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The evaluation of CAPA utilises a dynamic, flexible, and multi-
tiered framework approach to understand and evidence the
impact of the programme. This framework includes:

Background

The Care Inspectorate is the national scrutiny body which
supports improvement across social care services and agencies
in Scotland. It aims to give public assurance and build
confidence that social care and social work in Scotland is rights
based, and provides high standards of care for vulnerable
members of society across Scotland through inspecting over
134,500 social care services.

Measurement and Evaluation

Tier 1. Learning Tier 2. Translation Tier 3. Impact

Evaluation of 
short term 
changes of 
staff and 

inspectors who 
attend learning 

events

Ongoing 
measurement of 
how learnings 
are translated 
into practice in 

social care 
environments

Short term 
and long 

term impact 
on the people 
experiencing 
care, and the 
care services

CAPA Programme Evaluation

In 2016 the Care Inspectorate was
commissioned by the Scottish Government
to deliver the Care…About Physical Activity
(CAPA) improvement programme which,
through empowering care staff with the
knowledge and skills to promote and
increase the physical activity levels of those
in their care, looks to improve the health
and wellbeing, independence and overall
quality of life of people experiencing care
across Scotland. The programme is
currently being delivered across eight
partnership areas across the country.

Tier 2. Translation

Cultural Changes Environmental

Cultural changes encouraged physical
environmental change. This includes new garden
developments or room re-arrangements that
encourage people experiencing care to move
around more often and be more independent.

Changes in the culture of the care environment
helped to integrate movement. Examples include
having management on board and staff
dedicating time in their daily tasks to promote
movement and encourage independence.

Qualitative data collection (focus groups, diaries and case studies shared by care staff) were used to understand how learnings 
were translated into practice. 

Findings and Discussion

Tier 1. Learning
Learning Events (LEs) took place for social care professionals, to help upskill and support them to embed movement into their 
care services. Pre and post LE questionnaire data was used to evaluate changes in attendees perceptions of movement and self-
efficacy to enable movement in care. The significance of the changes were determined using statistical paired t-tests.

At both LE1 and LE2 social care professionals agreed
most strongly that promoting movement within their
current service was a priority. Social care professionals
felt they were encouraging movement to those in their
care more often by LE2.

Perceptions of movement and self-efficacy to promote
movement showed long term improvements from LE1 to
LE2. Social care professional’s knowledge and
confidence to promote movement showed significant
change from LE1 to LE2, but was not consistently
sustained from LE1.

Executive Summary

Structured movement

Exercise to music, 
activity bingo, Tai Chi, 
personalised exercise 

programmes

Unstructured movement

Personal care, 
walking to meals, 

chores and 
hobbies 

Positive short term changes in the social care 
professionals' perceptions of movement in care and 
their self-efficacy to promote movement were seen post 
LE1 and LE2. After each event attendees felt more 
qualified and knowledgeable about promoting 
movement to older people, and confident in their ability 
to empower an older person to change their behaviour.

Qualitative data indicated that improvements were made 
by LE2. These were improvements in the confidence and 
motivation of people experiencing care as a result of 
taking part in more movement, and improvements in 
the physical care environment that made promoting 
movement easier.

Barriers and challenges still exist for social care 
professionals: families being risk adverse, time, 
resources and understaffing which reduce the capacity to 
promote movement.

Confidence to discuss risk with older people, to take
action to address barriers preventing older people
moving, and confidence in their ability to influence the
way of life of an older person experiencing care, was
sustained long term.



Tier 3. Impact

Reduced Risk of 
Falls

+8.5 points over 6-weeks,
from 24.9 to 33.4 (21=40 =

medium fall risk)

Berg Balance 
Scores

A genuine improvement in 
balance and weight bearing 

functions

Mobility
The number of stands achieved in 
30 seconds increased by 1 stand 

over 6-weeks
Sit to Stand Leg strength and 

endurance

Mobility1.8 cm improvement in distance 
reached over 6-weeksSit and Reach Flexibility

Reduced risk of all cause 
mortality and improved ability 
to lift and manoeuvre the body

Tendency to improvement 
in strength over 6-weeksGrip Strength

Indicating of 
gradual increase in 

muscle strength

The four tests can be viewed collectively to understand overall physiological impact. Berg Balance, sit to stand, and sit and reach
scores improved from baseline to 6-weeks. Minimal change occurred in grip strength scores. Increases in movement for the
people experiencing care taking part in CAPA could be linked to improvements in balance, lower leg and upper body strength
and lower body flexibility of participants. All of these aspects of mobility influence participants’ general ability to support their
own weight, and carry out independent day-to-day activities like getting in and out of cars with a reduced risk of falls.

From baseline to 6-weeks participants reported
higher levels of:

life satisfaction

feelings of happiness

feelings of worthwhile

And decreased feelings of anxiety

These show overall improvements in wellbeing.
Alongside this, self-efficacy and confidence to
move increased over the 6-weeks, indicating
participants were more likely to move on a regular
basis than at baseline.

Conclusion

Data collected via questionnaires and physiological tests were used to evaluate the impact of the CAPA programme on the 
health and wellbeing of people experiencing care. 

Over the course of the CAPA programme thus far, a variety of positive learnings, changes in perceptions and levels of self-
efficacy of staff, cultural changes in the environment of care homes, and physical and psychological changes of the people
experiencing care have occurred.

With ongoing work to ensure the profile of movement is increased within all care environments, that staff are given the time to
prioritise movement, and that staff and care management provide opportunities for people experiencing care to move more,
these positive changes should continue. The continued training of staff, and on boarding of new staff, inspectors, and other
health professionals (GPs and physiologists) on the CAPA programme will continue to ensure that the message is promoted and
that awareness and acceptance is increased within other care environments, and the families of those in care.

+15% of participants
are moving more than
they sit from baseline
to 6-weeks.

On average, 
participants are 
spending +1.6 hours of 
moving per day at 6-
weeks compared to 
baseline.

Those who move 
more than they sit 
demonstrate higher 
self-efficacy, which 
also increased from 
baseline to 6-weeks.

Through focus groups, people experiencing care also
reported that they had a greater sense of purpose and felt
more independent as a result of taking part in more
unstructured and structured movement.

Physiological data collected through the four physiological tests shown below was used to measure the long term impact of the 
CAPA programme on the physical health of people experiencing care.

Movement Impact Psychological Impact

Physiological Impact

14%
29%

82%
66%

4% 4%

Baseline 6-weeks

Movement Levels

Move more than sit

Sit more than move

Same sitting and moving



Background 

In 2016 the Care Inspectorate was commissioned by the Scottish Government, funded through the 

Active Scotland division, to design and lead the Care…About Physical Activity (CAPA) improvement 

programme which, through empowering care staff with the knowledge and skills to promote and increase 

the movement levels of those in their care, looks to improve the health and wellbeing, independence 

and overall quality of life of people experiencing care across Scotland. The programme is currently being 

delivered until October 2018 in eight partnership areas: Perth and Kinross, Aberdeenshire, Inverclyde, 

Stirling and Clackmannanshire, East Renfrewshire, Glasgow, North Lanarkshire, and East Ayrshire. Up 

to 140 care services have been involved, including care homes for older people and care at home 

services, reablement services, day services, very sheltered housing and housing support. 

The CAPA programme is based on the Institute for Health Care Improvement’s Breakthrough series, 

which seeks to improve care through collaborative change1. This series was designed to support health 

care organisations to deliver ‘breakthrough’ improvements at a lower cost. Within the CAPA programme, 

a learning system was created to bring together relevant stakeholders to learn about, discuss, and 

understand key focus areas related to improvement and promotion of movement. Specifically, this 

includes a focus on the ‘Model for Improvement’ and providing practical steps that allow social care 

professionals to embed movement into their care services, in a way that leads to sustainable change 

and improvements in the physical and psychological wellbeing for older adults. The programme aims to 

build on the current skills, knowledge and confidence of social care professionals to identify opportunities 

to move more, to promote movement, and to develop local networks that support and sustain 

improvements in each partnership focus area. As part of the programme, services were provided with 

the CAPA resource pack2, which includes tools to make movement part of everyday life for people 

experiencing care. This resource was created to support social care professionals to better enable the 

older people they care for to move more and live well. It sets out key strategies and practical steps to 

enable organisational culture change, and to promote effective practice to ultimately improve the lives 

of people experiencing care. 

CAPA takes a whole setting approach to effectively support the implementation of impactful and long-

lasting improvements in social care services. This is based on the following three key principles from 

the CAPA resource pack: 1) movement / physical activity participation, 2) organisation care home culture 

and commitment, and 3) community connections and partnerships. Change ideas are taken from the 

CAPA resource pack to support and develop the care services improvement plans. 

During the 18-month programme three learning events (LEs) will take place in each of the eight 

partnership areas, with a 4-month action period between LE1 and LE2, a 6-month action period between 

LE2 and LE3 and a final 4-month action period after LE3.  These events are a key part of the 

improvement programme providing the opportunity for social care professionals to receive support from 

the CAPA improvement team and learn about ways to enable those experiencing care to move more and 

embed movement into their care services, to share ideas with other care services, and to gain skills and 

build local networks. 

1 The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement. IHI 
Innovation Series white paper. Boston: Institute for Healthcare Improvement; 2003. (Available on 
www.IHI.org)

The CAPA resource pack was originally developed in 2014 by the Care Inspectorate in partnership 

with the British Heart Foundation National Centre for Physical Activity and Health at Loughborough 

University (now SSEHS Active) 



The improvement programme also includes: 

 A learning and development programme for Care Inspectorate staff to enable inspectors to

support social care services in using and implementing the CAPA resource pack, and identify

and share good practice.

 The development of a learning module on increasing levels of physical activity with frail older

adults. The Care Inspectorate is working with Glasgow Caledonian University to develop, test

and evaluate this module.

A national conference will take place in September 2018 to celebrate and share the improvements 

achieved through the programme by the social care sector and local networks. 



Measurement and Evaluation Framework 

The ukactive Research Institute (RI) are the independent evaluators for the CAPA programme. Based 

upon expertise and experience, the ukactive RI developed a dynamic, flexible, and multi-tiered 

framework approach to understand and evidence the impact of the CAPA programme. 

Improvement stories and case studies have been captured throughout this report to further demonstrate 

the impact of the programme. In these cases, pseudonyms have been used to protect the identity of 

those involved.  



Measurement and Evaluation Findings - Tier 1: Learning 

Short and long-term data is being collected from social care professionals and inspectors who attend 

learning events. To date, LE1 and LE2 have taken place for social care professionals, and a series of 

half-day events for both Adult and Early Years’ inspectors. The below evaluation is based on data 

collected from social care professionals only.  

Analysis of this data provides insight into how the programme is impacting the confidence, motivation 

and self-efficacy of the social care professionals to enable and promote movement for those experiencing 

care. It also helps provide an indication as to whether the programme has influenced the social care 

professionals’ to themselves engage in more physical activity and movement, which is one of the aims 

of the improvement programme. 

The ‘learning’ aspect of the measurement and evaluation framework involves the dissemination and 

collection of pre and post learning event questionnaires completed by the social care professionals at 

each of the three LEs, as well as qualitative evidence and evidence captured via focus groups, case 

studies and improvement stories. Collectively, this data can be used to identify and share effective 

practice, help shape the content of subsequent LEs, and effectively target support during action periods 

to meet the needs of the local partnerships.  

Learning Events 

The CAPA improvement team includes two CAPA managers and improvement advisors (IAs) who work 

directly with local partnerships and the services involved in the CAPA programme. The learning events 

are a very important element of the improvement programme providing opportunities to learn, share, 

develop and review improvement plans and network across services and agencies. The CAPA 

improvement team developed in-depth presentation content for the two LEs (the 3rd LE will take place 

in May 2018) on a variety of key topics including physical activity and movement. 



These events are interactive learning days designed to provide social care professionals with greater 

knowledge about physical activity and its benefits, and how to increase movement in a care setting 

through implementing small, incremental changes (more information on the LEs and resources can be 

found here). It also gave them an opportunity to share and discuss their experiences, challenges and 

improvement journey with those working in similar roles in their local area. 

Learning Event Analysis 

To evaluate the outcomes and success of the LEs, care staff were asked to complete the same 

questionnaire before and after each event. This allowed for short and long-term behaviour change to be 

measured.  

Learning – Key Evaluation Outcomes 

 At both LE1 and LE2 social care professionals agreed most strongly that promoting movement within 
their current service was a priority. This was especially the case for professionals working within Day 
Care. Social care professionals felt they were encouraging movement to those in their care more 
often by LE2 in comparison to LE1.

 LE1 and LE2 demonstrated positive short-term changes in the social care professional’s 
perceptions of movement in care, as well as their self-efficacy to promote and understand movement. 
After each event attendees felt more qualified and knowledgeable about promoting movement to 
older people.

 The most positive changes noted were in awareness of the importance of movement in the life of an 
older person, perception of their knowledge of movement, and a social care professional’s confidence 
in empowering and supporting an older person to change their behaviour.

 All aspects of evaluating perceptions of movement and self-efficacy to promote movement showed 
improvements over the long-term from LE1 to LE2, however only certain elements showed a 
statistically significant change.

 Social care professional’s knowledge and confidence to promote movement changed from LE1 to LE2, 
but was not consistently sustained from LE1. They did, however, sustain their confidence to 
discuss risk with older people, to take action to address barriers preventing older people 
from moving and have the confidence to empower an older person to change their 
behaviour. In particular, they remained most confident that they were able to influence the way of 
life of an older person experiencing care.

 Feedback from staff indicated that various improvements had been made by LE2 from LE1. In 
particular, these were improvements in the confidence and motivation of people experiencing care 
as a result of taking part in more movement, and improvements in the physical care environment 
that made enabling movement easier. Certain barriers and challenges still exist for social care 
professionals, namely families being risk adverse, time, and understaffing issues, the latter of which 
is perceived to reduce the time available to promote movement.

 The aggregated data from LE1 and LE2 indicated that the number of attendees classified as 
‘active’ increased by 2.5%. Tracked data indicated that most individuals either maintained the 
same (41.0%) or increased their activity levels (29.5%), implying that over the longer term social 
care professionals that attended the LEs are either staying or becoming more active. 

http://www.capa.scot/


Attendees ranked 18 statements on a Likert scale of 1 to 4 (where 4 is the highest score). Ten of these 

statements assessed their perceptions of movement within a care setting and eight assessed attendees’ 

self-efficacy3 to enable care based movement. Data from attendees was only used within analysis if they 

rated a statement before and after the event (i.e. provided pre and post data). Self-reported physical 

activity levels were also captured before each LE.  

Learning Event Attendance and Demographic Comparison 

To date, social care professional from across eight partnership areas have attended two LEs. This section 

compares the demographics and attendance of the social care professionals who attended both LE1 and 

LE2. 

The first round of LEs took place between the 20th June and the 25th July, and the second four months 

later between the 1st November and the 1st December 2017. Across both LE1 and LE2, 524 unique social 

care professionals, with a variety of job roles, attended and completed a questionnaire. After collection, 

the data was organised for analysis, with blank or unsigned questionnaires removed. Only fully 

completed questionnaires have been included in the analysis (Table 1). 

Table 1: Total number of questionnaires collected 

Response Level Learning Event 1 Learning Event   2 

Total no. of respondents 412 300 

Total included within analysis 396 297 

The majority of social care professionals attending LE1 and LE2 were female (Figure 1), were aged 

between 46 to 55 years old (Figure 2), and identified as White or White British (Table 2). Most attendees 

were part of the Glasgow LEs (19.7% of LE1 attendees and 24.3% of LE2 attendees; Figure 3).  

Self-efficacy refers to someone’s (e.g. a care provider/older person) beliefs about their ability to 

perform specific tasks (e.g. enabling / promoting movement, exercising etc.). Self-efficacy can play a 
major role in how one approaches goals, tasks, and challenges, therefore having higher self-efficacy is 
considered to be better.

89.1%

10.9%

LE1

88.7%

11.3%

LE2

Female

Male

Figure 1: Gender breakdown of attendees by LE Figure 2: Age breakdown of attendees by LE 

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

35.0%

40.0%

45.0%

<16 16-25 26-35 36-45 46-55 56-65 66-75 >76

LE1 LE2



Table 2: Ethnicity breakdown of attendees by LE 

The highest proportion of attendees (51.9% of LE1 attendees and 49.7% of LE2 attendees) work in Care 

Homes (see Appendix II, Figure 18 for a full breakdown). The remaining types of services were each 

represented by a similar proportion of attendees (10% ± 4%). 

Job roles were sorted into seven key role types (see Appendix II, Table 5 for full list). The highest 

number of attendees at both LE1 and LE2 had job roles in the carer/ supervisor/ team leader category 

including: Care Assistants, Day Care Workers, Lifestyle Coordinators, Team Leaders, Housing 

Coordinators (see Appendix II, Table 5). 

Prioritisation of Movement by Social Care Professionals

To determine how social care professionals prioritise movement in a care setting attendees rated, on a 

scale of 0 (low) to 10 (high), their agreement with four statements. On average, social care professionals 

scored statements about encouraging movement and the prioritisation of movement highly at both LEs, 

with all but one showing statistically significant improvement from LE1 to LE2 (Figure 4).  

At both events social care professionals agreed most strongly that promoting movement within their 

current service was a priority, but this was especially the case for professionals working within Day 

Care services (see Appendix II, Figure 20). Over time, social care professionals reported higher scores 

in the statement “How often do you encourage movement with those in your care?”, indicating that

they felt they were encouraging movement more often by LE2.  

Ethnicity LE 1 LE2 

White or White British 96.4% 98.6% 

Asian or Asian British 2.6% 0.3% 

Mixed 0.5% 0.0% 

Black or Black British 0.3% 0.3% 

Other 0.3% 0.7% 

Figure 3: Breakdown of LE attendees by Partnership Area 

0.0% 5.0% 10.0% 15.0% 20.0% 25.0% 30.0%
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Perth and Kinross

North Lanarkshire

Unknown/Unspecified

Inverclyde

Glasgow

East Renfrewshire

East Ayrshire

Aberdeenshire

LE1 LE2



 

Do you currently encourage movement with those within your care? + 

How often do you encourage movement with those in your care? + 

How much of a priority is promoting movement within your current role? 

How much of a priority is promoting movement within your current service? + 

+statistically significant, where p≤0.05. 

Physical Activity Levels of Social Care Professionals 

At the start of each of the LEs, attendees were asked to self-report their physical activity levels over the 

past week. Asking this question at each LE allowed the change in attendees’ responses to be compared 

over time to see if the events and programme support had a long-term impact on the physical activity 

levels of the social care professionals.  

The aggregated data from LE1 and LE2 indicated that the number of attendees classified as ‘active’4

increased by 2.5%. While this was not statistically significant (Z=-.0820, p=0.412), the overall

proportion of ‘active’ attendees (39.4%) was higher than the ‘inactive’5 attendees at LE2 (12.0%), 

with 62% of attendees completing 90 minutes or more of physical activity per week (see Appendix II, 

Figure 19).  

Encouraging, when tracking the same attendees across both LEs, most individuals either maintained the 

same (41.0%), or increased their activity levels (29.5%), indicating that over the longer term social 
care professionals that attended the LEs are either staying or becoming more active.

CMO guidelines defines those achieving 150 minutes or more of moderate intensity exercise per 

week as active

CMO guidelines defines those achieving under 30 minutes per week of moderate intensity exercise 

per week as inactive

Pre LE1: 8.12 /10 Pre LE2: 8.81 /10 

Pre LE1: 8.02 /10 Pre LE2: 8.77 /10 

Pre LE1: 8.24 /10 Pre LE2: 8.94 /10 

Pre LE1: 8.28 /10 Pre LE2: 8.99 /10 

Figure 4: Comparison of attendees’ average response to statements about the encouragement and priority 
of the promotion of movement from pre LE 1 to pre LE 2



Short-term Impact of the Learning Events 

Learning Event 1 (LE1) 

The following analysis is of data from LE1 attendees; this comprises 396 social care professionals who 

completed questionnaires before and after LE1.  

Social care professional’s self-efficacy to enable care based movement 

significantly improved (p≤0.05) from before to after LE1 (see Appendix 

II, Figure 21), indicating that after the LE attendees felt more confident 

in their ability to enable movement, empower people experiencing care 

to move more, take action to address barriers and risk around movement 

and create an active environment for people experiencing care. This 

improvement also highlights the successful short-term impact of LE1.

Of all eight statements, “Empower an older person to change their 
behaviour” improved to the greatest extent, showing the confidence the

LE gave individuals to reach the CAPA programme’s main goal of increasing older people’s movement 

levels. It appeared that professionals working in reablement tended to report the highest self-efficacy 

sores, whilst Sheltered Housing tended to show the greatest improvements in self-efficacy to enable 

and promote movement. 

From before to after LE1 attendees scores showed improvements in their perceptions of 
movement and activity, and their knowledge and capability to enable movement with 
people experiencing care (see Appendix II, Figure 22). All but one of the ten statements

significantly improved (p≤0.05), with the greatest improvement in the statements “I know enough 
about movement to encourage older people to move more” and “I feel qualified to promote movement 
to older people”, implying that the event was most successful in the short term at enhancing the

understanding and knowledge of social care professionals to enable movement.  

The statement with the smallest change, which was insignificant, was “I have little influence on the way 
of life of older people experiencing care”, implying that attendees did not change their opinions about

this by the end of LE1. Social care professionals working in Sheltered Housing made the greatest 

improvement in their scores. However, interestingly, those in Day Care perceived they had the greatest 

capacity within their role to promote movement amongst those experiencing care.  

Learning Event 2 (LE2) 

The following analysis is of data collected from individuals who attended LE2; this comprises 297 social 

care professionals who completed questionnaires before and after LE2. All self-efficacy scores showed 

statistically significant improvements by the end of LE2 (see Appendix II, 

Figure 23), which indicates that the LEs are having short term positive

impact on the attendees, and that attendees feel their capability to enable 

care based movement has increased. The statement that attendees average 

score increased most for was - “Empower an older person to change their 
behaviour” - as per LE1, implying that social care professional’s 
confidence levels continue to increase throughout the CAPA 
programme.

After LE2 attendees showed improvement in all scores regarding their 

perceptions of enabling movement in a care setting, with a majority of 

these being scored more positively than at LE1 (see Appendix II, Figure 24).
Those working within Sheltered Housing again demonstrated the 

greatest improvements.  

Social care professional’s 
self-efficacy to enable 
care based movement 
significantly improved 
(p≤0.05) from before to 
after LE1 

Social Care Professional’s 
felt more qualified and 
knowledgeable to 
promote movement, and 
had more confidence to 
promote and assess 
movement after LE2. 
These changes improved 
significantly (p≤0.05) 
from before LE2 



Similar to the findings from LE1, the three statements that saw the greatest statistically significant 

improvement in average scores were “I feel qualified to promote movement to older people”, “I know 
enough about movement to encourage older people to move more” and “I am confident that my support 
makes a difference for older people”, again demonstrating the value of LE2 to increase attendees’ 
confidence and knowledge of the promotion and enabling of movement within a care setting.

Segmenting the data by type of service shows that Day Care workers scored highest in their confidence 

to create an active environment, to discuss the risks associated with movement on a personal and 

individual basis, and to advise an older person on movement in the context of their present and future 

health. This indicates that Day Care professionals are the service type that feels most confident to enable 

movement within care. 

Long-term Impact of the Learning Events 

The following analysis is of data from individuals who attended both LE1 and LE2. This allowed the long-

term impact of the learning events to be assessed, by looking at the difference between responses at 

the beginning of LE1 to the beginning of LE2. Using this time frame allows for small changes taking 

place outside of each discrete LE to be documented and assessed, without being influenced by the short-

term impact of each LE. This analysis comprises 179 social care professionals who completed 

questionnaires before and after LE1 and LE2 (Table 3). 

Table 3: Total responses included within longitudinal analysis 

Response Level Number of Respondents 

Total trackable respondents 187 

Total included within analysis 179 

Of the ten statements about perceptions of movement in care, nine showed improvements from

LE1 to LE2, with one statement staying consistent (see Appendix II, Figure 25). Of these, four 

were statistically significant: 

“I feel qualified to promote movement to older people”

“I know enough about movement to encourage older people to move more”

“I have capacity within my role to promote movement amongst those in my care”

“In general, I support those who experience care to move more on a regular basis”.

These all focus around increases in staff’s knowledge and confidence to promote movement, and 

demonstrates that staff have begun to show long-term improvements in their perceived 
ability to encourage movement. The second statement further indicates that social care 
professional’s feel that their roles now allows for greater promotion of movement than at the 
start of the CAPA programme.

Furthermore, all elements of self-efficacy to promote movement increased significantly (Figure

5). By LE2, social care professionals were most likely to feel confident in their ability to: 

“Assess an older person’s readiness to change their behaviour and way of life”

“Identify the challenges and barriers that prevent older people moving more”

“Take action to address barriers that prevent older people from moving or moving more frequently”.

This shows that attendees not only feel more proficient in identifying challenges, but that they also feel 

more proactive in addressing barriers to getting people experiencing care moving. Attendees confidence 



to “Create an active environment where an older person will feel understood and supported” also

demonstrated a high positive change, further exemplifying that over the course of the programme 
social care professionals are gaining confidence in their ability to translate learning into 
effective action.

Sustained Long-Term Impact 

To understand whether the full impact of the LE1 has been sustained over the 4-month period leading 

up to LE2, a statistical t-test was used. 

The results indicated that social care professionals sustained their confidence to discuss risk with older 

people on a personal and individual basis, to take action to address barriers preventing older people 

moving, and to empower an older person to change their behaviour and way of life over the longer term 

(p≤0.05). In addition to this, social care professionals remained confident in their ability to influence 

the lifestyle of an older person experiencing care and that their support made a difference to older 

people (p≤0.05). 

Results indicate that LE1 had the greatest long-term impact on social care professional’s confidence to 

be proactive about promoting and encouraging movement to those in their care. However, not all of the 

positive impact measured immediately after LE1 was maintained. This is particularly the case in relation 

to social care professionals having the capacity to promote movement in their roles, and feeling qualified 

and having enough knowledge to do so. This suggests these areas require continued attention 

throughout the duration of the programme to ensure the short-term, positive effects of the LEs are 

sustained beyond the event themselves.  

Figure 5. Comparison of pre LE1 to pre LE2 self-efficacy scores 



Challenges and/or Barriers to Implementing Movement  

As part of the LE questionnaires, social care professionals could comment on the challenges and/or 

barriers, if any, that prevented them from encouraging movement. The main challenges that emerged 

from LE1 were staff/resource and time constraints, mobility constraints, environmental constraints and 

people experiencing care’s limited confidence and motivation to take part in activities. Improvements 

were made by LE2, with a few challenges persisting.

Staff reported that they felt they could be more proactive in 

promoting independence:  

“The LE changed my whole outlook, with every single person in 
care now I am thinking what can we do [to get them moving]? 
Changed my whole attitude”  

“The LE made me think outside of the box” 



Care Inspectorate Internal Development Programme Evaluation 

Inspectors work across multiple locations and as such have an opportunity to empower social care 

professionals across the services areas to improve the movement levels of people experiencing care. 

Half-day internal LEs for inspectors were provided between the 26th September and the 10th October, 

2017 at Care Inspectorate offices across Scotland. As inspectors have the potential to influence the use 

and promotion of the CAPA resource pack, and identify and spread effective practice, they were a key 

resource to involve and help develop the programme. 

The ukactive RI developed bespoke pre and post questionnaires for the internal programme to capture 

data relating to the perceptions and self-efficacy of inspectors to advise and promote movement with 

social care services and providers. This was also an opportunity for them to provide opinions on the 

CAPA programme and share any observations from care facilities that they inspect.  

A total of 129 questionnaires were completed and signed by inspectors and used in the data analysis. 

Physical Activity Levels of Inspectors 

Inspectors were asked to estimate their physical activity levels over the last week, and to rank the same 

four statements asked to all social care professionals at LE1 and LE2, as well as two additional questions. 

These additional questions were: 

1. To what extent are services aware of the CAPA programme?

2. To what extent are services interacting with the CAPA programme?

31% of inspectors reported that they met the CMO guidelines for physical activity, with only 12% 

classified as ‘inactive’ (Figure 6). 

Care Inspectorate Internal Development Programme - Key Evaluation Outcomes 

 Inspectors, in particular senior inspectors, perceived promoting movement with care services

within their current role as an important priority.

 After the LE inspectors felt that they knew more about movement and perceived that they had

greater capacity within their roles to promote movement with care services. This indicates that
the learning had a positive short-term impact on inspector’s confidence and awareness
to do this.

 Inspectors did not feel that their qualifications to support care services in the promotion of

movement to older people had improved to a significant extent after the LE. This may be explained

by the limited capacity within an inspector’s role to promote movement and interact directly with

people experiencing care.

 Increases in the self-efficacy and confidence of inspectors, particularly senior
inspectors, to raise the profile of movement within care settings were seen after the
sessions. Specifically, these improvements demonstrate inspector’s confidence to support care

services to assess an older person’s readiness to change their behaviour and then advise older

people on movement increased in the short term.



Inspectors self-reported Prioritisation of Movement 

Statements about prioritisation of movement within inspector’s job role and service area were scored 

above average by inspectors (Table 6) but were generally lower than was scored by social care 

professionals. This suggests that those working in closest proximity to people experiencing care 

prioritise and encourage movement the most. The scores could also be explained by the nature of the 

inspector roles, as multiple inspectors stated that although they knew the importance of 

prioritising and encouraging movement, the nature of their work and their capacity prevented them 

from scoring these statements higher. This was particularly the case for those categorised as 

complaints inspectors, whose main priority is to find solutions to complaints. Nonetheless, individuals 

under these job roles did state that because of this event, they felt more confident to integrate 

movement into solutions where appropriate. In addition, inspectors, particularly senior inspectors, 

perceive that promoting movement within their current role is a strong priority (See Appendix II, 

Table 6). 

On average inspectors scored the extent to which the CAPA programme was known and implemented 

as below average (4.15 and 3.56 respectively; Appendix II, Table 6). This again could be in part due 

to the job roles of attendees as well as the services they inspect not being part of the CAPA 

programme. 

Impact of the Care Inspectorate Internal Development Programme 

The internal development programme questionnaires were composed of questions measuring 

inspector’s perceptions about promoting movement in social care services, as well as questions on 

their self-efficacy to support care services to enable and promote movement.  

All but three scores for perceptions of movement in care showed statistically significant improvement 

from before to after the event (p≤0.05). Improvement was greater for inspectors than senior 

inspectors which may be a result of the senior inspectors having a greater existing knowledge base. 

The greatest improvements were seen in responses to the following statements: 

“I know enough about movement to support care services to encourage older people to move 

more” 

“I have capacity within my role to promote movement amongst those in care services” 

This indicates that the internal programme had a positive short-term impact on increasing confidence 

and awareness to support care services to enable or promote movement. Interestingly, the statement 

“I feel qualified to support care services in the promotion of movement to older people” did not

significantly improve. This could potentially be explained by the limited capacity within an inspector’s 

role to promote movement and interact directly with people experiencing care.  

All self-efficacy scores increased significantly from before to after the event (p≤0.05), suggesting an 

increase in the confidence inspectors have in their ability to raise the profile of movement within the 

care settings they inspect. Here, the improvement was greatest for senior inspectors. 

11.5%

34.5%

23.0%

31.0%
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Under 30 mins (0.5 hours)

31-90 mins (0.5 - 1.5 hours)

91-149 mins (1.5-2.5 hours)

150 mins + (2.5 hours)

Figure 6: Physical activity levels of internal development programme attendees 



However, results indicate that inspectors may need further support in developing their 
knowledge of the benefits of health and movement, with the statement - “Support care services 
to advise an older person on the benefits of a healthy way of life” - seeing the least improvement. This

is particularly relevant as the inspectors are in a unique position to help influence and provide care staff 

with further guidance and information, and therefore should feel confident in their ability to discuss and 

promote the benefits of a healthy and active life for older people. 

Inspector Feedback 

Inspectors were given the opportunity to provide comments on the challenges, if any, that prevent 

movement from being encouraged, alongside their thoughts on the CAPA programme. Themes were 

isolated using thematic content analysis, and are shown below. 

In general, feedback about the CAPA programme was positive. The programme was perceived as an 

initiative with much potential and one that should be rolled out across further areas in Scotland.

After the events, inspectors claimed the learning had been informative, positive and interesting. Notably, 

some inspectors felt it had improved their own knowledge of how to identify good practice and support 

the enabling of movement in a care setting.  

“Following training I have a 
better understanding of the CAPA 
programme and how this can be 
incorporated into the inspection 
day. I also have a better 
understanding of how to support 
staff's approach to recognising 
the promotion of abilities in 
residents however small the 
impact this has is holistic.” 



Measurement and Evaluation Findings – Tier 2: Translation 

The next section of the report explores how the theoretical learning from the LEs have been applied in 

practice. This level of evaluation includes reporting on what activities and types of movement are taking 

place and how they are promoted. Data was captured using qualitative methods including focus groups, 

diaries and case studies.  

Translation - Key Evaluation Outcomes 

 Focus groups and improvement evidence indicate that key CAPA principles are being translated

into practice. Staff are encouraging residents to be more active in a way that meets the resident’s

needs (promotion) and are enabling environments for movement, and providing leadership
and support through embedding CAPA ethos (organisational care home culture and

commitment).

 Changes made to create opportunities for movement in care settings include both cultural and

physical environment changes. Movement takes both structured (such as exercise classes, like Tai

Chi) and unstructured forms (such as gardening and folding laundry).

 Staff consistently report that developing personalised movement plans is essential to engaging

people experiencing care in movement.

 Staff are taking knowledge from the LEs and translating them into practice within their

care settings. For example, staff have adapted movement activities suggested at the LEs, and

integrated these into daily exercise routines.



Focus Groups 

Four focus groups were conducted on the 2nd and 3rd of October 2017 by two members of the ukactive 

RI. Four service areas were visited with eleven members of staff taking part. Staff included managers 

and care staff. All focus groups were analysed using thematic analysis. 

Change / Translation 

Staff reported on a range of changes taking place, particularly in care homes. These were categorised 

into cultural change of the care home ethos, physical changes in the care home environment and 

movement changes in the day-to-day movement opportunities in the home. These are detailed below: 

These changes demonstrate the application of theoretical, more abstract learnings (e.g. an awareness 

and understanding about how to create culture change) into practice (e.g. increasing movement of 

people experiencing care). They are also interlinked; for example, changes in the culture of the care 

home setting to incorporate movement (e.g. the staff encouraging people experiencing care to be more 

independent) may inadvertently influence decisions to change the environment (e.g. lead to room re-

structuring which allows people experiencing care to move more for meal times), which in turn promotes 

changes in the amount of unstructured movement opportunities available. 



Incorporating Movement 

Examples of the types of movement opportunities available to people experiencing care were explored 

in more detail. These came in various forms, both unstructured and structured  (Figure 7). 

Structured Exercise 

Staff delivering structured exercise programmes that were 

personalised to individuals was a clear theme that emerged from 

the data. These programmes catered to the person’s interests 

and capabilities, but also tended to include group activities. For 

example, walking groups around the garden and group outings 

were popular.  

Staff also described how they were inspired to take movement 

activities from the learning events and apply them in their care 

home environment. This is a clear example of how theoretical 

learning has been translated into effective practice: 

Figure 7. Types of movement opportunities 

“I stole [the] lollipop idea from the training day and tweaked it so that we could use it with our service 
users.  We spaced the chairs out wider than normal so that service users had to stretch; and did the activity 
as a sort of musical chairs.  When the music stopped if you had the jar you had to pick one and do the 
movement [shown on the lollipop stick]. After which we all joined in and I expanded the movement where I 
could to allow for as much stretching as possible. It meant that everyone could join in”. 

"[I do a] small exercise programme, 
cycle bikes, we will do stretch band 
exercises, we will also do sit to stand, we 
will do walking… one to one with these 
residents. Then if I do it with a group we 
will do full body exercises, you know 
moving parts of the body… and get the 
whole group going and enjoying it with 
music and also we have got balls, like big 
inflatable balls, that we throw from one 
to another, and with the stretch bands we 
do it in a big circle as well and to music… 
we get quite a range of movements." 



Unstructured movement 

Unstructured movement has flourished in care settings due to care staff taking initiative and “spotting” 

opportunities for people experiencing care to be involved in movement. For example, people 

experiencing care have been encouraged to set tables, fold napkins and sort socks in the lounge, and 

engage in more personal care such as independently brushing their teeth or getting ready for bed. In 

addition, they are becoming involved hobbies and creative work for charity projects (e.g. making 

blankets) in various care homes. For many members of care staff these are described as additional 

movements to the structured exercise they have in place, and a way to keep people experiencing care 

active and give purpose and meaning to their day.  

The intensity of unstructured movement varies depending on the strength and mobility of the person 

experiencing care. However, due to the multitude of ways movement can arise, there is an ongoing 

opportunity to challenge people experiencing care to be more active, even if they are getting better at 

their current tasks, hobbies or activities. This makes the continuous monitoring and progression of those 

taking part in the CAPA programme so essential to their movement development. 

 “The structured activities were always there… [we] just spread it out further so that activity becomes 
absolutely everybody’s business and on every occasion you are trying to encourage people to 
participate… whatever they can do". 

Case Study - Increased Independence of People Experiencing Care 

Fiona, a person experiencing care in a care home in East Ayrshire, openly stated that she wanted to do 
more to help around the home. With the introduction of CAPA, staff began to encourage her to help 

make beds, do housework and help tidy the garden.  

Staff report that Fiona feels a greater sense of worth as a result, and she has said that she feels like 

she ‘has a role in the home’ and that the care home ‘feels more like home’. As a result of staff taking 
the time to understand what was important to Fiona, and developing a meaningful plan, Fiona has the 

opportunity to be more independent around the home. 



Practical Guidance from Social Care Professionals 

Barriers to promoting movement in a care setting  

While successes have been seen throughout the first 6-months of programme, social care professionals 

have highlighted a variety of barriers that have restricted the level of movement into their care services. 

The most prominent barrier is having little time to train and get all staff on board with the programme, 

due to under staffing. Family members who are risk adverse make it challenging for those experiencing 

care to move more who would independently choose to.  

The LEs provided an opportunity for staff to discuss and share ways to best overcome these barriers 

and the best methods to prevent them from re-occurring.  

Key Guidance 

While staff deployed a variety of techniques encourage movement, there are some which commonly 

occurred across the partnership areas. These include: 

 The development of personalised movement plans, where goals, activities and hobbies were

meaningful and interesting to the specific person.

 Having the ‘buy in’ of all staff - managers, carers and volunteers alike - to continuously

promote the CAPA ethos and ‘embed’ this within the care culture.

A variety of specific key guidance from staff is detailed below (Figure 8). 

Figure 8. Examples of key guidance from social care professionals 



Case Study- Increased Quality of Life of People 

Experiencing Care 

Ann was reported as having really poor mobility 
and often needed to be hoisted into a standing 

position to move locations. Ann disliked the hoist 
but also got anxious when using the standing aid, 

and often refused to use it. Senior staff at her 
nursing home in East Ayrshire have worked 

persistently with Ann throughout CAPA, introducing 
small changes and offering consistent 

encouragement. Ann appears to be gaining in 
confidence in using the standing aid and now feels 

the benefit of standing herself instead of being 

hoisted. She is now using the aid prior to lunch and 

dinner to transfer to her wheelchair so that she can 
sit up at the dining table with the other residents, 
in addition to using the aid to go to the bathroom.  

Those who work closely with Ann have reported on 

the improvements in her physical and movement 
abilities: 

“[Ann] uses the pedals every day now and can 

reach forward to help with the straps – she can 
reach her feet which is hugely better than before (I 
did sit and reach with her at baseline and she could 

barely engage her stomach muscles to initiate 

sitting forward and was frightened to reach forward 

but watching her today she was hugely better and 
staff encouraged her to reach forward for the stand 

aid and she just did it without thinking and it 
looked easy)”. 

Ann can now sit in a normal high-back chair and 

drink out of a cup instead of a beaker. Staff also 
report improvements in her appetite as well as her 

bowel movements. 

Beyond this she has grown in confidence, taking 
the initiative to move herself out of bed instead of 

waiting for staff to do this, and spending more time 

interacting with other residents during meal times. 



Measurement and Evaluation Findings - 3: Impact 

This section explores the impact that the learning and translations have had on people experiencing

care, and the integration of movement into the care service environment. Impact is measured using a 

mixed methods approach through collecting and assessing the following data: 

1) Physiological variables from the people experiencing care collected at 0 (baseline), 6 and 20-weeks

after each learning event. These include Berg Balance, hand grip strength, sit and reach and sit to stand

(see Appendix I for full details and rationale).

2) Psychological variables of people experiencing care which explore mental wellbeing and self-efficacy

to move, and self-reported movement and sedentary levels, collected through questionnaires at 0

(baseline), 6 and 20 weeks after each learning event, to coincide with the physiological tests.

3) Focus groups and improvement stories evidence provided by people experiencing care and social care

professionals.

Impact - Key Evaluation Outcomes 

 Improvements can be seen in participant’s Berg Balance, sit to stand and sit and reach scores from

baseline to 6-weeks. Increases in movement for the people experiencing care taking part
can be linked to improvements in the balance, the lower leg and upper body strength
and the lower body flexibility of the participants. All of these aspects of mobility influence

participants’ general ability to support their own weight, carry out independent day-to-day

activities, as well as reduce their likelihood of falls and any potential medical assistance needed

due to falls.

 Increases in levels of life satisfaction, happiness, worthwhileness and self-efficacy to
move were reported for people experiencing care at 6-weeks compared to their scores at

baseline. Alongside, decreases in anxiety were found. Prominently, anxiety decreases, and

increases in life satisfaction, were statistically significant.

 Improvements in quality of life, wellbeing and physical abilities of the people
experiencing care were reported through focus groups. These were connected to the

opportunities for people experiencing care to take part in additional movement and the opportunity

to be more independent.

 Movement levels of people experiencing care increased across time; the percentage of

those who stood more than they sat increased (+14%), the number of hours spend moving per

day increased (+ 1.6 hours), and the number of hours spent sitting per day decreased (- 1.8

hours). Nonetheless, people experiencing care are still spending at least 10 hours per day sitting

down.

 Movement occurred in structured and unstructured forms, with different movement types working

better for some people experiencing care over others. Structured movement and assessment gave

the opportunity to work on physical strength, while unstructured movement in the form of hobbies

and outings promoted independence and sense of purpose.

 Care Inspectorate staff and social care professionals are creating further opportunities to enable

people experiencing care to move by working with other members of the community and

developing existing and new partnerships. They are also having wider impact, fulfilling the key

CAPA principle of ‘community connections and partnerships’.



Physiological Impact on People Experiencing Care 

All physiological measures were selected for their appropriateness to test body strength, movement 

capability and flexibility in older people. Baseline and 6-week data received by the 18th December 2017 

was used in a comparative analysis. Any data received post this time point was not included in this 

report, but will be included in later reporting.  

1. Berg Balance scores

The Berg Balance score was used to evaluate balance impairments of older adults, with the overall score 

indicating the fall risk of the individual. Scores are out of 56, where lower scores suggest higher risk of 

falls (0-20 = high fall risk, 21-40 = medium risk, 41-56 = low fall risk).  

A total of 12 individuals completed both baseline and 6-week measures. All participants were over the 

age of 80, and the majority were male (66%). On average Berg Balance scores (BBS) improved from 

baseline (24.9) to 6-weeks (33.4). Although both these scores fall within the medium fall risk category, 

the improvement is statistically significant (t=-7.06, p≤0.05, d=1.90), revealing a substantial decrease 

in the risk of falls. Additionally, the change is by more than eight points, which indicates a genuinely 
positive change in balance and weight bearing function, in line with research for older people in

residential care facilities6. 

All 14 measures within the Berg Balance scale also increased, 11 of which were statistically significant 

(Figure 9). The highest improvements in scores were seen in measures that required the shifting of 

weight between feet (standing with one foot in front), turning (turning 360 degrees and turning to look 

behind) and shifting of upper body weight (reaching forward with outstretched arm). In general, this 

demonstrates that participants are showing the greatest improvements in their ability to shift their 
body weight, which contributes to reducing their likelihood of experiencing falls.

6 Conradsson, M., Lundin-Olsson, L., Lindelöf, N., Littbrand, H., Malmqvist, L., Gustafson, Y., & 

Rosendahl, E. (2007). Berg balance scale: intrarater test-retest reliability among older people 
dependent in activities of daily living and living in residential care facilities. Physical therapy, 87(9),
1155-1163 

Physical/Mobility Changes 

Each of the four tests below can be viewed collectively to understand the impact that increased mobility 

is physically having on people experiencing care over time. Participant’s Berg Balance, sit to stand and 

sit and reach scores improved from baseline to 6-weeks. Minimal change occurred in grip strength 

scores. Increases in movement for the people experiencing care taking part in CAPA could be linked to 

improvements in balance, lower leg and upper body strength and lower body flexibility of participants. 

All of these aspects of mobility influence participants’ general ability to support their own weight, shift 

weight and carry out independent day-to-day activities like getting in and out of bed, chairs or using 

public transport. 



 All Berg Balance scores are out of 4, where 0 is the lowest score and 4 is the highest 

*indicates a statistically significance difference in scores from baseline to 6-weeks, where p≤0.05

Figure 9. Comparison of individual Berg Balance scores at baseline and 6-weeks 
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Case Study – The Benefits of Hand Grip Strength Testing 

When Yves moved to a Day Care service in Glasgow, she was often described to be frightened and shy, 
embarrassed by the tremors caused by her Parkinson’s, which also stopped her doing her well-loved 
hobby of tapestry. Staff from the service worked with Yves to do grip strength and finger movement 

exercises, and involve her in group session, realising these were the key to improving her dexterity 
and increasing her confidence in social settings. As a result, Yves reported a reduction in her tremors 

and is now much more independent, doing exercises alone in her home and beginning again to take up 
tapestry. 

Yves is described to be much more confident, sociable and happy as a result of moving a bit more each 

day. In her words, the day centre has been a ‘lifeline’. 



2. Hand grip strength

Hand grip scores are calculated using an average of three trials of grip strength for each hand, or the 

highest measure of each hand if only one score was taken. Both of these methods have been 

documented as reliable and valid methods of calculating grip scores7, and demonstrate accurate final 

scores.  

In total, 32 participants were included in analysis. Participants were mostly female (75%), and aged 

between 76-95 (74%). On average, scores of hand grip strength did not change by more than 0.3 kg 

from baseline to 6-weeks indicating minimal change. Encouragingly, although minimal the positive 

change suggests that with time, participants involved may steadily increase their overall muscle 
strength. More significant findings may be found as the sample size increases. A larger sample size

would enable data to be analysed by age and compared to normative data. 

3. Chair sit and reach

Chair sit and reach is a flexibility test which influences gait patterns and indicates capability of mobility 

tasks (e.g. getting in and out of a car)8. Scores are recorded as the distance reached from stretching 

down the chosen leg with your arm to the toes and can be either a positive (reaching past the toes), 

neutral (reaching the toes), or negative (not reaching toes) score. All scores recorded in inches were 

converted to centimetres.  

A total of 22 participants completed the chair sit and reach at baseline and at 6-weeks. Most were female 

(60%) and aged between 76-85 (45%). Overall, compared to baseline, participants improved their reach 

to their toes by 1.8cm at 6-weeks. Improvements were seen from baseline to 6-weeks for overall and 

for females only, but not for males only. These increases in distance reached indicate that participants, 

in particular females, are showing increases in flexibility in the lower back and upper legs.  In

later reporting, with a larger sample size, this data can also be analysed by age using normative data8 

to see which age brackets improve the most. 

7 Roberts, H. C., Denison, H. J., Martin, H. J., Patel, H. P., Syddall, H., Cooper, C., & Sayer, A. A. 
(2011). A review of the measurement of grip strength in clinical and epidemiological studies: towards 
a standardised approach. Age and ageing, 40(4), 423-429. 
8 Jones C.J., Rikli R.E., Measuring functional fitness of older adults, The Journal on Active Aging, March 
April 2002, pp. 24–30. 

Improvement Story – Reduced Falls 

As part of the CAPA programme Phil, from a care home in East Ayrshire, has been encouraged to take 
up his old hobby of gardening. In May 2017 he was using a Zimmer frame to walk out to the greenhouse, 
and with a high fall risk often required assistance. Four months later, in August, he was able to walk out 
to the greenhouse assisted, but without his Zimmer frame, and was reported as being safe and stable 
when doing this.  

Staff have noticed a huge difference in his mobility, overall stability, and his mood (which has lifted). 
Since August he has also shown improvements in his Berg Balance score going from 39 (medium fall 
risk) to 44 (low fall risk).  



4. Sit to stand

Sit to stand was used to measure leg strength and endurance. Scores are the number of sit to stands 

that can be completed in 30 seconds, and were compared to normative data for gender and age8. 

A total of 30 participants completed the sit to stand test at baseline and 6-weeks. The majority were 

female (76%), and aged between 86-95 years (37%). The number of stands completed increased from 

baseline to 6-weeks for males (4 to 5 stands), females (3 to 4 stands) and overall (3 to 4 stands). 

For females and participants in general, this improvement in the number of stands achieved 

in 30 seconds was statistically significant (p<0.05), demonstrating that gradual 

improvements in leg strength and endurance are occurring. Continuing to encourage participants 

to engage in more bouts of movement throughout the day will help to ensure this endurance increases. 

Psychological Impact on People Experiencing Care 

Tailored questionnaires were developed for people experiencing care to measure mental wellbeing, self-

efficacy to move, and self-reported sedentary and movement levels. These were completed at multiple 

time points to measure change over time. Data included in the analysis was cut off on 23rd December 

2017. Any data received after this time point has not been included in this analysis, but will be included 

in later reporting. 

A total of 247 useable responses (signed and consented) were collected from people experiencing care. 

Of these, 30 responses were received at 6-weeks, 12% of the overall sample (Table 4). The majority 

of respondents were between the ages of 76 and 95 years (Figure 10) and female (Figure 11).

These responses were collected from across all partnership areas involved in the programme and over 

50 care providers, with the most questionnaires received from Perth & Kinross (25%), Glasgow (23%) 

and East Ayrshire (16%) respectively, and the least from East Renfrewshire (2%). 

Table 4. Completion rates of programme participant questionnaires 

Survey Section Baseline 
Completion 

6-weeks
Completion

20-weeks
Completion

Total Respondents 253 30 9 

Total included within analysis 247 30 9 

31%

69%

Baseline

27%

73%

6-weeks

Male

Female0%

10%

20%

30%

40%

50%

60%

under
55

55-65 66-75 76-85 86-95 over 95

Baseline 6-weeks

Figure 11. Gender breakdown of respondentsFigure 10. Age Breakdown of respondents



Measures Tracked Over Time 

30 participants completed the questionnaire at baseline and 6-weeks, enabling changes to be tracked 

over time. All average scores showed improvements in self-reported life satisfaction, 
happiness and worthwhileness, anxiety and self-efficacy to move (Figure 12). In particular,

improvements were statistically significant for life satisfaction (p=0.014), and decreases in anxiousness 

(p=0.007), demonstrating that participants taking part in the CAPA programme are feeling much 
less anxious and more satisfied. Overall, these improvements indicate that participants are feeling

happier, more worthwhile, have greater satisfaction and a higher confidence to move on a regular basis 

now than they were before they started with the CAPA programme.  

Participants reported anxiety levels that were only slightly higher than the Scottish National Average 

(Figure 12). Other scores were lower than the Sottish National Average. However, it is worth nothing 

that the National Average takes into account individuals of various ages who do not live in care but 

represents the most appropriate comparison group of available data.  

*a reduction in anxiety score over time is positive; + statistically significant, where p≤0.05. A Scottish National

Average is not available for self-efficacy.
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Figure 12. Wellbeing and self-efficacy measures of participants at baseline and 6-weeks 

Case Study – Improved Quality of Life through CAPA 

June, a lady living in a trust housing support service in East Renfrewshire, was described by staff as 
being isolated, disengaged and low on energy. She often spent most of her days alone in her flat and 

only ate one meal a day. Through initiation of the CAPA principles within the service, staff have 
encouraged June to attend social events with them that run through the service and through more 

interaction have propelled her to eat meals twice a day.  

Through this encouragement June is feeling the benefits of the extra nutrition per day, and has begun 

to spend more time interacting with others and increasing her everyday activities. Staff have also 
involved June’s daughter in law who works regularly with June to do sit to stand exercises. The 

daughter in law has reported that as a result June finds it easier to get out of her chair, and has better 

balance and less chance of falls when walking around her home, as well as generally having more 
energy and being in a more ‘upbeat’ mood.  



Improvement Evidence - Psychological/Mental Health Impact 

Focus groups and anecdotal diary evidence from the programme participant questionnaires were 

analysed together using thematic analysis, to understand how the programme learning impacted the 

physical and mental wellbeing of people experiencing care (Figure 13). A variety of themes emerged: 

Self-reported and staff-reported improvements in quality of life, wellbeing and physical ability were 

captured, and supported the questionnaire data indicating that people experiencing care were

benefiting psychologically, as well as physically, from the opportunities to move more.

Alongside feeling happier and positive, themes of improved quality of life were noted, including greater 
social interaction and social cohesion. For example, care home residents were seen to be taking

part in more group activities and helping out with chores around the care home environment, spending 

more time with care staff and other people in care, instead of in isolation.  

The opportunity to take part in more meaningful activities contributes to the development of the 

individuals a sense of purpose9 and allows them to spend more time interacting social with family or 

friends. For example, one lady claimed: “I can now get in the car to go to my daughter’s house 

and climb the four steps to their house.” 

9 Irving, J., Davis, S., & Collier, A. (2017). Aging With Purpose: Systematic Search and Review of 

Literature Pertaining to Older Adults and Purpose. The International Journal of Aging and Human 

Development, 0091415017702908. 

Figure 13. Psychological themes 



Other elements that gave people experiencing care a sense of purpose were the independence of 

completing chores, taking part in more hobbies and doing more things for themselves. 

Movement Impact on People Experiencing Care 

Movement levels of participants also changed over time, with an increase of at least 1.6 hours in 
the number of hours participants spent moving per day, and a decrease in the sitting time 
by two hours (Figure 14). This is further exemplified by an increase in the percentage of participants

who stood more than they sat, coupled with a decrease in the percentage of those who sat more than 

they stood (Figure 15).

Figure 15. Proportion of movement levels
at baseline and 6-weeks 

Figure 14. The amount of hours spent sitting
and moving at baseline and 6-weeks 

Improvement Story – More movement, Increased Wellbeing and Independence 

When the CAPA Programme was first implemented in a care home in East Ayrshire, Sarah was a very 
quiet lady, who did not want to participate in the activities within or outside of the home. Staff described 
her as lacking in confidence and motivation to join in activities with others, and being highly dependent. 
For example, Sarah often asked staff to complete tasks for her that she could do herself (e.g. get hankies 
from her room). She would only speak when asked a question and staff found it quite difficult to engage 
her in conversation. 

Since her involvement in the CAPA programme, Sarah has begun to take part in more day-to-day 
movement. She is now helping to dress and undress herself, and doing more for herself (e.g. getting 
her own things from her room) and making her own choices at meal times. Sarah continues to become 
more vocal around the care home, expressing her opinions more to staff and residents, and speaking 
more openly about her family and life before joining the care home. Members of staff who work closely 
with Sarah have noted that she has attended more outings and engaged in new interactive activities 
such as animal feeding and visiting garden centres.   

The overall effect this has had on Sarah, and her wellbeing, has been very positive, with staff reporting 
that she seems brighter, happier and has ‘a spring in her step’. She walks up and down the corridor at 
least four times a day, joins in with exercises daily, and takes part in baking activities in the home with 
others. The staff working with her are amazed at how much of a positive impact the encouragement and 
one-to-one time with Sarah has made on her life. As a result, they have started to encourage other 
residents in the home to be more independent, so they can reap similar benefits.  
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In addition, the percentage of participants who reported ‘yes’ to having difficulty standing decreased 

from baseline (30%) to 6-weeks (20%). Collectively, this indicates that across the 6-week period 
participants reduced their sedentary time. Increases in movement levels may in part explain why

individuals are finding it easier to stand unassisted.  

The self-efficacy scores of participants who sit more than they move and vice versa were analysed to 

understand the link between self-efficacy and real changes in movement levels. As can be seen in 

Figure 16, self-efficacy scores are higher for those who move more than they sit, in comparison to 

those who sit more than they move. This was the case at both baseline and at 6-weeks. Additionally, 

self-efficacy scores for participants who move more than they sit increased from baseline to 6-

weeks, while self-efficacy scores for those who sit more than they move decreased over the same 

time period (Figure 16).  

These results indicate that those who moved more have greater confidence in their ability to move. They 

also suggest that self-efficacy and confidence to move continues to increases over time as a 
result of the programme. This demonstrates that participants are more likely to sustain their 
levels of movement regularly21 and in the future, especially if they are moving more often 
than they are sitting.

Figure 16. Self-efficacy paired with movement levels at baseline and 6-weeks 
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Improvement Evidence - Types of Movement 

Focus groups and anecdotal diary evidence from the programme participant questionnaires were 

analysed together using thematic analysis, to understand how learning has had an impact on the 

movement of the people experiencing care.  

Figure 17. Types of movement themes 

Case Study- People Experiencing Care Moving More 

When John moved into an Abderdeenshire care home he needed a Zimmer-frame to support him
with walking. The physiotherapist claimed he would never walk independently with his sticks again 
and had progressed as much as he could. Staff worked with John on balance exercises, and over 

time John was able to walk with his sticks, as well as take part in gardening, planting potatoes and 
sorting the window boxes. By August he undertook a ½ mile walk around the village with a member 

of staff. 



Movement came in many forms, but walking was the most widely used unstructured movement e.g. 

walking in the garden with others or walking throughout the care home. For example, one lady stated:  

Collectively, examples like this indicate that not only are individuals developing their movement 

capabilities, but that changes in movement have led to greater independence.  

Movement also consisted of structured exercise provided by social care professionals. People 

experiencing care claimed they completed exercises as part of their individual or personalised exercise 

plans, which included group activities such as Tai Chi, dancing, stretching and other chair exercises, 

alongside individual exercises like walking. The outcome of individuals engaging in these types of 

movement are increases in mobility, such as the number of steps taken, and a reduction in falls. 

Taking part in hobbies and games also had a large impact 

on both the independence and movement of people 

experiencing care. A clear example is of a lady, with 

previous experience of flower arrangement, who took up the 

responsibility of arranging all the flowers around the dining 

room.  

“I like to go into the garden and I'm able 
to walk to my room to get a cardigan 
now and put it on myself" 

” Activities are better than TV, the time 
goes quicker” (a person experiencing 
care). 



Improvement Story – More Movement: Fewer Hospital visits and Less Assistance 

Since June 2017, when CAPA was first introduced into the service, a Perth and Kinross care home has 
been regularly recording Bob’s falls. Bob needed the assistance of two carers to walk and would regularly 
have between 8 to 12 falls a month, resulting in continuous trips to the hospital.  

Since CAPA Bob has been engaging in more small independent day-to-day movements, and has 
improved his leg strength. Over four months (from June to October) he had a total of four falls; 1 fall a 
month, roughly a 90% improvement, and reduced the time he spent at the doctors. He now needs little 
assistance in getting out of his chair and is able to walk with the assistance of only one carer, due to 
improvements in strength.   

Improvement Story – More movement: More personal 

care independence 

Jean moved into a care home in East Ayrshire in August, 
following time in hospital after a hip fracture. A number of falls 
at home meant she was no longer able to independently care 
for herself, and required assistance for personal care and 
mobility as she remained at high risk of falls. Through 
involvement in the CAPA programme, staff worked with Jean to 
incorporate physical activity, build confidence and social 
engagement at every opportunity throughout each day. Jean’s 
mood was low and she often refused to leave her room, 
however through a person-centred approach and involving 
everyone, Jean began participating in group activities and 
socialising regularly, with improvements in her mood well 
noted. After 3 months Jean was self-sufficient with personal 
care, and was independently mobile with a Zimmer allowing her 
to move to a sheltered housing complex in late November 2017, 
and live more autonomously.   



The Widespread Impacts of the CAPA Programme 

To date the impact of the CAPA programme has been widespread. In addition to supporting and 

enhancing the health, movement and wellbeing of people experiencing care the programme has 

influenced social care professionals, friends and families, and local communities.  

Impacts on Social Care Professionals 

 The increased awareness of movement inspired various care homes to introduce staff walking

groups to encourage their staff to move more and increase their own physical activity levels.

These walking groups have challenged staff to be more active: one care home entered a team

into the Paths For All10 step count challenge, and another aims to climb Goatfell in Arran in

summer 2018. All staff taking part report enjoyment, feeling fitter and team bonding. The

experience has also helped staff feel more positive about promoting activity with those

experiencing care (friends and families).

 From September to December 2017, Care Inspectorate staff ran a series of CAPA staff

awareness sessions for up to 70 members of staff from 9 care services in Aberdeenshire whose

staff were unable to attend the learning events. These sessions have supported staff in building

their confidence to enable people to move more independently.

 Multiple training and workshop sessions have been led for Care at Home staff beyond the LEs,

to continue to upskill, share best practice and inspire those working in care settings, and

contribute to the sustainability of the CAPA programme.

Impacts on the Local Communities 

 CAPA has collaborated with Paths for All and they have contacted the Care Inspectorate about

including sheltered housing and care home residents in their health walks, which would offer an

opportunity for a short bout of regular movement alongside social interaction. This is a strong

community partnership with potential to support the outcomes from and the sustainability of

the CAPA programme for the longer term.

 Care Inspectorate staff are connecting with the Stirling & Clackmannanshire Health and Social

Care Partnership (HSCP) to raise CAPA awareness and present the most current data as a

method of increasing the programmes reach and developing new beneficial relationships.

 The initiation of the CAPA programme has developed a strong working link with local Allied

Health Professionals (AHPs), who, with the support of the care staff, have begun to work directly

with people experiencing care to improve mobility and reduce reliance of walking aids.

 Spurred through awareness of the CAPA programme, intergenerational work has started taking

place in a variety of care homes in partnership areas including East Ayrshire, Perth and Kinross

and North Lanarkshire. A Tai Chi Pilot in a North Lanarkshire care home now host an

intergenerational Tai Chi class where the elderly and young children take part in Tai Chi together.

It also has started linking in community groups such as Sporting Memories, forming community

ties and bringing community members together.

10 Paths for All is a partnership of organisations committed to promoting walking for health and the 
development of multi-use path networks in Scotland and currently has running health walks in 
Laurencekirk, Stonehaven and St Cyrus. 



 Care Inspectorate staff are connecting with a Learning Disability Care Home to work with their

staff to spread the message of moving more being ‘important for all’, so as to benefit other

individuals who are not currently involved in the CAPA programme.

 CAPA has linked a care home in Aberdeenshire with local facilities that run ‘Boogie at the Bar’,

to integrate this into their care home weekly activities as ‘Boogie on down at the home!’. This

has created a new community link with staff in local facilities making them more aware of the

CAPA programme and helping to promote its aims.

Impacts on wider Education and Health 

 The CAPA team have built a reciprocal relationship with the Active and Independent Living

Improvement Programme (AILIP) with the goal of positively influencing the health and

movement of older adults. This supportive relationship that has provided the opportunity to

integrate the ‘Super 6’ 11  balance exercises and AILIPs Balance Challenge into the CAPA

programme as a way of enhancing the breath and range of movement opportunities available

to people experiencing care. These exercises have also been promoted and shared through

Learning Events, Provider and other Forums and within local services.

 The Care Inspectorate have been accepted to showcase the CAPA programme at a variety of

health and education conferences, such as the following:

o In February 2018, The Care Inspectorate presented at the National Dementia

Ambassadors Conference to 200 individuals on the breath of the CAPA programme.

o In April 2018, Care Inspectorate staff will display a poster at the 1st National NHS

Education for Scotland Nursing, Midwifery and Allied Health Professionals (AHPs)

Education Conference. This will allow CAPA share developments in, and experiences and

examples of transformational education and workforce development which support new

models of care.

o In May 2018, Care Inspectorate staff will display the poster “Older People Experiencing

Care in Scotland on the move” at the International Forum on Quality and Safety in

Healthcare 2018 in Amsterdam, to share the successes of the CAPA programme.

 Care Inspectorate have connected with a variety of educational institutions to spread awareness

of CAPA and provide learning, including the following examples:

o Care Inspectorate staff attended a quality improvement session in late 2017 with 50

third year student nurses to spread awareness of the CAPA programme, and open

discussion of how it fits into both health and social care agendas.

o The ongoing upskilling of Ayrshire College Health and Social Care students through 2017

and 2018, by providing learning on the importance of movement for older people.

o Presentations to the University of West Scotland in February 2018.

o Leading workshops and presentations in mid-2018 to 3rd year and MSc level

physiotherapist students at Robert Gordons University, Aberdeen, which highlight CAPA

good practice and set the scene for CAPA in the future of their studies.

11 https://phd5.idaho.gov/Docs/FitFallHandouts/BalanceExercises.pdf 



o Working with Glasgow Caledonian University to develop a new online module for Allied

Health Professionals (AHPs) to promote physical activity in frailer older people, which

will be available between the 21st May and 3rd of August 2018. The module is initially

free of charge with the aim to develop the skills, knowledge and attitudes needed to

work with frailer older people, and to support improvement in their health and wellbeing

through moving more.

Increased funding opportunities as a result of the CAPA Programme

As a result of connections made through the CAPA programme £2,000 of local funding was awarded in 

December 2017 from Perth and Kinross Council’s Angel’s Share to three council care homes to progress 

their CAPA improvement programme. With this funding these homes plan to purchase 60 pedometers, 

armchair bicycle pedals, and therabands, and will work with Paths for All on how to most effectively use 

this equipment. This equipment in particular will help the care homes provide user friendly opportunities 

for people experiencing care at all levels to engage in movement throughout the entire year (e.g. use 

inside during winter), and provide personalised feedback to those individuals as motivation. The plan is 

to conduct tests within these initial care homes and longer term to expand this to sheltered housing and 

Day Care facilities.  

The new partnerships and opportunities highlighted demonstrate impact in line with the third of the 

CAPA key principle ‘community connections and partnerships’ whereby connections have been made 

with local services across health, social care, voluntary sector, and the local communities to reinforce 

the important messages about moving more and support the promotion of physical activity across 

Scotland with older people experiencing care. Individuals, groups, and communities beyond care 

services are actively supporting these opportunities. 



Discussion and Recommendations 

The three tiers of the CAPA programme evaluation (learning, translation and impact) are used to 

demonstrate if theoretical learning is increasing the levels of movement for people experiencing care 

and also the social care professionals who care for them. While the primary aim is to increase movement, 

impact extended beyond this looks at both physical and psychological changes. 

Tier 1: Learning 

Social Care Professionals’ Learning 

After each LE social care professionals felt more qualified and knowledgeable about promoting 

movement with older people, demonstrating that they are learning over the short term. 

Over the long term, social care professionals sustained their confidence to discuss risk in a positive way 

with older people, to take action to address barriers preventing older people moving, and to empower 

an older person to change their behaviour. In particular, they remained most confident in their ability 

to influence the way of life of an older person experiencing care. 

Areas which did not see long term learning or change were confidence to create an active environment 

for older people, knowledge to be able to promote movement to older people, and perceived capacity 

to promote movement in their current roles. From LE1 to LE2 social care professionals did not rate 

movement as more of a priority in their job roles, indicating that it is more of an overall priority in 

current service. 

The learning and knowledge for social care professionals extends beyond the LEs. To build upon the 

upskilling provided through the LEs, the Care Inspectorate are developing other opportunities for the 

continued professional development and knowledge transfer of social care professionals. For example, 

those who attended the LEs will have the opportunity to apply and obtain Scottish Social Services Council 

(SSSC) Open Badges, allowing individuals to monitor, track and look for new avenues to enhance their 

social services development, and use this knowledge to feed into the success of the CAPA programme. 

Further, the development of the ‘Care at Home Moving More Often Resource’ will support care at home 

and housing support staff to have meaningful conversations with people experiencing care about the 

ways in which they would like to move and how they can achieve these goals. The resource has 

demonstrated, through a pilot, that it can help enhance the understanding of social care professionals 

and people experiencing care as to why moving is important.   

Recommendation: Where possible reinforce the key learning from the LEs throughout the programme

for example through leaflets, development of tools and guidance, CAPA team and inspector visits, and 

through local connections. 

Recommendation: Focus on specific areas identified that have not sustained long term change during

the actions periods and at the third round of learning events (LE3).  

Inspectors’ Learnings 

After attending a half-day learning session, inspectors showed their confidence to support care services 

to assess an older person’s readiness to change their behaviour and then advise older people on 

movement had increased in the short term. In general inspector’s results indicated that they felt less 

qualified than social care professionals to support the talk about promoting movement to people 



experiencing care. Inspectors can help contribute to the dissemination of the CAPA principles and 

sustainability of the programme by being encouraged to discuss at inspections the amount of movement 

the service promotes, as well as how they can best support the service to engage people experiencing 

care to move more. 

Recommendation: Where appropriate provide inspectors with an awareness of the CAPA programme

and the opportunity to access tools and guidance, to ensure they feel qualified to support care services 

in the promotion of movement.  

Recommendation: To ensure the consistency of movement promotion inspectors could have a stronger

role in cross-referencing people experiencing care’s personal plans for evidence relating to progression 

plans relating to movement and whether proactive change that has taken place to allow this progression 

to occur. 

Tier 2: Translation 

Changes in care services 

Changes made in care services included both cultural and physical environment changes. Movement 

came in both structured (e.g. exercise classes, like Tai Chi) and unstructured forms (e.g. like personal 

activities of daily living, helping in the kitchen, going out for coffee, gardening and folding laundry). In 

particular, social care professionals took LE outcomes and integrated these into their care service. 

Examples included adapting movement suggestions and activities done at the LEs and applying them to 

individuals exercise routines. Social care professionals have begun a to make movement a job role 

priority, by making it a part of performance development reviews and staff meeting agendas, as well as 

through motivating and encouraging other staff to do the same. Collectively, these changes demonstrate 

that theoretical learnings and knowledge has been translated into practice.  

Other changes include the connections made between the care services and the local community, 

whereby these connections have and can help support social care professionals and people experiencing 

care to continue to be involved in local initiatives, have access to local spaces for movement 

opportunities, and stay up to date with innovative ways in which to encourage, enable and engage in 

movement. For example, the development of intergenerational projects across care services in East 

Ayrshire, Perth and Kinross and North Lanarkshire are providing people experiencing care in these areas 

with further opportunities to engage with their communities, and enhance their wellbeing and movement 

time. These will continue to develop across the partnership areas, and to create relationships between 

older adults and younger members of society in a mutually beneficial and sustainable way. CAPA 

managers will look to work with colleagues in Early Years and children and young people inspectors to 

develop a supportive resource aimed at promoting intergenerational practice. 

Recommendation: To ensure that translation continues and is sustained, social care professionals should

be reminded regularly of how to integrate movement into their care services and see opportunities in 

day to day life of how to do this. For example, this could include regular knowledge transfer from the 

Care Inspectorate through social media platforms and other available resources (e.g. the CAPA app and 

self-assessment tools), in addition to integrating movement as a priority agenda into job roles for new 

and existing care staff.  

Recommendation: To sustain the ‘move more’ CAPA message new and existing community connections

with established groups should be used, in addition to the development of strong links with leisure and 

sports centres.  



Evidencing Health and Social Care Standards 

Changes to care services evidence that key CAPA principles of ‘promotion’ and ‘organisational care home 

culture and commitment’ are being translated into practice. Changes are also demonstrating work 

towards national care standards. By providing people experiencing care with the opportunity to take 

part in movement, via both structured care home activities and unstructured daily movement, and 

encouraging them to be more independent, staff can be seen to be evidencing the new health and social 

care standards that focus on ensuring the wellbeing, independence and the option of an active life style 

for older people in care (standards 1.25, 2.21, 2.22)12. 

Tier 2: Impact 

Physiological Impact 

Improvements were seen in Berg Balance, sit to stand, and sit and reach scores from baseline to 6-

weeks. These indicate improvements in balance, strength in the lower leg and upper body, and lower 

body flexibility of the participants. All of these aspects of mobility influence participants’ general ability 

to support their own weight, carry out independent day-to-day activities, as well as reduce their 

likelihood of falls.  

Recommendations: Utilise the growing partnerships with health and academic institutions (e.g. AHP’s 
and Scottish universities and colleges) to ensure that the physiological impacts of CAPA are widely 

recognised and circulated in the future. This will aid the sustainability and longevity of the CAPA 

principles.  

Psychological Impact 

Increases in levels of life satisfaction, happiness, worthwhileness and self-efficacy to move were 

reported for people experiencing care at 6-weeks compared to baseline. Alongside this, decreases in 

anxiety were found. Anxiety decreases and increases in life satisfaction were statistically significant.  

Improvements in sense of purpose, independence, and overall wellbeing as a result of engaging in 

hobbies and other unstructured movement were also reported through focus groups. These results 

highlight that people experiencing care are psychologically benefiting the most from the opportunity to 

mentally engage in tasks, make use of old skills, and renew old passions. In particular, the connections 

made between care services and the local community have allowed people experiencing care to engage 

with community activities and groups that they previously enjoyed. 

Recommendation: Continue to promote hobbies and unstructured movement in innovative ways that 
embed moving more into the culture of the service and the daily lives of the people experiencing care. 

Make use of local connections to encourage this. 

Recommendation: To ensure the consistency of this approach over time, the management of care 
services should look to document the goals, choices, and interests of people experiencing care, and 

detail the small daily movements that comprise personal care routines.  

http://www.gov.scot/Resource/0052/00520693.pdf



Movement Impact

Across 6-weeks the percentage of those who stood more than they sat increased (+14%). The number 

of hours spent moving per day increased (+ 1.6 hours). The number of hours spent sitting per day 

decreased (- 1.8 hours). These results indicate that movement patterns of individuals taking part in the 

CAPA programme are beginning to positively change.  

The type of movement was both structured and unstructured. Structured movement and assessment 

gave people experiencing care opportunities to monitor progression in physical strength and flexibility, 

while unstructured movement (e.g. hobbies and outings) helped improve general mobility, strength and 

weight bearing in every day activity and personal care. Collectively, these types of movement work 

towards breaking up the amount of sedentary time of people experiencing care, which falls in line with 

the CMO physical activity guidelines for older adults (65+)13.  

Recommendation: Individuals should continue to be encouraged to take part in activities and be enabled

to engage in more physical movement to further increase the benefits seen at this time point and look 

to demonstrate sustainability. 

Recommendation: To build the sustainability of the ‘moving more often’ message, the CAPA team should

focus on ensuring strong partnerships with both local and national partners (such as Paths for All) 

throughout the duration of the second half of the programme. 

Conclusion 

Over the course of the CAPA programme thus far a variety of positive learnings, changes in perceptions 

and levels of self-efficacy of staff, cultural changes in the environment of care homes, and physical and 

psychological changes of the people experiencing care can be seen. Learning and knowledge transfer of 

the social care professionals extends beyond the local learnings events, with opportunities being offered 

through the Care Inspectorate for the continued professional development. This is helping staff to 

understand and achieve the CAPA principles and better promote the ‘move more’ message to people 

within their care.  

With continued work on ensuring the profile of movement is increased within all care environments, that 

staff are given the time to prioritise movement, and that staff and care management provide 

opportunities for people in care to move more, these positive changes should endure. Opportunities for 

people experiencing care to move more can and have come in different forms, aided by the local 

community connections and the partnerships made.  

The combination of the continued training of social care professionals, the on-boarding of new staff and 

inspectors into the heart of the CAPA programme and the utilisation of these growing connections with 

allied health professionals and local communities and academic institutes can help ensure the 

sustainability and longevity of the CAPA programme. This can not only support that the message 

receives more national attention and awareness, but also ensure that the concept of the CAPA 

programme and its principles of ‘move more regularly’ are utilised by a wider network of 

professionals working in social care, to better meet Health and Social Care Standards, and influence

the quality of life, the wellbeing and the physical health of people experiencing care across Scotland. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216370/dh_128210.

pdf



Appendix I – Measurement and Evaluation Framework 

A more in-depth description of the questionnaire measures, focus groups and physiological measures 

used at each level of the programme evaluation is provided below. This includes details on the validity 

and reliability of the measures used, and why these measures were selected for the CAPA programme. 

Tier 1. Learning 

The initial level, Learning, evaluates learnings that have taken place as a result of the learning events

deployed by the Care Inspectorate.  

The bespoke questionnaires used incorporated valid and reliable measures, alongside targeted 

questions. To understand changes over time, the same questionnaire was used at each learning event. 

To determine the self-efficacy14 of care staff, the questionnaire used by Ashman et al.15 to determine 

the self-efficacy of Australian GPs managing patient obesity was utilised. To ensure questions were 

appropriate to those providing care, wording was amended slightly. A four-point Likert scale was used 

to measure respondents’ level of agreement with the statements provided. Where additional events 

were held such as those delivered to CAPA inspectors, similar questionnaires were used with language 

adjusted to fit the audience.  

These questionnaires collected information on demographics, current role, and service area, and looked 

to understand if movement is currently encouraged; the priority movement takes within the role and 

service; and how staff feel about promoting movement in care. Also included was a self-reported 

question to measure the physical activity levels of care staff: “In the past week, how much moderate 

intensity physical activity have you completed in total?”. This question was adapted from the more in-

depth International Physical Activity Questionnaire (IPAQ)16, and directly relates to the Chief Medical 

Officer’s (CMO) physical activity guidelines requiring adults to achieve 150 minutes of moderate intensity 

physical activity a week.  

Supporting evidence was provided in presentations, example care plans, and improvement stories 

collected at the learning events. Focus groups were also conducted with care staff who attended the 

learning events at a later date. 

Tier 2. Translation 

The second level of evaluation, translation, includes the reporting of what activities are taking place and 

how movement is being promoted, with the aim of capturing all movement and activities, both structured 

and unstructured, which help to get older people incorporating small movements throughout the whole 

day.  

This information is provided by the social care professionals who currently work within the care settings 

through diary entries, and improvement stories documenting what activities those experiencing care are 

taking part in, and what is being encouraged or changed in order to promote movement. As CAPA 

focuses on promoting movement more than on specific structured activities, these diaries are not 

14 Self-efficacy refers to someone’s (e.g. a care provider/older person) beliefs about their ability to perform 
specific tasks (e.g. enabling / promoting movement, exercising etc.). Self-efficacy can play a major role in 
how one approaches goals, tasks, and challenges, therefore having higher self-efficacy is considered to be 
better. 

15 Ashman, F., Sturgiss, E., & Haesler, E. (2016). Exploring self-efficacy in Australian general practitioners 

managing patient obesity: a qualitative survey study. International journal of family medicine, 2016. 

16 Craig, C. L., Marshall, A. L., Str M, M. S., Bauman, A. E., Booth, M. L., Ainsworth, B. E., … Oja, P. (2003). 
International Physical Activity Questionnaire : 12 - Country Reliability and Validity. Med.Sci.SportsExerc, 
35(8), 12–1381. 



completed systematically. Instead, staff are encouraged to complete diaries to capture information when 

it happens.  

To complement the diaries and improvement stories, focus groups with the social care professionals 

were conducted. Focus groups are a form of qualitative research,17 which explore elements of behaviour 

change, such as individuals’ opinions, thoughts and feelings, as well a more in-depth understanding of 

their personal experiences17. For the purposes of evaluating the CAPA programme they were used to 

explore what social care professionals learnt at the learning events and translated into every day 

practice.  

Focus groups were combined with improvement stories to provide an overall picture of the translation 

and impact of the programme. Collectively this qualitative data was analysed using a process of thematic 

analysis, which is best described as “a method for identifying, analysing and reporting patterns (themes) 

within data”18. This is in part interpretive analysis, where themes are identified through both direct 

emergence from the text and the researcher’s own interpretation18. 

Tier 3. Impact 

The third tier looks to explore the ‘impact’ that the programme is having on those experiencing care, 

and the care service environments. Both physiological and psychological data collection methods were 

utilised, along with focus groups to understand the short and long-term impact of the programme. The 

psychological items were incorporated into a single questionnaire, alongside demographic information 

and two items to measure sitting and moving time (adapted from the long form IPAQ)19. Five single 

item questions were incorporated to understand the mental wellbeing and self-efficacy to move more of 

those experiencing care.  

The four items of mental wellbeing were taken from the Office of National Statistics (ONS)20 which ask 

about life satisfaction, happiness, worthwhileness, and anxiety. Adopting the ONS items allows for the 

comparison to national statistics so that outcomes for CAPA can be benchmarked and contextualised. 

Scoring is based on an 11-point Likert scale with four categories; low, medium, high, and very high, 

dependent on the value given. The final question is adapted from the self-efficacy to exercise question 

by Grembowski et al.21 focusing on movement rather than exercise, and again measured on an 11-point 

Likert scale. To complement the psychological questioning, the focus groups were conducted with people 

experiencing care to understand in more depth their opinions and perspectives of how being involved in 

the CAPA programme has affected their daily lives. 

Four physiological tests, validated and reliable for people experiencing care involved in the CAPA 

programme, were employed to assess different aspects of physical wellbeing. Social care professionals 

chose which test was most appropriate for each individual due to the wide range of abilities of the people 

taking part in the CAPA programme. The four tests were: 

 Berg Balance scale – 14-item scale which measures balance in older people, specifically

evaluating balance impairments, and risk of falls by assessing the individual’s performance of

17 Rabiee, F. (2004). Focus-group interview and data analysis. Proceedings of the nutrition society, 63(4),
655-660.

18 Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative research in 
psychology, 3(2), 77-101. 
19 http://www.sdp.univ.fvg.it/sites/default/files/IPAQ_English_self-admin_long.pdf 

20https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4office

fornationalstatisticspersonalwellbeingquestions 

21 Grembowski, D., Patrick, D., Diehr, P., Durham, M., Beresford, S., Kay, E., & Hecht, J. (1993). Self-
efficacy and health behavior among older adults. Journal of health and social behavior, 89-104.



functional tasks such as sitting to standing, and reaching and turning. It is a valid instrument 

used to evaluate the effectiveness of interventions using quantitative descriptions of function in 

clinical practice and research22,23. 

 Hand grip strength - a simple, reliable and inexpensive alternative to measuring overall muscle

strength, and a valid predictor of physical disability status, risk of complications post-surgery,

and mobility limitation24,25. Hand grip scores are calculated using average of three trials of grip

strength for each hand or the highest measure of each hand if only one score was taken. Those

who did not have a score for both hands were excluded from the analysis to ensure reliability.

 Chair sit and reach test –a variation of the sit and reach flexibility test designed to gauge

functional fitness in older people. The test is a validated, reliable, and safe alternative to

traditional floor sit and reach tests used to measure lower body and hamstring flexibility in older

adults26,27.

» Sit to stand test – measures leg strength and endurance relating to daily activities such as

climbing stairs or getting out of bed28, and is widely used in evaluating functional fitness levels29

and rehabilitation30 of older adults.

All of the data collected as part of the impact element of the framework was collected at the start of an 

individual’s or group’s improvement care plan, with follow up conducted 6 weeks and 20 weeks after 

the first data collection. The time of each initial data collection was specific to the individual or group.  

22 Berg, K., Wood-Dauphinee, S., & Williams, J. I. (1995). The Balance Scale: reliability assessment with elderly 
residents and patients with an acute stroke. Scandinavian journal of rehabilitation medicine, 27(1), 27-36. 
23 Berg, K. O., Wood-Dauphinee, S. L., Williams, J. I., & Maki, B. (1992). Measuring balance in the elderly: 

validation of an instrument. Canadian journal of public health= Revue canadienne de sante publique, 83, S7-11. 
24 Rantanen, T., Guralnik, J. M., Foley, D., Masaki, K., Leveille, S., Curb, J. D., & White, L. (1999). Midlife hand 
grip strength as a predictor of old age disability. Jama, 281(6), 558-560. 
25 Shinkai, S., Watanabe, S., Kumagai, S., Fujiwara, Y., Amano, H., Yoshida, H., ... & Shibata, H. (2000). 
Walking speed as a good predictor for the onset of functional dependence in a Japanese rural community population. Age 
and ageing, 29(5), 441-446. 
26 Lemmink, K. A., Kemper, H. C., Greef, M. H., Rispens, P., & Stevens, M. (2003). The validity of the sit-
and-reach test and the modified sit-and-reach test in middle-aged to older men and women. Research 
quarterly for exercise and sport, 74(3), 331-336. 
27 Jones, C. J., Rikli, R. E., Max, J., & Noffal, G. (1998). The reliability and validity of a chair sit-and-reach 

test as a measure of hamstring flexibility in older adults. Research quarterly for exercise and sport, 69(4), 
338-343.

28 Jones CJ, Rikli RE, Beam WC: A 30-s chair-stand test as a measure of lower body strength in community-

residing older adults. Res Q Exerc Sport 1999, 70:113–119 
29 Okamoto N, Nakatani T, Okamoto Y, Iwamoto J, Saeki K, Kurumatani N: Increasing the Number of Steps 
Walked Each Day Improves Physical Fitness in Japanese Community-Dwelling Adults. Int J Sports Med 2010, 

31:277–282 
30 Tousignant M, Moffet H, Boissy P, Corriveau H, Cabana F, Marquis F: A randomized controlled trial of home

telerehabilitation for post-knee arthroplasty. Journal of Telemedicine and Telecare 2011, 17:195–198



Appendix II – Tables and Figures 

Find below the labelled tables as referenced in the text: 

Table 5: Breakdown of learning event attendees by broad job role category 

Job Category Learning Event 1 
(LE1) 

Learning Event 2 
(LE2) 

Activity Co-ordinator type roles 42 36 

Administrative and trainer background roles 3 6 

Carers/Supervisors/ Team Leader roles 211 139 

Inspectors/ Care Inspectorate 10 9 

Manager roles 98 72 

Miscellaneous including Partnership specific roles 12 12 

Occupational Therapist/ Physiotherapist/Nurse Health 
specialists 

15 13 

Unknown 4 10 

Table 6. Internal programme attendees’ average responses to statements about the 
encouragement and prioritisation of movement and the awareness and interaction with the 
CAPA programme 

Statement Internal Programme Average 

Do you currently encourage movement with those within your care? 6.67/10 

How often do you encourage movement with those in your care? 6.46/10 

How much of a priority is promoting movement within your current role? 6.36/10 

How much of a priority is promoting movement within services covered 

by CAPA? 
6.19/10 

To what extent are services aware of the CAPA programme? 4.15/10 

To what extent are services interacting with the CAPA programme? 3.56/10 

Find below the labelled figures as referenced in the text: 
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Figure 18: Breakdown of learning event Attendees by Type of Service 



Figure 19: Comparison of first and second learning event attendees' physical activity levels 
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Figure 20. Average response to " How much of a priority is promoting movement within your service?" 
broken down by service type 



Figure 22. Comparison of pre and post LE1 ratings of perceptions of movement in a care setting 

Figure 21. Comparison of pre and post LE1 self-efficacy to enable movement scores 



Figure 24. Comparison of pre and post LE2 ratings of perceptions of movement in a
care setting 

Figure 23. Comparison of pre and post LE2 self-efficacy to enable movement scores 



Figure 25. Comparison of ratings of perceptions of physical activity in a care setting from before LE1 
to before LE2 
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