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practice is included in the following studies. Additionally, standardised QOL assessments have 

been more comprehensively investigated in human medicine and information is gleaned from 

the human literature.  

 

The majority of canine QOL assessment literature to date appears to have focussed on the 

development of assessment tools rather than their benefits or feasibility. There is evidence of a 

low uptake in research (Belshaw et al., 2015) and a small amount of evidence indicates a low 

use in practice, including the omission of QOL tools from an ethnographic study of decision-

making in euthanasia (Morris, 2012). Additionally, a call-out for opinions on quality of life 

tools in veterinary practice accompanying an article in a well-read veterinary journal (Reid et 

al., 2018a) received no responses (L Honey 2019, personal communication, 7 June).  There has 

to date been no published investigation into the use and awareness of QOL assessment tools in 

veterinary practice. If, as suspected, there is a low use of QOL assessment in practice, the 

reasons for this should be investigated alongside possibilities for encouraging their use.  

 

To date, three studies have reported canine QOL assessment trials (Davies et al., 2020, 

Mwacalimba et al., 2020, Yeates et al., 2011). Several benefits of using standardised tools were 

identified, including an improvement in veterinary surgeon (vet)-client communication 

(Mwacalimba et al., 2020), an increase in the frequency of discussions about issues such as 

weight, exercise, and mental health (Yeates et al., 2011) and use as a screening tool (Davies et 

al., 2020). However, these trials have not identified any direct benefits to canine welfare. 

 

Benefits of QOL assessment may be tentatively extrapolated from evidence in humans. The 

following literature review reports on the evidence on QOL and its assessment in the human 

medical field to define QOL, to evidence the benefits of QOL assessment, to assess levels of 

QOL tool use and to evaluate the barriers and motivators that might influence implementation 

of QOL assessment schemes in practice.  

 

Medical literature is also used to identify appropriate methodology for gathering this 

information in the veterinary field. Several human studies combined a quantitative survey and 
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et al., 2005) appears to be the most cited, with others not cited at all after their initial publication 

(Belshaw et al., 2015). Three tools have been translated into and validated in different 

languages; the FETCH score into Spanish (Perez et al., 2020), the Canine Orthopaedic Index 

(COI) into Swedish (Andersson and Bergström, 2019) and the Canine Brief Pain Inventory 

(CBPI) into French (Ragetly et al., 2019).  

 

It is unclear as to why some instruments have been cited more than others. One explanation 

may be the involvement of the original authors in the subsequent studies, using their own tools. 

HRQOL tools appear to be more frequently used. Additionally, some tools which are intended 

for use in first opinion veterinary practice (e.g. Mullan and Main, 2007) may either have not 

been sufficiently disseminated to their target population, or use may have not been published. 

 

It is worth mentioning the VetMetrica tool, developed at the University of Glasgow (Reid et 

al., 2018b, Reid et al., 2013). VetMetrica appears to be the only instrument to have been 

commercialised, by the company NewMetrica, as well as the only online-completed peer-

reviewed tool. VetMetrica is a generic HRQOL tool not specific to any disease. Its use in 

practice is intended for monitoring of routine wellness, disease progression, treatment efficacy 

and end of life decisions (NewMetrica, 2019b).  

 

The VetMetrica tool has also been associated with the pharmaceutical company Zoetis for use 

in their PetDialog app (Davies et al., 2020). The app includes reminders for appointments and 

medications, records weight and test results such as glucose levels and has a QOL assessment. 

This information can be shared with a registered veterinary practice. There appears to be no 

information on the uptake of either Vetmetrica or the PetDialog app, but the use of the app in 

screening for potential QOL issues has been reported (Section 2.2.1; Davies et al., 2020). 

 

One peer-reviewed QOL assessment tool has been developed for use in kennels (Kiddie and 

Collins, 2014). To date there appears to be no evidence of its use, but its existence demonstrates 

that there are other settings in which QOL assessment can be useful, including rehoming 

centres. 
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for having arbitrary stages and time scales, and stages that are not mutually exclusive (Sutton, 

2001). This appears to be the only behaviour change model that has been applied to QOL 

assessment, where it was used to identify the stage of primary care doctors for using QOL 

assessments but it was found to have limited value (Skevington et al., 2005). However, with 

the set timelines removed, the model does provide a clear framework to identify stages of 

progression through an intervention (Table 2.5).  

 

Table 2.5. Descriptions of stages of the transtheoretical model (Prochaska et al, 1993). 

Stage Description 
Precontemplation No intention to change behaviour and/or not aware of the problem. 
Contemplation Aware that problem exists and/or thinking of change. 
Preparation Intending to take action. 
Action Modifying behaviour, experiences, or environment. 
Maintenance Work to prevent relapse. 

 

A second behaviour change framework is self-determination theory (Ryan et al., 2008). Self-

determination theory identifies three processes that must be achieved to change behaviour: 

autonomy, competence and relatedness. For autonomy, a person must want to change their 

behaviour, under no external pressure to do so. Competence requires the person to be able to 

change and has the resources to do so. Relatedness requires that the person has guidance from 

professionals in their quest to change behaviour. This framework appears to be aimed at 

patients receiving health care and does not appear to have been applied to health care 

professionals. It is therefore likely to be more relevant to dog owners than to veterinary 

professionals.  

 

Two further frameworks are the Theoretical Domains Framework (TDF; Atkins et al., 2017, 

Cane et al., 2012) and the Capability, Opportunity and Motivation model of Behaviour (COM-

B; Table 2.6; Michie et al., 2011).  These have both been used in studies of behaviour change 

by health care professionals and are therefore perhaps more relevant to changing the behaviour 

of veterinary professionals than self-determination theory, which is aimed at patients. The TDF 

and COM-B are theoretical frameworks that can be used to integrate evidence from quantitative 

and/or qualitative research to identify determinants of behaviour (Richardson et al., 2019). The 

TDF has been used to identify influences on behaviours for improving hand hygiene (Dyson et 
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al., 2011), for midwives promoting healthy behaviours to pregnant women (McLellan et al., 

2019) and influences on antibiotic prescribing (Fleming et al., 2014).  

 

The COM-B and TDF have been incorporated into a larger model that is designed to develop 

interventions. Michie et al. (2011) used a systematic review of intervention frameworks to 

construct their behaviour change wheel (BCW) for the development of interventions. This 

includes the COM-B model on the inside of the wheel to identify barriers to behaviour change. 

In the middle level of the wheel are intervention functions to challenge these barriers, for 

example education, training, and incentivisation (Michie et al., 2014 pp113-115). On the 

outermost edge of the wheel are policy categories.  

 

Table 2.6. The COM-B model of behaviour change (Michie et al., 2011). 

 Definition 
Capability 
   Physical 
   Psychological 

 
Capacity to physically engage  
Capacity to engage in thought processes that underpin behaviour 

Opportunity 
   Social 
   Physical 

 
Social and cultural features that enable behaviour  
Situational or environmental features that enable behaviour 

Motivation 
   Reflective 
   Automatic 

 
Conscious thought processes  
Automatic thought processes driven by impulses, emotions, and beliefs 

 

The BCW allows a systematic approach to intervention development from the identification of 

barriers through to the development of policies. In human health care the BCW has been 

applied to medication adherence (Jackson et al., 2014), hearing aid use in adults (Barker et al., 

2016), managing multiple medications (Sinnott et al., 2015) and to increase the uptake of NHS 

stop smoking services (Sinnott et al., 2015).  

 

Of the above frameworks, only one appears to have been used in companion animals. The 

COM-B model was used to identify barriers to the reporting of stray cats for neutering 

(McDonald et al., 2018). However, human behaviour change is a field of interest in animal 

welfare; a recent systematic review discovered 47 studies that examined interventions to 

change human behaviour involving non-human animals (Glanville et al., 2020). Of these, 28 

studies involved companion animals. Most studies involving dogs focused on dog bites and/or 

rabies prevention (e.g. Chapman et al., 2000). Studies involving interventions to improve 
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3.2.3.3 Individual changes.  

Participants with missing data were removed to create a set of individuals with complete data 

for all categories at both consultations (Figure 3.1). Each animal obtained a score per category 

and a total consultation score using the coding green=3, amber=2 and red=1. The maximum 

total score, corresponding to green in all five categories, was 15. The minimum total score, 

corresponding to red in all five categories, was five. Total score for each consultation was 

translated into a positive, neutral or negative change. Wilcoxon signed rank tests were 

performed on each category and on overall scores to assess whether changes in score between 

PW1 and PW2 were statistically significant. 

 

Figure 3.1. Number of dogs who attended a first (PW1) and second (PW2) PetWise MOT with 
and without a complete dataset at PDSA hospitals in the study period. 

 

3.2.3.1 Improvement actions. 

Improvement actions were extracted from the data. These consisted of free text answers, so 

more than one action could be recorded by the veterinary professional per row. There were 

12,686 total improvement action rows listed over both PW1 and PW2. For a five per cent 

margin of error and confidence level of 95%, a sample of 373 corrective action rows was 

sampled and manually sorted by CR into the five welfare categories. If more than one 
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Table 3.3. Specific improvement actions suggested in each category (n=332). 

Category Improvement action n (%) 
Environment Car safety 

Home safety 
5 (1.6) 
3 (1.0) 

Diet Change type of food 
Lose weight 
Decrease food 
Decrease treats 
Weight clinic 
Weigh food 
Monitor weight 
Increase exercise 
Remove uneaten food from bowl 
Increase food 
Increase number of meals 

25 (8.2) 
12 (3.9) 
4 (1.3) 
3 (1.0) 
3 (1.0) 
1 (0.3) 
3 (1.0) 
3 (1.0) 
1 (0.3) 
1 (0.3) 
1 (0.3) 

Behaviour Attend behaviour class 
Training 
Use dog appeasing pheromone 
Increase time apart gradually 
Create safe space 
No specific advice 

6 (2.0) 
4 (1.3) 
2 (0.7) 
1 (0.3) 
1 (0.3) 
2 (0.7) 

Companionship Socialisation 
Attend puppy class 

2 (0.7) 
1 (0.3) 

Health Flea and/or worm prevention or treatment 
Vaccination 
Neutering 
Microchip 
Oral health 
Ear cleaning 
Skin supplement 
To not breed 

95 (31.0) 
36 (11.8) 
67 (21.9) 
14 (4.6) 
6 (2.0) 
2 (0.7) 
1 (0.3) 
1 (0.3) 

                                                                                                        

 

3.4 Discussion 
This study assessed whether use of the PDSA PetWise MOT led to an improvement in external 

parameters of quality of life of companion dogs. There was a higher proportion of green scores 

at the second consultation than at the first, with lower proportions of amber and red scores. 

Most animals with complete datasets had an overall positive improvement in scores and 

individual scores were significantly higher at the second consultation. Although there is a 

dearth of information about the effectiveness of companion animal QOL assessment tools, this 

corresponds with a previous study where owners commented that they would make changes 

based on questions asked during a QOL assessment (Mullan and Main, 2007).  

 

The worst category at PW1, with the greatest percentage of red scores, was health. This may 

be a result of young animals attending for their first veterinary visit, as no microchip, not treated 
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al., 2012). It is interesting that nearly half of the diet suggestions did not have specific advice, 

although it may be that advice was given during the consultation but not recorded in the notes.  

 

The best category at both PW1 and PW2 was companionship. It is encouraging that many 

owners scored green in this category, which requires dogs to not be routinely left alone for 

more than four hours at a time. However, according to the PDSA Animal Wellbeing (PAW) 

report, which uses nationally representative samples of UK companion animal owners, 19% of 

dogs in 2019 were left home alone for five or more hours every day (PDSA 2019). This is 

compared with 10% (PW1) and 8% (PW2) scoring amber/red in the current study. This may 

reflect a difference between PDSA clients and the general population of dog owners. 

Alternatively, it could be a result of a difference in the honesty of owners in face-to-face 

consultations versus an anonymous online survey. There were few improvement actions in the 

companionship category, all related to socialisation. It is possible that the PetWise MOT is 

under-reporting issues in this area.   

 

Scores significantly improved overall, as well as in the categories of health and environment. 

Environment improved despite the small number of suggested improvement actions in the 

sample. Companionship had the highest proportion of green scores at both PW1 and PW2, 

perhaps indicating there was little room for improvement. Diet and behavioural issues are 

perhaps more difficult to improve than environment and health; the average time between 

consultations of 50 days may not have allowed time for sufficient improvement in these areas.  

  

Behavioural issues are discussed infrequently in veterinary consultations. For 17 dogs 

attending a booster vaccination, clients reported 58 behavioural issues in their dogs but just 

nine of these were mentioned to the veterinary surgeon during their consultation (Roshier and 

McBride, 2013). It might be that owners are not expecting veterinary professionals to help with 

a behaviour issue or may be tolerating any problems. Alternatively, veterinary professionals 

may not feel confident in giving behaviour advice. 
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They received 171 self-selected responses. Perhaps the main issue in a self-selection population 

is the potential for bias; if someone is interested in the topic, they may be more likely to respond. 

However, this can also be true for the other methods of sampling, discussed further below. The 

main benefits of an online survey are the speed in which responses can be gained and entered 

into data analysis programs, along with a lower cost.  

 

For a wider approach, a stratified random sample can be used. Heayns and Baugh (2012) posted 

a survey to a random selection of 10% of small animal practices in England, Scotland and 

Wales from the Yellow Pages for their survey on serological testing. They received a response 

from 54.2% of the 448 posted questionnaires; they suggested that the survey topic was perhaps 

of particular interest, leading to a high response rate.  Hughes et al. (2012) also used a random 

sampling method, this time from the RCVS (Royal College of Veterinary Surgeons) directory. 

In this case, 473 of the 900 (52.6%) who were sent the survey responded. This survey was on 

antimicrobial prescriptions in small animal practices, which may also be an interesting topic to 

practicing vets. These two response rates indicate this is a successful dissemination method. 

However, an issue with this method is that these studies were only targeting veterinary surgeons, 

whereas the current study aimed to include veterinary nurses.  

 

For target sampling of veterinary professionals, the most comprehensive list in the UK is likely 

to be the RCVS register, since every veterinarian is required to register. Nielsen et al. (2014) 

were able to access this information, using a list of members for whom consent was given to 

use their details for research. This method garnered 5,407 responses out of 14,532 posted (37% 

response rate). Posting is likely to have had a high cost (e.g. postage and printing). Additionally, 

there may be some inherent bias in the population who consent to have their details used for 

research. Again, this would also not include nurses. Commercial mailing companies are also 

available to target veterinary professionals. Hunt et al. (2015) used VetFile to distribute 4,000 

paper copies of their survey, with 665 (16.6%) returned. Although in this case the list does 

include nurses, it is potentially not as representative of veterinary surgeons as the RCVS record. 

VetFile was investigated as a target sampling method for the current study but was cost 

prohibitive. Furthermore, at the time of data collection the RCVS register was not available for 

research purposes. 
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Postcodes were obtained for the purposes of assessing the spread of responses. Ninety-four 

useable postcodes were received, with eight (8.5%) in Scotland, two (2.1%) in Northern Ireland, 

five (5.3%) in Wales and the remainder (84.0%) in England. Seven (7.4%) of the responses 

had Bristol (BS) postcodes. The spread of respondents on a map can be seen in Figure 4.1, 

mapped using Geomaps (https://batchgeo.com/).  

 

Most respondents (59/110; 53.6%) reported having fifteen minute consultations, with 39/110; 

35.5%) having ten minutes. Fewer respondents reported twenty minutes (4/110; 3.6%) or 

longer (8/110; 7.3%).  

 

Figure 4.1. Spread of survey respondents. 

 

https://batchgeo.com/
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Figure 4.2. Percentage of respondents who rated each barrier to the use of QOL assessment 

tools.  

  

4.4 Discussion  
This appears to be the first time veterinary professionals have been asked about their current 

QOL assessment and their use and opinion of QOL assessment tools for dogs. The veterinary 

professionals surveyed reported that they mainly assess QOL through a combination of clinical 

experience and intuition, usually in older animals, those with chronic diseases and when 

considering euthanasia. This indicates that for some, quality of life is only thought about at the 

point where it might be deteriorating.  

 

Section 2.3.2 discussed that health care and physician proxies have been found to be unreliable 

at assessing QOL of patients (Andresen et al., 2001, Rodríguez et al., 2003, Slevin et al., 1988). 

Although only one study compares veterinary surgeons to owners as proxies, it found 

significant agreement between the two (Iliopoulou et al., 2013). Owner factors may influence 

their scoring including age, relationship with their dog (Favrot et al., 2010) and caregiver 

burden (Spitznagel et al., 2019). It may therefore be best for owners and veterinary 

professionals to work together as suggested by several authors (Denneberg and Egenvall, 2009, 

Iliopoulou et al., 2013, Schneider et al., 2010). When veterinary professionals were asked how 
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respondents from a list, a qualitative investigation of barriers may elucidate other barriers not 

reported here. Veterinary professionals may also have opinions on how to address these 

barriers.  

 

Finally, the free text information on the definition of quality of life in this survey was analysed 

qualitatively in conjunction with the interviews, and is reported and discussed in the next 

chapter  
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Transcripts were not returned to participants for comments, known as member checking (e.g. 

Birt et al, 2016, Motulsky 2021) Firstly, with the situation of limited time available to complete 

this part of the study, this would increase the amount of time taken for each interview.  

Secondly, as a veterinary professional myself I felt there were risks that the participants would 

withdraw certain comments that portrayed them in a way they disliked or even altogether. It 

was a difficult recruitment process even without participant loss, and withdrawal of extracts 

may have removed important and interesting data.  

 

5.2.5 Thematic analysis. 

Reflexive hematic analysis was used to iteratively analyse the data, following a systematic 

framework as reported below (Braun and Clarke, 2006; 2014; 2021a).The entre data set was 

analysed using an inductive approach, attempting to avoid preconceptions and not using the 

research questions to code or to label initial themes. Quantitative data, such as the number of 

extracts relating to each theme or subtheme, was not collected. Interpretation of extracts was 

not started until the final stages of analysis.  

 

Thematic maps were created using Matchware MindView Assistive Technology Edition 

Version 7.0 (2018).  

 

The following stages of the thematic analysis framework were progressive, but moved back 

and forth as themes were developed and more interviews conducted. 

 

5.2.5.1 Step one: familiarise yourself with data 

Familiarisation with the data was covered by manual transcription of all interviews by the 

researcher CR. 
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Figure 5.1. Initial thematic map from veterinary professional interviews on quality of life.
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Figure 5.2. Final thematic map from interviews with veterinary professionals on quality of life.  
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Perspectives on the relationship between quality of life, wellbeing and welfare were varied. 

Some thought the terms were interchangeable whereas others considered wellbeing as 

incorporating emotional health and QOL physical health. In the survey, where the term 

wellbeing was not explicitly mentioned, no respondents mentioned wellbeing. This might 

indicate that veterinary professionals do not consider the term wellbeing as applicable to 

companion animals, and one interviewee stated as much. It may also be that wellbeing is 

thought of as a component of quality of life, as it was by human cancer patients (Costantini et 

al., 2000) and children of parents with mental illnesses (Bee et al., 2013). 

 

Welfare was referred to by several interviewees as a minimum standard, with a defect in 

welfare warranting intervention from the RSPCA. However, the five freedoms were referred 

to multiple times in the survey and by one interviewee. The five freedoms were originally 

produced for farm animals by the Farm Animal Welfare Council (FAWC, 2009) and based on 

avoidance of negative aspects of welfare. Using these minimum standards of welfare to define 

QOL implies that welfare and QOL are in fact thought to be closely related.  

 

The interview extracts indicated the veterinary professionals were unsure of the relationship 

between these terms and that several had not considered this before. With the addition of quotes 

from survey respondents, it appears that the confusion between these terms that exists in 

research (Section 2.1) expands to general veterinary practice.  

 

5.7.2 Barriers and motivators. 

The other themes that emerged were barriers and motivators to the use of canine QOL 

assessment tools in practice, augmented by discussions about pain scoring. These themes were 

related, as some motivators could be used address certain barriers. Barriers and motivators are 

therefore discussed in parallel. They are discussed in the order that they would be likely to 

occur in the process of implementation rather than their thematic subcategories, as this will 

better inform the implementation trials (Chapters six to eight). 
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The earliest barrier in the use of QOL assessment tools is most likely a lack of knowledge of 

their existence. This barrier acts at the precontemplation stage of implementation, where 

veterinary professionals are unaware of a problem (Prochaska et al., 1993) and supported the 

survey results (Chapter four). Several of the veterinary professionals interviewed had no or 

minimal knowledge of QOL tools. Lack of knowledge also appears important in veterinary 

antimicrobial usage, where vets reported not using antimicrobials that they did not have 

sufficient knowledge about (Mateus et al., 2014). Lack of knowledge may be addressed by 

education at conferences and through literature, which were reported as the main places doctors 

obtained information on QOL assessment tools (Baars et al., 2004). However, one participant 

reported attending CPD on a QOL assessment tool but could not remember its name. 

Additionally, a nurse discussed knowing about tools but not being able to access them easily. 

Difficulty of accessing research from general practice is a known issue (Toews, 2011) and 

veterinary surgeons have described insufficient time to investigate new research and 

therapeutic tools (Vandeweerd et al., 2012). 

 

CPD was an area mentioned in which participants had learned about pain scoring tools. 

Veterinary surgeons have a requirement to complete 35 hours of CPD per year, with 15 hours 

required for veterinary nurses. Promotion of drugs by pharmaceutical companies can often be 

counted as CPD and this is another source from which participants reported learning about pain 

and QOL scoring tools. Education using these methods may also act as social motivators to 

their use, discussed further below.  

 

There are several barriers for veterinary professionals to attend CPD events, including financial 

provision from employers and lack of time (Dale et al., 2013). More passive methods of 

obtaining information on QOL tools include popular veterinary publications and during 

university education. The Glasgow Composite Pain Score has certainly been used in university 

settings, as reported by several participants. Whether a similar promotion of QOL assessment 

occurs at any UK veterinary universities is unknown; although none of the participants reported 

it, no recently qualified vets or nurses were interviewed. A journal specifically mentioned by 

participants was the Veterinary Record, available to all members of the British Veterinary 

Association (BVA), which currently stands at 18,000 vets (BVA, 2021b). 
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The next barriers in the implementation process included clinical experience, where some vets 

felt that their own knowledge of canine welfare is sufficient and standardised assessments 

unnecessary. This goes alongside mistrust of pain and QOL assessment tools. For pain scoring, 

there is some evidence that experienced veterinary professionals are better at assessment. For 

example, newly qualified veterinary nurses considered post-operative cats and dogs to 

experience less pain compared to more experienced nurses (Coleman and Slingsby, 2007). 

Other factors also affect accuracy of pain scoring, for example female vets assign higher pain 

scores than male vets (Capner et al., 1999).  There is as currently no evidence as to whether 

these patterns are similar in QOL assessment. 

 

These are likely to be more difficult barriers to overcome than improving knowledge, as they 

require a change in motivation. This could potentially be addressed using social motivators or 

the uses for standardised assessment discussed below. The vets interviewed also appeared to 

be reluctant to use pain scores, even though there is evidence that subjective pain assessments 

of gait are inaccurate (Waxman et al., 2008). There do not appear to be any studies directly 

comparing pain assessment based on experience versus pain scoring with a scale, but there is 

evidence that only a weak link exists between a visual gait assessment and a force plate analysis 

in dogs. 

 

One vet also described the quality of life of dogs as being something for the owner to manage, 

rather than veterinary professionals. This reflects the focus on health aspects of veterinary care, 

evidenced in the health improvements and the suggested actions in the existing quality of life 

assessment scheme in Section 3.3.6.  

 

The next stage of implementation is contemplation (Prochaska et al., 1993) and all other 

barriers were categorised here. At this stage, vets and nurses would consider implementing a 

QOL assessment scheme. There were no capability barriers here (Michie et al., 2011), 

indicating that interviewees felt they had the necessary skills and understanding to use QOL 

assessment tools.  
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work well, and it is not clear why. It was difficult to speak with veterinary professionals who 

had used QOL assessment tools, likely because of the low usage evidenced in the previous 

chapter.  

 

Although the definition of data saturation for this study was reached, the concept of data 

saturation in thematic analysis is controversial. Some authors have attempted quantification of 

the sample size necessary for saturation, for example through mathematical equations (Lowe 

et al., 2018), systematic reviews of qualitative research (Hennink and Kaiser, 2021) and 

through field work (Guest et al., 2006). The current study had similar sample size to those 

suggested by Guest et al. (2006; 6-12 interviews) Hennik and Kaiser (2021; 9-17 interviews) 

and Constantinou et al. (2017; seven interviews).  However, others researchers feel that there 

is no point at which saturation of the data is achieved and that sample size decisions should be 

based the research, such as the focus of the research question, scope of the project and diversity 

of the participants (Braun and Clarke, 2021b, Low et al., 2019).  

 

The section on welfare versus wellbeing versus quality of life was not thematically analysed 

and therefore it is unknown if this section was saturated.  

 

Conclusions 

The survey described in chapter three highlighted a discrepancy between the development, the 

dissemination and the uptake of QOL assessment tools. This chapter elaborated on barriers 

acting at the initial stages of implementing QOL assessment in veterinary practice and 

highlighted some motivating factors that may help address them. 

 

Precontemplation barriers were lack of knowledge of the existence of tools and where to 

acquire them, along with a feeling that assessment tools are either unnecessary or not the 

responsibility of vets. Better dissemination of tools could assist with the former, but the latter 

requires further consideration. Contemplation barriers included lack of time and a perceived 

resistance from owners. Only two of the interviewees had used a QOL assessment tool so some 

of these barriers are hypothetical and several were not supported by human QOL literature. 
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Actual barriers at the preparation, action, and maintenance phases would require an 

implementation trial to identify. This should also help reveal which motivators may be useful 

to overcome these barriers. 
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Chapter 6 Implementation trials: recruitment 

and method 
 

Regular quality of life assessment could have numerous benefits in veterinary practice and 

several tools exist for this purpose. However, implementation does not appear to be common. 

Chapters four and five identified barriers to the use of QOL assessment tools in practice, along 

with several motivating factors. However, the identified barriers acted only at the early stages 

of implementation. In human medicine, several studies have trialled formal QOL assessments 

to identify issues during implementation (e.g. Detmar et al., 2002, Erharter et al., 2010).  

 

This chapter describes how evidence from human QOL assessment trials and other relevant 

literature informed a methodology for the trial implementation of QOL assessment schemes. 

Although the focus remained on veterinary practice, this study was expanded to include other 

canine settings. Settings which are structured differently with different resources than 

veterinary practice may provide additional insights into factors that impede or contribute to 

successful implementation strategies. This can in turn inform recommendations for 

implementation in veterinary practice. 

 

6.1 Introduction 
There is little information on the feasibility of QOL assessment in veterinary practice. For peer-

reviewed tools feasibility has been reported through various factors including completion time 

(e.g. Brown et al., 2007, Reid et al., 2013), readability (Brown et al., 2007, Freeman et al., 2005) 

or comments from participants (Mullan and Main, 2007, Yazbek and Fantoni, 2005). Two 

studies have reported trialling QOL assessment in veterinary practices. Yeates et al. (2011) 

trialled their tool in seven veterinary practices, one with one of the tool developers. The results 

focussed on benefits of the tool and did not report on feasibility.  

 

More recently, a QOL assessment trial in five corporate first opinion veterinary practices was 

reported in the USA (Mwacalimba et al., 2020). As an owner-completed tool, usability 
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assessment focussed on owner feedback. The tool appeared to be quick and easy to use and the 

authors reported that negative views from owners stemmed mainly from not having the purpose 

of the assessment clearly defined to them.  Some barriers to completion of the assessment were 

reported, including the amount of paperwork for owners. Feedback was received from 49% of 

the owners involved, so other issues may have been missed; those who supplied feedback may 

have been biased towards the positive impacts.  

 

Interviews with veterinary staff revealed that using the tool did not impact on consultation time 

(Mwacalimba et al., 2020). No other information from the staff on feasibility was presented. 

Training in the use of the tool was given, which may have reduced any issues, but it seems 

unlikely that no feasibility issues would occur. Indeed, one practice withdrew from the study 

because of high staff turnover. It is possible that the interviewees were not asked about practical 

issues arising throughout the trial, or that interviewing staff in groups may have biased them 

towards reporting only positive aspects. The trial was also led by the research team, rather than 

driven by the practices themselves. This meant that the practice staff would not have had to 

plan the trial themselves, so issues such as choosing and/or obtaining a tool would not have 

occurred.  

 

In human medicine, several trials have investigated practical feasibility of QOL assessment 

schemes (Section 2.4.2). Several barriers which had been proposed by physicians in surveys or 

interviews, such as lack of time (e.g. Einaudi et al., 2013, Morris et al., 1997), did not correlate 

with results of implementation trials (e.g. Erharter et al., 2010). Additionally, novel barriers 

were identified by the trials.  

 

Mills et al. (2008) assessed the feasibility of a paper assessment tool in a diary format. 

Feasibility was assessed using compliance (completion rates) and utilisation (showing the diary 

to healthcare staff). Completion was good but utilisation was poor, with only 23% of patients 

showing the diary to a health professional. This was thought to be an issue with the health 

professionals not asking to see the diary or not thinking it is useful. When using a computer-

based tool, the computers were not visible by reception staff, so they often forgot to ask patients 
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Table 6.2. Recruitment methods and success for the settings approached. 

Recruitment method Settings  Successful 
recruitment 

Agreed to take part after interviews (Chapter 5) 
 
Approach after contacted with member of research team 
about ethics 
Approached researcher after quality of life presentation 
at a conference 
Approached after the practice sought advice on QOL 
from member of research team 
Approached because of location 
 

First opinion practice 
Charity practice 
Referral centre 
 
Two charity practices (same 
charity) 
First opinion practice 
 
First opinion practice 
Rehoming centre 

No 
Yes 
Yes 
 
Yes 
 
No 
 
Yes 
No 

Approached researcher after quality of life presentation 
at a university seminar  

Two hospital departments No 

 
Approached after referral to researcher by a second 
party 

 
Four first opinion practices 
One rehoming centre 
One rehab clinic 

 
No 
Yes 
No 

Approached directly to obtain clinical trial Two hospital departments (in 
collaboration) 

No 

 

 

Groups within the settings were assembled internally by the gatekeeper, the aim was between 

four and six per group. To reflect normal practice, group size was not enforced and groups 

were not required to be consistent throughout the trial. 

 

6.3 Results: recruitment 

6.3.1 Unsuccessful recruitment. 

Recruitment was unsuccessful for 12 of the 18 settings (66.7%; Table 6.2). Five of these were 

deemed uncontactable. One hospital department, one first opinion practice and one rehoming 

centre declined involvement. The hospital department reported that they were considering 

implementing a pain clinic but did not see the relevance of QOL assessment. The first opinion 

practice was being refurbished. One rehoming centre declined with no reason given.  I felt that 

many of the staff were keen to be involved when I spoke to them, but that the person acting as 

the gatekeeper was less keen.  

 

I admit a general reluctance to recruit practices that were unresponsive to communication that 

may have not been an issue for a more assertive researcher. There was a limited time frame for 
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6.3.2.3 Referral centre.  

6.3.2.3.1 Recruitment of the setting. 

The referral centre was recruited by contact with one of the research supervisors at a conference. 

This was followed by one initial visit by CR to meet with gatekeepers: the senior wards nurse 

and a clinical anaesthetist. 

 

6.3.2.3.2 Description of the setting. 

The centre saw cases referred by first opinion vets, in areas of specialism including oncology 

and neurology. Their on-site facilities included an MRI (magnetic resonance imaging) and CT 

(computed tomography) scanner. It had four anaesthesia induction stations and two operating 

theatres. There were two dog wards, a cat ward, a recovery/intensive care ward and an isolation 

ward. It also had a chemotherapy suite. 

 

6.3.2.3.3 Participants. 

In total, 27 members of staff attended at least one meeting. Six vets were involved: two 

neurology specialists, one surgeon, two anaesthesia specialists and an anaesthesia resident. The 

16 qualified nurses included the head nurse, deputy head nurse and nurses from wards, imaging, 

surgery and chemotherapy. The wards nurse who acted as a gatekeeper was present at all 

meetings. One of the attending nurses was lead of the animal care assistants. Two animal care 

assistants attended. Other attending staff were a radiographer, theatre technician and the 

business relationship manager.  

 

6.3.2.4 Charity practice two: outreach clinic. 

6.3.2.4.1 Recruitment of the setting. 

This setting was recruited during the interviews described in Chapter five. There were two 

face-to-face recruitment discussions: one meeting with the gatekeeper (Veterinary Manager) 

and one discussion including the Senior Vet and Nurse Manager to discuss what taking part 

would entail, including time commitment.  
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6.3.2.4.2 Description of the setting. 

At the time of the study, this practice saw owned companion animals at a subsided rate based 

on eligibility criteria. They also provided veterinary care for stray animals, wild animals and a 

nearby rehoming centre. Facilities included three consultation rooms. They were running an 

outreach clinic at two locations in their city.  

 

6.3.2.4.3 Participants. 

All meetings were attended by the same three people. The head vet, the nurse involved in the 

outreach clinics and the veterinary manager. One meeting about grant funding had an additional 

attendee (the Fundraising and Communications Manager) but this meeting was not recorded at 

the request of the group. 

 

6.3.2.5 Rehoming centre. 

6.3.2.5.1 Recruitment of the setting. 

The rehoming centre contacted the researchers directly, after hearing about the project through 

a second party. There were two face-to-face recruitment meetings with the gatekeeper before 

recruitment was confirmed.  

 

6.3.2.5.2 Description of the setting. 

The rehoming centre was located in a semi-rural location on the edge of a small city. The 

reception area was spacious with a small shop and tea and coffee machine. Before COVID-19, 

reception was busy with visitors and volunteer dog walkers.  

 

The centre was a registered charity that reported to take in over 1000 animals every year, 

mainly cats and dogs. They had an open intake policy to not turn away a companion animal, 

subject to space. Companion animals at the centre may be strays, cases of neglect or from 

families who can no longer care for them. In 2019, over 400 dogs were taken in by the centre, 

and nearly 300 were adopted. The centre also worked to reunite lost dogs with their owners, 

and over 100 dogs were claimed in 2019.  Cats and dogs were only euthanised on veterinary 
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contemplation barriers described in Chapter five (Table 5.4). These include not seeing the need 

for standardised QOL assessments, lack of time and resistance from management. 

 

As noted above, if follow-up had been more aggressive, with multiple emails and/or telephone 

calls, then more settings may have been recruited. However, settings failing to respond were 

potentially less keen to be involved and/or less organised. Although this may bias towards 

higher motivated groups, groups with low motivation may have been more difficult to work 

with and may not have progressed through the stages of the trial.  

 

There are several known reasons for settings declining involvement. Two hospital departments 

were planning a collaboration and were unable to continue because of a lack of funding at one 

centre, and at the other centre the timing did not correspond with the medicine residents 

carrying out projects. Another hospital department was interested but not currently suitable for 

the project as they were not in a position to set up an assessment scheme. A third hospital 

department did not think the project corresponded with their current aim to set up a pain clinic. 

Pain can impact on quality of life in dogs (Wiseman-Orr et al., 2006) and this could in fact be 

a vital area for QOL assessment. This may indicate a lack of understanding of QOL and its 

assessment. 

 

One barrier that had to be addressed in the successfully recruited settings was resistance from 

management, also reported as potential barrier in the interviews in Chapter five. In the case of 

one rehoming centre, several of the staff appeared very keen to be involved in the project but 

without the support of the gatekeeper recruitment was unsuccessful. The successfully recruited 

rehoming centre required two face-to-face discussions about the project before confirming 

participation, as did the charity outreach clinic. The first opinion practice and the referral centre 

both required one initial face-to-face discussion.  

 

Another barrier to recruitment was disruptive issues within the practice. One first opinion 

practice was being refurbished and decided they could not be involved in this study. This is 
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like the QOL assessment trial where one veterinary practice dropped out because of high staff 

turnover (Mwacalimba et al., 2020). 

 

It is difficult to compare this recruitment to previous literature. Studies on implementation of 

QOL and other assessments at human medical centres are often limited to one centre (André et 

al., 2008b, Erharter et al., 2010, Gutteling et al., 2008, Schuler et al., 2016) and are usually the 

affiliation of at least one author (André et al., 2008b, Erharter et al., 2010, Gutteling et al., 

2008). In these cases, it is likely that the authors conceived of the studies and therefore recruited 

their own centre for the trial. 

 

For the two implementation trials in companion animal practice (Mwacalimba et al., 2020, 

Yeates et al., 2011) neither provides much information on the recruitment of the practices. 

Yeates et al. (2011) used one practice where one of the authors worked but did not elaborate 

on recruitment of the other six practices. Mwacalimba et al. (2020) did not explicitly state how 

practices were recruited, although it is implied that practices were targeted because of their 

locations. They were all corporate practices and so may have been recruited by a central contact. 

It is not noted whether any incentives were provided.  

 

6.4.1 Study limitations. 

There were several limitations to the recruitment method chosen. As noted above, recruitment 

was biased towards settings who were keen and responsive. Naturally, the settings were 

interested in quality of life and this is perhaps reflected in the proportion of charity settings 

involved. The purposive sampling may have resulted in researcher bias as to which practices 

were approached. Additionally, the face-to-face nature of the ethnographic approach 

necessitated that groups were within travel distance of the researcher. This limited options, 

especially regarding settings that had the resources and knowledge to run clinical trials. 

Methodological limitations not related to recruitment are reported in the next chapter.  
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Conclusions 

Recruitment was successful in that the maximum number of groups were recruited. 

Unfortunately, no clinical trials were included. Clinical trials can use QOL assessment as an 

outcome measure, to help assess the impact of a surgical or medical treatment (Section 2.2.5), 

although frequently a single question is used rather than a standardised tools. An understanding 

of how standardised QOL tools might be implemented in a rigorous scientific setting could 

help to encourage their use. An expansion of location and more flexibility with time would 

potentially allow inclusion of a clinical trial. Recruitment limitations and any resulting bias 

should be considered when discussing results of the trials. Methodological recommendations 

relating to recruitment (i.e. expansion of dates and location) may be useful for anyone wanting 

to undertake trials in veterinary practices and other canine settings.   
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Chapter 7 Implementation trials: initial 

meetings 
 

Five veterinary practices and one rehoming centre were recruited to implement a quality of life 

assessment scheme for dogs in their setting. Recruitment and methodology are described in 

Chapter six. In summary, groups were assembled internally at each setting to participate in the 

planning and implementation of their own quality of life assessment scheme. An initial meeting 

with each group was used to introduce the topic of quality of life through creation of a mindmap 

and a facilitated discussion. A mindmap was created to help participants recall relevant 

experience in canine QOL (Wheeldon, 2011) and to share ideas amongst the group. This also 

created a framework from which to base their aims and to create or assess the relevance of 

QOL assessment tools for use in their scheme. This chapter describes the results of these initial 

meetings. 

 

7.1 Results  

7.1.1 Summary of meetings.  

Six initial meetings took place between January and July 2019 (Table 7.1). The mean initial 

meeting time was one hour 38 seconds and mean group size was 12. Results from the mindmaps 

and the group discussions were collated and are therefore reported together for all groups.  

 

Table 7.1. Group sizes and length of the initial and planning and maintenance meetings. 
Reported times (h:mm:ss) are exact timings of the audio recordings.  

 Initial meeting 
Setting Date Time  Group size 
Charity one A 14/5/19 0:55:491 18 
Charity one B 14/5/19 1:10:511 16 
Small animal practice 29/1/19 1:01:00 6 
Referral centre 25/7/19 0:46:29 16 
Charity two 30/1/19 1:14:36 3 
Rehoming centre 7/2/19 0:55.06 13 

1Including optional presentation 
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7.1.2 General descriptions of meetings. 

7.1.2.1 Charity practice one A. 

Attending this meeting was the head vet and an unknown combination of 17 vets, veterinary 

nurses and animal care assistants. The meeting began with the initial presentation on QOL 

(Section 6.2.3.1; Appendix J) followed by the mindmap exercise and group discussion. This is 

the only meeting where the researcher had to request participants to stop talking over the 

discussion.  

 

7.1.2.2 Charity practice one B. 

This meeting was held immediately after the meeting at Practice 1A. It also included the initial 

presentation. It was attended by the same head vet, three vet students and an unknown 

combination of 12 vets, vet nurses and animal care assistants. Charity practices 1A and 1B did 

not progress past this initial meeting to implementation. This was because of the time 

commitment needed for this study and was decided by the gatekeeper for both practices.  

 

7.1.2.3 First opinion practice. 

Attending this meeting was the clinical lead, three veterinary surgeons, a vet nurse and a trainee 

vet nurse. The practice had already received the initial presentation at an earlier date.  

 

7.1.2.4 Referral centre. 

Sixteen people attended consisting of three veterinary specialists (two in neurology and one in 

anaesthesia), one neurology resident, eleven nurses including the head nurse, and one animal 

care assistant.  

 

7.1.2.5 Charity two: outreach clinic. 

This meeting was attended by the veterinary manager, the head vet and the nurse involved in 

the outreach clinics.  
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Table 7.2. The items for quality of life in dogs produced by the five groups and the number of 
groups who reported each item (after combination of synonyms). 

Items Groups (n) Items (cont.) Groups (n) 

Exercise 6 Suitable weight 2 
Display normal behaviour 6 Behavioural needs 2 
Social (people) 6 Ability to groom 2 
Pain control 6 Time outdoors 2 
Comfort (environmental) 5 Tail wagging 2 
Ability to eat 5 Daily activity 2 
Correct diet 5 Training 2 
Play 5 Medication 2 
Walks 5 Individuality 2 
Toileting 5 Provision of care 2 
Social (other companion animals) 5 Bedding 1 
Social (general) 5 Control of environment1 1 
Health care 5 Routine (feeding) 1 
Absence of stress 5 Time for running 1 
Shelter 4 Ability to express personality1 1 
Safety 4 One-on-one time1 1 
Food and water 4 Freedom from harm 1 
Hydration 4 Treats1 1 
Rest/sleep 4   

Social anxiety/aggression 4   

Parasite control and/or clean 4   

Absence of fear 4   

Mental stimulation 4   

Temperature 3   

Suitable environments 3   

Mobility 3   

Good relationships 3   

Physical wellbeing 3   

Responsible owner/carer 3   

Routine (other) 3   

Emotional wellbeing 3   

Toys 3   
1Items unique to rehoming centre 
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Caregiver burden or other consideration of owners were discussed by several groups. The 

progression and control of a disease might also be a factor in defining quality of life. A short-

term defect in quality of life was thought by some participants to be worth a long-term 

improvement. Finally, domains of quality of life were highly interlinked, potentially adding to 

the complexity of its assessment. 
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Table 8.3. Group sizes and length of final interviews. 

Setting Date Time Participants Method 
Referral centre 1/9/20 

1/9/20 
0:26:28 
0:33:57 

Veterinary Nurse 1 & 2 
Veterinary Nurse 

In person 
In person 

Outreach clinic 24/6/20 
30/6/20 
30/6/20 

1:02:25 
0:42:23 
0:31:15 

Veterinary Manager 
Veterinary Nurse 
Veterinary Surgeon 

Video call 
Telephone call 
Telephone call 

Rehoming centre 27/8/20 
27/8/20 
27/8/20 
27/8/20 
27/8/20 

0:20:001 

0:14:16 
0:05:22 
0:13:59 
0:30:55 

Behaviour Manager 
Animal Care Manager 
Behaviour Assessor 1 
Animal Carer 
Behaviour Assessor 1 & 2 

In person 
In person 
In person 
In person 
In person 

1Approximate time 
 

 

8.2 First opinion practice. 

8.2.1 Planning. 

8.2.1.1 General description of meetings. 

Attending meeting one were the Clinical Lead, two vets, two nurses and a trainee nurse. 

Attending meeting two were the Clinical Lead, Practice Manager, Head Nurse, three vets, a 

trainee nurse and four veterinary students. The carousel activity (Section 6.2.4.3.1) was 

completed in planning meeting one, with discussion of the posters started in meeting one and 

completed in meeting two along with tool discussion. For the carousel meeting the group split 

into one group of two nurses, one mixed group and one group of two vets. The posters produced 

by the first opinion practice are reproduced in Figure 8.1.  
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BC: body condition score 

Figure 8.6. The quality of life assessment tool developed by the outreach clinic. 
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Table 8.18. Barriers at the action stage of the theoretical transition model. 

 Action 
Capability 
   Physical 
   Psychological 

 
N/A 
Forgetting to do assessments 

Opportunity 
   Social 
     
   Physical 

 
Veterinary surgeon involvement 
Absence of key individual 
N/A 

Motivation 
   Reflective 
   
 
  Automatic 

 
Willingness of staff 
Tool issue- case continuity 
Tool issue- VAS scale 
N/A 

 

Perhaps the main barrier at the referral centre was the absence of the wards nurse. Although 

this was related to lockdown, it has been included as absence could result from other factors 

such as sickness or resignation. Nurses appeared to require reminders to complete assessments. 

They also described varying interest from vets. Additionally, there were issues with the 

assessment tool; one was the familiarity with the dog necessary to complete certain questions 

plus a dislike of the VAS scale.  

 

At the outreach clinic, interviewees reported one barrier from the original set-up, which was 

recruiting nurses to the clinic. No action barriers were reported at the rehoming centre. 

 

8.6.3 Maintenance stage. 

Maintenance barriers are shown in Table 8.19. For the outreach clinic, several barriers related 

to the PetWise MOT and its relevance to their aims. The group were also concerned about 

sharing scores with owners. The closure of the client-facing clinic disrupted the scheme and 

may impact on the future of the outreach. It also required funding to continue, which required 

additional data collection.  

 

At the rehoming centre, some carers did not understand certain questions in the tool and/or the 

frequency of assessment completion. Secondly there was an issue with inter-relater reliability. 

Finally, assessments appeared to be negatively affecting certain members of staff.  
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Table 8.19. Barriers at the maintenance stage of the theoretical transition model. 

 Maintenance 
Capability 
    Physical 
    Psychological 

 
N/A 
Tool issue- understanding1 

Opportunity 
   Social 
     
   Physical 

 
Absence of scheme driver 
 
Funding 
Structural changes 

Motivation 
   Reflective 
   
   
 
 
 
Automatic 

 
Collecting wrong data 
Case continuity 
Tool issue- branding 
Tool issue- booklet 
Involving owners 
Inter-rater reliability1 

Negative emotions of staff1 

1Rehoming centre only 

 

8.7 Discussion 

8.7.1 Group size and settings. 

The planning and monitoring meetings were more disparate between groups than the initial 

meetings (Chapter seven). The process for these stages therefore required modifications based 

on the aims and progression of the groups. Groups tended to be smaller than in the initial 

meetings, allowing good participation. The carousel activity also encouraged participation but 

would have been difficult to complete with fewer than six people. The first opinion practice 

took around ninety minutes to complete the carousel activity but the referral centre took less 

than one hour. It is not clear why the first opinion practice took longer but with proper time 

management this activity should be suitable for a lunchtime practice meeting. Fewer planning 

meetings were needed for the first opinion practice than the referral centre as they used an 

existing QOL assessment tool. The rehoming centre demonstrated how initial and planning 

meetings could fit into one day if time were available, although the group size shrank over the 

day. 

 

8.7.2 Discussion of trials. 

8.7.2.1 Planning and implementation 

The trials represented four very different settings and approaches to quality of life assessment, 

although the overarching aim of all four was to improve canine welfare. The first opinion 
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tended to be intra-professional, i.e. within job roles (Kinnison et al., 2015a) This was especially 

prominent in larger practices. In the current study, the nurses reported better inter-professional 

communication between vets and nurses resulting from this process. This could lead to other 

benefits like increased effectiveness of the team (e.g. better engagement and co-ordination; 

Moore et al., 2014). 

 

8.7.2.4 Continuing the schemes. 

At the referral centre, the interviewed nurses seemed keen to continue the scheme with some 

caveats. They also suggested areas to expand their scheme, including euthanasia and for dogs 

undergoing chemotherapy. There is an existing HRQOL assessment tool for dogs with cancer 

(Lynch et al., 2011) and several for euthanasia (Table 2.2). Interestingly, both these uses would 

involve owners which the group had been initially hesitant to do. It may be that the group were 

becoming more familiar with the assessment scheme and were now considering owner 

involvement, or it could be because the self-selected interview participants were more engaged 

with the scheme. 

 

With the closure of the client-facing practice, the future of the outreach scheme was uncertain 

but interviewees were keen to continue and wanted to expand it to more areas within the city. 

The outreach nurse thought their new tool would be suitable and intuitive for this use. Their 

main issue for continuation was the requirement for additional funding. The wrong data was 

being collected for funding applications: evidence of benefits to humans rather than dogs was 

required. Multiple benefits of having companion animals have been suggested, including 

physical (Siegel, 1990, Zasloff and Kidd, 1994) and psychological (e.g. Bao and Schreer, 2016, 

Hui Gan et al., 2020), although results of studies can be conflicting (Barker and Wolen, 2008). 

However, actual impacts of the outreach clinic on clients needed to be identified. The plan was 

to use qualitative data collection to do so but this was disrupted by COVID-19.  

 

Interviewed rehoming centre staff were all keen to continue their scheme. Although there were 

ongoing issues with inter-reporter discrepancies, they planned to address these by restructuring 

staff to have behaviour assessors to monitor and assist with assessments. They were also keen 
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As with the initial meetings reported in Chapter seven, the selection process for groups within 

the practices was unclear and it is likely that the groups consisted of self-selected participants. 

This may have biased towards those who were keen to implement assessment scores and may 

have missed some barriers, especially social barriers. No data was collected on the staff who 

did not attend meetings or attended sporadically. Additionally, the group settings may have 

inhibited some people from contributing. 

 

Group members who were not keen to continue with the scheme would be less likely to have 

consented to a final interview and therefore these results are likely biased towards positive 

reporting. Numerous group members did not want to be interviewed or were unavailable. One 

way to address this in the future would be through anonymous surveys for all group participants, 

such as the published normalisation process theory (NoMAD) survey (Finch et al., 2015). This 

would allow a wider range of opinions to be collected. 

 

The aim of this study was to assess implementation barriers rather than benefits of the QOL 

assessment schemes. The benefits reported by the referral and rehoming centres are therefore 

unlikely to be an exhaustive list. Future studies could aim to identify further benefits to QOL 

assessment trials. They could also do so quantitively, potentially including financial benefits, 

referrals made and/or actions taken.  

 

 

Conclusions 

The aims of the groups were disparate but reflected an overall desire to improve dog welfare. 

Planning decisions were based on several factors including finances and a reluctance to involve 

owners. The choice of assessment tool related to the aims and target population of the scheme 

and relevancy to the setting was important. Key individuals were crucial in driving the schemes 

forward. 
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Figure 9.1. Results from the survey reported in Chapter four. The percentages of veterinary 
professionals who: reported that they would potentially use a QOL assessment tool for dogs in 
their practice (top), were aware of the existence of QOL assessment tools (middle) and those 
that reported they currently use or have used one of four listed QOL tools (bottom). 

 

9.3 What factors are preventing QOL assessment? 
Chapters five and eight categorised barriers that may be preventing the implementation of QOL 

assessment tools using a combination of two behaviour change models. The transtheoretical 

model (Prochaska et al., 1993) was used to identify at which chronological stage of 

implementation barriers were acting. Barriers at each stage need to be addressed to allow 

progression to the next and to prevent moving backwards. The COM-B model (Michie et al 

2011) was used to allow better understanding of the issues and easier identification of 

interventions. A summary of barriers not related to QOL tools themselves is shown in Table 

9.1. (For fuller discussions see Sections 5.7.2 and 8.7.2.5). Barriers related to assessment tools 

are discussed in Section 9.33. 
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The role of the researcher CR should also be noted here. Although attempts were made to be 

as unobtrusive as possible, the organisation and facilitation of meetings naturally acted as 

enablement for implementation. This could be said to have influenced the results but could also 

be used as a template for someone within a practice to become the key individual.  

 

Another factor that could address the issue of memory is to have other reminders to complete 

assessments. Gutteling et al. (2008) felt that the positioning of computers out of sight of 

reception staff was an important component of patients not completing QOL assessments. At 

the referral centre, assessment forms were kept in a drawer and were therefore also out of sight 

of participants. A more visual reminder like keeping assessment forms in view may have 

assisted here. Additionally, one interviewee in Chapter five suggested an automated reminder 

on the practice computer system. 

 

9.3.1.2 Environmental restructuring. 

The rehoming centre provided an example of a differently structured setting and how this can 

allow successful implementation of a QOL assessment scheme. The animal carers were used 

to completing forms as part of their roles. There was a key individual running the scheme who 

collated the completed assessments and produced reports. Similarly, the outreach clinic had 

structured a specific team apart from their client-facing veterinary practice to run the clinics, 

had set days for outreach and had key individuals at different levels.  

 

The referral clinic was also set up for form completion, as there were pens and clipboards at 

each kennel. However, roles and responsibilities were not assigned to specific people and it 

was an ad hoc selection of dogs. Additionally, with just one key individual, when they were 

absent the scheme did not progress.  

 

In veterinary practices, environmental structuring could be substantial, like increasing 

consultation times to address the time barrier, or less substantial such as creating specific QOL 

assessment clinics. For example, the first opinion practice was planning to incorporate a 

specific ageing clinic. Restructuring may be influenced by revenue generation, which appeared 
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9.3.2.1 Education. 

The first issue to be addressed is dissemination of tools, evidenced by the gap between 

willingness to use assessment tools and awareness of tools (Figure 9.1). This can be addressed 

using education. It is likely that better dissemination of QOL assessment tools will require a 

variety of routes to cover the different learning needs and abilities of veterinary professionals. 

Interviewees discussed continuing professional development (CPD), university education, 

promotion by drug companies and publication in veterinary literature as potential methods for 

learning about QOL and/or pain assessment tools. Previous studies discovered hands-on 

workshops were the most preferred CPD amongst vets (Dale et al., 2013) and indeed one nurse 

at the referral centre spoke of the interactivity of the implementation trial process compared to 

normal lectures.  

 

In their study on evidence-based veterinary medicine (EBVM) Huntley et al. (2017) reported 

the most common source of knowledge of this topic had been during university education. 

Incorporation of quality of life and its assessment into the veterinary and nursing curricula was 

not investigated here but was a potential reason for the popularity of the Glasgow Composite 

Pain Scale reported in Chapter four and could be a method for tool dissemination and learning 

about QOL. Literature was also a common source of learning about EBVM but this did not 

distinguish between peer-reviewed and other publications (Huntley et al., 2017). It should be 

noted that once disseminated, tools need to be made available to veterinary professionals and 

non-peer reviewed publications or open access publications may be more accessible. 

Dissemination could also include recommendations for successful implementation.  

 

Other barriers that can be addressed via education include factors affecting the professional 

role and identity of veterinary professionals (i.e. feeling that assessment is not their job and 

that clinical experience is sufficient). These could incorporate benefits and purposes of QOL 

assessment to encourage use.  

 

The studies in this thesis appear to support the idea that, as has been reported with acute pain 

scoring (Lascelles et al., 1999), the assessment of canine QOL in practice might often be carried 
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out by veterinary nurses. This is reflected in the views of interviewees (Chapter five) and 

demonstrated by the key role of nurses in some of the implantation studies (Chapter eight). 

 

Veterinary nurses have a number of client-facing roles. For example, they may see clients at 

patient admission and discharge, as well as running nurse clinics such as weight loss clinics. 

They may also have contact with clients in the waiting room and over the telephone, as reported 

in a study on the role of nurses in preventive care (Belshaw et al., 2018c). Nurses have been 

stated as having a vital role in educating owners of the benefits of neutering (Gower, 2017) and 

parasite prevention (Richmond et al., 2017), as well as involvement in other areas of companion 

animal welfare including QOL assessment (Wensley et al., 2020, Yeates 2014). It has been 

suggested that veterinary nurses may also be more approachable than vets (e.g. Richmond et 

al., 2017) although this does not currently appear to be evidence-based.  

 

Running QOL assessment as a nurse clinic was one of the options discussed by the first opinion 

practice in the trials reported in Chapter eight. However, it was decided that vets would lead 

on the assessment since the ageing clinic was likely to identify issues that might require 

veterinary consultation and/or prescription medication. In a previous study, veterinary surgeons 

and companion animal owners reported being unsure about the services that veterinary nurses 

could and should provide (Belshaw et al., 2018c) and this might be a barrier to having nurses 

run QOL assessment clinics. Other barriers include the existing load of nurses with other duties 

in the practice. Wild (2017) suggested combating this issue with nurse education and training 

in running clinics alongside comprehensive planning of clinics. 

 

9.3.2.2 Modelling. 

As with individual practices (Section 9.3.1.3) modelling can be employed by the wider 

veterinary community to encourage QOL assessment. One interviewee in Chapter five was a 

practice partner who discussed that if QOL assessment was more widely implemented or 

recommended then they would be more likely to consider it. Modelling to the wider community 

may be found from examples of successfully implemented QOL assessments, such as those 

reported by Flavell (2019) and the benefits reported from the PetWise MOT in Chapter three 
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and the trials in Chapter eight. These could be shared through similar routes to education in 

Section 9.4.2.1 above.    

 

9.3.2.3 Other intervention functions. 

Intervention functions from Michie et al. (2014) that are not discussed here include 

incentivisation, although the provision of food and a trained facilitator could be counted as 

incentivisation to participate in the trials in Chapter eight.  Interventions relating to persuasion, 

coercion and restriction were not observed in the interviews or the trials.  

 

9.3.3 Implications for tool development. 

Although several QOL assessment tools exist (Section 2.3.3), the trials in Chapter eight 

demonstrated an apparent preference amongst most practices and the rehoming centre of 

developing or adapting their own tool to be relevant to their setting and aims. The only group 

to use a fully existing tool was the first opinion practice, where an existing tool happened to fit 

exactly with their aims. Unfortunately, the success of this was not assessed because COVID-

19 prematurely ended their trial.  

 

Recommendations for tool development are shown in Table 9.2. This is based on the thoughts 

of veterinary professionals in Chapter five and the tool development process of groups in 

Chapter eight.  

 

Tool format could be computer or paper-based according to the requirements of the setting. 

Paper tools should be kept to less than one page. The first opinion practice preferred a computer 

assessment for ease of entering scores into clinical records on their computer system. The other 

groups selected paper-based tools. However, the outreach clinic had planned to move away 

from the paper-based PetWise MOT to their own tool which would have been recorded on a 

customised computer data-base. One carer at the rehoming centre also noted that they would 

prefer to input their scores using a computer.  

 

Table 9.2. Recommendations for developers of QOL assessment tools for veterinary practice. 
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Tool aspect Recommendations 
Presentation of tool One page maximum 

Separate domains or categories 
Simple wording 

Question structure No compound questions 
No double negatives 
No visual analog scales (VAS) 
Yes/no or quantitative based on preferences and aims of setting 

Tool format Paper or computer based on preferences of setting 
Type of parameter assessed Mostly external factors 

Some mental state factors 
Intervention level Based on preferences of setting 

 

 

Veterinary professionals and the rehoming centre staff thought that tools should be easy and 

worded simply. The rehoming centre had issues with double negative and compound questions 

when developing their tool and these should be avoided. Visual Analog Scales (VAS) were not 

well-liked. This is interesting since the definition of QOL as consisting of a spectrum from 

suffering to enjoyment (Section 9.1) would translate well to VAS scoring.  As discussed in 

Section 2.3.3.1, there is variability in VAS scoring and it requires some familiarity with the 

system (Holton et al., 1998).  

 

Regarding parameters for assessment, Yeates and Main (2009) suggested a combination of 

external parameters and mental state factors. This combination appears to fit with how 

veterinary professionals view QOL. Most questions in the tools developed by the settings 

focussed on external parameters, perhaps since these are easier to measure (Yeates and Main, 

2009).  

 

Other factors, like whether to include an intervention level, could be based on the preferences 

of the setting. Tools developed outside of veterinary practices may potentially be more 

successful if they are adaptable to the setting in which they are being used. It is also useful to 

continue to adapt the tool following user feedback, as seen in the rehoming centre.  

 

9.4 Further research 
The programme of research presented here identified a number of areas for future work in this 

field. As all the veterinary trials were disrupted because of COVID-19, these could be repeated 
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to expand on the findings in Chapter eight. A quantitative component could also potentially be 

introduced to assess outcomes of the scheme to include economic benefits. Prospective and/or 

case-controlled studies could further evaluate the welfare benefits of QOL assessment indicated 

by the study in Chapter three and increase the knowledge of potential intervention functions to 

address barriers.  

 

Participating veterinary professionals appeared to make several assumptions about the literacy, 

knowledge and honesty of dog owners. Veterinary professionals also thought owners would be 

reluctant to discuss QOL and that doing so would threaten this relationship by leading them to 

feel judged by the vet or even feel pressured into euthanasia. This was clear in the interviews 

(Chapter five) and the referral centre and outreach clinics (chapter eight).  In fact, the small 

amount of evidence in this area found owners were generally happy to complete QOL 

assessments (Mwacalimba et al., 2020) and doing so may in fact improve vet-client 

communication (Lynch et al., 2011, Mwacalimba et al., 2020). This issue appears connected to 

negative connotations of the term quality of life, discussed above. Physicians appear to share 

this perception (Taylor et al., 1996), but the view of owners on this is currently unknown. Using 

a mixed methods approach as in Chapters four and five of this thesis could confirm whether 

these views on owners are indeed unfounded.  

 

These studies would all progress towards the next step in designing interventions according to 

the Behaviour Change Wheel: designing policy (Michie et al., 2014 pp134-140). This involves 

policy levers which in this case could be governing bodies such as the Royal College of 

Veterinary Surgeons (RCVS) or communities like the BVA. This includes development and 

production of legislation, marketing and guidelines.  

 

9.5 Limitations 
Limitation specific to the studies in this thesis can be found in the relevant Sections (3.4.1; 

4.4.1; 5.7.2.1; 6.4.1; 7.2.4 and 8.6.3).  
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improved communication within one veterinary practice and a greater awareness of QOL in 

dogs amongst trial participants. The uses in the trials also demonstrated the versatility of tools 

and that they do not have to be confined to veterinary consultations.  

 

A disconnect was identified between willingness to use tools, awareness of tools and actual use 

of tools and barriers were identified that explained these gaps. Key barriers included time, 

social barriers and perceptions of owners. Important aspects to address these barriers were 

included, identification of key individuals to drive implementation forwards and social 

modelling within and outside of the practice. Concerns about owner perceptions of QOL 

assessments should be addressed in future research.  
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Appendices 
 

Appendix A: PDSA PetWise MOT Dog welfare matrix 
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Appendix B: Dog consultation survey 
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