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ABSTRACT

Objective

To determine the face and content validity of the
Residential Care Quality Assessment (ResCareQA)
developed to fill the current gap in quality assessment
tools within the Australian residential aged care
system. The ResCareQA contains 24 questions across
four domains: Resident Health (seven questions),
Personal Care (five questions), Resident Lifestyle (five
questions) and Care Environment (seven questions),
and allows the easy calculation of 36 clinical indicators
for an overall assessment of quality in the residential
care setting.

Design

Face and content validity were assessed by using
modified Delphi process to consult an expert panel of
experienced aged care professionals and a consumer
representative.

Setting

The Delphi questionnaire was distributed via email and
all panellists completed it online in their own home or
place of work.

Subjects
The expert panel constituted six members, all of whom
were experienced residential aged care professionals.

Main outcome measures
The Delphi survey aimed to reach agreement about the
face and content validity of the assessment tool.

Results

All agreed the ResCareQA had good face and content
validity, although some minor changes were suggested
to improve content validity.

Conclusion

The ResCareQA provides a comprehensive but easy to
administer means of monitoring quality in residential
aged care facilities, with the tool usually completed in
less than 30 minutes. Example questions are included
with this article.
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INTRODUCTION

Assessing quality of care is a vexatious issue that is
not well addressed within the Australian residential
aged care system (O’Reilly et al 2007). While the
Accreditation process has been credited with
improving quality within this sector, it is regarded
by many as not going far enough, particularly as it
has little emphasis on clinical outcomes (Australian
Society for Geriatric Medicine 2002). Outcomes
represent the result of all inputs into care and are
thus important indicators of care quality. In recent
years, the Victorian State Government has released
quality indicators for state-run facilities (Department
of Human Services 2007; Victorian Department of
Human Services 2004) and the Federal Government
has begun exploring the issue (Department of Health
and Ageing 2007), but Australia does not yet have a
standardised system of quality assessment related
to clinical outcomes (O’Reilly et al 2007). In light of
this gap, the Clinical Care Indicator (CCl) Tool was
developed after extensive industry consultation and
exploration of methods used internationally, such
as the Minimum Data Set (MDS), which is used in
the United States (Courtney et al 2007). The MDS
forms part of an integrated case-mix, care planning
and quality assessment system, used to collect a
comprehensive set of clinical data at prescribed
intervals (Murphy et al 1995; Mukamel and Spector
2003; Karon and Zimmerman 1998; Shipman et al
2005; Mor et al 2003). This system is considered to
be largely responsible forimproved quality outcomes
within US nursing homes since its introduction in
1991 (Achterberg et al 1999; Hawes et al 1997;
Phillips et al 1997; Mor et al 2003; Mukamel and
Spector 2003). However, rather than adopting
something developed for another country, the aim
of the CCI Tool was for it to be relevant to Australian
clinicians and facilities. The items in the CCI Tool
were originally identified by expert clinicians and
industry representatives from Australia (Courtney
et al 2007), and it was refined after a national pilot
and a Brisbane-based trial of its use within the
quality improvement context. The final version of
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the CCI Tool covered 23 clinical areas, within four
domains of care (Resident Health, Personal Care,
Resident Lifestyle, Care Environment). The domains
reflect those within the Accreditation Standards to
facilitate ease of use (Courtney etal 2007). Outcome
data is expressed as clinical care indicators (CCls),
which, as their name implies, indicate areas where
care should be reviewed. Trials found the CCI Tool
could generate comprehensive and holistic clinical
outcome data, while remaining relatively quick and
easytoadminister (Courtneyetal 2007). The tool was
favourably viewed by those who used it because it
enabled them to review and act on clinical feedback.
The CCI Tool thus demonstrated real potential to
contribute to enhanced quality within residential
aged care in Australia.

Scope of this paper

When developing new measures, it is essential
that their accuracy and applicability to the relevant
population be established through psychometric
evaluation (Greenwood 2004; Bowling 2002; Polit et
al 2001). Of the numerous psychometric properties
that must be investigated, face validity and content
validity are the most fundamental and should be
established before any others. Face validity is
the degree to which a measurement instrument
appears to measure what it is supposed to be
measuring (Bowling 2002; Greenwood 2004; Polit et
al 2001). While superficial and based on subjective
impressions, itisimportantforaninstrumentto have
reasonable face validity in order for usersto consider
completion worthwhile (Greenwood 2004). Content
validity refers to the degree to which the items in an
instrument adequately cover areas of importance
and interest, with no irrelevant content included
(Greenwood 2004; Bowling 2002; Polit et al 2001;
Jordan et al 1998). Commonly both constructs are
established using an expert panel (Greenwood 2004;
Bowling 2002; Politetal 2001; Jordan etal 1998). In
the study reported oninthis paperexpertassessment
of face and content validity was undertaken using
modified Delphi technique, resulting in a revised
version of the CCI Tool, renamed the ResCareQA.
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METHOD

The Delphi process

The Delphi technique has been in use for a number
of decades and is regarded as an effective means
of ascertaining group consensus (Delbecq et al
1975; Bowling 2002; Cross 2005; de Villiers et al
2005; Sandin Bojo et al 2004). Utilising a structured
process, the technique enables simultaneous
consultation with a group of expertsto arrive at group
agreement (Bowling 2002; Delbecq etal 1975; Jones
and Hunter 1996; de Villiers et al 2005; Kennedy
2004; Sandin Bojo et al 2004). Specifically, Delphi
process involves several rounds of questionnaires,
which progressively refine responses to an issue
until agreement between respondents is reached or
approximated (Bowling 2002; Delbecq et al 1975;
Cross 2005; de Villiers et al 2005; Jones and Hunter
1996; Sandin Bojo et al 2004). The advantages of
this technique are that it allows respondents time
to deliberate, does not require scheduling meetings,
andretains anonymity. The disadvantages are that it
often takes a long time to complete and it does not
enable the free generation of ideas that can occur
through discussion (Delbecq et al 1975; Kennedy
2004). Given the logistical difficulties presented by
trying to bring busy panellists together at the same
time, a modified Delphi technique was considered
the most suitable means of ensuring participation.

Expert panel recruitment

The expert panel comprised experienced aged care
clinicians, managers and researchers, as well as a
consumer representative. Invitations to participate
were sent to potential panellists, with information
about the study and expression of interest forms
for return via post or e-mail. Telephone and email
follow-up confirmed participation. Out of 19 people
invited, thefinal panel comprised sixmembers. Those
who could not take part cited time pressures as their
primary reason for non-participation.

Ethical considerations

All participants were volunteers who could withdraw at
any time. Confidentiality was maintained throughout
the process, with data stored securely with the
second author. Ethical approval was obtained from
the Queensland University of Technology Human
Research Ethics Committee.
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Procedure

Participants were emailed copies of the CCl Tool and
its User’s Guide. Face validity was ascertained by an
overall judgement of the CCI Tool as an appropriate
instrument for assessing clinical status and care
outcomes within residential aged care. Content
validity was established through assessment of each
item and deciding whether it (a) was appropriate
for inclusion, and (b) adequately assessed the
clinical area it aimed to. Participants entered their
responses into e-forms and emailed them back to
the researchers, who then reviewed and collated the
replies. Changes were made to the CCl Tool according
tosuggestionswhere appropriate (i.e. if the suggested
changes matched the purposes of the assessment).
While traditional Delphi process incorporatesthe use
of a ranking system in its responses (de Villiers et al
2005; Jonesand Hunter 1996), this study utilised an
alternative approach, whereby qualitative comments
and suggestions were collated and incorporated into
the revised assessment. Due to recruiting delays,
the panel was also smaller than the recommended
10-15 participants (Cross 2005; de Villiers et al
2005; Delbecq et al 1975). For these reasons, the
procedure followed is referred to as modified Delphi
process. The specific questions asked of the panellists
are included in Appendix 1.

Pooled results were returned to panel members for
furthercomment, withthe responses fromthe second
round subsequently reviewed. As agreement had
been reached by this stage, summarised feedback
and a final revision of the CCl Tool was then returned
to the panel. The end result of this process was a
revised assessment tool - the ResCareQA.

FINDINGS

Face validity

Responses confirmed that the ResCareQA had
acceptable face validity, although further explanation
was required to ensure understanding that it was
designed to indicate clinical care quality, not for use
as a care planning instrument. Such clarification
was added to the User’s Guide. The panel raised
concerns about its length and ease of use. This
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will be monitored over time, but previous trials had
suggested that care staff found it easy to use, with
a mean completion time of just under 30 minutes
(Courtney et al 2007).

Content validity

Most comments about content validity were directed
towards adding more detail, with more of a care
planning focus. However, while the ResCareQA might
provide useful information for care planning, its
focus is on using outcomes to indicate care quality,
and some details required for care planning would
add unnecessary complexity to the assessment.
This confirmed the need for clearer explanation
of the assessment’s purpose in the User’s Guide.
After completion of the Delphi process, a number
of changes and additions were made to create the
final version of the ResCareQA. The specific changes
are outlined below.

Unplanned hospital visits: a new indicator was
added to the “Resident Health” section (see table
1). The item indicates the number of unplanned
hospital admissions and/or visits to an emergency
departmentinthethree months priorto assessment.
A high number of unplanned hospital visits would
be considered an adverse event suggesting the
need to review resident clinical status and care
procedures.

Toileting and continence: this item was changed
from a focus on continence alone, to an assessment
of other toileting issues as well. In doing so, two new
questions were added - Toileting Appliances and
Faecal Impaction.

Hydration status: this item was modified to focus on
under-hydration only, since research suggests that
over-hydration is rarely a problem in the residential
aged care context (Mentes 2006; Dimant 2001).
Listed in the item are the most reliable clinical signs
of dehydration identified in the literature (aside from
laboratory tests) (Bennett 2000; Dimant 2001;
Keller2006; Mentes 2006; Sullivan 2005). Because
dehydration is a clinical emergency, the timeframe
for observing lack of fluid intake was shortened from
one week to three days.
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Activities of daily living: the definitions pertaining
to activities of daily living in the user’s guide were
modified slightly to provide further clarification.

Care of the senses: no concerns were expressed
by panel members. However, on conducting its
own review, the research team made the scales
for hearing and vision more consistent with each
other and in line with standard descriptors of levels
of impairment (Hear-It AISBL 2008; World Health
Organization 2010).

Communicating: responses to this item originally
took the form of a three-point Lickert-type scale
(“usually understands”, “sometimes understands’,
“rarely/ never understands”). After panel review, an

extra item (“no problems”) was added.

Adaptationand behaviour patterns: this was adjusted
to ensure consistent differences between points on
the scale.

Restraints: the term “environmental restraints” was
changed to “environmental modification”, which
acknowledges that such strategies entail adjusting
the environment to minimise risk of absconding or
harm, rather than directly limiting the movement of
theresident, asisthe case with restraint. Anew point
onthe scale was also added (“used occasionally but
not in last week”).

Depression: the panel deemed this item too
long and difficult to complete. The indicators of
depression were subsequently replaced by the
Cornell Depression in Dementia Scale (Alexopoulos
et al 1988), a screening tool which can be applied
to both cognitively intact and cognitively impaired
individuals (De Bellis and Williams 2008). While
the section on depression symptoms remains long,
the format is somewhat clearer than on the original
CCl Tool, and it is based on an assessment that will
become increasingly familiarto residential aged care
staffacross Australia, asits use isadvocated with the
new Aged Care Funding Instrument (ACFI) (De Bellis
and Williams 2008). The numerical summary score
from this scale is also useful in that it provides an
uncomplicated means of identifying residents with
possible clinical depression. However, its inclusion
should not be considered a diagnostic tool, but
rather as a trigger - any residents identified as
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potentially depressed should then be assessed by
a medical professional. Subsequent sections of the
“Depression” item were also simplified, by omitting
one section (“mood persistence”) and combining

two others (“medication” and “othertherapies” -into
“treatment”). While still a lengthy item, this outcome
indicator is an important one to measure (De Bellis
and Williams 2008).

Table 1: The ResCareQA - care domains and clinical areas assessed (italic text indicates modified/ added

items)

Care domain Clinical area
1. Pressure ulcer rates
Skin integrity

Infections

H Wb

Resident health ittt

o

Pain management

Cognitive status
7. Unplanned Hospital Visits

8. Toileting and continence

9. Hydration status
10. Activities of daily living
11. Dental Health

Personal care

12. Care of the senses

13. Nutrition
14. Meaningful activity

15. Sleeping patterns
Resident lifestyle

16. Communicating

17. Adaptation and behaviour patterns
18. Restraints

19. Falls

Care 20. Depression

environment -
21. Family involvement

22. Allied health
23. Medical visits
24. Multi-disciplinary case conferences

Medical visits (formerly “doctors’ visits”): one
respondent suggested there was no reference to
specialists within this item, even though specialists
wereinfactincludedinthe User’s Guide instructions.
It is hoped by changing the name to the broader
“medical visits” and highlighting “doctor/specialist”
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Clinical care indicators (ccis)
Presence of ulcers

Presence of lesions

Presence of infections

a. Polypharmacy
b. No pharmacy review

a. Pain frequency: daily pain
b. Pain severity: severe pain

Decline in cognitive function
Multiple unplanned hospital admissions

a. Bladder continence
b. Bowel continence
c. Toileting appliance
d. Faecal impaction

Poor hydration
Activities of daily living decline
Poor dental health

a. Sensory decline
b. Sensory aids

a. Poor nutritional status
b. Fed by tube

Meaningful activity

a. Sleep disturbance
b. Use of sedatives

a. Communication difficulties

b. Communication difficulties without use of
communication aids

c. Difficulties with English language without access to
translators

Disruptive behaviour

a. Physical restraints
b. Chemical restraints

Falls in the last month

a. Symptoms of depression

b. Symptoms of depression without treatment
Family support

Allied health contact

Medical visits

Multi-disciplinary case conferences

in its body, it should be more obvious to someone
completing the form that this item includes doctors
of all forms (excluding those who saw the resident
during an unplanned hospital admission). Other
health professionals are included in the “allied
health” section.
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The revised CCI Tool: the ResCareQA

After all the above adjustments were made, the
ResCareQA contained subtle differences to the CClI
Tool, including an extra clinical area for assessment
(unplanned hospital visits). The ResCareQA was
circulated to the panel, along with their collated
comments. After review, all agreed that the revised
instrument was acceptable and it was adopted
for further reliability and validity analysis. Table 1
provides a summary of the ResCareQA, outlining
clinical areas assessed and their relevant CCls.
Highlighted entries in the table indicate where
changes to the CCI Tool were made to create the
ResCareQA. Sample questions from the ResCareQA
are shown in Appendix 2. When used, raw data
from this form is converted into CCls through use
of numerators and denominators, examples of
which are in Appendix 3. Anyone interested in using
the ResCareQA can obtain it and its supporting
documents from the authors.

DISCUSSION

While there is a high level of regulation within
the Australian residential aged care system,
comprehensive quality assessment and related
benchmarks are conspicuous by their absence. It is
widely agreed that the key to evaluation of quality,
effectiveness, and outcomes of care of older people
is the use of comprehensive assessment. Such
assessment, specifically of the physical, social, and
psychological wellbeing of older people, should be
ableto provide potential residents, carers, providers,
and regulators with a sound information base about
the appropriateness and effectiveness of service
delivery. In recent years, the Federal Government
has released recommended care documentation
procedures (Department of Health and Ageing
2005), extensively reviewed the Residential Care
Scales (RCS) (Aged Care Evaluation and Management
Advisors 2003) resulting in the new ACFI funding
assessment (Department of Health and Ageing
2007b), and is now undertaking a review of the
Accreditation Process (Office of Aged Care Qualityand
Compliance 2009). The Victorian State Government,
which operates a large number of residential aged
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care facilities, introduced its own set of five quality
indicators in 2006, for which benchmarks are
currently being developed (Department of Human
Services 2007). However, apart from a document
released in 2007 (Department of Health and Ageing
2007a) the Federal Government has not made
any visible moves to introduce universal quality
monitoring that extends beyond the Accreditation
standards.

To address the absence of a national quality
monitoring assessment, the ResCareQA was
developed. The ResCareQA collects data on 24 areas
of care, can be completed in 30 minutes, and has
been designed to complement the ACFI, such that
little extra work is required by care staff to use it.
Trials prior to the commencement of this study found
itto be user-friendly and capable of collecting useful
clinical data. This study further established its utility
by confirming face and content validity.

Limitations

Recruitingand consultingthe expert paneltook much
longer than expected - dealing with busy people
requires diligence with follow-up and reminders.
While a panel of 10-15 respondents would have
been ideal (Cross 2005; de Villiers et al 2005;
Delbecq et al 1975), six respondents have been
successfully used in previous Delphi panels (Sandin
Bojo et al 2004) and it was simply not feasible to
continuetryingto source members. Further, it should
be noted that the ResCareQA had already been
extensively reviewed by a number of other expert
panels and revised accordingly in earlier phases of
its development (Courtney et al 2007), constituting
proxy Delphiroundsinthemselves. This study sought
merely to formalise face and content validity of the
assessment.

CONCLUSIONS

Establishing face and content validity of the
ResCareQA consolidated its value as a quality
assessment tool for the residential aged care
industry. The strengths of the ResCareQA are that it
is holistic but manageable - covering a wide range
of clinical issues relevant to residents of aged care
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facilities, with a manageable completion time.
Creating further brevity in the assessment at the
expense of richness of data would risk missing key
aspects of residential care. Another strength of the
ResCareQA is that it was developed specifically for
Australian facilities, based on input from industry
representatives, and using similarterminology asthat
in the ACFl and Accreditation assessments, thereby
ensuring its applicability for the Australian context.
Analysis of further psychometric properties, utilising
quantitative data will be reported onin a subsequent
article. Aged carefacilitiesrequireavalid and reliable
means of monitoring care quality and informing
quality improvement strategies. Establishing the
ResCareQAasavalid andreliable instrumentshould
thus make a valuable contribution to the state of
residential aged care in Australia.
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1. Please comment on the over-all suitability of this assessment for use within residential aged care.

2. For each section of the assessment, as listed below, please comment on :-

a. The suitability of the question(s) for inclusion

b.  The wording of the question(s)

c. Whether you believe anything should be added

3. Are there any other comments you’d like to make about the form and its contents?

APPENDIX 2:

Example Questions from the ResCareQA (Residential Care Quality Assessment)

Resident Health
4 Medication

a Poly-pharmacy

Answer both questions below, in regards to medications taken by the resident.

Record the number of different medications taken by the resident in the last week. If no

medications used, please enter zero (‘0’).

b Pharmacy Review

O Yes
0O No

Personal Care
9 Hydration Status

Has a pharmacy review been conducted in the last 3 months? (tick the relevant box)

Record if any of the following indicators of fluid status are present (tick relevant box/es).

a. None O
b. Weight loss of 1.5kg within the last week O
c. Oral signs - dry mucous membranes/ tongue furrows 0
d. Output exceeds input O
e. Lack of fluid intake - did not consume all or most of the drinks given in last 3 days |
f.  Dry, flaky skin |
g. Loss of tissue turgor O
AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 28 Number 3 44
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Resident Life Style

14 Meaningful Record the average time in last week that resident was involved in activities of personal
Activity interest and meaning.
See Users Guide  Most of the time - more than 2/3 of time O
for definitions ¢ e of the time - from 1/3 to 2/3 of time 0
Little of the time - less than 1/3 of the time O
None of the time t
Care Environment
18 Restraints Record the use of restraints during the last week. Please use one of the codes below (O, 1, 2,

3) in the box beside each type of restraint.
Codes Not used

Used occasionally but not in last week

Used during last week, but not daily

Used daily
Restraint types Chair that prevents rising

Trunk restraint

Limb restraint

Bed rails used for restraint purposes

Any type of chemical restraint

Environmental modification (e.g. door alarms)

APPENDIX 3:

ResCareQA: Example Clinical Care Indicators*

(*) Full list of Clinical Care Indicators and User’s Guide available from the authors on request.

Resident Health

4. Medication Management

a. Polypharmacy

Definition: Use of nine (9) or more different medications.

Numerator: Residents who receive nine (9) or more different medications on most recent assessment.
Denominator: All residents on most recent assessment.

b. No Pharmacy Review

Definition: Prevalence of medication prescription without pharmacy review.

Numerator: Residents who did not have their medications reviewed by a doctor or pharmacist in the three months prior
to the most recent assessment.

Denominator: All residents on most recent assessment.

Personal Care

9. Poor Hydration Status

Definition: Prevalence of dehydrated residents.

Numerator: Number of residents with two (2) or more indicators of poor hydration status on most recent assessment.
Denominator: All residents on most recent assessment.

Resident Lifestyle

14. Meaningful Activity

Definition: Prevalence of little or no participation in meaningful activity.

Numerator: Residents with little or no meaningful activity (score of 2 or 3) at most recent assessment.

Denominator: All residents on most recent assessment.
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Care Environment

18. Restraints

a. Physical Restraints

Definition: Prevalence of daily physical restraints.

Numerator: Residents who are physically restrained (i.e. chair, trunk, limb, bed-rails) on a daily basis at most recent
assessment.

Denominator: All residents at most recent assessment.
b. Chemical Restraints
Definition: Prevalence of daily chemical restraints.

Numerator: Residents who are chemically restrained (i.e. through use of psychotropic medication) on a daily basis at
most recent assessment.

Denominator: All residents at most recent assessment.
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