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Care records –policy & practice context 
Legal requirements for care (Health & Social Care Act 2008). 

Specifications are loose. 

‘Regulator role - the CQC may routinely look at a provider’s records as part of their 
inspection activity, focusing on the information in the records; how that information is used 
and the security measures to store and share the information 

General legal requirements for publicly-funded adult social care to follow the Accessible 
Information Standard

Introduction of digital social care records (DSCR), framed around person-centred care. 
Specifications supported by research on the preferences of people with lived experience of 
care. 



Gathering perspectives on expectations 
and sense of ownership of care records

Home care settings

Face to face interviews in the person’s home 
conducted by researchers

Older people recruited via home care agency 
with the help of team managers and care 

workers

Materials designed with the help of a PPIE 
group

Part of a conversation to understand the 
acceptability of a MDS system for older 

people and their family caregivers

Care home settings

Discussion undertaken as part of public 
involvement of residents to inform DACHA 

study

Facilitated by activity providers involved 
through National Activity Providers 

Association (NAPA) membership 

Researchers designed activities to inform 
residents about the study and get their 
views and perspectives to feed into the 

study influencing development.

Activity providers fed residents perspectives 
back to the researchers.



Interviews with people receiving home care



Discussion groups with 
people living in care homes



Interactions with care records: Is there are shared 
sense of purpose?

Home care settings

Care ‘record’ seen as something for the home 
care team, albeit belonging to the person

Paper records: Generally disengaged due to
lack of perceived meaningful content (+/-

legible) 

Sometimes used to ‘double-check’ things esp. 
by family carers

Digital records: From very excluded to
included... Concerns re. unfiltered access for 

family membes

Crossover between use of mobiles to track 
duration of care 

Concern re. unfiltered access by family 
members

Care home settings

Not always clear to residents and to family 
members what the purpose of a care record is 

but digital records can be used in care 
planning activities 

Residents impressed by personalised format 
of digital care records and richness of 

information on aspects of care and daily life 

Seeing how much effort staff put into 
completing their care record made residents 

feel valued

Family members: mixed views



Practices in recording data and their 
impact on engagement

Home care settings

Clear articulation of records being tied to a 
perceived plan of care was very scarce

Contrast between experience of conversations 
between care workers and people receiving 
care in their homes versus witnessing staff 

writing a log of tasks completed. 

Greater incentive to involve people in self-
funded care

Care home settings

Managing expectations (i.e., staff time spent on 
devices) is insufficient to promote engagement 

with the purpose of care records. Meaningful
engagement required dedicated time and 

resources

More potential opportunities to involve people 
living in care homes as staff members are not 
only focused on personal care tasks such as 

washing and dressing.



What people thought should be 
recorded

Home care settings

Aspects of daily life that affect their care and care 
needs:

- support given by a family carer 

- if their home is suitable and adapted to their 
needs 

- if the care they receive helps them to live well

- the wellbeing of any family carer that plays an 
important role in supporting them

Care home settings

A wholistic view of their care:

- activities (“a story of their day”)

- information from hospital appointments and 
about hospital appointments

- (some) their wishes for death and dying 

(which could be different to what their family wants)

Both settings

Medication and pain relief, mobility needs, information about health conditions, 
nutrition, information about their hobbies and interests



Conclusions
▪Contrasting perspectives on care record ownership and purpose

▪Digital records offer potential added-value but engagement is mediated by 
record-keeping/ care planning practices and resources (e.g. additional staff 
like activity planners). At its worst, they can increase exclusion from care 
records. 

▪Involvement in care planning seems more embedded in care home settings 
which creates a  favourable condition for meaningful engagement in digital 
care records

▪Tension between the aspiration for person-centred care records and the 
reality of time constraints for meaningful engagement in both settings but 
more complex in home care



Recommendations (1)
▪Explore ways to facilitate meaningful engagement between care staff and 
people receiving care in reviewing and updating care records in both care 
settings. Invest in allocating dedicated time and resources for this activity. 

▪Investigate the potential for care records to support shared care practices 
between formal care staff and unpaid carers, enabling better 
communication and coordination of care (especially in home care settings).

▪Examine the impact of terminology (e.g., care plan vs. care record) on 
perceptions of ownership and purpose and consider adopting language that 
promotes a more person-centred approach. 



Recommendations (2)

▪Advocate for regulatory and policy changes that align record-keeping 
requirements with person-centred care principles, providing clearer 
guidance and incentives for care providers to prioritise preferences and 
goals in care records

▪Further research to explore strategies for shifting the mindset and culture 
around care records, moving from a task-oriented approach to one that 
values meaningful engagement and shared ownership with people receiving 
care 
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