them opportunities to stay healthy, and as a result, experience positive health and
guality-of-life outcomes. Moreover, it is evident from the findings that the embedded
nature of health and social care support, and the village-style environment of the Royal
Hospital, results in staff accessing areas frequented by In-Pensioners such as the
café, shop, chapel, and Chelsea Pensioner Club. This develops relationships with In-
Pensioners, creates a 360° approach to service provision, and facilitates early
identification of any potential decline in an In-Pensioners wellbeing. Irrespective of
their actual job role, all staff appear to assume this observational role which reaffirms
the staff commitment to ensure In-Pensioners are well cared for. This may, as reflected
in the narrative, be attributed to the staff awareness of the contribution In-Pensioners

have made to society as a result of their military service.

Whilst it could be argued that veterans are essentially ‘civilians’, the impact of serving
in the military can reverberate through an individual’s life-course, bringing with it
challenges that may exacerbate physical and mental health conditions including
musculoskeletal issues, hearing loss, mental ill-health, sleep issues, and increased
alcohol consumption (Fullwood, 2015; Kiernan et al., 2018; RBL, 2014; Spiro et al.,
2016; Williamson et al., 2019b). However, Woodhead et al. (2011) found veterans
engaged in national service were no more likely to experience challenges when
compared against those who did not engage in military service. Moreover, as
discussed earlier, veterans can also display a stoicism that can be a barrier towards
them seeking assistance (Iversen et al., 2005; Randles & Finnegan, 2022). Spiro et
al. (2016, p.6) suggest that the impact of military service influences health outcomes
across the lifespan, and moreover, that healthcare delivery for older veterans should
consider their life experiences pre and post military service to facilitate effective
healthcare support, with military service being a “hidden variable” that may have a

positive, negative, or no, impact on ageing.
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Meyer (2015) suggests, the ability to deliver effective care to veterans requires an
understanding of the mechanics and culture of the military, and military service, which
| would argue is clearly visible in the project findings which indicate that exclusively
supporting an older veteran population, enables staff to develop expert knowledge of
this cohort. Subsequently, this enables focussed and appropriate support and early
identification of those health conditions to which older veterans are more susceptible
to. It may be considered that evidence of this expertise is supported by the quantitative
data which clearly indicates positive In-Pensioner quality-of-life outcomes, suggesting

the Royal Hospital's model of care and its delivery are effective.

Arguably, the Royal Hospital environment, the on-site health and social care provision,
and the 360° level of monitoring afforded to In-Pensioners places them at an
advantage over those in other residential establishments where it may not be possible
to identify changes in health and wellbeing status early on. Notwithstanding the level
of oversight staff have of residents, there are some In-Pensioners who express a
preference to be supported by ex-military staff only, as discussed earlier (see 6.3.2),
however there is no evidence to suggest the health and social care provision is
negatively impacted by a combined workforce.

As Bacon et al. (2022), Fullwood (2015), and Meyer (2015) explain, there is a need to
ensure that those delivering health related services to the Armed Forces Community
have an awareness of military culture and the increased health challenges some
veterans may face either as a direct, or indirect, result of their military service.
Notwithstanding the development of training packages for healthcare staff in the
United States, including the ‘Have you ever served in the military?’ and ‘Joining
Forces’ initiatives (Cooper et al., 2016), and the more informal learning available to
UK healthcare professionals via online resources, there appears to be a lack of
formalised learning specific to veterans’ health needs within clinical training

environments such as colleges or universities (Cooper et al., 2016).

Of the training that is available, one UK programme provides an overview of the
general characteristics of those who have served in the military is “The Military Human:
Understanding Military Culture and Transition” which seeks to inform those who are
engaged in supporting veterans across public, private and charitable sectors.
However, this training is a more generalised insight into the idiosyncrasies of being a
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veteran rather than being health focussed (Wood, 2016). Additionally, one initiative
that aims to increase awareness of, and support for, veterans, from what could be
argued is the ‘front door’ of health provision, is for General Practitioner (GP) medical
practices in England to become ‘veteran friendly’ accredited practices, with 24% of GP
practices currently in receipt of this accreditation (Armed Forces Covenant, 2022). This
emphasises the importance of the need to establish whether a patient has served in
the military, it helps improve staff knowledge, and may encourage individuals to
declare their veteran status, and subsequently receive access to more appropriate
support commensurate with their needs (Grant & Simpson, 2022). Additionally, part of
the accreditation includes the nomination of a veteran’s clinical lead which aims to
ensure the practice remains aware of current issues and training requirements,
disseminating information to the wider practice as required, potentially resulting in a
more effective service for the veteran population (RCGP, 2023a). Unsurprisingly, the
Royal Hospital medical centre became ‘veteran friendly’ accredited in November 2022
(RCGP, 2023b). Furthermore, veteran’s health has been incorporated into the UK GP
training curriculum and is currently active in England and Scotland (Armed Forces
Covenant, 2022) suggesting recognition of the importance of ensuring those delivering
healthcare to the veteran population is expanding.

The project findings suggest that, notwithstanding the progress outlined above, the
lack of awareness of delivering healthcare services to older veterans presents
opportunities for the Royal Hospital to share its expertise and knowledge with GP

practices, healthcare professionals and veteran-specific residential establishments.

6.6.7 Section Summary

Staying healthy is an important contributor towards ageing well, however it is only one
element of several factors which include maintaining social relationships, engagement
in activities, and feeling safe in the environment in which you live (Allen & Glashy,
2013), which have been previously discussed and collectively influence the impact on

quality-of-life experiences.

Project findings clearly demonstrate the Royal Hospital Chelsea’s model of care offers

its residents opportunities to remain healthy and achieve optimum health outcomes
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whilst remaining within the same environment throughout their remaining life course,

suggesting In-Pensioners are able to age well, and arguably, age in the [right] place.

Exploring ways to navigate the stoic attitude of some In-Pensioners, may encourage
In-Pensioners to engage in support for health issues that may be detrimental to overall

health outcomes, such as mental health and alcohol consumption.

The project narrative identified the widely held opinion that In-Pensioners live longer
as a result of living at the Royal Hospital, however the project was unable to directly
evidence this. Further research is needed to explore the variables of the model of care
to substantiate this assumption and enable comparisons to be made with similar

establishments.

Access to the embedded medical centre and the resultant health and social care
provision, alongside the 360° support from all staff, results in early identification of
health and wellbeing issues which ultimately impacts positively on In-Pensioner
quality-of-life outcomes. Supporting older military veterans enables staff to develop
expert knowledge in caring for this specific cohort of the population, which undoubtedly
contributes towards In-Pensioner outcomes, and is knowledge that could be shared
with other healthcare providers to benefit those living outside of the Royal Hospital

Chelsea environment.

Arguably, the Royal Hospital Chelsea model of care clearly supports In-Pensioners to

stay healthy, age well, and age in [the right] place, meeting the WHO definition:

“Meeting the desire and ability of people, through the provision
of services and assistance, to remain living relatively
independently in the community in his or her current home or an
appropriate level of housing. Ageing in place is designed to
prevent or delay more traumatic moves to a dependent facility,
such as a nursing home.” (WHO, 2004, p.9).

This section highlights that opportunities to stay healthy enable In-Pensioners to
maintain positive health and wellbeing outcomes, with these outcomes supported by
the quality-of-life data, suggesting In-Pensioners have high levels of life satisfaction

as a result of living at the Royal Hospital.
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6.7 Strengths and Limitations

This project has several strengths and limitations that should be considered and
reflected on. Evaluating mixed methods research is challenging, therefore, to ensure
data integrity and methodological rigor, the project applied the minimum evaluation

criteria as suggested by Creswell and Clark (2017).

Table 24. Minimum criteria for evaluating mixed methods research
(Creswell & Clark, 2017)

Criteria for evaluating mixed methods research: Section(s)
Collects and analyses both qualitative and quantitative data 4.7;4.8
rigorously in response to research questions and hypotheses

Intentionally integrates (or mixes or combines) the two forms 4.8
of data and their results

Organises these procedures into specific research designs 3.2;4.2
that provide the logic for conducting the study, and

Frames these procedures within theory and philosophy 2.2;3.2

This project evidenced these criteria by developing a mixed methods approach that
also considered the most appropriate theoretical framework, focussing on two theories
of ageing, namely ageing well, and ageing in [the right] place to address the research
aims. The project used Pragmatist positioning which is recognised as supporting
mixed methods enquiry and places the importance of answering the research
phenomenon above one preferred research methodology (Ritchie et al., 2013; Hall,
2013). Mixed methods enquiry enabled this project to collect data from three
participant cohorts that were engaged in either qualitative, quantitative, or a
combination of both, methodologies. This approach facilitates a coalescence of the
data that enables a broader, more inclusive, interpretation of the findings. The non-
traditional convergent design enabled these multiple data collection methods, and
facilitated the simultaneous collection of qualitative data ahead of quantitative data
which was an important consideration as the qualitative data held more dominance in
this project, and not all participants were engaged in quantitative data collection. The
data collection and analysis of the combined results followed a reflexive thematic
analysis process which, to ensure consistency, transparency, rigor, and integrity, was
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supported by researcher triangulation (Carter et al., 2014; Tracy, 2010), and regular
appraisal with project supervisors.

Researcher engagement with the Royal Hospital Chelsea’s Health and Wellbeing
Oversight Committee, and the Research Oversight Committee, further strengthened
the integrity of the project as regular updates generated constructive dialogue and
transparent oversight of the overall progress of the project, which is an important

element of applied ‘real world’ research, as collaboration is imperative.

The inclusion of both Key Staff and In-Pensioner participants strengthened the project
as opportunities to explore the views of both groups ensured a balanced opinion of the
Royal Hospital Chelsea model of care, from both service provider and service user
perspectives. Furthermore, these opinions were analysed as one dataset to facilitate
a focus on the model of care rather than a ‘compare and contrast’ presentation of the

findings between the participant cohorts.

Researcher positioning, as previously reflected on in section (3.4), as a veteran,
created an ‘insider/outsider’ perspective which added strength to the project, as the
shared military experience meant there was an understanding of military terminology,
characteristics, and culture, which helped mitigate any misunderstandings and reduce
communication barriers. Disclosure of the researcher’s veteran status was made at an
appropriate time to ensure it did not influence In-Pensioner participation, engagement,
or interview content. However, sharing the veteran status had a positive impact on the
process as it developed a level of understanding and respect, and put In-Pensioners
at ease which was evident in comments such as you get it’ or ‘well, you know what
it’s like’, inferring an assumption of understanding around what it means to have
served in the military. Researcher objectivity and mitigation of potential bias was
maintained by applying rigor to the participant selection process, transparency
throughout the data analysis process and regular researcher triangulation, and
supervision sessions. The ‘outsider’ perspective was two-fold, firstly the researcher
position as a veteran of the Royal Air Force, juxtaposed with all In-Pensioner residents
being British Army veterans, resulted in some cultural differences as, notwithstanding
the shared attributes as discussed earlier, each branch of the Armed Forces retains
their own idiosyncrasies and cultural references specific to their force, with a

‘professional rivalry’ and ‘banter’ present across all Armed Forces. Secondly, not being
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an In-Pensioner, and being ineligible to become one, resulted in experiencing the
Royal Hospital from the outset of the project as an observer and being ‘on the outside
looking in’. It was critical to reflect on this through reflexive processes throughout my
PhD journey to consider the potential impact of my insider/outsider experiences on the

study as a whole.

The project had several limitations, one of which was establishing a coherent and
consistent definition of ‘residential care’. The numerous living options, combined with
varying levels of care available within each option presented challenges throughout
the project when critiqguing the Royal Hospital Chelsea model of care. The lack of
veteran-specific establishments with independent living options added further
challenge. Many of the establishments identified throughout this study support
veterans with higher needs or nursing care, which would align more with the MTI rather
than the Long Ward living environment. These challenges required researcher
vigilance when critiquing the findings to ensure selected empirical evidence concerned
residential establishments that were principally comparable to the Royal Hospital
Chelsea independent living option to prevent inappropriate misrepresentation of the

evidence.

A further study limitation is the exclusion of those In-Pensioners living in the MTI,
however the limited timeframe of the project required a decision on whether to
navigate a potentially protracted NHS ethical approval process as this would have
been required for inclusion of the MTI. Arguably, the findings from this project have
relevance to those In-Pensioners living in the MTI as some are likely to still engage in
the services available at the Royal Hospital, however omitting MTI residents does
result in those In-Pensioner voices being unheard, and the inability to examine

similarities and/or differences between the two models of care.

Project design and timescales meant extant quality-of-life questionnaires were used
rather than the creation of a bespoke measure, which may be considered a limitation
of the project. However, the use of empirically recognised quality-of-life questionnaires
facilitated the presentation of reliable data, enabled empirical comparisons, and added
rigor to the findings.

The decision to use the ICECAP-A quality of life questionnaire in preference to the

ICECAP-O gquestionnaire may be considered a limitation, as the former is designed
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for adults of working age, and the latter for adults 65 years of age and older (Baji et
al., 2021). In their study to compare differences between the ICECAP-A and ICECAP-
O quality-of-life questionnaires, Baji et al. (2021) found increased differences between
ICECAP-O and ICECAP-A scores as participant capability decreased and age
increased, which may indicate the ICECAP-O could have been a more appropriate
measure. Conversely, the ICECAP-A may be effective for those older persons who
are beyond retirement age and still engaged in employment-like activities (Baji et al.,
2021), which reflects the representational role of the In-Pensioners, whilst recognising

that this role does not result in financial reward.

Furthermore, Baji et al. (2021) found both measures to be comparable, in their cohort
of adults aged 50-70 years of age, with differences influenced primarily by an
individual’s health positioning or work status rather than the participant’s age.
Therefore, arguably, the use of the ICECAP-A, rather than the ICECAP-O measure,
for a population group aged 65 years and older who are engaged in employment-like
activities may be considered appropriate for the In-Pensioner and New In-Pensioner

population.

A further limitation is the disconnect between the In-Pensioner quantitative data and
the Key Staff narrative, particularly when referring to mental health challenges, as In-
Pensioners indicated no issues when answering the quality-of-life questions and the
Key Staff narrative contradicting this. However, it is possible that Key Staff findings
demonstrate a panoptic view of the In-Pensioner population, which contrasts with the

personal view of the In-Pensioner participants.

Excluding In-Pensioner age and length of military service as part of the participant
selection process may be considered a limitation, however neither factor influenced
the length of time an In-Pensioner had lived at the Royal Hospital which was a key
consideration of the selection criterion. Furthermore, the project did not aim to explore
the impact age or length of time served in the Army had on the In-Pensioner
experience, therefore it could be argued that the impact of these exclusions was
minimal. Similarly, not capturing the age and length of military service of the New In-
Pensioner cohort may be considered a limitation, with the omission of age-related data
reducing the transferability of the quality-of-life findings.
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Additionally, not capturing the extant health status of the In-Pensioner and New In-
Pensioner cohorts may be considered a limitation, specifically regarding the New In-
Pensioner cohort, where the change in living environment may have impacted on
changes to health status. The project focus was on the influence of the whole model
of care on the In-Pensioner experience of living at the Royal Hospital, however it could
be argued that the collection of health status data may have added an additional
dimension to the project findings, and informed the supposition that In-Pensioners live
longer as a result of living at the Royal Hospital, therefore if the project were to be

repeated, the collection of health status data would be a consideration.

The self-selected nature of the In-Pensioner participants may be considered a
limitation, as the project findings only represent the experience of approximately 10%
of the In-Pensioner population. There is, therefore, the potential that those participants
who chose to engage, were those with a positive bias towards living at the Royal
Hospital. However, participation was voluntary and open to all In-Pensioner’s living
within the Long Wards, therefore opportunities existed for any resident living
independently to engage, irrespective of a potential bias for or against the Royal
Hospital. Additionally, a further limitation is the targeted selection of Key Staff
participants, who were invited to take part depending on their job role, and who may,
therefore, have felt an obligation to contribute. However, participation was voluntary,
and several staff members did not engage in the project, demonstrating that the option

to decline was acted on by some.

The number of female In-Pensioner participants engaged in the project was small,
which may be considered a limitation. Four percent of the In-Pensioner participants
were female which compares with the overall female In-Pensioner population at the
time of the project, being 5.81% (see 6.4.5) Furthermore, a higher percentage of New
In-Pensioner participants were female, at 12.5%. Whilst recognising that this
representation is smaller than that found in non-veteran specific establishments,
where female residents are more prevalent, the project demographic is more reflective
of the population balance in veteran-specific residences (Lemke & Moos, 1989;
Montross et al., 2006). Furthermore, the project steering group was supported by a

female In-Pensioner, which increased the engagement of females in the overall project
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Generalisation of the project findings are most relevant to two areas, namely
representational transferability, and inferential transferability, with the former applying
to the wider population group from which the study participants belong, and the latter

more relevant to similar environments (Ritchie et al., 2013; Braun & Clarke, 2022a).

The In-Pensioner participant selection process ensured a balanced representation of
In-Pensioner residents, therefore the project findings have representational
transferability, as they have relevance to the wider population of the Royal Hospital
Chelsea. Furthermore, some project findings have inferential transferability,
particularly in relation to veteran-specific establishments, as arguably, several findings
could be replicated within these residences due to the mutual characteristics that those

who have served in the military share.

Notwithstanding the unique characteristics of the Royal Hospital, for example wearing
uniform, several project findings have inferential transferability, including the impact of
resident civic engagement, the importance of place-attachment, access to activities,
and social engagement, with these findings, if implemented, potentially delivering

similar outcomes in other residential establishments.

However, the small quantitative data sample size limits the generalisability of the
guality-of-life findings. Collectively, 42 In-Pensioners and New In-Pensioners
completed questionnaires, however in isolation, numbers were 25 and 17 respectively.
Several elements need to be considered when determining sample sizes (Fugard &
Potts, 2015) and for this project, qualitative data assumed primacy and data collection
methods were different for each participant cohort. In-Pensioner and New In-
Pensioner participant numbers determined the amount of quantitative data available,
however, the maximum amount of data possible was collected from these two
participant groups. Furthermore, the quantitative findings aimed to create a quality-of-
life evidence baseline to facilitate further data gathering of the wider In-Pensioner
population, therefore current data findings are arguably more relevant to the Royal

Hospital Chelsea than the wider audience.

The final limitation of this project is researcher interpretation and potential bias as a
result of being a veteran. Personal experience of military life alongside ongoing
engagement with the veteran community undoubtedly influences knowledge of military

veteran culture, however attention has been paid when analysing and interpreting the
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data to ensure an impartial view has been maintained. Nevertheless, reflexive
thematic analysis assumes researcher subjectivity as part of the analytical process,

therefore an element of researcher bias is anticipated.

6.8 Researcher Reflections

This section will aim to provide a reflection on my positioning within this research and
the rationale that influenced the methods, data collection, and analysis of the project.

Perhaps the greatest personal influence on this PhD has been my own positioning as
a military veteran, as this held weight from the outset and informed my decision to
submit my proposal to undertake this research. An awareness of the Royal Hospital
Chelsea, and its iconic Chelsea Pensioners meant | felt elements of privilege and
responsibility to undertake this research, recognising the commitment that would be
required to deliver a credible piece of research that would hopefully add value to the
Royal Hospital.

My experience of the military is that of having served in the Royal Air Force, but not
as someone who is defined by their service, as it was a ‘part of my life’ rather than ‘my
whole life’. As a result, | brought into this PhD, an assumption that the majority of
Chelsea Pensioners were likely to fall into the latter category, thus more likely to be
defined by their service and considered the Army to have been ‘their whole life’, and
therefore happy to assume a quasi-military position in their later life, as epitomised by
the wearing of their uniform and living to quasi-military rules. This contradictory
perspective forced me to maintain a balanced viewpoint of the project as | held a
curiosity around what it was that made Army veterans choose to become Chelsea
Pensioners and voluntarily return to a military-style way of life, which appeared
juxtaposed to a lifestyle | would choose for myself.

As discussed earlier, my position as an RAF veteran situated me ‘outside’ of the In-
Pensioner environment. This enabled me to adopt a more objective and almost neutral
perspective as some elements of Army life were unfamiliar such as the nuances
between Army regiments, units and rank structure, which meant | needed to remain
focussed and engaged as | could not assume an in-depth knowledge of Army

parlance.
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My lived experience influenced several areas of the PhD, not least during the In-
Pensioner recruitment process where | unconsciously adopted a peer-led recruiting
position and was able to establish rapport early on, as revealing my veteran status
removed communication barriers and opened up opportunities for participants to

initiate ‘banter’, particularly as | ‘belonged’ to a different branch of the Armed Forces.

Furthermore, as a student of ‘advancing years’, | believe my age also helped foster
rapport with participants as, in my opinion, it afforded me a level of respect and
credibility that may not have been evident had | been younger. This belief is subjective
as | have no evidence to endorse this, however the ease at which | was able to engage

with participants throughout the project informed this belief.

My lived experience further influenced the project as it undoubtedly guided the
literature review, the development of the semi-structured interview questions, the
interview process, and the data analysis, as | was able to use my knowledge and
experience to challenge findings more effectively and explore evidence in more depth
whilst self-critiquing throughout. However, it is also possible that my experience may
have resulted in some information being overlooked during the interviews as the ‘well,
you know what it’s like’ approach by some participants may have unconsciously
prevented the further exploration of the topic being discussed, as there was the

assumption of shared knowledge and understanding.

Maintaining a reflexive journal throughout the project was an essential element of the
reflexive thematic analysis process, providing an insight and historical record of my
thought processes. This was particularly important during theme development where

initial thoughts shifted as the analysis deepened.

This project has impacted on me personally as it has highlighted the importance of
being in control of where to live in later life, in selecting an appropriate living
environment that meets my needs and affords sufficient time in which to develop an
attachment to my new surroundings, which as this project evidences, is often lost as

people move as a result of increasing needs, rather than through choice.

The Covid-19 pandemic did not impact negatively on the overall project, therefore it is
not included within the limitations section. The pandemic began during the first year of
the project, where the focus was on obtaining project, and ethical, approval,

conducting the literature review, and developing the participant information
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documentation, therefore this work could take place with minimal impact. The
pandemic did impact on the Key Staff interviews as they were carried out using digital
platforms, however as most of the staff were both conversant and comfortable with

this method of communication, this impact was minimal.

On reflection, the opportunity to undertake an ethnographic study of the Royal Hospital
may have elicited a deeper understanding (Myers, 1999) of the In-Pensioner
experience and the influence the model of care has on their health and social care
outcomes, however time constraints and the Covid-19 pandemic would have made

this choice of methodology impractical.

In addition to reflecting on my own positioning within the research, and the influence
this had throughout the project, my philosophical approach has also been reflected on.
The applied, ‘real world’ research nature of this project meant selecting the most
appropriate methodology was important. A mixed-methods approach was agreed
early on in this project as it was evident that quantitative and qualitative data needed
to be collected, and the findings integrated, to address the project aims. This
methodology was supported by a Pragmatist philosophical positioning as it enabled
the research question to assume prominence over ‘how’ the question was addressed
and offered researcher flexibility by removing the need to explore the phenomenon
using one particular ‘worldview’. | believe applying this methodology to the project
enabled the research aims to be addressed in the most effective way, and importantly,

aligns with my own philosophical Pragmatist positioning.

6.9 Original Contribution to Knowledge

This project provides original contribution to knowledge in several ways, not least by
meeting the project aims of providing the Royal Hospital Chelsea with its first
evidence-based understanding of its model of care, and the influence this has on the
health and social care outcomes of the In-Pensioner residents. This evidence-based
knowledge will subsequently inform current and future service provision and influence

the Royal Hospital's decision-making processes.

Contribution to military veteran’s research is enhanced, as this project provides further
understanding of the ageing veteran, specifically those who choose to live in veteran-
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specific residential establishments and demonstrates how the impact of military
service is lifelong and how this evidence can be utilised through service delivery to
help contribute towards positive quality-of-life outcomes. This project builds on the
existing evidence identified in the literature review, specifically the impact of accessing
to activities when living in residential establishments, by adding new knowledge to
inform the ‘so what’, or the impact engaging in activities has on resident outcomes,
evidence of which is currently limited. Furthermore, this project evidences the
influence identity has, with the wearing of uniform, having a representational role, and

reconnecting with a military-style environment, positively impacting on life satisfaction.

For providers of veteran-specific residential care, these project findings offer evidence
of the contributing factors that influence positive health and social care outcomes
which they may choose to implement to enhance the veteran experience. Equally,
non-veteran specific residential establishments are offered an insight into the elements
that are evidenced as being important for this population group which may support

future service design and delivery.

The impact of civic engagement within residential establishments is clearly evidenced

within this project and adds to the limited knowledge.

These project findings add to the existing ageing well and ageing in [the right] place
knowledge, by evidencing a correlation between making a proactive decision to
relocate to a more supported living environment and quality-of-life outcomes.
Furthermore, the Royal Hospital Chelsea model of care demonstrates the positive
impact of living in an environment that supports as specific population group, namely
older military veterans, to remain in the same place, for the remainder of their lives
with the reassurance that the environment, and access to health and social care

provision, will support them from later life to end-of-life.

6.10 Implications for Future Research

This project has revealed numerous possibilities for future research. Firstly, the
findings highlight areas the Royal Hospital may wish to consider exploring further

ahead of any strategic or operational changes.
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The concept of the Royal Hospital diverging from its core mission of providing a home
to older British Army veterans, to considering expansion to other branches of the
British Armed Forces, was met with both resistance and acceptance, therefore further
research into the impact this would have on current and future In-Pensioners, the
historical fabric, and the identity of the Royal Hospital Chelsea would be required. A
suggestion would be using Participatory Action Research or an ethnographic study to
engage with an existing veteran-specific establishment that has tri-service residents,
to explore their service provision and the nuances supporting a mixed service

population creates.

Additionally, further research is recommended to assess the demand of future
veterans who have experienced limb loss or have complex mental health challenges,
to mitigate any unnecessary structural or operational changes, as arguably the Royal
Hospital has supported In-Pensioners with these challenges since its inception.
Engaging with younger generations of veterans impacted by limb loss, or complex
mental health challenges, in the form of Participatory Action Research may inform this

demand.

The changing demographics of military veterans requires the Royal Hospital to
consider raising awareness of its inclusivity to broaden the diversity of the In-
Pensioner population and ensure it doesn’t inadvertently exclude marginalised

veterans who may benefit from experiencing life at the Royal Hospital.

This project did not include those In-Pensioners living in the MTI, hence there is an
integral part of the Royal Hospital that has not been researched. Therefore, exploring
this provision using Case Study methodology, would enable the Royal Hospital to
assess the impact transitioning from the Long Wards to the MTI has on the In-
Pensioner experience, and would contribute additional evidence on the concept of
ageing in [the right] place, and support future service provision.

The participant narrative indicated a widely held belief that In-Pensioners enjoy longer
life as a result of living at the Royal Hospital, however this was not directly evidenced
in the project findings. Therefore, the Royal Hospital may wish to consider undertaking
future research, for example a Randomised Control Trial, to enable more accurate
comparisons with similar establishments, and to identify any cause and effect the

model of care may have on In-Pensioner longevity.
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Establishing a quality-of-life evidence base presents the Royal Hospital with
indications on the impact moving in has on new In-Pensioner residents over a 6-month
period. It is suggested that this evidence is expanded further by inviting all new
residents to complete the questionnaires on arrival, and at the 6-month and 12-month
points, with annual questionnaires thereafter. Furthermore, it may be beneficial to
consider a longitudinal study to gain an in-depth understanding of the ongoing impact
of the In-Pensioner experience, which may also identify individual and/or service

provision challenges promptly.

There were clear challenges to succinctly identify the Royal Hospital and its blended
model of care. Arguably, members of the Armed Forces Community, and those living
within the London area, are aware of who the Chelsea Pensioners are and what they
represent. However, the lack of clarity may be worthy of further investigation to
minimise any ambiguity and raise awareness of the purpose and relevance of the
Royal Hospital in the wider population. Research in the form of Survey’s or
Questionnaires may help identify levels of awareness of the Royal Hospital and inform

next steps.

The impact taking part in civic and intergenerational activities has on an individual’s
sense of purpose, identity, usefulness, and quality of life is clearly evidenced by this
project’s findings. Furthermore, there is clear evidence of a willingness to engage.
However, there is a paucity of evidence on the impact of civic engagement in
residential establishments, therefore it is suggested that further qualitative research is
needed, to build on this evidence and inform future service provision. For service
providers, it is suggested that initiatives are explored to introduce civic and
intergenerational engagement opportunities for those living in residential
establishments, to reduce barriers of engagement, create more inclusive communities

and enhance the quality-of-life outcomes of residents.

The positive impact on resident health and social care outcomes, and the ability to age
well and in [the right] place, as a result of access to an embedded medical centre and
social care team, has been clearly evidenced in this project. Plainly, this level of
provision may not be economically or practically viable for many residential
establishments, however it is suggested that similar provision be considered where
appropriate, whether stand-alone or a shared service, to facilitate better resident
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outcomes. Additionally, further multi-disciplinary research, including engagement with
health economists, is required to evidence the health benefits and economic impact
this holistic approach to delivering health and social care has on those in residential

care establishments.

Undoubtedly, there will be military veterans living in residential establishments across
the UK who are ‘hidden’ if they have not declared their veteran status, or if the place
in which they live is not engaged with the Armed Forces Community. Therefore, these
individuals may be ‘missing out’ on opportunities to live within veteran-specific
establishments such as the Royal Hospital Chelsea, and potentially not experiencing
the benefits living within such a community brings. It is suggested that research, in the
form of a Survey, takes place to identify this ‘hidden’ population and establish whether
there is a demand or need for individuals to consider relocating to veteran-specific
establishments, recognising that this option may not be the preferred choice for some.
Furthermore, it is suggested that there is the potential for the Royal Hospital to engage
with this veteran population as part of its developing outreach programme, to bring
together those with shared experiences and further expand the Royal Hospital

community.

The project findings indicate that In-Pensioners benefit from being supported by a staff
group who have also served in the military, and therefore share similar experiences.
This impact may benefit from further research, in the form of mixed methods research,
or by Quantitative measures only using Questionnaires, to explore whether other
veteran-specific establishments have a veteran staff contingent, and what impact this
has on resident outcomes. Also worthy of further exploration, perhaps using
Participatory Action Research, is the impact this peer-support working environment
has on the veteran member of staff, as arguably there are mutual benefits. It is
suggested that findings may indicate a cohort of veterans who themselves have
experienced challenges with transitioning from their military service and wish to
maintain some connection to their former lives, or conversely, it may simply denote a

desire to support fellow veterans.

The In-Pensioner population clearly identify with their previous military service which
enhances their sense of identity and belonging and is further increased by the wearing

of uniform, and the military-style environment in which they live. Service providers may
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wish to examine whether the sense of identity and belonging is evident in similar
veteran-specific establishments, and whether elements of the Royal Hospital Chelsea

model of care can be replicated to elicit similar health and social care outcomes.

The project findings evidence the sense of home, or place attachment, experienced
by In-Pensioners and the positive impact this has on their sense of belonging and
guality-of-life outcomes, however empirical evidence demonstrates this is found to be
lacking in other residential establishments. It is suggested that further research, for
example using Participatory Action Research or Case Study research, explores ways
to facilitate place attachment in residential establishments to alleviate the upset and
instability caused by a move into higher needs living and improve opportunities for

individuals to age well.

Finally, the Royal Hospital may wish to consider engaging with other establishments,
veteran and non-veteran specific, to share best practices which may benefit the wider

community of older people living in residential establishments.

6.11 Conclusion

This project has established an evidence base for the Royal Hospital Chelsea model
of care and informed on the impact this had on the health and social care outcomes
of its residents, namely the In-Pensioners. To achieve this, a mixed methods approach

was applied which generated primary qualitative and quantitative evidence.

Integrated analysis presented four areas that were central to the model of care and
the In-Pensioner outcomes: ‘the environment’, ‘identity’, ‘staying active’, and ‘staying

healthy’, with each one dependent on the other.

These project findings will be of interest to providers of both veteran and non-veteran
residential care with several areas being relevant to the older population, irrespective
of their previous occupation. Through the theoretical lenses of ageing well and ageing
in [the right] place the findings evidence the Royal Hospital Chelsea presents
opportunities for In-Pensioners to achieve both by offering a holistic health and social
care package that provides support from the day they move in, which for some can
extend beyond 30 years, to end of life. Challenges experienced by the general

population when relocating from the home environment to higher needs care, are
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removed as In-Pensioners simply relocate from their independent living
accommodation to the MTI nursing facility, remaining within a familiar environment,

and surrounded by friends and care staff who are known to them.

For providers of veteran-specific residential care, these findings offer an insight into
what military-related influences contribute towards an individual’s positive life

experiences, some of which may be transferrable.

This project has provided the Royal Hospital Chelsea with empirical evidence of its
model of care, in line with the project aims, and as a consequence has identified a
number of areas that would benefit from additional research, the results of which may
further influence the service provision of establishments that, for many of the older
population, are the places in which they spend the final years of their lives, and should,
arguably, be the places they choose to call ‘home’ as they age as well as possible,

and in [the right] place.

6.12 Chapter Summary

Chapter 6 discussed the collective project findings, presented as pieces of a jigsaw,
within four distinct areas namely: The Environment; Identity; Staying Active; and
Staying Healthy. Together, these distinct areas represent the In-Pensioner

experiences of living at the Royal Hospital Chelsea.

The Royal Hospital presented In-Pensioners with the opportunity to live in an
environment resonant of that experienced whilst serving in the Army, which brought a
sense of familiarity and security. This is complemented by a cohort of ex-military staff
employed in quasi-military positions, which it is argued was mutually beneficial as
these staff provided a peer-support-like service to the In-Pensioners. This was

discussed through the theories of ageing ‘well’, and in [the right] place.

The identity of the Royal Hospital and that of the Chelsea Pensioner are mutually
exclusive and beneficial. In-Pensioners enjoyed an elevated status as a result of living
at the Royal Hospital. Equally, awareness of the Royal Hospital was maintained by the
requirement of In-Pensioners to wear their Scarlet uniform. The blended
accommodation options presented challenges to accurately identify the Royal Hospital

Chelsea however this did not impact on the In-Pensioner experience. The apparent
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lack of diversity may be reflective of the Army demographics for this generation of In-
Pensioners and is likely to change over time. In-Pensioners displayed a propensity to
primarily identify themselves as Chelsea Pensioner but were also keen to maintain an

individual identity.

The ability to stay active enabled independence and fostered a sense of purpose.
Social, or civic, engagement provided In-Pensioners with opportunities to engage in
knowledge exchange across multiple generations and with a wide variety of people, in
numerous situations. These opportunities positively impacted on In-Pensioner lives.
However, the lack of evidence of the impact of civic engagement for those living in

residential care presents opportunities for further research.

Expedited healthcare, onsite medical and social care, including respite and domiciliary
care all contributed towards positive health outcomes for the In-Pensioner population.
This provision was supported by a committed workforce of blended ex-military and
civilian staff who considered In-Pensioner wellbeing their main priority. Challenges
existed to overcome the stoicism and reluctance by some In-Pensioners to accept

support.

Throughout the findings there was clear evidence that In-Pensioners considered
themselves to be in a privileged position, as a result of living at the Royal Hospital,
with both staff and In-Pensioners expressing an ideal that this level of privilege should

be experienced by those outside of the Royal Hospital Chelsea.

These four key areas; The Environment, Identity, Staying Active, and Staying Healthy,
were integral to the Royal Hospital Chelsea’s model of care and influenced In-
Pensioner health and social care outcomes, contributing towards positive quality-of-

life outcomes as a result of residing at the Royal Hospital.

This chapter also outlined the project strengths and limitations, and the reflexive
summary which presented a precis of researcher reflections throughout the duration

of the project.

This chapter outlined the project’s original contribution to knowledge, which included
meeting the project aims by providing the Royal Hospital Chelsea with an evidence
base for their model of care; adding to the knowledge base for veteran-specific

residential care, and the wider population; and contributing towards the ageing ‘well’
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and ageing in [the right] place knowledge. Implications for future research outline
areas for the Royal Hospital Chelsea, providers of care in similar residential facilities,

and wider research opportunities.

Finally, this chapter presented the project conclusion.
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APPENDIX A

Professional Development Record

Domain A: Knowledge and intellectual skills

Title Type Date
Teaching Qualitative Research online Research Workshop/Seminar 15.04.2020
Conducting Qualitative Fieldwork during Covid-19 Research Workshop/Seminar 21.04.2020
NVivio Transcription - Integrate with NVivio Professional Development 06.05.2020
Transcription for Faster Analysis

Introduction to research data, data services and Professional Development 14.05.2020
DataCite at the British Library (and beyond)

EndNote Introduction Professional Development 19.05.2020
Literature Searching and Planning Professional Development 20.05.2020
Research Philosophies and Paradigms Research Workshop/Seminar 21.05.2020
Research Data Management Professional Development 04.06.2020
How to Develop Plan B Research Workshop/Seminar 30.06.2020
How to Write a Great Research Paper, and Get it Professional Development 17.11.2020
Accepted by a Scholarly Journal - Northumbria

University

Annual Progression - Preparing for Year 1 Submission Training Course 03.12.2020
QandA

Quality improvement in health and social care Training Course 26.04.2021
Expectations of the Peer Review process Research Workshop/Seminar 11.05.2021
Coproduction Workshop Training Course 13.07.2021
Systematic Reviews training session Research Workshop/Seminar | 07.09.2021
Introduction to qualitative research and qualitative Research Workshop/Seminar 28.10.2021
evidence synthesis

Measuring research impact for literature reviews Research Workshop/Seminar 29.10.2021
Storytelling - Visual Communications Research Workshop/Seminar 11.11.2021
Influencing Policymakers Workshop Research Workshop/Seminar | 02.12.2021
Selecting studies and assessing methodological Research Workshop/Seminar 13.12.2021
limitations

Finding the right Journal Training Course 07.01.2022
Social Impact Professional Development 10.01.2022
Ensuring Visibility Professional Development 11.01.2022
Qualitative Evidence Synthesis - Making Sense of Research Workshop/Seminar 20.01.2022
Framework and Best Fit Framework Synthesis

Coach Lane Research Conversation "To write or not to | Webinar 21.01.2022
write - what, for whom, where and how to publish

your research" with Professor Monique Lhussier

Qualitative Evidence Synthesis - Thematic Synthesis Webinar 24.02.2022
Common Challenges in Thematic Analysis and how to | Webinar 11.08.2022
avoid them, with Virginia Braun and Victoria Clarke

Domain B — Personal Effectiveness

What you need to know right now about.... How Research Workshop/Seminar 28.05.2020

actors build confidence
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Title Type Date

PGR women in academia: navigating the imposter Research Workshop/Seminar 23.02.2021

phenomenon

Policy and Care Seminar Research Workshop/Seminar | 04.03.2021

Science and Function Seminar Conference Attendance or 11.03.2021
Contribution (online)

Becoming an Early Career Researcher Webinar 12.03.2021

Veterans Families and Covid Seminar Conference Attendance or 18.03.2021
Contribution (online)

How to write a thesis Research Workshop/Seminar 23.03.2021

Substance Misuse and Gambling Seminar Conference Attendance or 25.03.2021
Contribution (online)

Making Generation R - Equality Matters "Building Webinar 21.04.2021

Resilience and overcoming adversity

Professor Renata Gomes Public Lecture 'Victory over Lecture/Webinar 26.06.2021

blindness'

Navigating the Progression Panel Professional Development 02.07.2021

British Society of Gerontology Annual Conference Conference Attendance or 07.07.2021 -
Contribution (online) 09.07.2021

British Society of Gerontology Annual Conference - Conference Attendance or 08.07.2021

Presentation Contribution (online)

Tougher Minds Conference Attendance or 11.11.2021
Contribution (online)

Domain C — Research Governance and Organisation

Ethics training Professional Development 07.05.2020

PGR Drop-in Session Equality, Diversity, and Inclusivity | Webinar 27.04.2021

Basic Travel Security Awareness Mandatory Training 08.11.2021

Annual Progression: Preparing for the Panel Professional Development 23.11.2021

Intellectual Property for Research Research Workshop/Seminar 12.01.2022

Domain D — Engagement, Influence, and Impact

Care of the Ageing Population: Developing an Evidence | Invited Presentation 14.10.2020

Base for the Royal Hospital Chelsea model of care.

Royal Hospital Chelsea Research Oversight Committee

"Crafting the next Stirling Prize poster: A master class | Research Workshop/Seminar 16.12.2020

with Nadine Mirza"

How to give a presentation Research Workshop/Seminar 30.03.2021

Care of the Ageing Population: Developing an Evidence | Invited Presentation 21.04.2021

Base for the Royal Hospital Chelsea model of care.

Royal Hospital Chelsea Research Oversight Committee

What residential models of care exist for ageing Internal Peer-Reviewed 15.06.2021

military veterans, what are their characteristics, and Conference (Presentation)

what evidence exists to demonstrate their impact on

health and social care outcomes? A Systematic

Narrative Review.

British Society of Gerontology Annual Conference Conference Attendance or 08.07.2021

2021 -Presentation

Contribution (online)

264




Title Type Date

Care of the Ageing Population: Developing an Evidence | Invited Presentation 13.10.2021

Base for the Royal Hospital Chelsea model of care.

Royal Hospital Chelsea Research Oversight Committee

COMMunity Research Launch Research Workshop/Seminar 14.10.2021

North East Post Graduate Conference Conference Attendance or 01.11.2021
Contribution (online)

Ensuring Visibility Research Workshop/Seminar 11.01.2022

Social Impact Research Workshop/Seminar 11.01.2022

Becoming a Peer Reviewer Research Workshop/Seminar 15.01.2022

Care of the Ageing Population: Developing an Invited Presentation (Poster) 24.03.2022

Evidence Base for the Royal Hospital Chelsea model of

care.

Forces in Mind Trust

Care of the Ageing Population: Developing an Evidence | Invited Presentation 31.03.2022

Base for the Royal Hospital Chelsea model of care.

Royal Hospital Chelsea Research Oversight Committee

Writing for Publishing Research Workshop/Seminar 28.04.2022

Care of the Ageing Population: Developing an Invited Presentation 11.05.2022

Evidence Base for the Royal Hospital Chelsea model of

care.

Ethics Committee, King Edward VIl Hospital

Introduction to Public Engagement - Academic Staff Research Workshop/Seminar 14.06.2022

Evaluation of Public Engagement - Academic Staff Research Workshop/Seminar 29.06.2022

British Society of Gerontology Annual Conference 2022 | Conference Attendance or 08.07.2022

-Presentation Contribution (online)

Care of the Ageing Population: Developing an Evidence | Invited Presentation 24.08.2022

Base for the Royal Hospital Chelsea model of care.

Royal Hospital Chelsea Public Engagement Team

Care of the Ageing Population: Developing an Evidence | Invited Presentation 29.09.2022

Base for the Royal Hospital Chelsea model of care.

Royal Hospital Chelsea Research Oversight Committee

Care of the Ageing Population: Developing an Evidence | Invited Presentation 12.04.2023

Base for the Royal Hospital Chelsea model of care.

Royal Hospital Chelsea Research Oversight Committee

British Society of Gerontology Annual Conference Conference Attendance or 07.07.2023

2023 -Presentation

Contribution
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APPENDIX B

Conference Abstracts

BSG conference 2021 - ‘Ageing Past, Present and Future — Innovation and Change’

A global review of residential care models for the ageing military veteran population: What is
available and what evidence exists to demonstrate their impact on health and social care
outcomes?

Ms Helen Cullen?, Dr Gemma Wilson?

INorthumbria University, Faculty of Health and Life Sciences, Department of Nursing, Midwifery, and
Health, Newcastle upon Tyne, United Kingdom.

ABSTRACT

With ageing population numbers continuing to rise globally, a systematic narrative review of
residential care provision in a non-hospitalised setting specifically for military veterans over 65 years
of age was conducted. This unique employment group has access to residential care that is tailored to
meet their needs, however little is known about the impact these settings have on resident outcomes,
and whether there is a need for this exclusive provision.

After completing a systematic search strategy and removing all papers that did not meet inclusion
criteria, a total of 14 peer-reviewed articles were included in the study. A grey-literature search also
identified veteran specific residential options in 10 countries.

The review found the majority of establishments accepted residents from military and non-military
backgrounds, and established there is little empirical evidence that identifies the health and social
care outcomes of military veterans in non-hospital setting residential care. The majority of provision
for veterans in the UK is facilitated by third sector military charities. Two residential care options
identified in the USA warrant further investigation to assess the potential of implementation in other
countries.

The considerable amount of provision available to UK veterans and lack of research invites further
investigation to evidence health and social care outcomes, inform service development and identify
whether this cohort of the ageing population benefits from tailored provision. These findings would
benefit comparable global provision.
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Abstract for 2022 BSG Conference

BSG conference 2022 - ‘Better Futures for Older People — Towards Resilient and Inclusive
Communities’

Care of the ageing veteran population: Developing an evidence base for the Royal Hospital
Chelsea model of care. PhD: Preliminary Findings

Ms Helen Cullent, Dr Gemma Wilson-Menzfeld:
Northumbria University, Faculty of Health and Life Sciences, Department of Nursing,
Midwifery, and Health, Newcastle upon Tyne, United Kingdom.

ABSTRACT

Royal Hospital Chelsea is home to 300 British Army Veterans, known as Chelsea Pensioners,
who live in a unique community setting. Residents live independently within a communal
setting, having the opportunity to ‘age in place’ with access to onsite medical facilities and a
nursing home thereby removing the need to be relocated as their health deteriorates.

This setting aims to foster a sense of belonging, rekindle previous military comradeship and
offer access to a multitude of activities from tending allotments and fishing to representing
the Royal Hospital on formal occasions such as Remembrance Day Parades or less formal
events including ‘tea at the Ritz’.

This research project aimed to develop an evidence base for a way of life established in 1692
to support former soldiers. It examined the health and social care impact on Chelsea
Pensioners and aimed to inform strategic direction to ensure the Royal Hospital remains
viable for future generations of veterans. A mixed-method design was used to capture
gualitative and quantitative data and identify areas of interest to support the research
objectives.

Preliminary findings indicate enhanced quality of life, removal of financial burdens
experienced ‘outside’ and reduced social isolation and loneliness. Some residents were averse
to being regarded as ‘old people’ and felt they had a wealth of experience that could be better
utilised by the Royal Hospital.

Further research is required to compare this setting to others, explore best-practice and offer
a knowledge exchange which may inform health and social care policy.
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BSG conference 2023 - ‘Inclusive Participation Throughout Ageing: Creating a Society for
all’

Title:

The impact of life in a veteran-specific residential setting: Living at, and representing, the
Royal Hospital Chelsea reinvigorates identity, sense of purpose and belonging, and
enhances quality of life.

Ms Helen Cullen?, Dr Gemma Wilson-Menzfeld:
Northumbria University, Faculty of Health and Life Sciences, Department of Nursing,
Midwifery, and Health, Newcastle upon Tyne, United Kingdom.

ABSTRACT

Military veterans have access to residential options that acknowledge their military service
and tailor the environment in which they live to reflect their time in uniform. The Royal
Hospital Chelsea is the largest veteran-specific residential establishment in the UK and has
been home to British Army veterans, known as ‘Chelsea Pensioners’, since 1692.

Eligible veterans can live at the Royal Hospital from 66 years of age, remaining within the
community for the rest of their lives, living semi-independently with access to on-site health
and social support, and a nursing home as their health deteriorates.

A PhD research project developed an evidence base for the Royal Hospital Chelsea by
exploring its model of care and the impact access to health and social care had on the
Chelsea Pensioners. A mixed-methods design captured qualitative and quantitative data
identifying areas that supported the research aims.

Representing the Royal Hospital Chelsea fostered a sense of belonging and contributed
towards a sense of purpose and pride as Chelsea Pensioners integrated themselves and
embraced the environment in which they lived. Wearing a military-style uniform reinforced
the Chelsea Pensioner identity with the Royal Hospital, which brought recognition, respect,
and an elevated social status. Access to a multitude of meaningful activities including hobbies
and therapeutic ‘jobs’ within the Royal Hospital Chelsea contributed towards positive quality
of life.

Findings suggest that living in a veteran-specific establishment offers individuals the
opportunity to re-establish a sense of identity and purpose, lead meaningful lives, and
enhance life satisfaction in older age.
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APPENDIX C

Poster Presentation

Care of the ageing veteran population
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APPENDIX D

Systematic Narrative Review Screening and Selection Tool

Review Question:

Title:

A Systematic Narrative Review of International Residential care models for the ageing military veteran population:
What residential models of care exist for ageing military veterans, and what evidence exists to demonstrate their impact on health and social care

outcomes?
Aim:

To explore residential care options for the ageing military veteran in a non-hospitalised setting and identify evidence of resident outcomes on health

and social care

Inclusion Criteria using
PICOS

Population - Veteran OR Ex-servicemen
Intervention - Care-home, Residential-home OR Assisted living
Comparator - Not applicable

Outcomes — Qol, Longevity, Health Care impact, Social Care impact
(Occupational therapy/rehabilitation), Pastoral Care
Setting - Residential care-home facilities (for the over 65yrs only)

Author Info/Article ID etc.,
Title:

Date of Screening:

Journal:

Include Exclude
Population (] Adults over the age of 65 years [J  Adults under the age of 65
[]  Veterans who have served in the Armed Forces/military 0 Children
0 Non-military population
Intervention [J  Residential care (homes) [0 Non-residential care [1 Specialised residential establishments
[J Care homes [1 Day care centres (i.e., terminal/ neurological care;
1 Assisted Living (residential) 7] Home-nursing/care dementia/ mental-health/substance-
(] Veteran-specific residential establishments (for those aged 65 [J Rehabilitation centres misuse specific)
years and older) [1 Children’s residential est. | LI Residential Treatment Programmes
[0 Hospitals (acute care) ] Homeless centres
[l Book Chapters [l Service Reviews
Comparator N/A
Outcomes 0 QoL [0 Health Care impact [J  Social Care impact (Occupational therapy/rehabilitation)
1 Longevity 0 Pastoral Care
Study Design [l Peer Reviewed 0 Non-peer reviewed art. [l RCT
[J  Grey Literature [J Residential Report []  Systematic Reviews
(1 Website link/search [J Newspaper/online art. [1 Theses/Dissertations
Included Excluded

Overall Decision




APPENDIX E

Empirical Papers Selected for Inclusion in Systematic Narrative Review

Empirical Papers Selected for Inclusion in Systematic Narrative Review

Paper title Author(s)/Date Journal Overview of paper Country
Researched
Assisted Living Pilot | Chapko, M.K., Journal of aging and | This is one of three USA
Program - Manheim, L.M., health, 21(1), related papers on the
Utilization and Cost | Guihan, M., Sullivan, pp.208-225. Assisted Living Pilot
Findings J.H., Zhou, X.H.A., Program (ALPP). This
Wang, L., Mambourg, paper focuses on the
F.J. and Hedrick, S.C., financial aspect (cost
2009. evaluation of the pilot
programme)
Predicting Mortality | Chen, L.K,, Peng, L.N., Journal of the Paper focuses Taiwan
of Older Residents Lin, M.H., Lai, H.Y., American Medical predicting end-of-life
in Long-Term Care Hwang, S.J. and Lan, Directors mortality rates in a
Facilities C.F., 2010. Association, 11(8), long-term facility for
pp.567-571. veterans (the Banciao
Veterans Care Home,
Taiwan).
A qualitative Gilman, C., Haverhals, Home Health Care Paper focuses on the USA
exploration of L., Manheim, C. and Services Medical Foster Home
veteran and family Levy, C., 2018. Quarterly, 37(1), programme and the
perspectives on pp.1-24. experiences of veterans
medical foster residing in MFH's and
homes their families/guardians
- part of a larger mixed-
methods study (see the
Pilot papers)
Assisted Living Pilot | Guihan, M., Thomas, Journal of aging and | This is one of three USA

Program -
Background,
Methods, Facility
Characteristics

M.D., Mambourg, F.J.,
Wang, L., Chapko, M.K.
and Hedrick, S.C., 2009.

health, 21(1),
pp.172-189.

related papers on the
Assisted Living Pilot
Program (ALPP). This
paper covers the
Department of
Veterans Affairs
funding of Assisted
Living, Adult Family
Home and residential
care within the Assisted
Living Pilot Program (to
support onward
transition from VA
funded access to
medical care to
Medicaid or self-funded
care)




Paper title

Author(s)/Date

Journal

Overview of paper

Country
Researched

Caregivers Create a
Veteran-Centric
Community in VHA
Medical Foster
Homes

Haverhals, L.M.,
Manheim, C.E., Gilman,
C.V., Jones, J. and Levy,
C., 2016.

Journal of
gerontological social
work, 59(6), pp.441-
457.

This paper focuses on
the Medical Foster
Home (MFH) (which
provides care to 'end of
life' and is considered a
'‘permanent' option of
long-term care/home-
nursing/assisted level
care, but for those
requiring 24 hr care.
Paper focuses on the
type of care
backgrounds, the skills
of the caregivers (in
their own homes),
caregiver motivations,
how they function to
support veterans.

USA

Characteristics of
Residents and
Providers in the
Assisted Living Pilot
Program (ALPP)

Hedrick, S., Guihan, M.,
Chapko, M., Manheim,
L., Sullivan, J., Thomas,
M., Barry, S. and Zhou,
A., 2007.

The Gerontologist,
47(3), pp.365-377.

Assessment of the ALPP
and service providers to
capture characteristics

USA

Assisted Living Pilot
Program - Health
Outcomes

Hedrick, S.C., Guihan,
M., Chapko, M.K.,
Sullivan, J., Zhou, X.H.,
Manheim, L.M.,
Forsberg, C.W. and
Mambourg, F.J., 2009.

Journal of Aging and
Health, 21(1),
pp.190-207.

This is one of three
related papers on the
Assisted Living Pilot
Program (ALPP). This
paper covers health
outcomes, including
Assisted Daily Living
(ADL) scores,
psychiatric diagnoses,
hospitalisation rates,
onward admission to
nursing homes,
mortality rates.

USA

Residential Care
and the Veterans
Administration

Kenter, A., 1980.

American Health
Care Association,
6(6), pp.30-30.

An article that
summarises the USA VA
Foster Home Program
(started in 1951), the
impact on veterans and
the cost benefits to the
VA foster home care -v-
hospitalisation.

USA

Paper title

Author(s)/Date

Journal

Overview of paper

Country
Researched
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Life at the Extreme:
Characteristics of
Veteran
Centenarians in
Long-Term Care

Kheirbek, R.E., Fokar,
Al., Wilson-Bell, L.,
DeGrote, S., 2018.

The annals of long-

term care, 26(5), pp.

E25-E32.

This paper presents
findings on research
into the long-term care
of US veteran
centenarians - from the
Washington DC VA
Medical Center, a 120-
bed, 24 hr hospital-
based skilled nursing
care facility that
includes long-term,
restorative and short-
term rehabilitative
services plus inpatient
palliative and hospice
services.

USA

Ownership and
Quality of Care in
Residential Facilities
for the Elderly

Lemke, S. and Moos,
R.H., 1989.

The Gerontologist,
29(2), pp.209-215.

This paper researches
the various types of
residence in the USA:
private; non-profit and
veterans facilities run
by the VA- nursing
homes, residential
facilities and

congregate apartments.

Includes veteran’s
facilities.

USA

Residential care
services for older
people in China:
from state to
market provisions?

Leung, J.C., 2010.

Social Development
Issues (Follmer
Group), 32(1).

Paper explores
residential care in
China, and the
transition from state
funded provision to
private operators.
Details China's 'honor
homes' for those who
have made significant
contributions to the
country during the civil
war, family members of
martyrs, or disabled ex-
servicemen.

China

Paper title

Author(s)/Date

Journal

Overview of paper

Country
Researched
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A Qualitative Levy, C.R,, Jones, J., Journal of nursing Model of care for USA
Evaluation of a new | Haverhals, L.M. and education and veterans as an
Community Living Nowels, C.T., 2013. practice, 4(1), p.162. | alternative to nursing
Model: Medical homes - the Medical
Foster Homes Foster Home is for
those eligible for
nursing care but prefer
to receive care in
private homes (care is
long-term and is aimed
towards lifetime
residence).
Correlates of Self- Montross, L.P., Depp, The American This paper examines USA
rates successful C., Daly, J., Reichstadt, Journal of Geriatric four USA community
aging among J., Golshan, S., Moore, Psychiatry, 14(1), dwellings including one
community dwelling | D., Sitzer, D. and Jeste, | pp.43-51. veteran establishment.
older adults D.V., 2006. Focus is on self-
reported successful
ageing
Predictive Factors of | Wu, L.F., 2002. Journal of Nursing Paper focuses on Taiwan

Self-Care Capacity in
Veterans' Care
Institution
Residents

Research, 10(3),
pp.195-204.

factors that affect the
self-care capacity of
self-pay veteransin a
veteran’s care home in
Taiwan
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APPENDIX F

Grey Information - Countries Contacted for information residential provision for veterans

Country Source of Information (e.g., Method of Response Ageing Veteran
organisation contacted) Communication Received Residential Provision
Confirmed
Australia Multiple Organisations Multiple Yes Yes
Canada Multiple Organisations Multiple Yes Yes
Czech Republic | Ministry of Defence of the Direct email Yes Yes
Czech Republic
France Multiple Organisations Multiple Yes Yes
Jordan Jordanian Economic and Social | Contact Form via Yes Yes
Association for Retired website
Servicemen & Veterans
(ESARSV)!
Netherlands Bronbeek Royal Home for Multiple Yes Yes
Retired Military Personnel
New Zealand Multiple Organisations Multiple Yes Yes
Poland Ministry of Defence Direct email Yes Yes
Poland Association of Combatants of | Contact Form via No Not Known
the Polish Republic and website
Former Political Prisoners
(ACPR & FPP)!
UK Multiple Organisations Multiple Yes Yes
USA Multiple Organisations Multiple Yes Yes
Albania Ministry of Defence, Republic Direct email Yes No
of Albania
Algeria Algerian Ministry of National Direct email No Not Known
Defence
Angola Association of War Disabled Contact Form via No Not Known
Ex-Servicemen of Angola website
(AMMIGA)?
Argentina War Veterans Federation of Contact Form via No Not Known
Lujan-Buenos Aires - website
Argentinat
Austria Federal Ministry for National Contact Form via No Not Known
Defence website
Austria Austrian Association of Contact Form via No Not Known
Victims of War and Disabled website
(koBV-0)!
Belgium Belgian Defence Contact Form via Yes No

website
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Country Source of Information (e.g., Method of Response Ageing Veteran
organisation contacted) Communication Received Residential Provision
Confirmed
Bosnia & Bosnia & Herzegovina Contact Form via No Not Known
Herzegovina Association of War Disabled website
Veterans (AWDV)?!
Bosnia & United Veterans Organization | Contact Form via No Not Known
Herzegovina - Veterans Union of Bosnia & website
Herzegovina (JOB - Unija
Veterana BiH)?
Brazil Ministry of Defense Direct email No Not Known
Bulgaria Deputy Prime Minister for Direct email No Not Known
Public Order and Security and
Minister of Defence
Croatia Croatian War Veterans Contact Form via No Not Known
Association (UHRV)? website
Croatia Union of Associations of Contact Form via No Not Known
Croatian Defence Force website
Veterans (AUCDFV)?
Cyprus Ministry of Defence Direct email No Not Known
Denmark Veterans of Denmark? Contact Form via No Not Known
website
Egypt Egyptian Veterans and War Contact Form via No Not Known
Victims Association? website
Estonia Ministry of Defense Direct email No Not Known
Finland Disabled War Veterans Contact Form via No Not Known
Association of Finland? website
Finland Finnish War Veterans Contact Form via No Not Known
Federation?! website
Georgia Ministry of Defence of Georgia | Direct email No Not Known
Germany German Federal Ministry of Direct email Yes No
Defence
Greece Greek Ministry of National Direct email No Not Known
Defence
Hungary Ministry of Defence Direct email Yes No
India Department of Ex-Servicemen | Direct email Yes No
Welfare
Iran Veterans and War Victims Contact Form via No Not Known
Foundation of Iran! website
Ireland Organisation of National Ex- Direct email Yes No
Service Personnel (ONE)
Israel Israeli Defence Force Direct email Yes No
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Country Source of Information (e.g., Method of Response Ageing Veteran
organisation contacted) Communication Received Residential Provision
Confirmed
Israel Israel Defence Forces Contact Form via No Not Known
Veterans of War Association website
(TZEVET)?
Italy National Association of War Contact Form via No Not Known
Disabled (ANMIG)?! website
Italy National Association of War Contact Form via No Not Known
Veterans and Repatriated website
Soldiers (ANCR)?
Japan Japan Veterans Association? Contact Form via No Not Known
website
Kuwait Ministry of Defence of Kuwait | Direct email No Not Known
Latvia Ministry of Defense of the Direct email Yes No
Republic of Latvia
Lithuania Lithuanian Government Portal | Direct email No Not Known
Luxembourg Ministry of Homeland Security | Direct email No Not Known
Malaysia Malaysian Armed Forces Contact Form via No Not Known
Veterans Council? website
Malta Ministry for Home Affairs, Direct email Yes No
National Security and Law
Enforcement
Mexico Mexico - Secretariat of Direct email No Not Known
National Defence?!
Montenegro Ministry of Defence Direct email No Not Known
Nigeria Nigerian Legion?! Contact Form via No Not Known
website
North Ministry of Defence, Republic Direct email No Not Known
Macedonia of North Macedonia
Norway Norwegian Veterans Direct email Yes No
Association for International
Operations
Pakistan Pakistan Armed Services Contact Form via No Not Known
Board (PASB)! website
Philippines Veterans Federation of the Contact Form via No Not Known
Philippines (VFP)? website
Portugal General Secretariat of the Direct email No Not Known
Ministry of National Defense
Portugal Ligue des Combattants? Contact Form via No Not Known
website
Qatar Government Communications | Direct email No Not Known

Office, Council of Ministers
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Country Source of Information (e.g., Method of Response Ageing Veteran
organisation contacted) Communication Received Residential Provision
Confirmed
Republic of Ministry for Kosovo Security Direct email No Not Known
Kosovo Force (MKSF)
Republic of National Office of Veterans Contact Form via No Not Known
Congo and War Victims of the website
Republic of Congo (ONAC-VG)*
Romania Minister of National Defence Direct email No Not Known
Serbia Serbian War Veterans? Contact Form via No Not Known
website
Singapore Singapore Armed Forces Contact Form via No Not Known
Veterans' League (SAFVL)! website
Slovakia Ministry of Defence Direct email No Not Known
Slovenia Ministry of Labor, Family, Direct email Yes No
Social Affairs & Equal
Opportunities
South Africa Council of Military Veterans' Contact Form via No No
Organization of the Republic website
of South Africa (CMVO)
South Africa Department of Military Direct email No Not Known
Veterans
South Africa South African National Contact Form via No No
Military Veterans Association website
(SANMVA)
Spain Spanish Ministry of Defence Direct email Yes No
Sweden Swedish Veterans Federation Contact Form via Yes No
(SVF)? website
Switzerland Switzerland Federal Direct email Yes Not Applicable
Department of Defence, Civil
Protection and Sport (DDPS)
Thailand War Veterans Association of Contact Form via No Not Known
Thailand (WVO)? website
Turkey Presidency of the Republic of Direct email No Not Known
Turkey
Ukraine All Ukrainian Union of War Contact Form via No Not Known
Veterans (VSUV)?! website
Vietnam Veterans Association of Contact Form via No Not Known

Vietnam (VAVN)?

website

World Veterans Federation Member
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APPENDIX G

Empirical Studies Participant Characteristics

Paper title/Author(s)

Participant
Gender

Male | Mixed
Only

Participant
Numbers

Client Group Included in
Study

Non-
Veteran

Veteran Family

Client Age
(years)

Assisted Living Pilot
Program - Utilization
and Cost Findings
(Chapko, et al. 2009)

X

n=393W
n=259
(comparison
group)

X

X=69.3

Predicting Mortality
of Older Residents in
Long-Term Care
Facilities

(Chen, et al. 2010)

n=559

X=80.9

A qualitative
exploration of veteran
and family
perspectives on
medical foster homes
(Gilman, et al. 2018)

n=62

(n=27)

n/s

Assisted Living Pilot
Program -
Background,
Methods, Facility
Characteristics
(Guihan, et al. 2009)

n=743"

X1

n/s

Caregivers Create a
Veteran-Centric
Community in VHA
Medical Foster Homes
(Haverhals, et al.
2016)

n=20

n/a®

n/s

Characteristics of
Residents and
Providers in the
Assisted Living Pilot
Program (ALPP)
(Hedrick, et al. 2007)

n=7431

X1

28-96 years

Assisted Living Pilot
Program - Health
Outcomes

(Hedrick, et al. 2009)

=393

X1

X=69.3

Residential Care and
the Veterans
Administration
(Kenter, 1980)

n/a

n/a®

X

n/a

Life at the Extreme:
Characteristics of
Veteran Centenarians
in Long-Term Care
(Kheirbek, et al. 2018)

n=6 male'!

n=2 female @

over 100
years
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Paper title/Author(s)

Participant
Gender

Male | Mixed
Only

Participant
Numbers

Client Group Included in
Study

Veteran Non- Family
Veteran

Client Age
(years)

Ownership and
Quality of Care in
Residential Facilities
for the Elderly
(Lemke and Moos,
1989)

n/a

n/a

X(2)

X=70

Residential care
services for older
people in China: from
state to market
provisions?

(Leung, 2010)

n/a

n/a

X

n/a

A Qualitative
Evaluation of a new
Community Living
Model: Medical Foster
Homes

(Levy, et al. 2013)

n=35

(n=2) (n=26) (n=7)

n/s

Correlates of Self-
rates successful aging
among community
dwelling older adults
(Montross, et al.
2006)

n=201

(n=25) (n=176)

(mean=80.4)

Predictive Factors of
Self-Care Capacity in
Veterans' Care
Institution Residents
(Wu, 2002)

n=404%"

X1

68-93 years

(1) Retrospective analysis of data - participants not interviewed as part of the study
2 Facility types and ownership reviewed - participants not interviewed as part of the study
) Service providers interviewed n=20
@ Stakeholders also interviewed n=26

n/a - not applicable
n/s - not specified
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APPENDIX H

Empirical Studies Residency Characteristics

Paper title/Author(s) Residence/Facility Residence/Facility Type (! Size of Residence/ Residency Room Type Residence/Facility Funding
Population Group (with number of facilities if available) Facility Organisation Type
(e.g., number of
rooms/
apartments)
Veteran Mixed/ RCF AFH MFH ALF NH RES ALR VAFH Private Shared For Non- Defence Self Defence/ Mixed
Only Non- Single Room Room Profit Profit /State State
Veteran Funded

Assisted Living Pilot n/s n/s n/s n/s n/s X
Program - Utilization and
Cost Findings
(Chapko, et al. 2009)
Predicting Mortality of X X n/s n/s n/s n/s
Older Residents in Long-
Term Care Facilities
(Chen, et al. 2010)
A qualitative exploration of X X n/s @ n/s X X
veteran and family
perspectives on medical
foster homes
(Gilman, et al. 2018)
Assisted Living Pilot X X X X X RCF (mean=20.7) X X X X n/a
Program - Background, (n=43) (n=41) (n=47) AFH (mean=6.0)
Methods, Facility ALF (mean=66.2)
Characteristics
(Guihan, et al. 2009)
Caregivers Create a X2 X n/a n/a X X
Veteran-Centric
Community in VHA Medical
Foster Homes
(Haverhals, et al. 2016)
Characteristics of Residents X2 X X X X ALF (mean=66.0) | AFH -85% AFH - 15% X n/s
and Providers in the (n=46) | (n=58) (n=56) AFH (mean=5.9) ALF-91.7% ALF - 8.3%
Assisted Living Pilot RCF (mean=22.0) RCF - 38.9% RCF-61.1%
Program (ALPP)
(Hedrick, et al. 2007)
Assisted Living Pilot n/s X X X (mean=30.3) X X n/s X
Program - Health Outcomes
(Hedrick, et al. 2009)
Residential Care and the X2 X n/a n/s n/a n/a
Veterans Administration
(Kenter, 1980)




Paper title/Author(s)

Residence/Facility
Population Group

Residence/Facility Type !
(with number of facilities if available)

Size of Residence/
Facility
(e.g., number of
rooms/
apartments)

Residency Room Type

Residence/Facility
Organisation Type

Funding

Veteran Mixed/
Only Non-
Veteran

RCF AFH MFH ALF NH RES

ALR

VAFH

Shared
Room

Private
Single Room

Defence
/State
Funded

For Non-
Profit Profit

Self

Defence/
State

Mixed

Life at the Extreme:
Characteristics of Veteran
Centenarians in Long-Term
Care

(Kheirbek, et al. 2018)

(mean=120)

n/s

Ownership and Quality of
Care in Residential Facilities
for the Elderly

(Lemke and Moos, 1989)

Veteran
(mean=103)
Other (mean=120)

n/s

n/s

Residential care services for
older people in China: from
state to market provisions?
(Leung, 2010)

n/a

n/a

n/a

n/a

n/a

n/a

A Qualitative Evaluation of
a new Community Living
Model: Medical Foster
Homes

(Levy, et al. 2013)

X

n/s @

n/s

Correlates of Self-rates
successful aging among
community dwelling older
adults

(Montross, et al. 2006)

n/a

n/s

n/s

n/s

Predictive Factors of Self-
Care Capacity in Veterans'
Care Institution Residents
(Wu, 2002)

n/s

n/s

n/s

IRCF: Residential Care Facility; AFH: Adult Foster Home; MFH: Medical Foster Home; ALF: Assisted Living Facility (Residential); NH: Nursing Home; RES: Residential (Community Independent Living); ALR:
Assisted Living (Residential Facility); VAFH: Veterans Affairs Foster Home
2 Medical Foster Homes have a maximum of n=3 veteran residents, however it is unclear if this is the maximum number of residents in each establishment
n/s? - not specified - refer to point 2

n/s - not specified
n/a - not applicable

282




APPENDIX |

Empirical Studies Participant Outcomes

Paper title Author(s)/Date Quality of | Longevity Physical Social Environment | Pastoral Reason for Leaving
Life (Qol) Health Engagement Care Residence

Assisted Living Pilot Program - Utilization and Cost Findings Chapko, et al. 2009 X X

Predicting Mortality of Older Residents in Long-Term Care Chen, et al. 2010 X X

Facilities

A qualitative exploration of veteran and family perspectives Gilman, et al. 2018 X

on medical foster homes

Assisted Living Pilot Program - Background, Methods, Facility Guihan, et al. 2009 X X

Characteristics

Caregivers Create a Veteran-Centric Community in VHA Haverhals, et al. 2016 X

Medical Foster Homes

Characteristics of Residents and Providers in the Assisted Hedrick, et al. 2007 X

Living Pilot Program (ALPP)

Assisted Living Pilot Program - Health Outcomes Hedrick, et al. 2009 X X

Residential Care and the Veterans Administration Kenter, 1980 X

Life at the Extreme: Characteristics of Veteran Centenarians in | Kheirbek, et al. 2018 X X X X X X

Long-Term Care

Ownership and Quality of Care in Residential Facilities for the | Lemke and Moos, X X X

Elderly 1989

Residential care services for older people in China: from state | Leung, 2010

to market provisions?

A Qualitative Evaluation of a new Community Living Model: Levy, et al. 2013 X X

Medical Foster Homes

Correlates of Self-rates successful aging among community Montross, et al. 2006. X X X X

dwelling older adults

Predictive Factors of Self-Care Capacity in Veterans' Care Wu, 2002 X

Institution Residents




APPENDIX J

Grey Information: Residency Characteristics — UK Provision

Service Provider | Number of | Resident Age Group Residency Population Group Residency Type Size of Residency | Funding
Residential Facility Type
Properties
Over 65 | Any age Veteran Veteran/Spouse Mixed Residential Assisted Living/ Not-for- Self-Pay
yrs.only | -needs Only /Widow/Partner | (Veteran/ Care Home Sheltered Profit &
assessed non- with/without | Accommodation (Military State
Veteran) Nursing Care Charity) Funded

Blind Veterans n=1 X X X n=77 X X
UK
Broughton n=1 X X X n=35 X n/s
House
Defence n=1 X X X n=98 n/s n/s
Business
Services,
Veterans UK
Erskine Hospital n=4 X X X n=339 X X
Royal British n=6 X X X n=477 X X
Legion
Royal British n=3 X X X X n=105 X X
Legion
Industries (RBLI)
Royal Hospital n=1 X X X X n=300 X X
Cheslea




Service Provider | Number of | Resident Age Group Residency Population Group Residency Type Size of Residency | Funding
Residential Facility Type
Properties
Over 65 | Any age Veteran Veteran/Spouse Mixed Residential Assisted Living/ Not-for- Self-Pay
yrs.only | -needs Only /Widow/Partner | (Veteran/ Care Home Sheltered Profit &
assessed non- with/without | Accommodation (Military State
Veteran) Nursing Care Charity) Funded
The Royal Alfred n=2 n/s X X X n=90 X X
Seafarers
Society
The Royal n=1 X X X n=30 X X
Cambridge
Home
Royal Naval n=2 X X X n=121 X X
Benevolent
Trust
Royal Star and n-3 X X X n=60 X X
Garter
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APPENDIX K

Grey Information Data - Residency Characteristics - Rest of the World (Part a)

Country of Residence Service Provider Number of Resident Age Group Residency Population Group
Residential
Care
Properties
Over 65 Any age - Veteran Veteran/Spouse/ | Mixed
yrs.only | needs Only Widow/Partner (Veteran/
assessed non-Veteran)
Australia Multiple n=32 n/s X
Canada Multiple n=17 n/s X X X
n=1 n=1 n=7
(n/s n=8)
Czech Republic Ministry of Defence of the n=2 n/s X
Czech Republic
France 1. National Office for n=3 X X
Veterans & War Victims; n=2 n=1
2. [French] Foreign Legion
Control;
3. Independent Provider
Jordan Ministry of Social n/s n/s n/s
Development
Netherlands Dutch Ministry of Defence n=1 X X




Country of Residence Service Provider Number of Resident Age Group Residency Population Group
Residential
Care
Properties Over 65 Any age - Veteran Veteran/Spouse/ Mixed
yrs. only needs Only Widow/Partner (Veteran/
assessed non-Veteran)
New Zealand Multiple n=5 X
n=1 n=4

Poland Polish Local Authorities n=23 X X
USA @) State Veterans Home Multiple n/s X X

(Kentucky Department of (n=4in

Veterans Affairs) Kentucky)

Assisted Living Facility Multiple X X

(Florida Department of (n=1in

Veterans Affairs) Florida)

Adult Foster Home Multiple X X

(Multiple Independent

providers)

Medical Foster Home Multiple n/s X

Multiple Independent

providers

Community Living Centre Multiple n/s n/s

(model) @

Community Nursing Home Multiple n/s n/s

(model) @

Community Residential Multiple n/s n/s

Care (model) @
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Grey Information Data - Residency Characteristics - Rest of the World (Part b)

Country of Residence Residency/Facility Type Size of Residency/Organisation Type Funding
Facility
Residential Assisted For Profit Not-for- Defence/ Defence/ | Self-Pay
Care Home Living Profit State State &
with/without (+/- Military | Funded State
nursing care Charity) Funded
Australia X n=3924 X X X
n=32 n=25 n=7
Canada X n=1754 X X X
n=17 n=5 n=2 n=2 n=17
Czech Republic X n=35 X n/s
France X n=201 (n=2 X X n/s
n=3 residences) n=1 n=2 n=2 n=1
N/S (n=1
residence)
Jordan X n/s X X
Netherlands X n=50 X X
New Zealand X n=214 X n/s X
n=5 n=1 n=3 n=1 n=4
Poland X n=23 X X
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Country of Residence Residency/Facility Type Size of Residency/ Funding
Facility Organisation Type
Residential Assisted For Profit Not-for- Defence/ Defence/ | Self-Pay
Care Home Living Profit State State &
with/without (+/- Military Funded State

nursing care Charity) Funded
USA X n=120 X X
State Veterans Home
(Kentucky Department of
Veterans Affairs)
Assisted Living Facility X n=150 X X
(Florida Department of
Veterans Affairs)
Adult Foster Home X n=6 X X
(Multiple Independent (Maximum 6
providers) residents)
Medical Foster Home X n/s X X
Multiple Independent (max n=3
providers veterans)
Community Living Centre n/s n/s X
(model) @
Community Nursing n/s n/s X
Home (model) @
Community Residential b G n/s n/s X
Care (model) @

(1) the USA has several veteran care models. Represented here are examples of the care available
(2) indicates other models of care available to eligible US veterans
(3) care is delivered across multiple care settings
n/s - not specified; n/a - not applicable




APPENDIX L

Northumbria
University
NEWCASTLE

HOME OF THE
CHELSEA PENSIONERS

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Quality of Life Questionnaire

Participant UIN:
Date Completed:

Thank you for agreeing to take part in the above research project. Part of the
project involves collecting responses regarding how you feel about your quality
of life.

To do this, we would be grateful if you could answer the following questions by
ticking the answer that closely matches how you have been feeling over the
past two weeks.

Your answers are confidential and will only be seen by the researcher. All data
will be anonymised to ensure you cannot be identified.

When you have completed the questionnaire, please return it to the
researcher in the pre-paid envelope provided, or hand it to them at the end of
your interview.

Please note that there are 2 questionnaires, however they have been
combined into one document to make it easier to complete.

If you have any questions, please do not hesitate to speak to the researcher
either at the time of your interview, or by calling Helen Cullen on 07766
982904.

Thank qyou

Researcher Use Only:
Date Received:
Date Data recorded:




APPENDIX L

| UIN: |

ICECAP-A

ABOUT YOUR OVERALL QUALITY OF LIFE

Please indicate which statements best describe your overall quality of life at the moment by placing

a tick in ONE box for each of the five groups below.

1. Feeling settled and secure

v

| am able to feel settled and secure in all areas of my life

| am able to feel settled and secure in many areas of my life
| am able to feel settled and secure in a few areas of my life
| am unable to feel settled and secure in any areas of my life

N| wW| &

2. Love, friendship and support

| can have a lot of love, friendship and support

| can have quite a lot of love, friendship and support
| can have a little love, friendship and support

| cannot have any love, friendship and support

PN W b

3. Being independent

| am able to be completely independent

| am able to be independent in many things
| am able to be independent in a few things
| am unable to be at all independent

PN W

4. Achievement and progress

| can achieve and progress in all aspects of my life

| can achieve and progress in many aspects of my life

| can achieve and progress in a few aspects of my life

| cannot achieve and progress in any aspects of my life

Pl N[ Wb

5. Enjoyment and pleasure

| can have a lot of enjoyment and pleasure

| can have quite a lot of enjoyment and pleasure
| can have a little enjoyment and

| cannot have any enjoyment and pleasure

PN W
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APPENDIX L

| UIN: | |

The following set of questions have been reproduced with permission from the WHO
Press Permission Team, Geneva, World Health Organization (WHO), (2020). WHO does not

Instructions:

This questionnaire asks how you feel about your quality of life, health, and other areas of your
life. Please answer all the questions. If you are unsure about which response to give to a
guestion, please choose the one that appears most appropriate. This can often be your first
response.

Please keep in mind your standards, hopes, pleasures and concerns. We ask that you think
about your life in the last two weeks.

For example, thinking about the last two weeks, a question might ask:

Do you get the kind of support from others that you need?

Not at all Not Much Moderately A Great Deal Completely

1 2 3 4 5

You should circle the number that best fits how much support you got from others in the last
two weeks. So, you would circle number 4 if you got a great deal of support from others.

You would circle number 1 if you did not get any support at all from others.

endorse any specific companies, products or services.

If you would like to discuss anything before starting the questionnaire, please speak to the
researcher. If you are completing this questionnaire at home, call Helen (Cullen) on 07766
982904
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Please read each question, assess your feelings (over the last two weeks),

and circle the number on the scale for each question that gives the best

answer for you.

Neither

Vs(r)y; Poor poor nor Good VoiZl

P good g
How would you rate your quality of 1 ) 3 4 5
life?

Neither
Very Fairly . e Very
dissatisfied |Dissatisfied SaFISfI?d .nor Satisfied satisfied
dissatisfied

How satisfied are you with your health? 1 2 3 4 5

The following questions ask about how much you have experienced certain things in the last two weeks.

A A An
Not A
. Moderate great Extreme
at all Little
amount deal amount
To what extent do you feel that
physical pain prevents you from doing 1 2 3 4 5
what you need to do?
How much do you need any medical
treatment to function in your daily 1 2 3 4 5
life?
How much do you enjoy life? 1 2 3 4 5
To what ext-ent do you feel your life 1 5 3 4 5
to be meaningful?
Not at A
all A Little Moderate Very Extremely
Amount
How well are you able to concentrate? 1 2 3 4 5
How safe do you feel in your daily life? 1 2 3 4 5
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How healthy is your physical
environment?

The following questions ask about how completely you experience or were able to do things in the last

two weeks
Not at all | A Little Moderately | Mostly | Completely
D h h f
10 o you aye enough energy for 1 5 3 4 c
everyday life?
A I il
1 re you able to accept your bodily 1 5 3 4 5
appearance?
H h
12 ave you enough money to meet your 1 5 3 4 c
needs?
How available to you is the
13 | information you need in your day-to- 1 2 3 4 5
day life?
To wh h h
14 o what e'xtent do. you av.e.t' e 1 5 3 4 c
opportunity for leisure activities?
Not at all Slightly Moderately| Very Extremely
15 How.weII are you able to get around 1 5 3 4 5
physically?

The following questions ask you to say how good or satisfied you have felt about various aspects of your

life over the over the last two weeks

Neither
Very Fairly Satisfied - Very
Dissatisfied |Dissatisfied nor Satisfied satisfied
Dissatisfied
16 How satisfied are you with your 1 5 3 4 5
sleep?
How satisfied are you with your
17 | ability to perform your daily living 1 2 3 4 5
activities?
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18 How s.at|sf|ed are you with your 1 5 3 4 5
capacity for work

19 | How satisfied are you with yourself? 1 2 3 4 5

20 How satisfied .are yc?u with your 1 ) 3 4 5
personal relationships?

. Neither
. Ver_y . . Fa'f'y. Satisfied nor|Satisfied V'er_y
Dissatisfied |Dissatisfied | .~ = satisfied
Dissatisfied

91 How satisfied are you with your sex 1 ) 3 4 5
life?

99 How satisfied are you with the 1 5 3 4 5
support you get from your friends?

»3 How §§t|sf|ed are ycl)u‘ with the 1 ) 3 4 5
conditions of your living place?

24 How satisfied are yOl:I with your 1 ) 3 4 5
access to health services?

55 How satisfied are you with your 1 5 3 4 5
transport?

The following question refers to how often you have felt or experienced certain things in the
last two weeks

Quite
Never Seldom Often Very Often | Always

How often do you have negative
26 | feelings such as blue mood, despair, 1 2 3 4 5
anxiety or depression?

Thank you for completing this questionnaire. Please return it to the researcher
in the pre-paid envelope provided, or hand it to them at the end of your
interview.

Tthants you
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APPENDIX M

Northumbria University Ethics

Research Ethics: Your submission has been approved

EthicsOnline@Northumbria <EthicsOnline@Northumbria>

Sun 23/08/2020 08:03
To: helen.cullen <helen.cullen@northumbria.ac.uk>

Cc: Gemma Wilson-Menzfeld <gemma.wilson-menzfeld@northumbria.ac.uk>
Dear helen.cullen,
Submission Ref: 24587

Please note that at the current time, all research projects involving interaction with human
participants are required to use remote methods (e.g., videoconferencing) or postpone their
research until the University lifts this restriction. Current guidance is available

Following independent peer review of the above proposal*, | am pleased to inform you
that APPROVAL has been granted on the basis of this proposal and subject to continued
compliance with the University policies on ethics, informed consent, and any other policies
applicable to your individual research. You should also have current Disclosure & Barring
Service (DBS) clearance if your research involves working with children and/or vulnerable
adults.

* Note: Staff Low Risk applications are auto-approved without independent peer review.
The University’s Policies and Procedures are here
All researchers must also notify this office of the following:
e Any changes to the study design, by submitting an ‘Ethics Amendment Form'
e Any incidents which have an adverse effect on participants, researchers or study
outcomes, by submitting an ‘Ethical incident Form'

e Any suspension or abandonment of the study.

Please check your approved proposal for any Approval Conditions upon which
approval has been made.

Use this link to view the submission: View Submission

Research Ethics Home: Research Ethics Home

Please do not reply to this email. This is an unmonitored mailbox. If you are a student,
queries should be discussed with your Module Tutor/Supervisor. If you are a member
of staff please consult your Department Ethics Lead.
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https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.northumbria.ac.uk%2Fresearch%2Fethics-and-governance%2F&data=02%7C01%7Chelen.cullen%40northumbria.ac.uk%7C87e34f92c3fd48e6515e08d84732b17f%7Ce757cfdd1f354457af8f7c9c6b1437e3%7C0%7C0%7C637337630359912047&sdata=7%2F%2BQ7RIbBiKRY%2Fl%2BKZfiB3vTz5%2FsWSoFoUQCsj7vTF4%3D&reserved=0
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnp-k2runtime.northumbria.ac.uk%2FRuntime%2FRuntime%2FForm%2FSubmission%2BRead%2BOnly%2BState%2F%3Fsubmissionid%3D24587%26_state%3DRead%2520Only&data=02%7C01%7Chelen.cullen%40northumbria.ac.uk%7C87e34f92c3fd48e6515e08d84732b17f%7Ce757cfdd1f354457af8f7c9c6b1437e3%7C0%7C0%7C637337630359922045&sdata=P9lba7btk6foWrm1%2FF0KdvmeOZxiT1V4%2FbCcJc0vBec%3D&reserved=0
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnp-k2runtime.northumbria.ac.uk%2FRuntime%2FRuntime%2FForm%2FMy%2BDocuments%2F&data=02%7C01%7Chelen.cullen%40northumbria.ac.uk%7C87e34f92c3fd48e6515e08d84732b17f%7Ce757cfdd1f354457af8f7c9c6b1437e3%7C0%7C0%7C637337630359922045&sdata=SDTa6sy0XnA7z%2Fyk8KuOrK8t0QCmwu%2BFqsw5jMzHBSA%3D&reserved=0

Camberwell St Giles Research Ethics Committee Approval Documents

From: camberwellstgiles.rec@hra.nhs.uk <noreply@harp.org.uk>
Sent: 22 January 2021 12:57

To: Gemma Wilson <gemma.wilson@northumbria.ac.uk>; helen.cullen
<helen.cullen@northumbria.ac.uk>

Cc: Laura Hutchinson <laura.hutchinson2@northumbria.ac.uk>
Subject: IRAS 288952. Status Update - Provisional Opinion

Dear Dr Wilson,

Following the review meeting | am pleased to provide the following update regarding the
status of your application. The Research Ethics Committee reviewed the application on
15 January 2021 and issued a Provisional Opinion. Please provide the following
information in order for a final ethical opinion to be issued:

No. | Action Required Response from the applicant

1 Please explain how you will correlate It is not intended to correlate the data
anonymised hospital records with participants’ | from the Margaret Thatcher Infirmary
answers to the questionnaires. (MTI) to the In-Pensioner Quality of Life

guestionnaires or the Qualitative
Interviews, as the two sets of
information/results are independent of
each other.

The anonymised data received from the
MTI will look to capture admission data
for all Royal Hospital Chelsea In-
Pensioners (approximately n=300) and
will form findings for Phase 2 of the
project (review of Royal Hospital Chelsea
Documentation).

2 The IRAS form states that the study will not be | 11.02.2021 — The project has been
registered on a public database on registered on the ClinicalTrials.gov
confidentiality grounds but as research should | database and is currently in the approval
be registered wherever possible and the study | stages (Northumbria University then
data will be anonymised, please find an ClinicalTrials.gov).

appropriate public database on which the A copy of the acknowledgement email is
study will be registered and advise which this attached for reference.

will be, or provide adequate justification for
not registering the study.

3 The letter of invitation to staff should rephrase | Letter of invitation has been revised
‘the interpretation of organisational policy
alongside the perceptions of care delivery and
the sustainability of the model of care’ so that
it will be readily understood by all staff.
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4 Pensioners information sheets

a. These should state that if the participant
loses mental capacity, their data up to the
time of incapacity will be kept and used in
the study.

b. Under ‘Why is this study being carried
out?’, “.....300 years, however..” should be
changed to “.....300 years. However...”.

c. The heading ‘What will happen to my
results?’ should read ‘What will happen to
the results of the study?’ and the second
paragraph under this heading should be
removed.

d. The second paragraph under ‘Why is this
study being carried out?’ should read ‘The
study aims to find out the influence Royal
Hospital Chelsea has on the lives of its
current generation of In-Pensioners, how
your care is delivered, and how the
environment in which you live contributes
to your overall health and quality of life’.

All Participant Information Sheets
revised:

e In-Pensioners

e New In-Pensioners
e Key Staff

5 Quality of life questionnaire

‘I can have’ in questions 2 and 5 should read ‘I
have’.

Questions 2 and 5 amended.

In addition:

Q5: final statement — the word ‘cannot’
has been replaced with ‘do not’:

| do not have any enjoyment and
pleasure

The Committee delegated authority to the Chair/Vice Chair and Dr Lavender

A response should be submitted by no later than 21 February 2021.

¢ Please provide a response to the requested information through IRAS by referring to

the instructions on how to submit a response to provisional opinion electronically.

e Please provide your answers in the table above and then submit this, with revised

documentation where appropriate, underlining, tracking or otherwise highlighting the

changes which have been made and giving revised version numbers and dates.
o Do not make any changes to the IRAS application form unless you have been

specifically requested to do so.
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https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.myresearchproject.org.uk%2Fhelp%2Fhlpethicalreview.aspx&data=04%7C01%7Chelen.cullen%40northumbria.ac.uk%7C62d3493e07a947ddacf208d8ce9afa0e%7Ce757cfdd1f354457af8f7c9c6b1437e3%7C0%7C0%7C637486512298532205%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=6LWx8Kn269dtlfDxS5zI2rYhH7vIiPtrntA1tKF5l%2Fk%3D&reserved=0

Membership of the Committee: London - Camberwell St Giles Research Ethics

Committee

Attendance at Committee meeting on 15 January 2021

Committee Members:

Name Profession Present| Notes
Ms Joanna Bagshaw Research Facilitator Yes
Dr Geok Mei Chong Ind_ustry Partnerships and Commercialisation No
Officer
Mr Thomas Gale Freelance Translator No
Ms Susan Harrison Retired Health and Social Services Manager Yes
Dr Hilary Anne Lavender General Medical Practitioner Yes
Dr Michael Millar Consultant in Infection (Barts Health) Yes
Mrs Larissa Revill Laboratory Manager/Researcher. Women's Yes
Health
, Retired Director of COREC: former Ecumenical .
Mr John Richardson Officer for Churches Together in South London ves Chair
Ms Lois Rogers (BREAK IN .
SERVICE) Journalist No
Dr Mark Tanner Consultant Psychiatrist Yes
Mr James Uwalaka Regulatory Compliance Officer Yes

Name

Position (or reason for attending)

Ms Anna Gorczyca

Pharmacist

Elaine C Hutchings

Approvals Officer

Natalie Wilson

Approvals Manager

If you have any queries, please do not hesitate to contact me.

Kind regards,

Elaine Hutchings
Approvals Officer

Ground Floor | Temple Quay House | Health Research Authority | BS1 6PN

T.0207 1048 007

E. camberwellstgiles.rec@hra.nhs.uk

W. www.hra.nhs.uk
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NHS

Health Research
Authority

London - Camberwell St Giles Research Ethics Committee

Ground Floor Temple Quay House
2 The Square
Bristol BS1 6PN

Please note: This is the
favourable opinion of the REC
only and does not allow

you to start your study at NHS sites in
England until you receive HRA
Approval

Telephone: 0207 104 8340

18 February 2021

Dr Gemma Wilson
Vice Chancellor's Research Fellow in Applied Health
University of Northumbria at Newcastle
Faculty of Health & Life Sciences
Department of Nursing, Midwifery & Health
Coach Lane Campus, Newcastle Upon Tyne
NE7 7XE

Dear Dr Wilson

Study title: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of
care

REC reference: 21/L0O/0058

IRAS project ID: 288952

Thank you for your revised documentation received on the 17 February 2021, responding to
the Research Ethics Committee’s (REC) request for further information on the above research.

The further information has been considered on behalf of the Committee by the Chair.
Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation
[as revised], subject to the conditions specified below.

Approved documents

The final list of documents reviewed and approved by the Committee is as follows:
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Document Version Date
Copies of materials calling attention of potential participants to the |Final2 15 December 2020
research [IRAS Ref 288952 Recruitment Coffee Morning Poster
v.Final2 15.12.2020]
Copies of materials calling attention of potential participants to the |Final3 15 December 2020
research [IRAS Ref 288952 Participant Recruitment Leaflet v.Final3
15.12.2020]
Copies of materials calling attention of potential participants to the |Final3 15 December 2020
research [IRAS 288952 Recruitment Leaflet New In-Pensioner
v.Final3 15.12.2020]
Evidence of Sponsor insurance or indemnity (non NHS Sponsors 1.0 17 September 2020
only) [University of Northumbria Insurance EL PL 2020-21 50m]
Interview schedules or topic guides for participants [Interview Final 03 September 2020
Schedule RHC In-Pensioner]
Interview schedules or topic guides for participants [Interview Final 03 September 2020
Schedule RHC Key Staff]
IRAS Checklist XML [Checklist_17022021] 17 February 2021
Letters of invitation to participant [Key Staff covering email re Final 03 September 2020
Research Project]
Letters of invitation to participant [Key Staff Introduction to Research |v.RECRevisi |17 February 2021
Project Letter] onFinal 1.2

CLEAN
Other [University of Northumbria Insurance P1 2020-21] 1.0 17 September 2020
Other [NU Internal Approval Form Signed by all parties] 15 25 September 2020
Other [In-Pensioner Participant Personal Details Form] Final 16 September 2020
Other [IRAS Ref 288952 WHO QOL BREF pg15-18 v.1.0 1.0 15 December 2020
15.12.2020]
Other [IRAS Ref 288952 Helen Cullen CV v.1.0 17.09.2020] 1.0 17 September 2020
Other [IRAS Ref 288952 In-Pensioner Personal Details Form Final2 15 December 2020
v.Final2 15.12.2020]
Other [IRAS Ref 288952 ICECAP-A Patient Quality of Life RECRevision |25 January 2021
Questionnaire Validated Measure v.1.0 15.12.2020] Final 1.0
Other [REC Panel email Provisional Opinion with Updates] RECRevision|11 February 2021

Final 1.0
Other [REC Panel Revisions Table] v.1.2 11 February 2021
Other [IRAS Ref 288952 ICECAP-A Patient Quality of Life v.RECReuvisi |13 February 2021
Questionnaire Validated Measure v.1.0 15.12.2020] onFinal 1.1

CLEAN
Other [IRAS 288952 ClinicalTrials.gov Registration email v.1.0] v.1.0 11 February 2021
Participant consent form [IRAS Ref 288952 Consent Form RHC In- |Final2 15 December 2020
Pensioner v.Final2 15.12.2020]
Participant consent form [IRAS Ref 288952 Consent Form RHC Key |Final2 15 December 2020
Staff v.Final2 15.12.2020]
Participant consent form [IRAS Ref 288952 Consent Form RHC Final2 15 December 2020
New In-Pensioner v.Final2 15.12.2020]
Participant information sheet (PIS) [Participant Information Sheet RECRevision|25 January 2021
RHC Key Staff] Final 1.0
Participant information sheet (PIS) [Participant Information Sheet RECRevision|25 January 2021
RHC New In-Pensioner] Final 1.0
Participant information sheet (PIS) [Participant Information Sheet v.RECReuvisi |13 February 2021
RHC In-Pensioner] onFinall.1

CLEAN
Participant information sheet (PIS) [Participant Information Sheet v.RECReuvisi |13 February 2021
RHC Key Staff] onFinal 1.1

CLEAN
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Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees and complies fully with the Standard Operating
Procedures for Research Ethics Committees in the UK.

User Feedback

The Health Research Authority is continually striving to provide a high quality
service to all applicants and sponsors. You are invited to give your view of the
service you have received and the application procedure. If you wish to make your
views known please use the feedback form available on the HRA website:
http://www.hra.nhs.uk/about-the-hra/governance/quality- assurance/

HRA Learning

We are pleased to welcome researchers and research staff to our HRA Learning
Events and online learning opportunities—  see details  at:
https://www.hra.nhs.uk/planning-and-improving- research/learning/

IRAS project ID: 288952 Please quote this number on all correspondence

With the Committee’s best wishes for the success of this

project. Yours sincerely

o)

PP

Dr Mark
Tanner
Chair

Email: camberwellstgiles.rec@hra.nhs.uk

Enclosures: “After ethical review — guidance for researchers”

Copy to: Mrs Laura Hutchinson
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APPENDIX N

T Northumbria
iy University
NEWCASTLE

HOME OF THE
CHELSEA PENSIONERS

Northern Hub for Veterans
and Military Families Research

Terms of Reference

“Care of the Veteran population: Developing an evidence base for the Royal
Chelsea Hospital’s Care Model”

Project Steering Group

The following Terms of Reference (TORs) set out the role, purpose, and structure of the
Steering Group for the above project.

The Project

This project is being carried out by researchers at Northumbria University’s Northern Hub for
Veterans and Military Families Research in partnership with Royal Hospital Chelsea (RHC) and
is part of a post-graduate research study.

The project aims to evaluate Royal Hospital Chelsea’s current service provision, inform the
future direction of RHC, and address the gap in evidence-based research to demonstrate the
impact of its model of care.

To do this, the project aims to:

e Evidence the influence RHC has on In-Pensioner health outcomes and the wider social
care provision

e Reflect on the contribution the environment has on its In-Pensioners, their health
outcomes and quality of life

e Inform future care provision by mapping current services, the future need and
sustainability of the model, and projecting these findings to inform the growth of
existing services

Role of the Steering Group

The role of the Steering Group is to provide advice, input, and direction on the project by
discussing their thoughts and opinions but will not be a decision-making body. The Steering
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Group will provide different and valuable perspectives to the research, ensuring the
researcher is not missing any key areas of concern.

As the research is focussed on RHC staff and its residents, the Steering Group will ensure that
both groups are represented by providing feedback and input as to the direction of the
project.

The Steering Group will act as project ‘Champions’ to help raise awareness of the project and
act as a link between RHC and the researcher.

The Steering Group will be asked to support any events that highlight the progress of the
project where possible (i.e., participant recruitment coffee morning(s), end-of-project
feedback sessions).

The Steering Group will meet with the researcher 4 times over a 2-year period.

The researcher, Helen Cullen, will act as Chair for the meetings and as the note-taker and
will disseminate minutes after each meeting.

Practicalities
Each session will be kept to 1 hour maximum.

Due to the restrictions associated with COVID-19 the meetings will be virtual, either over
Zoom or Microsoft Teams (to be mutually agreed upon and guidance will be provided). When
and if it is safe to do so, in line with RHC Covid-19 guidelines, the final meeting(s) may take
place in person at an appropriate venue within RHC.

The researcher would welcome the ability to record these sessions, however, the researcher
will only do this if everyone consents before the start of each session.

An overview of the project and its progress will be provided to the Steering Group at the
beginning of each meeting.

Purpose

The purpose of the Steering Group is to collectively oversee and collaborate on progress with
the project. The purpose and goals of each Steering Group meeting are set out below.

Meeting Date Goals

1 March 2021 e [ntroductions

e The researcher will present an overview of the project and
aims of the Steering Group

for interview, the timeline and logistics. Steering Group

interviews commencing in April/May 2021
e ‘Pilot’ interviews — call for Steering Group volunteers (x2)
e Review/Feedback on project templates
e |dentify any key issues and potential challenges the
researcher may have overlooked

e A discussion about the recruitment of staff and In-Pensioners

members to provide thoughts and opinions on this, ahead of
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2 February e Researcher to present a progress update

2022 e Steering Group to discuss any feedback or challenges they
have experienced since last meeting

e Interviews (Data collection) will be complete, and the
researcher will give feedback on the process and present
initial findings (all data is anonymised and remains
confidential)

e Members to discuss these findings and provide thoughts and
opinions on the initial ‘themes’ that are emerging and help
develop these themes further

e I|dentify any key issues and potential challenges the
researcher may have overlooked

3 September e Researcher to present a progress update to include progress

2022 on the development of identified themes

e Steering Group to discuss any feedback or challenges they
have experienced since last meeting

e Members to provide input on the dissemination of the

findings
4 February e To share final report/Executive Summary with the group
2023 e Discuss any ‘next steps’ following the end of the project

e Thank members for their help and support
e To close the Steering Group

Structure and Membership
The Steering Group consists of representatives from:

e Northumbria University (Researcher)

e RHC Staff (maximum 3) including:
o Captains of Invalids (maximum 1)
o Staff (maximum 2)

e RHC In-Pensioners including:
o In-Pensioners (maximum 2)

Terms of Membership

Steering Group members are appointed by mutual agreement for the duration of the project.
Members may leave and additional members may be appointed, and as the project evolves
over time. However, to allow for continuity and when agreed, members stepping down before
the end of the project will remain on the Steering Group as a representative of the association.
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APPENDIX O

e Northumbria
University

NEWCASTLE

HOME OF THE
CHELSEA PENSIONERS

Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear (insert name)

Royal Hospital Chelsea have commissioned Northumbria University to undertake a 3 year
research project to develop an evidence base to demonstrate the influence Royal Hospital
Chelsea has on the lives of its current generation of In-Pensioners, how the health and social
care delivered, and the environment in which they live, contributes to their overall health
outcomes and quality of life.

The findings of the study will look to inform the strategic direction of Royal Hospital Chelsea
as it continues to deliver care to current and future generations of veterans and may also
contribute to national health and social care policy.

As a key member of staff engaged in contributing to the strategic direction and/or the delivery
of the Royal Hospital Chelsea model of care, both of which impact on the In-Pensioner
experience, it is important for the project to gather your thoughts on the organisation’s
structure (including its policies and procedures), your views on the way in which care is
delivered and received from your own perspective and, if possible, that of the In-Pensioners.
It is also important to hear your views on how Royal Hospital Chelsea can continue to deliver
care effectively to its residents.

The attached Participant Information Sheet gives detailed information on what it means for
you should you agree to take part in the study. If, after reading the attached information
sheet, you are willing to participate, | would be grateful if you could reply to my email or
contact me directly on 07766 982904. | will then send you an Information Pack containing a
consent form which needs to be signed and returned to me.

If you have any questions, please do not hesitate to contact me. | look forward to hearing
from you.

Yours sincerely

Helen Cullen

Researcher
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University
NEWCASTLE

A call for participants to take part in a study on life at

Royal Hospital Chelsea — a chance for you to share your
story!

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Northumbria University is conducting a research project looking at the
influence Royal Hospital Chelsea has on the lives of its In-Pensioners, how the
health and social care offered, and the environment in which you live,
contributes to your overall health and quality of life. The project has the full
support of Royal Hospital Chelsea but is being carried out independently by
Northumbria University.

We are looking for 25 in-pensioners to participate in the project by taking
part in a confidential face-to-face interview and completing a questionnaire
about your quality of life.

What does this mean for you?

If you agree to participate, you will be invited to take part in a recorded
interview which will last up to 1.5 hours, and will include breaks. The
interview will focus on your experience of living at Royal Hospital Chelsea
and is an opportunity for you to tell your story in a confidential conversation.
The quality of life questionnaire will be completed on the same day as your
interview. Your recorded interview will be deleted when it has been typed
up, and the transcript will be anonymised to prevent you from being
identified.

Interviews will take place at Royal Hospital Chelsea between

July 2021 and February 2022
If you are interested in taking part, or would like to discuss the project in more detail

please contact Helen Cullen on 07766 982904

This project has the support of Northumbria University and Royal Hospital Chelsea and has received ethical
approval from Northumbria University, IRAS (for health and social care/community care research)
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A call for new In-Pensioners to take part in a study on life at

Royal Hospital Chelsea

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Northumbria University is conducting a research project looking at the
influence Royal Hospital Chelsea has on the lives of its In-Pensioners, how the
health and social care offered, and the environment in which you live,
contributes to your overall health and quality of life. The project has the full
support of Royal Hospital Chelsea but is being carried out independently by
Northumbria University.

We are asking all new in-pensioners to participate in the project by
completing 2 questionnaires about your quality of life — 1 when you first
arrive and 1 when you have been at Royal Hospital Chelsea for 6 months.

What does this mean for you?

If you agree to participate, you will be asked to complete 2 quality of life
guestionnaires. The first should be completed shortly after you first arrive at
Royal Hospital Chelsea, and the second should be completed 6 months later.

You will be given pre-paid envelopes to return your questionnaires directly to
the researcher, and your responses are confidential.

You will receive an information pack from the admissions officer containing
more information about the project and the first questionnaire.

If you would like to discuss the project in more detail please contact Helen
Cullen on 07766 982904

This project has the support of Northumbria University and Royal Hospital Chelsea and has received ethical
approval from Northumbria University, IRAS (for health and social care/community care research)
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Hosp|TAL

HOME OF THE
CHELSEA PENSIONERS

Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear

Thank you for agreeing to participate in the above research project and for sending me your
signed Consent Form. Please find enclosed a copy for your own records.

The next stage of your participation is to take part in a recorded interview with myself. This
will take place at Royal Hospital Chelsea, in a private space to ensure confidentiality.

The interviews are scheduled to take place between April 2021 and June 2021. | will contact
you to arrange a date and time that is suitable to you.

As a reminder, you will find full details of the project within the Participant Information Sheet
which was part of the Information Pack you received earlier. If you have any questions
regarding your participation, please do not hesitate to contact me either by telephone (07766
982904) or via

email: helen.cullen@northumbria.ac.uk

Thank you for agreeing to take part in this project. | look forward to meeting you.

Yours sincerely

Helen Cullen

Researcher
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Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear

Thank you for agreeing to participate in the above research project and for sending me your
signed Consent Form. Please find enclosed a copy for your own records.

The next stage of your participation is to take part in a recorded interview with myself. This
will take place at Royal Hospital Chelsea, in a private space to ensure confidentiality. You will
also be asked to complete a Quality of Life questionnaire at the start of the interview.

The interviews are scheduled to take place between July 2021 and February 2022. | will
contact you to arrange a date and time that is suitable to you.

As a reminder, you will find full details of the project within the Participant Information Sheet
which was part of the Information Pack you received earlier. If you have any questions
regarding your participation, please do not hesitate to contact me either by telephone (07766
982904) or via

email: helen.cullen@northumbria.ac.uk

Thank you for agreeing to take part in this project. | look forward to meeting you.

Yours sincerely

Helen Cullen

Researcher
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Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear

Thank you for agreeing to participate in the above research project and sending me your
signed Consent Form. Please find enclosed a copy for your own records.

Also, thank you for sending me your completed Quality of Life Questionnaire, which has been
received.

The Admissions Officer at Royal Hospital Chelsea will ensure you receive a further Information
Pack containing a second questionnaire in 6 months’ time, when you have had chance to
settle into your new home.

The second questionnaire is the same as the first one and your responses for each will be
compared to see if there have been any changes to your quality of life. Please be reassured
that your responses are confidential, and the results will be anonymised to ensure you cannot
be identified.

As a reminder, you will find full details of the project within the Participant Information Sheet
which was part of the Information Pack you received earlier. If you have any questions
regarding your participation please do not hesitate to contact me either by telephone (07766
982904) or via

email: helen.cullen@northumbria.ac.uk

Thank you for agreeing to participate in this project.

Yours sincerely

Helen Cullen

Researcher
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Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Thank you for taking part in today’s interview, we appreciate your time and the
valuable contribution you are making to the project.

Should you feel that you would like to speak to someone following today’s
interview, please do not hesitate to contact the Researcher (Helen Cullen) either
by telephone 07766 982904 or via email: helen.cullen@northumbria.ac.uk

If you would prefer to speak to someone other than the Researcher then please
contact Royal Hospital Chelsea’s Director of Health & Wellbeing on 020 7881
5259.

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Northumbria University, Health & Life Sciences
Departmental Research & Innovation Lead)
Email: tracy.finch@northumbria.ac.uk Tel: 0191 215 6477

Thank qyou
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Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Thank you for taking part in today’s interview, we appreciate your time and the
valuable contribution you are making to the project.

Should you feel that you would like to speak to someone following today’s
interview, please do not hesitate to contact the Researcher (Helen Cullen) either
by telephone 07766 982904 or via email: helen.cullen@northumbria.ac.uk

If you would prefer to speak to someone other than the Researcher then please
contact Royal Hospital Chelsea’s Director of Health & Wellbeing on 020 7881
5259.

Alternatively, you may wish to talk to a military charity such as SSAFA (0800 731
4880), the Royal British Legion (0808 802 8080), or your Regimental Association.

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Northumbria University, Health & Life Sciences
Departmental Research & Innovation Lead)
Email: tracy.finch@northumbria.ac.uk Tel: 0191 215 6477

Tthants you
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Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear
| trust my letter finds you keeping well.

It was good to meet you at our interview and | wanted to take this opportunity to thank you
for agreeing to take part in this research project.

Itis a privilege to carry out the research and hearing your experience as a key member of staff
has given me a valuable insight into Royal Hospital Chelsea, what it takes to maintain service
delivery, the strategic vision and of course what it means to the In-Pensioners who live there.

| will spend the remaining part of the project writing up my findings with an estimated
completion date of February 2023.

A copy of the final report will be sent to you when it has been completed.

If you have any questions regarding your participation please do not hesitate to contact me
either by telephone (07766 982904) or via email: helen.cullen@northumbria.ac.uk

If you feel you need support following your participation and would like to talk to someone
other than myself then please contact Royal Hospital Chelsea’s Director of Health & Wellbeing
on

020 7881 5259.

Once again, thank you for taking part in this research.

Yours sincerely

Helen Cullen

Researcher
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Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear
| trust my letter finds you keeping well.

It was good to meet you at our interview and | wanted to take this opportunity to thank you
for agreeing to take part in the above research project.

It is a privilege to carry out the research and hearing your experience of life as a Chelsea
Pensioner has given me a valuable insight into Royal Hospital Chelsea and what it means to
those who live there.

| will spend the remaining part of the project writing up my findings with an estimated
completion date of February 2023.

A copy of the final report will be sent to you when it has been completed.

If you have any questions regarding your participation please do not hesitate to contact me
either by telephone (07766 982904) or via email: helen.cullen@northumbria.ac.uk

If you feel you need support following your participation and would like to talk to someone
other than myself then please contact Royal Hospital Chelsea’s Director of Health & Wellbeing
on 020 7881 5259. Alternatively, you may wish to talk to a military charity such as SSAFA (0800
731 4880), the Royal British Legion (0808 802 8080), or your Regimental Association.

Once again, thank you for taking part in this research project. | wish you good health and
happiness as you continue your life at Royal Hospital Chelsea.

Yours sincerely

Helen Cullen

Researcher
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Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear
| trust my letter finds you well.

As you have completed your two Quality of Life Questionnaires, your part in the project is
now complete and | wanted to take this opportunity to thank you for agreeing to take part.

It is a privilege to carry out this research, which will continue as | interview a number of key
members of staff and In-Pensioners and is due to be completed in February 2023.

If you would like a copy of the final report then please do let me know and | will arrange for
you to receive a copy when it is available.

If you have any questions regarding your participation please do not hesitate to contact me
either by telephone (07766 982904) or via email: helen.cullen@northumbria.ac.uk

If you feel you need support following your participation and would like to talk to someone
other than myself then please contact Royal Hospital Chelsea’s Director of Health & Wellbeing
on 020 7881 5259. Alternatively, you may wish to talk to a military charity such as SSAFA (0800
731 4880), the Royal British Legion (0808 802 8080), or your Regimental Association.

Once again, thank you for taking part in this research. | wish you good health and happiness
as you continue your life at Royal Hospital Chelsea.

Yours sincerely

Helen Cullen

Researcher
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Date:

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear (insert name)
| trust my letter finds you well.

Further to our recent conversation, | wanted to write to thank you for registering your interest
to take part in the above project.

We had a wonderful response from those wishing to take part and following a process to
make sure we had a balanced ‘cross-section’ of In-Pensioners, which included age, how long
people have been a resident at Royal Hospital Chelsea and Army service career history, we
now have the numbers needed for the project to take place.

As the numbers for the project are quite small, this means we have been unable to include
you in the project on this occasion.

As we discussed when we spoke, we will keep your details on file for the duration of the
project and contact you should a space on the project become available. The projectis due to
be completed in February 2023.

If you have any questions please do not hesitate to contact me either by telephone 07766
982904 or via email: helen.cullen@northumbria.ac.uk

Once again, thank you for registering your interest to take part in this research.
| wish you good health and happiness as you continue your life at Royal Hospital Chelsea.

Yours sincerely

Helen Cullen

Researcher
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In-Pensioner Residency Details

Project Title: Care of the ageing veteran population: Developing an evidence
base for the Royal Hospital Chelsea model of care

Principal Investigator: Helen Cullen

Royal Hospital Chelsea In-Pensioner — Register of Interest to take part in the above
study

Participant Name

Date of Birth

Regiment(s) Served

Date of Enlistment
(all dates for multiple service)

Date of Discharge
(all dates for multiple service)

Length of Service
(researcher to calculate)

Date joined Royal Hospital Chelsea

Researcher use:

Date completed:

Date Participant Information Pack sent/handed out:

Date Consent Form Received:

Participant included in Study? Yes ‘ ‘ No*

*If ‘No’ give reasons for exclusion

*If ‘No” — date call made to participant to advise them:

*If ‘No’ — date letter sent to Participant to notify them
& thank them for engaging in the study:
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Participant Information Pack

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Thank you for expressing an interest in taking part in the above research project.
Within this information pack you will find the following:

e Participant Information Sheet
e Consent Form
e Pre-paid envelope (to return the Consent Form to the researcher)

Please take some time to read the enclosed documents before making your
decision to participate in the project.

If you have any questions you are encouraged to speak to a member of the
research team:

e Helen Cullen (Researcher) helen.cullen@northumbria.ac.uk 07766
982904

e Dr Gemma Wilson Gemma.wilson@northumbria.ac.uk 0191 215 6054

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Departmental Research & Innovation Lead)
tracy.finch@northumbria.ac.uk 0191 215 6477

This project has the support of Northumbria University and Royal Hospital Chelsea and has
received ethical approval from Northumbria University and IRAS (for health and social
care/community care research)
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Participant Information Pack

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Thank you for expressing an interest in taking part in the above research project.

Within this information pack you will find the following:

Participant Information Sheet

Project Information Leaflet

Consent Form

Pre-paid envelope (to return the Consent Form to the researcher)

Please take some time to read the enclosed documents before making your
decision to participate in the project.

If you have any questions you are encouraged to speak to a member of the
research team:

e Helen Cullen (Researcher) helen.cullen@northumbria.ac.uk 07766
982904
e Dr Gemma Wilson Gemma.wilson@northumbria.ac.uk 0191 215 6054

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Departmental Research & Innovation Lead)
tracy.finch@northumbria.ac.uk 0191 215 6477

This project has the support of Northumbria University and Royal Hospital Chelsea and has
received ethical approval from Northumbria University and IRAS (for health and social
care/community care research)
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Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

As someone who has just joined Royal Hospital Chelsea, we would like you to
consider taking part in the above research project.

Please note that this study is not part of your arrival process at Royal Hospital
Chelsea, and you are free to choose whether or not to take part.

Within this information pack you will find the following:

e Participant Information Sheet

e Consent Form

e Quality of Life Questionnaire

e Pre-paid envelope (to return the Consent Form to the researcher)

e Pre-paid envelope (to return the completed Questionnaire to the
researcher)

Please take some time to read the enclosed documents before making your
decision to participate in the project. Please remember that taking part is up to
you.

If you have any questions you are encouraged to speak to a member of the
research team:

e Helen Cullen (Researcher) helen.cullen@northumbria.ac.uk 07766
982904
e Dr Gemma Wilson Gemma.wilson@northumbria.ac.uk 0191 215 6054

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Departmental Research & Innovation Lead)
tracy.finch@northumbria.ac.uk 0191 215 6477

This project has the support of Northumbria University and Royal Hospital Chelsea and has
received ethical approval from Northumbria University and IRAS (for health and social
care/community care research)
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Participant Information Pack

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Thank you for agreeing to take part in the above research project and for
completing your first Quality of Life Questionnaire 6 months’ ago. | hope you are
settling into your new home well.

Within this second information pack, you will find the following:

e Quality of Life Questionnaire
e Pre-paid envelope (to return the completed Questionnaire to the
researcher)

| would be grateful if you could please complete the questionnaire and return it
to me in the envelope provided.

If you have any questions, please do not hesitate to contact me:

e Helen Cullen helen.cullen@northumbria.ac.uk 07766 982904

Tthanks you

This project has the support of Northumbria University and Royal Hospital Chelsea and has
received ethical approval from Northumbria University and IRAS (for health and social
care/community care research)
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Participant Information Sheet

Royal Hospital Chelsea Key Staff

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

You have been invited to be part of a study evaluating the Royal Hospital Chelsea
model of care. Before agreeing to be involved in this project it is important that
you understand why it is taking place and what taking part would mean for you.
Please take the time to read this information leaflet. If you have any questions
you are encouraged to speak to a member of the research team (contact details
at the end of this document).

Study title:

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

Why is this study being carried out?

As a key member of staff you will be aware that Royal Hospital Chelsea is a
unique establishment that has been supporting veterans of the British Army for
over 300 years. However there is a lack of evidence into this support and the
way Chelsea Pensioners are cared for.
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The study aims to find out the influence Royal Hospital Chelsea has on the lives
of its current generation of In-Pensioners, how the health and social care
delivered, and how the environment in which they live, contributes to their
overall health outcomes and quality of life.

The findings of the study will look to inform the strategic direction of Royal
Hospital Chelsea as it continues to deliver care to current and future generations
of veterans and may also contribute to decisions on national health and social
care policy.

Part of the study involves interviewing a number of In-Pensioners and key staff
at Royal Hospital Chelsea. This will help gain an understanding of the way in
which the care is delivered and the experiences of those who receive the care.
The study will also review Royal Hospital Chelsea’s policy documentation to give
an all-round view of the care it delivers.

Who is carrying out this study?

The study is being carried out by Helen Cullen who is a PhD student at
Northumbria University.

Why have | been invited to participate?

You have been invited to participate in this study because, as a key member of
staff, you are engaged in contributing to the strategic direction and/or the
delivery of the Royal Hospital Chelsea model of care both of which impact on
the In-Pensioner experience.

Your engagement in the study will help gather information on the interpretation
of organisational policy alongside the perceptions of care delivery and the
sustainability of the model of care.

Do | have to take part?

No. It is up to you whether you wish to take part in the study. This information
leaflet will help you make that decision, and you are encouraged to discuss

participation with others (including your family, friends, or other members of
staff).
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If you decide to participate but then change your mind, you can choose to
withdraw from the study at any point, without telling us why. Choosing whether
to participate or not will have no implications for you.

What will this mean for me if | choose to participate?

If you choose to participate, you will be asked to take part in a face-to-face
interview which will last approximately 1 hour. All interviews will be recorded
using a voice recorder.

If the situation regarding Covid-19 prevents a physical face-to-face meeting, the
interview will take place via a video conference call which the researcher will
arrange either directly with you or via a member of Royal Hospital Chelsea staff.

Interviews will take place in a private space within Royal Hospital Chelsea and
will be confidential. If the interviews are via a video conference call the
researcher will also be in a private space to ensure confidentiality is maintained.

The interview is an opportunity to hear about your experience of working at
Royal Hospital Chelsea, your observations on how organisational policy is
developed, interpreted and delivered to the In-Pensioners via the model of care.
Your thoughts on the sustainability of the model of care, what you feel is being
done well and areas that you feel could be improved will also be topics included
in the interview.

As a member of staff in a key role we recognise that there is the potential risk of
being identified, therefore extra care will be taken to ensure your feedback
remains anonymous. Where specific references are made, staff will be referred
to within their ‘staff groups’ for example ‘a Commissioner’ or ‘a member of the
Executive Board’ or ‘a member of the Heads of Care’ or ‘a member of Care
Delivery’. Additional reference may be made to ‘a member of senior
management’ or ‘a member of service delivery’ to prevent identification.

The Researcher will take all necessary steps to protect the identity of those
taking part in the project however participants should be aware that there is a
small risk of identification.
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Will information collected in this study be kept confidential and anonymous?

All information collected in this study will be kept confidential and anonymous.
Only the researcher will have access to information that can identify you. The
recorded interview will be destroyed as soon as it has been written up, and all
names and places will be changed to ensure that you cannot be identified. You
will be allocated a unique Participant Number and only the researcher will know
that this number refers to you.

Everything you say is confidential unless you tell us something that indicates you
or someone else is at risk of harm. Should this happen, the researcher will
discuss this with you and let you know the steps they need to take to inform
those responsible for safeguarding matters.

What will happen to the results of the study?

Results of this study will inform the future direction of Royal Hospital Chelsea
and may inform national policy. The findings will also be reported in a scientific
journal or presented at a research conference. It isimportant to remember that
all information within the findings will be anonymous and unidentifiable.

Consent given prior to death, is believed to extend beyond death (HRA, 2019).
Therefore, if a participant dies after participating in an interview their
information will remain as part of the study, unless a family member wishes this
is be withdrawn. The family members will be given this opportunity, and if they
wish to remove it, information will be removed from the study and destroyed.

Loss of mental capacity

If you experience a loss of mental capacity during your participation with the
study, the information you have shared with the researcher up to the time of
your incapacity will be kept and used in the study. You will be withdrawn from
the study from the time of your incapacity and no further information will be
requested from you.

How will my information be stored and how long will it be stored for?

All information relating to you will be kept confidential by the researcher and
retained in password protected files within a Northumbria University secured
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drive accessible via a password protected computer. Any paper records will be
stored securely in a locked filing cabinet.

Your interview recording will be destroyed once it has been typed up. Your
consent form will be stored securely in a locked filing cabinet. All transcribed
interview information, and routinely collected information will be password
protected and stored on a password protected computer.

All information will be stored in accordance with University guidelines, the Data
Protection Act 2018, and General Data Protection Regulations 2018 (GDPR). All
documentation will be destroyed 7 years after project completion.

What is the legal basis for processing personal information?

The legal basis for processing the personal information required for the
purposes of this study is that the research is being conducted in the public
interest.

What categories of personal information will be collected and processed in this
study?

We will record your name, contact details, job role and date of appointment in
the role. The only other information we will collect is the information you share
during the interview. All information will be anonymised and made non-
identifiable prior to analysis.

Who are the recipients or categories of recipients of personal information, if
any?

Only the researcher at Northumbria University will see personal data.

What are my rights as a participant in this study?

We will be using information from you in order to undertake this study.
Northumbria University is located within the United Kingdom, is the sponsor
for this study and will act as the data (information) controller for this study.
This means that we are responsible for looking after your information and
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using it properly. Northumbria University will keep identifiable information
about you for 7 years after the study has finished.

Your rights to see, change or move the information we have about you are
limited, as we need to manage your information to ensure the research remains
reliable and accurate. If you withdraw from the study, we will keep the
information about you that we have already obtained, but will not obtain any
new information. To protect your rights, we will use the minimum amount of
personally identifiable information possible.

You can find out more about how we use your information by contacting the
Data Protection Officer at dp.officer@northumbria.ac.uk. A copy of the
Research Participant Privacy Notice is available on request.

Where can | get support if | need to speak to someone?

If you feel you need support during and after your participation and would like
to talk to someone other than the Researcher then please contact Royal Hospital
Chelsea’s Director of Health & Wellbeing, Professor Deborah Sturdy.

Who has reviewed this study?
This study has been approved by:

e Northumbria University Ethics Online System (Reference Number: 24587)
e Integrated Research Application System (IRAS) (for health and social
care/community care research) (Reference Number: 288952)

Contact details for further information:

e Helen Cullen helen.cullen@northumbria.ac.uk 07766 982904
e Dr Gemma Wilson Gemma.wilson@northumbria.ac.uk 0191 215 6054

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Departmental Research & Innovation Lead)
tracy.finch@northumbria.ac.uk 0191 215 6477
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Participant Information Sheet

Royal Hospital Chelsea In-Pensioner

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

You have been invited to be part of a study evaluating the Royal Hospital Chelsea
model of care. Before agreeing to be involved in this project it is important that
you understand why it is taking place and what taking part would mean for you.
Please take the time to read this information leaflet. If you have any questions
you are encouraged to speak to a member of the research team (contact details
at the end of this document).

Study title:

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

Why is this study being carried out?

As a Chelsea Pensioner, you will be aware that Royal Hospital Chelsea is a unique
establishment that has been supporting veterans of the British Army for over
300 years. However there is a lack of evidence to support the way Chelsea
Pensioners are cared for and the impact it has on you.
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The study aims to find out the influence Royal Hospital Chelsea has on the lives
of its current generation of In-Pensioners, how your care is delivered, and how
the environment in which you live, contributes to your overall health and quality
of life.

The findings of the study will help Royal Hospital Chelsea make decisions on
delivering care to current and future generations of veterans. It may also
contribute to decisions on national government health and social care policy.

Part of the study involves interviewing a number of In-Pensioners and key staff
at Royal Hospital Chelsea. This will help gain an understanding of the way in
which the care is delivered and the experiences of those who receive the care.
The study will also review Royal Hospital Chelsea’s policy documentation to give
an all-round view of the care it delivers.

Who is carrying out this study?

The study is being carried out by Helen Cullen who is a PhD student at
Northumbria University.

Why have | been invited to participate?

You have been invited to participate in this study because you are an In-
Pensioner at Royal Hospital Chelsea and sharing your experience of life as a
Chelsea Pensioner will be an invaluable contribution to the study.

Do | have to take part?

No. It is up to you whether you wish to take part in the study. This information
leaflet will help you make that decision, and you are encouraged to discuss
participation with others (including your family, friends or Royal Hospital
Chelsea staff).

If you decide to participate but then change your mind, you can choose to
withdraw from the study at any point, without telling us why. Choosing whether
to participate or not will have no implications for you.
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What will this mean for me if | choose to participate?

If you choose to participate, you will be asked to take part in a face-to-face
interview which may take up to 1.5 hours to complete. There will be the
opportunity to pause the interview for rests or comfort breaks if needed. A
second meeting can be arranged to finish the interview if it cannot be completed
in one session. All interviews will be recorded using a voice recorder. You will
also be asked to complete a Quality of Life questionnaire at the time of your
interview.

If the situation regarding Covid-19 prevents a physical face-to-face meeting, the
interview will take place via a video conference call which the researcher will
arrange with Royal Hospital Chelsea staff. The Quality of Life questionnaire will
be sent to you for completion along with a pre-stamped envelope for you to
return it to the researcher. You will be given a unique participant number which
will be on the questionnaire to ensure you cannot be identified, should the
guestionnaire get misplaced within the postal system.

Interviews will take place in a private space within Royal Hospital Chelsea and
will be confidential. If the interviews are via a video conference call the
researcher will also be in a private space to ensure confidentiality is maintained.

The interviews are to hear about your experience of living at Royal Hospital
Chelsea and will explore areas such as why you chose to become a Chelsea
Pensioner, what you think about the care you receive, the social aspect and
impact the environment has on your life.

Will information collected in this study be kept confidential and anonymous?

All information collected in this study will be kept confidential and anonymous.
Only the researcher will have access to data that can identify you. The recorded
interview will be destroyed as soon as it has been written up, and all names and
places will be changed to ensure that you cannot be identified.

The results of the Quality of Life Questionnaire will also be anonymised. You will
be given a unique Participant Number and only the researcher will know that
this number refers to you.

331



Everything you say is confidential unless you tell us something that indicates you
or someone else is at risk of harm. Should this happen, the researcher will
discuss this with you and let you know the steps they need to take to inform
those responsible for dealing with these matters.

The Researcher will take all necessary steps to protect the identity of those
taking part in the project, by giving everyone unique Participant Numbers,
changing the names of places, people and events and anonymising all
information, however participants should be aware that there may be a small
risk of identification.

What will happen to the results of the study?

Results of this study will help Royal Hospital Chelsea make decisions for the
future and may contribute to decisions on national government policy. The
findings will also be reported in a scientific journal or presented at a research
conference. Itisimportant to remember that all information within the findings
will be anonymous and unidentifiable.

Consent given prior to death, is believed to extend beyond death (HRA, 2019).
Therefore, if a participant dies after participating in an interview their
information will remain as part of the study, unless a family member wishes this
is be withdrawn. The family members will be given this opportunity, and if they
wish to remove it, information will be removed from the study and destroyed.

Loss of mental capacity

If you experience a loss of mental capacity during your participation with the
study, the information you have shared with the researcher up to the time of
your incapacity will be kept and used in the study. You will be withdrawn from
the study from the time of your incapacity and no further information will be
requested from you.
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How will my information be stored and how long will it be stored for?

All information relating to you will be kept confidential by the researcher and
retained in password protected files within a Northumbria University secured
drive accessible via a password protected computer. Any paper records will be
stored securely in a locked drawer.

Your interview recording will be destroyed once it has been typed up. Your
consent form will be stored securely in a locked filing cabinet. All typed up
interview information, and routinely collected information will be password
protected and stored on a password protected computer. All information will
be stored in accordance with University guidelines, the Data Protection Act 2018
and General Data Protection Regulations 2018 (GDPR). All documentation will
be destroyed 7 years after project completion.

What is the legal basis for processing personal information?

The legal basis for processing the personal information required for the
purposes of this study is that the research is being conducted in the public
interest.

What categories of personal information will be collected and processed in this
study?

We will record personal details including your name, age, place of birth, date of
joining Royal Hospital Chelsea, service details including which Regiment/Branch
of the British Army you served in, duration of service, reason for leaving and
service rank at time of discharge. We will collect the results from the Quality of
Life questionnaire. The only other information we will collect is the information
you share during the interview. All information will be anonymised and made
non-identifiable before any analysis takes place.

Who are the recipients or categories of recipients of personal information, if
any?

Only the researcher at Northumbria University will see personal information.
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What are my rights as a participant in this study?

We will be using information from you in order to undertake this study.
Northumbria University is located within the United Kingdom, is the sponsor
for this study and will act as the data (information) controller for this study.
This means that we are responsible for looking after your information and
using it properly. Northumbria University will keep identifiable information
about you for 7 years after the study has finished. This information will be
destroyed after this period of time.

Your rights to see, change or move the information we have about you are
limited, as we need to manage your information to make sure the research
remains reliable and accurate. If you withdraw from the study, we will keep the
information about you that we have already obtained, but we will not obtain
any new information. To protect your rights, we will use the minimum amount
of personally identifiable information possible.

You can find out more about how we use your information by contacting the
Data Protection Officer at dp.officer@northumbria.ac.uk. A copy of the
Research Participant Privacy Notice is available on request.

Where can | get support if | need to speak to someone?

If you feel you need support during and after your participation and would like
to talk to someone other than the Researcher then please contact Royal Hospital
Chelsea’s Director of Health & Wellbeing, Professor Deborah Sturdy.

Alternatively, you may wish to talk to a military charity such as SSAFA (0800 731
4880), the Royal British Legion (0808 802 8080), or your Regimental Association.

Who has reviewed this study?

This study has been approved by:
e Northumbria University Ethics Online System (Reference Number: 24587)
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e Integrated Research Application System (IRAS) (for health and social
care/community care research) (Reference Number: 288952)

Contact details for further information:

e Helen Cullen helen.cullen@northumbria.ac.uk 07766 982904
e Dr Gemma Wilson Gemma.wilson@northumbria.ac.uk 0191 215 6054

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Departmental Research & Innovation Lead)
tracy.finch@northumbria.ac.uk 0191 215 6477
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Participant Information Sheet

Royal Hospital Chelsea - New In-Pensioner

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

You have been invited to be part of a study evaluating the Royal Hospital Chelsea
model of care. Before agreeing to be involved in this project it is important that
you understand why it is taking place and what taking part would mean for you.
Please take the time to read this information leaflet. If you have any questions
you are encouraged to speak to a member of the research team (contact details
at the end of this document).

Please note that this study is not part of your arrival process at Royal Hospital
Chelsea, and you are free to choose whether or not to take part.

Study title:

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

Why is this study being carried out?

As someone who has just become a Chelsea Pensioner, you will be aware that
Royal Hospital Chelsea is a unique establishment that has been supporting
veterans of the British Army for over 300 years. However there is a lack of
evidence to support the way Chelsea Pensioners are cared for.
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The study aims to find out the influence Royal Hospital Chelsea has on the lives
of its current generation of In-Pensioners, how your care is delivered, and how
the environment in which you live, contributes to your overall health and quality
of life.

The findings of the study will help Royal Hospital Chelsea make decisions on
delivering care to current and future generations of veterans. It may also
contribute to decisions on government national health and social care policy.

The study is asking new In-Pensioners to complete 2 anonymous questionnaires
that asks questions about their Quality of Life.

The study will also be interviewing a number of staff and In-Pensioners to help
gain an understanding of the way in which the care is delivered and the
experiences of those who receive the care. The study will also review Royal
Hospital Chelsea’s policy documentation to give an all-round view of the care it
delivers.

Who is carrying out this study?

The study is being carried out by Helen Cullen who is a PhD student at
Northumbria University.

Why have | been invited to participate?

You have been invited to participate in this study because you are a new In-
Pensioner which gives us a unique opportunity to obtain information on how
you feel about your Quality of Life on arrival at your new home, and again 6
months later when you have had chance to settle into your new surroundings.
This will help the study collect Quality of Life information, something that cannot
be done with those who have lived at Royal Hospital Chelsea for a long time.

Do | have to take part?

No. It is up to you whether you wish to take part in the study. This information
leaflet will help you make that decision, and you are encouraged to discuss
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participation with others (including your family, friends, or Royal Hospital
Chelsea staff).

If you decide to participate but then change your mind, you can choose to
withdraw from the study at any point, without telling us why. Choosing whether
to participate or not will have no implications for you.

What will this mean for me if | choose to participate?

If you choose to take part we will ask you to complete 2 Quality of Life
Questionnaires — one shortly after your arrival at Royal Hospital Chelsea, and
the second, 6 months later, when you have become settled into your new
environment. You will be given a pre-paid envelope to return the questionnaire
to the researcher when you have completed it.

You will be allocated a Participant Number which will be used on the
guestionnaires, rather than your name, which means your responses are
confidential and you cannot be identified by anyone other than the researcher.

The Admissions Officer at Royal Hospital Chelsea will give you the first
qguestionnaire at some point during your first week of arrival. They will also give
you the second questionnaire 6 months later.

The Information Pack contains a Consent Form for you to complete and return
to the researcher using a separate pre-paid envelope which will be provided.

Will information collected in this study be kept confidential and anonymous?

All information collected in this study will be kept confidential and anonymous.
The Royal Hospital Chelsea Admissions Officer will have access to blank Consent
Forms and will allocate your Participant Number however they will not see your
completed Consent Form or questionnaires — as these will be returned directly
to the researcher so will not be seen by anyone else.

The information collected from your questionnaires will be anonymised so you
cannot be identified.
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What will happen to the results of the study?

Results of this study will help Royal Hospital Chelsea make decisions for the
future and may contribute to decisions on government national policy. The
findings will also be reported in a scientific journal or presented at a research
conference. Itisimportant to remember that all information within the findings
will be anonymous and unidentifiable.

Consent given prior to death, is believed to extend beyond death (HRA, 2019).
Therefore, if a participant dies after participating in an interview their
information will remain as part of the study, unless a family member wishes this
is be withdrawn. The family members will be given this opportunity, and if they
wish to remove it, information will be removed from the study and destroyed.

Loss of mental capacity

If you experience a loss of mental capacity during your participation with the
study, the information you have shared with the researcher up to the time of
your incapacity will be kept and used in the study. You will be withdrawn from
the study from the time of your incapacity and no further information will be
requested from you.

How will my information be stored and how long will it be stored for?

All information relating to you will be kept confidential by the researcher and
retained in password protected files within a Northumbria University secure
drive accessible via a password protected computer. Any paper records will be
stored securely in a locked drawer.

Your consent form will be stored securely in a locked filing cabinet. All routinely
collected information will be password protected and stored on a password
protected computer. All information will be stored in accordance with
University guidelines, the Data Protection Act 2018, and General Data Protection
Regulations 2018 (GDPR). All documentation will be destroyed 7 years after
project completion.
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What is the legal basis for processing personal information?

The legal basis for processing the personal information required for the
purposes of this study is that the research is being conducted in the public
interest.

What categories of personal information will be collected and processed in this
study?

We will record your name, age, and date of joining Royal Hospital Chelsea. We
will collect the results from the Quality of Life questionnaire. All information
received will be anonymised and made non-identifiable.

Who are the recipients or categories of recipients of personal information, if
any?

Only the researcher at Northumbria University will see personal information.

What are my rights as a participant in this study?

We will be using information from you in order to undertake this study.
Northumbria University is located within the United Kingdom, is the sponsor
for this study and will act as the data (information) controller for this study.
This means that we are responsible for looking after your information and
using it properly. Northumbria University will keep identifiable information
about you for 7 years after the study has finished, and it will be destroyed after
this period of time.

Your rights to see, change or move the information we have about you are
limited, as we need to manage your information to make sure the research
remains reliable and accurate. If you withdraw from the study, we will keep the
information about you that we have already obtained, but will not obtain any
new information. To protect your rights, we will use the minimum amount of
personally identifiable information possible.
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You can find out more about how we use your information by contacting the
Data Protection Officer at dp.officer@northumbria.ac.uk. A copy of the
Research Participant Privacy Notice is available on request.

Where can | get support if | need to speak to someone?

If you feel you need support during and after your participation and would like
to talk to someone other than the Researcher then please contact Royal Hospital
Chelsea’s Director of Health & Wellbeing, Professor Deborah Sturdy.

Alternatively, you may wish to talk to a military charity such as SSAFA (0800 731
4880), the Royal British Legion (0808 802 8080), or your Regimental Association.

Who has reviewed this study?
This study has been approved by:

e Northumbria University Ethics Online System (Reference Number: 24587)
e Integrated Research Application System (IRAS) (for health and social
care/community care research) (Reference Number: 288952)

Contact details for further information:

e Helen Cullen helen.cullen@northumbria.ac.uk 07766 982904
e Dr Gemma Wilson Gemma.wilson@northumbria.ac.uk 0191 215 6054

If you would like independent information about this project, please contact:

e Professor Tracy Finch (Departmental Research & Innovation Lead)
tracy.finch@northumbria.ac.uk 0191 215 6477
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Consent form

Project Title: Care of the ageing veteran population: Developing an evidence
base for the Royal Hospital Chelsea model of care

Chief Investigator: Dr Gemma Wilson
PhD Student Researcher: Helen Cullen

Royal Hospital Chelsea Key Staff Yes
(please
tick)

| have read and understand the Information Sheet and have had the
opportunity to ask questions which have been answered to my satisfaction.

| understand that | do not have to take part. If | do take part and change my
mind, | may withdraw at any time, without giving reason.

| agree to take part in an interview and | understand this interview will be
recorded and subsequently destroyed after it has been typed
up/transcribed.

| understand that everything | say/report is confidential unless | tell you
something that indicates I/or someone else is at risk of harm. This will be
discussed this with me before telling anyone else.

| agree to take part in this study

Name of Participant: Date: Signature:
Name of Researcher: Date: Signature:
Helen Cullen

Please ensure you read and sign the ‘Statement of Confirmation’ (overleaf).

This project has the support of Northumbria University and Royal Hospital Chelsea and has
received ethical approval from Northumbria University, IRAS (for health and social
care/community care research)
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Statement of confirmation:
Your information will be held and processed for the following purpose(s):

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

| agree to the University of Northumbria at Newcastle recording and
processing this information about me. | understand that this information will
be used only for the purpose(s) set out in the information sheet supplied to
me, and my consent is conditional upon the University complying with its
duties and obligations under the Data Protection Act 2018 which incorporates
General Data Protection Regulations (GDPR). You can find out more about how
we use your information here: https://www.northumbria.ac.uk/about-
us/leadership-governance/vice-chancellors-office/legal-services-
team/gdpr/gdpr---privacy-notices/

Participant Name:

Signature: Date:

Should you wish to make a complaint about the conduct of this research, you
should contact Professor Tracy Finch, Health & Life Sciences Departmental
Research & Innovation Lead, tracy.finch@northumbria.ac.uk Tel: 0191 215
6477

One copy of this consent form must be given to the participant, and one copy is to remain
on file at Northumbria University.
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Consent form

Project Title: Care of the ageing veteran population: Developing an evidence

base for the Royal Hospital Chelsea model of care

Chief Investigator: Dr Gemma Wilson
PhD Student Researcher: Helen Cullen

Royal Hospital Chelsea In-Pensioner

Yes
(please
tick)

| have read and understand the Information Sheet and have had the
opportunity to ask questions which have been answered to my satisfaction.

| understand that | do not have to take part. If | do take part and change my
mind, | may withdraw at any time, without giving reason.

| agree to take part in an interview and | understand this interview will be
recorded and subsequently destroyed after it has been typed
up/transcribed

| understand that everything | say/report is confidential unless | tell you
something that indicates I/or someone else is at risk of harm. This will be
discussed this with me before telling anyone else.

| agree to take part in this study

Name of Participant: Date: Signature:
Name of Researcher: Date: Signature:
Helen Cullen

Please ensure you read and sign the ‘Statement of Confirmation’ (overleaf).

This project has the support of Northumbria University and Royal Hospital Chelsea and has
received ethical approval from Northumbria University, IRAS (for health and social

care/community care research)
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Statement of confirmation:
Your information will be held and processed for the following purpose(s):

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

| agree to the University of Northumbria at Newcastle recording and
processing this information about me. | understand that this information will
be used only for the purpose(s) set out in the information sheet supplied to
me, and my consent is conditional upon the University complying with its
duties and obligations under the Data Protection Act 2018 which incorporates
General Data Protection Regulations (GDPR). You can find out more about how
we use your information here: https://www.northumbria.ac.uk/about-
us/leadership-governance/vice-chancellors-office/legal-services-
team/gdpr/gdpr---privacy-notices/

Participant Name:

Signature: Date:

Should you wish to make a complaint about the conduct of this research, you
should contact Professor Tracy Finch, Health & Life Sciences Departmental
Research & Innovation Lead, tracy.finch@northumbria.ac.uk Tel: 0191 215
6477

One copy of this consent form must be given to the participant, and one copy is to remain
on file at Northumbria University.
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Consent form

Project Title: Care of the ageing veteran population: Developing an evidence

base for the Royal Hospital Chelsea model of care

Chief Investigator: Dr Gemma Wilson
PhD Student Researcher: Helen Cullen

Royal Hospital Chelsea New In-Pensioner

Yes
(please
tick)

| have read and understand the Information Sheet and have had the

opportunity to ask questions which have been answered to my satisfaction.

| understand that | do not have to take part. If | do take part and change my
mind, | may withdraw at any time, without giving reason.

| agree to complete 2 Quality of Life Questionnaires and understand that
my answers will be made anonymous so | cannot be identified.

| agree to take part in this study

Name of Participant: Date:

Signature:

Name of Researcher: Date:

Signature:

Helen Cullen

Please ensure you read and sign the ‘Statement of Confirmation’ (overleaf).

This project has the support of Northumbria University and Royal Hospital Chelsea and has
received ethical approval from Northumbria University, IRAS (for health and social care/
community care research)
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Statement of confirmation:
Your information will be held and processed for the following purpose(s):

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

| agree to the University of Northumbria at Newcastle recording and
processing this information about me. | understand that this information will
be used only for the purpose(s) set out in the information sheet supplied to
me, and my consent is conditional upon the University complying with its
duties and obligations under the Data Protection Act 2018 which incorporates
General Data Protection Regulations (GDPR). You can find out more about how
we use your information here: https://www.northumbria.ac.uk/about-
us/leadership-governance/vice-chancellors-office/legal-services-
team/gdpr/gdpr---privacy-notices/

Participant Name:

Signature: Date:

Should you wish to make a complaint about the conduct of this research, you
should contact Professor Tracy Finch, Health & Life Sciences Departmental
Research & Innovation Lead, tracy.finch@northumbria.ac.uk Tel: 0191 215
6477

One copy of this consent form must be given to the participant, and one copy is to remain
on file at Northumbria University.
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APPENDIX R

Risk Assessment Form

A Northumbria
University
NEWCASTLE

Date: 27/07/2021

ASSessor:

Department of Nursing, Midwifery and Health ethical reviewers

Areal/Activity: Data

Assessment Title: PhD research study

collection
Risk Rating
o
Activity, H 20-36 F
. Person : 4]
Equipment, Hazard7 ersons at Control Measures Required &
. risk M 12-18
Materials, etc. o =
o > 8 c
p 2| = L 1-10 [
| =
< S| o
o
L B3
1 Please use this Unknown medical Participants 5 11 [5(L) e Medical details will be taken when the 5x1=5(L)
format as an conditions leading to who are not participant joins the club and details of
example. illness/collapse . . any conditions shared with coaches
medically fit e Any member with a serious medical
condition must not train unsupervised




All activity

Participant face-
to-face Interview

Potential risk to

Covid-19

In-Pensioner
Participants
&
Researcher

15 (M)

Ensure that each participant has
had both Covid-19 vaccinations
Researcher has had both Covid-19
vaccinations

Researcher will undertake a Lateral
Flow Test each day before
interviews commence

Researcher will be temperature
checked by RHC security each day
Face mask(s) to be worn if
requested to do so by participant
and/or RHC

Frequent hand-washing will take
place

Hand sanitizer will be available and
used frequently

A Royal Hospital Chelsea (RHC)
Risk Assessment will be carried out
to ensure their requirements are
met and that they approve on-site
face-to-face research

Participant face-
to-face Interview

Interview room —
inadequate space,
cleanliness and
ventilation

In-Pensioner
Participants
&
Researcher

6 (L)

Ensure the room at RHC is large
enough to accommodate the
participant and researcher with
sufficient space to enable adequate
social distancing

Ensure there is adequate ventilation
by booking aroom with windows
that open to allow fresh air to
circulate

Ensure there is adequate distance
(Im+) between the participant and
researcher during the interview
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Table, chair and touch points will be
cleaned after each participant
interview

Hand-sanitiser will be available
Face-masks will be worn if
requested to do so by participant
and/or RHC

Participant face- Extremely clinically In-Pensioner 3 |3(L) Researcher to confirm with
to-face Interview | vulnerable Participants participant that they do/do not fall
participants — into the extremely clinically
increased risk of vulnerable category prior to
Covid-19 scheduling the interview
Any extremely clinically vulnerable
participants will be interviewed
using digital online platform (Zoom)
Support will be given by RHC to
secure a meeting room with digital
facilities and help set the equipment
up
Participant face- | Potential risk to In-Pensioner 3 [3() Researcher to confirm that the

to-face Interview

Covid-19 due to either
no or only n=1 Covid-
19 vaccination

Participants

participant has either not had any
Covid-19 vaccination or is not fully
vaccinated prior to scheduling the
interview

Participants will be interviewed
using a digital online platform
(Zoom)

Support will be given by RHC to
secure a meeting room with digital
facilities and help set the equipment
up
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Participant face- Researcher is asked Researcher |3 |3 |9(L) e Researcher will self-isolate as
to-face Interview to self-isolate prior to instructed via the NHS Covid-19 app
5 or during interview(s) or following a positive lateral flow
test
e Interviews will be rescheduled
6 | Participant face- Participant is asked to | In-Pensioner |3 |3 | 9(L) e Regular Covid-19 testing takes place
to-face Interview self-isolate prior to Participant for all In-Pensioners
interview e Participant to notify researcher if
tested positive (NB. Participation is
confidential. RHC staff are unaware
of who is taking part in the project
therefore it is the responsibility of
the participant to notify the
researcher)
e Interview will be rescheduled
Does this Risk Assessment Require Further Specific Risk Assessment:
Manual Handling: N COSHH: N? PUWER: N? DSEAR: N Young Persons: N New & Expectant Mothers:

Please list reference No:

Please list reference No:

Please list reference No:

Please list reference No:

Please list reference No: N

To be completed by the person undertaking the risk assessment

Name:

Helen Cullen

A

Signature:

Job Title: PhD Student

Date: 27 July 2021
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To be completed by the Line Manager

| consider this risk assessment to be suitable and sufficient to control the risks to the health & safety of both employees undertaking the
tasks and any other person who may be affected by the activities.

Name: Dr Gemma Wilson-Menzfeld Job Title: Senior Lecturer

Signature: Date: 27th July 2021

NB — If Line Managers do not agree that the risk assessment is suitable and sufficient then the assessment must be reviewed and amended
accordingly.

To ensure we are consistent in managing safety risks across the UNN please answer the following question and take any appropriate action: -

1. Can this risk assessment be shared and labelled as Generic to the University i.e. is the activity carried out within another faculty or department? Y/ N

2. Is there a related risk assessment that may require review and update following completion of this risk assessment? Y/N
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Calculating the risk rating

Risk = Likelihood x Severity Severity 1 to 6
Likelyhood X Severity O m’;:s' m;:':; :‘if:: m:i‘:, Fatality ::;';}:f;e
Remote =1 Nearmiss = 1 .9 Remote 1 2 3 4 5 6
Unlikely = 2 Minor injury = 2 " | unlikely 2 4 6 8 10 12
Possible = 3 Losttime = 3 -g Possible 3 6 9 12 15 18
Likely = 4 Major injury = 4 -g Likely 4 8 12 16
Very Likely = 5 Fatality = 5 E V Likely 5 10 15
Certain = 6 Multiple fatality = 6 - | Certain 6 12 18

Acceptable region: no need to do more
Tolerable region: Reduce risk as low as reasonably practicable

- Unacceptable region: MUST reduce risk to at least tolerable
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Royal Hospital Chelsea Risk Assessment Form

Covid 31 — RESEARCHER F2F INTERVIEWS

Risk Assessment Form
Location/Dept: Health & Wellbeing (Maggie | Date Assessed: 09 Aug 21 Assessed by: Mark Evans

Kufeldt) :

 Task/ Activity: Clerical & Administration Review Date: 22 Aug 21 Reference Number: COVID - 32
Northumbria University/RHC Research
Project: In-Pensioner Face to Face

Interviews by Researcher (Helen Cullen
Person at Controls in place
Risk

Entering Site | In-Pensioner(s)

and Researcher

Likelihood Risk/
(1-5) Priority

Severity
(1-5)

Additional controls
required / Notes

Disease ¢ Any PPE worn to travel to the RHC is to
transfer and be discarded at the gate, if personal
Infection masks have been worn, they are not to
be worn on site, a fresh mask will be
issued and worn on site if required.

Entering In-Pensioner(s) | Disease * Access to LW23 /24 Basement is to be
Buildings and Researcher | transfer and via North Front steps and fire exit.

Infection ¢ Wren House - front door.
Participant In-Pensioner(s) | Disease ¢ Ensure that each participant and 2 * DHW to ensure
face-to-face | and Researcher | transfer and researcher has had both Covid-19 adequate sanitation
Interviews Infection vaccinations wipes and hand

» Researcher will undertake a Lateral sanitiser are provided.

Vaccinated Flow Test each day before interviews
Pensioners commence

* Face mask(s) to be worn if requested to
do so by participant and/or RHC

¢ Hand sanitizer is available and is to be
used when entering any buildings. Hand
washing facilities are available across
the site.

¢ Interview rooms are well ventilated.

* Rooms are large enough to facilitate
1m+ distancing.

Page 10of 3
A v 1 7 /3 @ K;D Q
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Covid 31 — RESEARCHER F2F INTERVIEWS

Table, chair, and touch points will be
cleaned after each participant interview
Any extremely clinically vulnerable
participants will be interviewed using
digital online platform (Zoom)
Participant In-Per}sioner Disease Physical Face to Face interview not to
face-to-face | Participants transfer and take place, interview to take place via |
Interviews Infection digital platform - ZOOM. :
1
Not
vaccinated
Pensioners
Positive LFT /| Researcher Disease Researcher will not be allowed on site 5T
PCR result transfer and and should isolate in line with i
Infection Government direction. Tisd
IPs will be placed in Disease isolation 3 P
and RHC track and trace protocol will be = B
followed, : e s
Interview area will be deep cleaned. 4
Interviews will be rescheduled L
Participant | In-Pensioner Participant is Regular Covid-19 testing takes place for R i
face-to-face | Participant asked o self- allelgn-Pensioner\s. " ° /»b'* : ::t?fii(:ganttl';'.‘ l:-lc
intarviews isolate pxips In-Pensioner  Participant to  notify gg staff are unaware of
i To inigimew researcher i tested positive (NB. 2 g | who is taking part in
o Participation is confidential. RHC staff i the project therefore
Control are unaware of who is taking part in the it is the responsibility
project therefore it is the responsibility of of the participant to
the participant to notify the researcher) notify the researcher)
Review Record
SER DATE REASON REVIEWED BY REMARKS
1 09 Aug 21 | Initial Assessment Mark Evans
2
Page 2 of 3
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Covid 31 — RESEARCHER F2F INTERVIEWS

Risk/Priority Indicator Key

Severity (Consequence) RISK / PRIORITY INICATOR MATRIX

. Negligible ~ (No Injury/ no damage) 5 89
2. Slight (minor injury- 15T Aid R;u;ed / dan;:;ge / inte;mptw'v&nj o 4
o
3. Moderate (Jost time, major injury, illness, damage, lost business) § Py
4. High (major injury / damage, lost time business interruption, disablement) i 2
5. Very High (fatality / business ciosure) o - o R

'SEVERITY (CONSEQUENCE)

. Improbable / very unlikely

- Unlikely Summary Suggested Timeframe

»N

. Even chance / may hapbe7n

w |

4. Likely

5. Almost certain / imminent

L

Page 3 of 3
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Interview schedule — Key Staff

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

Semi-structured interviews will take place. The questions will be formulated following the
findings from the relevant phases (Phases 1 & 2 will form the questions for Key Staff; Phases
1-3 will form the questions for In-Pensioners). Therefore, for the purpose of ethical review,
discussion points are provided but these will be further developed and refined following data
collection in
Phases 1-3.

Introduction

e Verbal confirmation of the consent process and reassurance that the interview will be
recorded and confidential

e Verbal reminder that the interview is confidential unless the participant shares
something that indicates that the participant or someone else is at risk of harm, and
the steps that will be taken to report this

e General introductions and outline the purpose of the interview

Topics for discussion with Key Staff - Board of Commissioners & Executive Board:

Brief discussion on their role at Royal Hospital Chelsea
What do they consider is the ‘Unique Selling Point’ of Royal Hospital Chelsea?

What influences the strategic direction of Royal Hospital Chelsea? (i.e. priorities)

Policy development — are staff engaged in the development of organisational policies
and procedures?

What challenges do the Board of Commissioners & Executive Board face when
implementing organisational policies and procedures?

What areas work well, and which areas work less well?

What are the challenges for the sustainability of the model of care?
In their opinion, what does the future look like for Royal Hospital Chelsea?



Topics for discussion with Key Staff — Heads of Care & Care Delivery:

e Brief discussion on their role at Royal Hospital Chelsea

e Contribution to Health Outcomes (including longevity and Quality of Life)
e Policy interpretation — delivery of frontline services (clear vision?)

e Impact of organisational policies & procedures on service delivery

e Challenges in service delivery

e What works well?

e What areas would they look to improve/grow/reduce?

e What do they consider is the ‘Unique Selling Point’ of Royal Hospital Chelsea?
e In their opinion, what does the future look like for Royal Hospital Chelsea?

Closing Comments

e |s there anything else you wish to discuss?

e Advise on the next steps of their involvement in the project
e Give an opportunity for the participant to ask any questions
e Hand participant the ‘end of interview’ information leaflet
e Thank the participant for their time
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Interview schedule — In-Pensioner

Care of the ageing veteran population: Developing an evidence base for the
Royal Hospital Chelsea model of care

Semi-structured interviews will take place. The questions will be formulated following the
findings from the relevant phases (Phases 1 & 2 will form the questions for Key Staff; Phases
1-3 will form the questions for In-Pensioners). Therefore, for the purpose of ethical review,
discussion points are provided but these will be further developed and refined following data
collection in
Phases 1-3.

Introduction

e Verbal confirmation of the consent process and reassurance that the interview will be
recorded and confidential

e Verbal reminder that the interview is confidential unless the participant shares
something that indicates that the participant or someone else is at risk of harm, and
the steps that will be taken to report this

e General introductions and outline the purpose of the interview

e Completion of the Quality of Life Questionnaire before the recorded interview starts

Topics for discussion:

e Brief discussion on their Army career
e Key driver for their decision to become an In-Pensioner at Royal Hospital Chelsea
o i.e.social isolation; health security as they age; sense of belonging; absence of
camaraderie since leaving the Army; appeal of the ‘institution’ or regimental
ethos
e What life is like for them, living at Royal Hospital Chelsea
e Access/use of social care provision and the impact this has on their day-to-day living and
quality of life/life satisfaction
e Accessibility to medical support (i.e. Infirmary and on-site Medical Practice & it’s
facilities) and the impact this has on their day-to-day living and quality of life
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e Their opinion on the environment in which they live
o i.e. the historical buildings, the public engagements they may attend
e Their opinion on what areas of Royal Hospital Chelsea work well and what areas could
be improved

Closing Comments

e s there anything else you wish to discuss?

e Advise on the next steps of their involvement in the project
e Give an opportunity for the participant to ask any questions
e Hand participant the ‘end of interview’ information leaflet
e Thank the participant for their time
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Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care
Thank you for agreeing to take part in an informal interview to share your thoughts about life at

the Royal Hospital Chelsea. You’ll find information below about the topics the
interviewer/researcher will ask you about.

If you have any questions, then please do not hesitate to contact the
Researcher, Helen Cullen, on 07766 982904

Topic to be discussed: A chance for you to:

Introduction Tell me a little about your decision to move to the Royal Hospital

Covid-19 Impact Share your thoughts about living at the Royal Hospital during the Covid-19
pandemic

Staff engagement Share your thoughts on the support you receive from the staff at the Royal
Hospital

Challenges/Barriers Share your thoughts on any challenges you feel you face living at Royal
Hospital

Health Care Needs Share your thoughts on the health care support you receive

Social Care Needs Share your thoughts on the social care support you receive, for example,

your wellbeing, day to day living and social interaction with other In-
Pensioners and staff.

Quality of Life Share your thoughts on the quality of life you have at the Royal Hospital

Families Share your thoughts on how the Royal Hospital includes families in
supporting you as you live at the Royal Hospital

The future of RHC Share your thoughts on what you think the future of the Royal Hospital
will/should look like

Outreach Programme Share your thoughts on the outreach programme that is being developed at
the Royal Hospital

Environment Share your thoughts on what it is like living in such historic buildings and
grounds

Please remember that this is an informal interview and is taking place to give you the
chance to talk about your life at the Royal Hospital Chelsea.

There are no right or wrong answers but your opinion and thoughts count!
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Helen Cullen

PhD Student

c/o Ms Nicola Seccombe

Quality Assurance & Clinical Compliance
Royal Hospital Chelsea

Royal Hospital Road

London SW3 4SR

Date: 27 June 2022

Research Project: Care of the ageing veteran population: Developing an
evidence base for the Royal Hospital Chelsea model of care

Dear xxx

| would like to take this opportunity to offer my sincere condolences following the passing of
your father/mother/brother etc.,

As a Chelsea Pensioner, xxxxx kindly agreed to take part in the above research project, which
is a collaboration between the Royal Hospital and Northumbria University.

The project is looking to gain an understanding of life at the Royal Hospital and the impact
this has on Chelsea Pensioners including their health outcomes and quality of life. It will also
look to contribute towards the future direction of the Royal Hospital to ensure it continues to
support future generations of ageing veterans

Taking part in the project involved a face-to-face interview and the completion of a ‘quality
of life’ questionnaire. All information collected is treated anonymously which means xxxx will
not be identified by name in any documents or reports produced as part of the project.

As part of the ethical requirements of the project and as a member of xxxx’s family, you do
have the opportunity to request that the information collected be removed from the project.
| have included a copy of the Participant Information Sheet which gives full details of the
project. | can confirm that xxxx received and read this information before signing the consent
form and agreeing to take part.

If you decide to withdraw xxxx’s information from the project | would be grateful if you
could let me know by contacting me either by telephone (07766 982904) or email:
helen.cullen@northumbria.ac.uk
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If I do not receive a reply from you by 30 July 2022, | will assume that you agree to xxxx’s
information remaining within the project.

Xxxx's contribution has been invaluable, and | am very grateful to them for agreeing to take
part in this important work. | will ensure that you receive a copy of the Executive Summary

when the project is completed at the end of February 2023.

Please do not hesitate to contact me if you have any questions regarding the project or about
xxxx’'s involvement.

Yours most sincerely

Helen Cullen

Researcher
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APPENDIX V Thematic Analysis Mind Map
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APPENDIX W
ICECAP-A ANOVA tests for statistical significance

ANOVA Testing

The following tables indicate no significant difference between all three datasets when

compared against each other.

Question 5 violated the assumption of homogeneity of variance. Further statistical
analysis using a one-way ANOVA, applying the Welch test was carried out for this

guestion. A one-way ANOVA test was carried out on all other ICECAP-A questions

which did not violate the assumption of homogeneity of variances.

All Questions — Levene’s Test

Tests of Homogeneity of Variances

Levene
Statistic df df2 Sig.

Q1 Based on Mean 300 2 55 0587

Based on Median 1.513 2 55 229

Based on Median and 15613 2 48.963 230

with adjusted df

Based on trimmed mean 3.008 2 56 058
Q2 Based on Mean 045 2 55 956

Based on Median 04 2 55 A

Baszed on Median and 04 2 52,852 A

with adjusted df

Based on trimmed mean 130 2 55 874
Q3 Based on Mean 1.083 2 55 346

Based on Median 255 2 55 JT6

EBased on Median and 2585 2 53.180 AT

with adjusted df

Based on trimmed mean T4 2 55 483
Q4 Based on Mean 1.965 2 55 A40

Based on Median 821 2 55 404

Based on Median and a2 2 52191 404

with adjusted df

Based on trimmed mean 1.810 2 55 A73
Q5 Based on Mean 3564 2 55 035

Based on Median 63 2 55 B850

Baszed on Median and 63 2 44 815 850

with adjusted df

Based on trimmed mean 2.250 2 55 A15




Question 5: One Way ANOVA applying the WELCH test

Descriptives

05
95% Confidence Interval for
Mean
M Mean Std. Deviation ~ Std. Error ~ LowerBound  UpperBound  Minimum  Maximum
In-Pensioner 25 3.52 510 102 KX)| 373 3 4
Mew In-Pensioner Partl 17 3.53 800 1494 312 394 2 4
Mew In-Pensioner Part 2 16 3.63 500 125 336 389 3 4
Total 58 3.55 597 .078 3.39 371 2 4
ANOVA
Q5
Sum of
Squares df Mean Square F Sig.
Between Groups 120 2 {060 163 850
Within Groups 20,225 i 368
Total 20.345 LY
Robust Tests of Equality of Means
Q8
Statistic® df di2 Sig.
Welch 218 2 31.528 804
a. Asymptotically F distributed.
All questions: One Way ANOVA
ANOVA
sum of
Squares df Mean Square F Sig.
21 Between Groups 1.382 2 681 1.513 228
Within Groups 25118 55 457
Total 26.500 57
Q2 Between Groups 1.707 2 853 1.841 153
Within Groups 24173 55 440
Total 25878 57
Q3 Between Groups 64 2 .0gz2 255 TT6
Within Groups 17.715 55 322
Total 17.878 57
Q24 Between Groups 2.8086 2 1.403 3.388 041
Within Groups 22.780 55 A14
Total 25.586 57
Q5 Between Groups 120 2 060 63 .8a0
Within Groups 20.225 55 368
Total 20.345 57
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APPENDIX X
WHOQOL-BREF ANOVA tests for statistical significance
ANOVA Testing

The following tables indicate no significant difference between all three datasets
when compared against each other.

Domain 2 demonstrated statistically significant variances which were Post Hoc re-
tested using Games-Howell with results indicating no significant difference.

All Domains

ANOVA
Sum of
Sguares df Mean Square F Sig.
Domain_1 Between Groups 211.756 2 105878 412 664
Within Groups 14387.755 56 256.924
Total 14599.511 58
Domain_2 Between Groups 221.348 2 110.699 632 B36
Within Groups §815.961 56 175.285
Total 10037.358 58
Domain_3 Between Groups 297.442 2 148,721 689 506
Within Groups 12080.147 56 218717
Total 12377.589 58
Domain_4 Between Groups 116.384 2 7642 B33 B80
Within Groups B060.966 56 108.232
Total 6176.350 58

All Domain Post-Hoc test using Tukey

Multiple Comparisons

Tukey HSD
Mean 95% Confidence Interval
DependentVariable {I) Group (J) Group Difference (I-J)  Std. Error Sig. Lower Bound  Upper Bound
Domain_1 In Pensioner MNew P 1 -.46218 5.03886 895 -12.5936 11.6692
Mew P 2 -4.34874 5.03886 [G6E -16.4801 7.7826
Mew [P 1 In Pensioner 46218 5.03886 895 -11.66592 12.5936
Mew P 2 -3.88655 5.49785 760 -17.1230 9.3498
Mew [P 2 In Pensioner 4.34874 5.03886 [G6E -7.7826 16.4801
Mew [P 1 3.88655 5.49785 760 -9.3499 17.1230
Domain_2 InPensioner  Mew P 1 4.58431 416200 E17 -5.4360 14.6046
Mew P 2 1.00588 416200 968 -9.0144 11.0262
Mew [P 1 In Pensioner -4.58431 416200 E17 -14.6046 5.4360
Mew P 2 -3.57843 454112 712 -145115 7.3548
Mew P 2 In Pensioner -1.00588 416200 968 -11.0262 9.0144
Mew P 1 357843 454112 712 -7.3546 14.5115
Domain_3 InPensioner  Mew P 1 342157 461713 740 -7.6945 14.5376
Mew P 2 -2.46078 461713 855 -13.5768 8.6553
Mew [P 1 In Pensioner -3.42157 461713 740 -14.5376 7.6945
Mew P 2 -5.88235  5.03770 ATT -18.0108 6.2462
Mew P 2 In Pensioner 246078 461713 855 -B.6553 13.5768
Mew P 1 5.88235  5.03770 ATT -6.2462 18.0108
Domain_4 InPensioner  Mew P 1 01834 327045 1.000 -7.8545 7.8931
Mew P 2 -3.07993  3.27045 B16 -10.9537 47938
Mew [P 1 In Pensioner -.01934 327045 1.000 -7.8931 7.8545
Mew P 2 -3.09926  3.56835 662 -11.6903 5.4918
Mew P 2 In Pensioner 3.07893 3.27045 B16 -4.7938 10.9537
Mew P 1 3.09926  3.56835 662 -5.4918 11.6903
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Domain 2 re-test

ANOVA
Daomain_2
Sum of
Sguares df Mean Square F Sig.
Between Groups 221.3498 2 110.699 632 536
Within Groups 9815.961 56 176.285
Total 10037.359 58

Domain 2 Post Hoc test using Game-Howell

Multiple Comparisons

DependentWariable: Domain_2

Games-Howell

Mean 95% Confidence Interval
(1) Group ) Group Difference (-J)  Std. Error Sig. Lower Bound  Upper Bound
In Pensioner MNew P 1 458431 4 65380 584 -7.0835 16.2621
Mew P 2 1.00588 368717 960 -8.1507 101624
Mew [P 1 In Pensioner -4.58431 4 65380 584 -16.2521 7.0835
Mew P 2 -3.87843 5.28517 74 -16.6173 §.4604
Mew [P 2 In Pensioner -1.00588 368717 860 -10.1624 8.1507
Mew [P 1 357843 5.28517 74 -5.4604 16.6173

368



Appendix Y

Royal Hospital Chelsea Documents Reviewed

The following Royal Hospital Chelsea Documents were reviewed to inform the project
discussion as summarised below. Except for Annual Reports, all documents reviewed

were internal publications and therefore not publicly available. Requests to review any

documents should be made to the author.

Document Name

In-Pensioner Specific Documents

Admissions Policy

In-Pensioner Agreement

In-Pensioner Autonomy Policy

In-Pensioner Choice Policy

In-Pensioner Financial Contributions Policy

In-Pensioner Handbook

Individual Accommodation Policy

Leaving the Royal Hospital Chelsea Policy

Self-Care & Treatment Policy

Sexuality & Intimate Relationships Policy

Other Documents

Annual Report(s)

Health & Wellbeing Oversight Committee Annual Quality Report 2019

In-Pensioner Medical Practice Annual Patient Survey 2018/19
Margaret Thatcher Infirmary (MTI) admissions data 2009-2021

Military Engagement Report 2020

Ministry of Defence Grant in Aid Framework 2021

Admissions Policy

This policy outlined all stages of the In-Pensioner journey from application request to
acceptance and subsequent admission to the Royal Hospital Chelsea, including the
initial enquiry, assessment, and mandatory four-day stay, which enabled prospective
residents to experience life at the Royal Hospital, to the selection and appeals process

for those who are considered suitable, or unsuitable.
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In-Pensioner Agreement

This document outlined the conditions which In-Pensioners agree to follow throughout
their residency at the Royal Hospital. This included the obligation of the Royal Hospital
to provide suitable living arrangements for the In-Pensioner, and in turn, the In-
Pensioners agreement to follow the rules, regulations and code of conduct whilst living
at the Royal Hospital. The In-Pensioner Agreement is signed by both parties on the

first day of admission.

In-Pensioner Autonomy Policy

In line with fostering In-Pensioner independence, the In-Pensioner Autonomy Policy
outlined the intention to allow In-Pensioners to choose how to live their lives, control
their own finances, and freedom of movement within their living environment, subject

to this behaviour not placing the In-Pensioner, or those supporting them, at any risk.

In-Pensioner Choice Policy

The In-Pensioner Choice policy detailed the process undertaken by staff and those
supporting In-Pensioners to facilitate choice in how they lived at the Royal Hospital
and access all services available to them, giving them balanced advice that enabled
them to make their own choices. This policy observed the requirements stipulated by
various legal Acts including the Human Rights Act 1998, the Mental Capacity Act 2005
Deprivation of Liberty Safeguards (DoLS), the Care Act 2014 and the Health and
Social Care Act 2008 (Regulated Activities) Regulations 2014.

In-Pensioner Financial Contributions Policy

This policy outlined the financial assessment of, and contribution required by, In-
Pensioners to enable them to reside at the Royal Hospital. The policy ensured the
financial protection of In-Pensioner income and capital assets and a ceiling limit to the
financial contribution, in line with the requirement to surrender of any monies received

from Army and/or War Disablement pension and financial assessment.
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In-Pensioner Handbook

The In-Pensioner Handbook was a 159-page document that provided a
comprehensive overview of what can be expected, and what was required, by all In-
Pensioners who live at the Royal Hospital. It highlighted the mission, ethos, and
governance, of the Royal Hospital, alongside practical information including rules and
regulations relating to the wearing of uniform, mealtimes, Long Ward quiet times,
important contact information, and access to the support available including medical

and social care support.

Individual Accommodation Policy

The Individual Accommodation Policy set out the Royal Hospital Chelsea’s
commitment to provide suitable living accommodation for In-Pensioner residents, in
the form of furnished individual berths with bathroom facilities, alongside the freedom
for In-Pensioners to personalise their rooms, in line with existing policy requirements.
Limited shared accommodation exists in the MTI, however this is not applicable to this

project.

Leaving the Royal Hospital Chelsea Policy

This policy covered the process for those In-Pensioners who leave the Royal Hospital,
either through choice, or as a result of the Royal Hospital considering an In-Pensioner
unsuitable, or for those who may require more specialist care than is available at the
Royal Hospital. The policy included the procedures for supporting In-Pensioners after

they have left and the process for readmission, where applicable.

Self-Care & Treatment Policy

The Self-Care Treatment policy built on the policies that support In-Pensioner choice
and maintenance of independence and refers to the creation of a self-care plan to
identify areas where support may be required, which may include domiciliary care, to
enable In-Pensioner independence whilst protecting those who may also be

considered vulnerable and less able to make independent choices.
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Sexuality & Intimate Relationships Policy

This policy addressed the relationship status and behaviour of In-Pensioners who, on
admission, were required to be of single status and free of dependents. It offered
guidance on the procedures for those who develop external or In-Pensioner-to-In-
Pensioner relationships, whilst respecting the freedom for In-Pensioners to develop
relationships but within the framework of Royal Hospital values, adherence to the law,

and the In-Pensioner Agreement.

Annual Report(s)

The Royal Hospital Chelsea prepares an annual report that is presented to the UK
Parliament, in line with the conditions of the Chelsea Hospital Act 1876. Each report
reviewed gave an overview of the Board of Commissioners responsibilities and
governance structure and appointments process, with contributions to the report from
the Chief Executive, auditors and legal representatives. Each report outlined the
charitable objectives and strategic intentions of the Royal Hospital and offered a
summary of the previous years’ activities, employee status, and the strategic and

financial positioning.

Health and Wellbeing Oversight Committee (HWOC) Annual Quality Report 2019

The HWOC annual quality report offered an annual update on areas including the MTI
and medical centre (not included in this project), In-Pensioner admission rates, In-

Pensioner engagement, staff development and matters related to service delivery.

In-Pensioner Medical Practice Annual Patient Survey 2018/19

The Medical Practice Annual Patient Survey offered an insight into the patient
experience of using the on-site medical centre and covered areas such as offering a
welcoming service, listening to patient concerns or needs, explaining things clearly,
enabling the patient to be in control of their health and lifestyle, and discussing any

treatment plans to support patient health.
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Margaret Thatcher Infirmary (MTI) admissions data 2009-2021

This report provided data on In-Pensioners who were transferred from Long Ward
independent living to the MTI residential and nursing care facility since its opening in
2009. This data enabled an overview of duration of residency whilst living
independently versus the time spent in the MTI prior to death. Separation of the two
living environments facilitated the comparison of nursing care residency with similar

establishments and national data.

Military Engagement Report 2020

An inaugural report that detailed the engagement between the Royal Hospital and
military partners including the Ministry of Defence, Army Regiments and third sector

organisations that support the military community.

Ministry of Defence (MoD) Grant in Aid Framework

This document detailed the conditions of the annual financial contribution from the
MoD to the Royal Hospital, towards the expenditure necessary to manage the
establishment. Reviewed every three years, the Grant in Aid outlined the criteria for
applying the grant and key performance indicators to be met by the Royal Hospital

Chelsea.
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