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Long-term Care Residents’ Personal Relationships

Abstract
Personal relationships are intrinsically connected to resident quality of life (QOL). In
2012, analysis of the Care and Construction project’s InterRAI QOL resident survey
indicated the personal relationships domain was the lowest scoring. Applying a mixed-
methods ecological perspective, this research investigates how individual and/or
environmental factors influence the domain of residents’ personal relationships through a
secondary data analysis of surveys of 319 long-term care residents from 23 facilities in
Nova Scotia. Multi-level modeling was deemed inappropriate since environmental level
variables between facilities (facility type, rural/urban) only accounted for 3% of variance
in residents’ relationships. As such, hierarchical regression analyses were used to
determine the contributions of within-facility factors on residents’ personal relationships.
Statistically significant QOL domains within facilities included comfort, autonomy, food,
activities, staff bonding and staff responsiveness. Individual risk factors for low personal
relationships were widowhood and being over 85. Qualitative analyses of open-ended
questions illustrated the lived-experience of residents and how care provision and facility
features helped or hindered the maintenance and development of personal relationships.
Results suggest that improved social engagement within facilities is needed; newer
facility designs are not sufficient to foster the social engagement of residents. Holistic
care should address both physical and social needs. As governments and the LTC sector
strive to achieve the best fit between cost containment and improving QOL for residents,

this research sheds light on the social experience of residents.
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Introduction

North American nursing homes have been experiencing significant changes in
recent decades. Facilities are undergoing ‘culture makeovers’ in order to incorporate new
approaches to care which include changes in staffing approaches, physical designs and
philosophies of care (Koren, 2010; Misiorski, 2003; Weiner & Ronch, 2003). A new
body of research has begun to examine the influences of the new; more client-centered
approaches to care, as well as the design of the physical environment (Fancey, Keefe,
Stadnyk, Gardiner & Aubrecht, 2012; Rahman & Schnelle, 2008). Research has
demonstrated that changes in building structure (i.e. increasing home-likeness) and care
delivery (i.e. staff scope of practice) influence family engagement and resident quality of
life (Weiner & Ronch, 2003). The shift to smaller, more home-like and less institutional
facilities aims to promote increased interaction between residents, staff and family.

In line with this shift, Nova Scotia is pursuing infrastructure changes in the field
of continuing care. In 2006, the province released the Continuing Care Strategy, which
outlined how the province intended to expand and enhance the continuing care system
(e.g., long-term care, homecare, caregiver benefits). Recommendations within the long-
term care system included renovating existing facilities, building new facilities, and
implementing new staffing approaches (NSHRF, 2006).

It is anticipated that such changes would lead to improved quality of life due to
smaller, more home-like environments, fewer residents and greater familiarity with staff
members; however, research had not yet thoroughly explored the influences of these
changes on resident quality of life. As such, the implications of changing physical design

and staffing approach were not yet fully understood in the context of Nova Scotia.
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Fancey et al. (2012) produced a thorough literature review, which identified a gap in the
literature surrounding the influence of physical structure of nursing homes on resident
quality of life within Canada.

The lack of empirical evidence and limited knowledge surrounding the new
physical designs and staffing approaches in Nova Scotian nursing homes was the impetus
of a three year study: ‘Care and Construction: Assessing Differences in Nursing Home
Models of Care on Resident Quality of Life’. The Care and Construction project, based
out of Mount Saint Vincent University’s Nova Scotia Centre on Aging, was funded
through a Partnerships in Health System Improvement grant from the Canadian Institutes
of Health Research in partnership with the Nova Scotia Health Research Foundation. The
project aimed to understand to what extent and in what ways changes in staffing approach
and physical design influenced resident quality of life from the perspective of residents,
family members and staff (Keefe et al., 2012). The Care and Construction project
included a resident survey, a family survey, a staff survey, a case study approach as well
an organizational profile survey completed by senior administrators of the home.

Upon synthesizing the literature related to the influence of care approach and physical
design on quality of life, Fancey et al. (2012) produced visual conceptualization of
resident outcomes which encompassed three overlapping emergent themes: ‘Quality of
Life’, ‘Quality of Care’ and ‘Resident Satisfaction’. At the heart overlap of this visual
representation is relationships in the form of social interaction, as well as communication
with staff. The current research stems from the Care and Construction project; focusing

on residents’ opportunities to engage in meaningful relationships within long-term care.
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The current research investigated which factors influence residents’ personal

relationships within a long-term care setting.

Rationale

Given the increasing number of Canadians that will be residing in long-term care
facilities (Statistics Canada, 2011), it is important to understand the impact of this
environment on one’s quality of life. Social engagement is a critical component of quality
of life, and should be understood within the context of long-term care environments. The
dynamics of long-term care residents’ personal relationships are intricate in nature; as are
all personal relationships. As a research assistant administering the Care and Construction
quality of life resident surveys, | recognized a need to further understand the factors that
influence residents’ relationships. Despite strong rapport with staff, engagement with
other residents and frequent communication with family, many residents still felt as
though they were not needed or socially engaged. Residents’ self-perceptions and other
psychosocial factors may strongly influence the ways in which they engage or disengage
within the long-term care environment (Andrew, 2010). Many of the responses relating to
residents’ personal relationships were an alarming discrepancy from my expectations,
and so | proposed to disentangle the factors contributing to this phenomenon. Preliminary
analyses presented at the Nova Scotia on Aging’s Interdisciplinary Conference on Aging
indicated that the Personal Relationships domain of residents’ quality of life was in fact
the lowest scoring domain; this finding merits further exploration (Keefe et al., 2012).
With a growing number of seniors requiring long-term care, it is necessary to understand

how these care environments can foster a meaningful, relationship-rich, quality of life.
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Long-term Care in Canada

Nova Scotia’s experimentation with new methods of care is timely in the face of
Canada’s rapidly aging population. Seniors are currently the fastest growing age group in
the Canadian population. With the fastest growing proportion of seniors in Canada from
2006 to 2011, population aging disproportionately affects the Atlantic Provinces, with
Nova Scotia hosting the highest proportion of residents over 65 at 16.6% (Statistics
Canada, 2011). These population trends are concerning when considering the
multifaceted care needs of the senior demographic. When care needs exceed the capacity
of home care and/or informal caregiving, many seniors require long-term care (Black et
al., 2010). Long-term care facilities provide care for an array of residents ranging from
seniors to persons with mental illness; however, it is generally the older persons who
become long-term care residents (Statistics Canada, 2007). Approximately one-fifth of
the Canadian population aged 85 and over reside within long-term care facilities
(McGregor & Ronald, 2011). Residents of long-term care facilities tend to demonstrate
higher levels of frailty, and many residents are closer to the end of life upon admittance
(McGregor & Ronald, 2011). The majority (70%) of residents are women with low
incomes and a large proportion of residents have some form of dementia (Canadian
Healthcare Association, 2009; Cohen, Murphy, Nutland, & Ostry, 2005).

A growing challenge in the realm of long-term care is resident engagement
(Rahman & Schnelle, 2008). Achieving resident engagement is illustrated in the ‘vision’
of the relatively new Eden Alternative approach to long-term care: avoiding the three
‘plagues’ of residing in long-term care facilities: boredom, loneliness and helplessness

(Monkhouse, 2003). The transition from community and family life to a congregate
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living situation with care provision can be a difficult adjustment for many seniors and
families (Parmenter, Cruickshank, & Hussain, 2012). The maintenance of personal
relationships and continuity of self can greatly relieve the strain of transition to a long-
term care facility.

Research has shed some light on the immense role personal relationships play in
resident descriptions of quality of life, quality of care, and overall experience (Grau,
Chandler & Saunders, 1995). The presence and quality of relationships plays a critical
role in physical and mental health, as well as longevity (Tucker, Schwartz, Clark &
Friedman, 1999; MacCourt, Wilson, & Tourigny-Rivard, 2009). Research has also
demonstrated that seniors’ social vulnerability is predictive of mortality (Andrew &
Keefe, 2013). Despite the immense influence of relationships on quality of life and
resident health, little research has focused primarily on the importance of relationships in
long-term care (Wilson, Davies, & Nolan, 2009). Rather, research has included
relationships as a component of an overall construct. As such, it is imperative that
relationships in long-term care be further explored.

Further understanding the factors that influence residents’ relationships can
inform interaction-promoting physical design, relationship-centered recreational
practices, relationship-oriented care approaches, and family engagement. Understanding
the relationship between resident relationships and overarching resident quality of life
may serve to shift priorities in care philosophies and further inform practitioners on how
to alleviate the transition to long-term care. The current inquiry will identify factors that
contribute to personal relationships, in order to better inform the development and

implementation of nursing home programs and policies.
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Theoretical Framework
It is anticipated that a large number of factors, both personal and societal, influence
the development and maintenance of residents’ personal relationships within long-term
care. As such, a holistic perspective will be applied, looking at various influences, from
individual factors such as health to environmental factors such as facility design in order
to understand how they create a context to support or hinder resident personal
relationships.

Bronfenbrenner’s Human Ecological Model provides a conceptual framework that
encompasses multi-faceted systems as well as interactions between and among these
systems. This framework best captures the complexity of potential factors influencing
resident’s personal relationships. It will be applied in order to acknowledge the
interactions of systems influencing residents’ personal relationships. The Human
Ecological Model, demonstrates how human development is influenced by interactions
with a series of interconnected environmental systems: the microsystem, the mesosystem,
the exosystem, the macrosystem and the chronosystem. The framework will assist in
“examining human behaviors from the perspective of the individuals’ interrelations with
their environment” (Dill, 2009, p.11). The model is bi-directional in nature, with each

system having a ripple effect on other systems, as outlined in Figure 1.
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MACROSYSTEM
Attitudes and ideologies of the
culture

EXOSYSTEM

MESOSYSTEM

Social service

INDIVIDUAL
(sex, age,
health, etc.)

Local politics

Figure 1. Bronfenbrenner’s ecological framework (1973).

The application of the ecological model is advantageous for considering the
interrelated contributing factors of multi-faceted social problems. The model incorporates
the macrosystem social forces, which are embodied in the microsystem individual
experiences (Bronfenbrenner, 1976; Bronfenbrenner, 1977; Bronfenbrenner, 1986). The
Ecological Model illustrates the importance of context in understanding individual
experiences. Moreover, Turner (1978) states that “the micro bias of individualistic

theories renders them inadequate for understanding the full dynamics of human
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interaction” suggesting that a more holistic theoretical perspective more thoroughly
grasps the complexity of human interactions.

The ecological framework is fitting considering the relationships of residents in a
long-term care are affected by a unique series of interrelated levels of influence. At a
micro level, residents’ individual factors such as health and gender play a critical role in
their social interactions. At the mesosystem level, adjustments are being made within the
resident’s immediate network (e.g. family members interacting with care staff). Living in
long-term care introduces an array of exosystem level influences, such as industry
demand for nursing home beds due to population demographics and nursing home
regulations. Societal views of aging, care ideologies, family trends, and cultural values all
have overarching influence on long-term care at a macrosystem level. Macro system
influences will be incorporated in the discussion and interpretation of results, drawing
upon influences such as the Nova Scotian culture of nursing homes, values and policy
frameworks. The evolution of the chronosystem (historical context), can be
demonstrated by how the current policy climate and nursing home culture change affect
the experiences of residents today. The components of these interrelated systems will be
explored in relation to seniors’ perceived personal relationships within long-term care.

The ecological approach has been applied in other research evaluating seniors’ social
support systems (Andrew & Keefe, 2013; Stephens, Alpass, Towers & Stevenson 2011,
Temkin-Greener, Zheng & Mukamel, 2012). Stephens and colleagues (2011) sought to
evaluate seniors’ social support using an ecological model of ageing including upstream
social context factors and downstream social support factors of social networks. Their

results supported the importance of context in determining social network, which was a
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significant predictor of perceived loneliness and social support. Their application of an
ecological model was deemed effective in assessing social integration of seniors from
multiple levels. The current research will aim to discuss contributing factors at various
levels of influence in order to better understand the context and improve personal

relationships in long-term care.

Literature Review

The following literature review will explore the role of personal relationships in
resident quality of life using an ecological framework. The quality of a resident’s
personal relationships is connected to an array of interconnected individual and
environmental factors. The following literature review will first highlight overarching
constructs pertinent to residents’ social engagement in long-term care. Subsequently, the
review will address the influences of various factors influencing residents’ personal
relationships.

A literature review of quality of life in long-term care is beyond the scope of the
current thesis; however, literature surrounding the conceptualization of resident quality of
life is a critical component in understanding the role of personal relationships. Quality of
life is often deemed a highly personal and subjective term (Peters, 2004), particularly
since quality of life within a long-term care setting is generally captured from the resident
perspective, heavily influenced by resident values and perception. As a result, quality of
life can often be viewed as elusive, with resident responses largely contingent on how it
is defined. Consistent themes emerge in quality of life research in long-term care settings
with quality of life generally present when residents experience autonomy, connection to

others, purpose, as well as comfort and safety (Fancey et al., 2012; Kane, 2001, 2003).
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The overarching Care and Construction project (Keefe et al., 2012) initially
conceptualized quality of life with five key components including home likeness,
meaningful relationships and activities, resident autonomy and affect.

Activities and meal times are components of quality of life that theoretically
contribute to social engagement of residents. Activities provide an outlet for residents to
be social as events are generally group-based exercises, creative outlets, musical events
and spiritual gatherings. Meal times exert a momentous influence on residents’
experiences of daily quality of life, and are most often in a shared space with other
residents, providing the opportunity for social engagement, particularly if residents do not
participate in other organized activities. Food is central to social experiences across the
lifespan, across cultures; and food enjoyment remains a significant predictor of resident
quality of life in long-term care (Burack, Weiner, Reinhardt, & Annunziato, 2012). The
quality of mealtimes and ambiance of a dining space are characteristically different in
newer facilities, where central kitchens may be accessible, or where residents have fewer
residents with whom to share the experience. The features related to dining in different
styles of facilities could serve to normalize meal-times for residents, allowing residents to
enjoy the experience, and interact with others.

Autonomy is an ever-important and complex factor in residents’ quality of life;
with increased consideration in recent decades. Autonomy is one of the core values
behind the culture change toward a more person-centered approach (Weiner & Ronch,
2003). Autonomy in care settings has various moral, legal and care related definitions and
implications. Conceptually, a sense of autonomy allows a resident to live authentically in

the ways in which they desire (Boyle, 2008). Many care setting definitions of autonomy
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capture the balance between resident choice, and a caregiver’s duty to enhance health.
Autonomy contributes to overall wellbeing and diminished distress in care environments
(Kasser, & Rowe, 1999).

Although little is specifically known about the development of relationships in
long-term care, research has recognized relationships as an essential component of the
resident experience (Wilson & Davies, 2009). Grau, Chandler and Saunders (1995)
stressed the importance of personal relationships when they discovered that residents had
a tendency to describe their quality of life in terms of their relationships with staff, and
family, with good relationships indicating a higher quality. This resident tendency
demonstrates the relevance of personal relationships in definitions of quality of life. Few
studies emerged in their review of relationship literature in long term care. Although
relationships have been identified as integral to the experience of long-term care, from a
practical standpoint, little is known about how to foster these bonds in this environment
(Dewing, 2004). Research surrounding quality of life in nursing homes is vast and
growing; the present literature review will review literature pertaining to the interpersonal

components of resident quality of life.

Relationships in Long-term Care
The value placed on relationships makes it important to consider the presence and
nature of relationships experienced by residents in long-term care settings. An interesting
research study by Macinko and Starfield (2001) identified three types of relationships.
These types included 'pragmatic relationships' which are instrumental and care-driven,
‘personal and responsive relationships' which are more engaging and personalized to the

needs of the resident and 'reciprocal relationships' which focus on the value of reciprocity
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between residents, staff and family members. Their research suggested that reciprocal
relationships are fundamental in creating a sense of community within the facility. As
such, the ability to contribute to relationships in a reciprocal manner contributes to a
sense of duty and quality of life. Interactions with residents living in long-term care are
not unidirectional in nature. On the contrary, residents may provide advice, sit on
committees, make staff feel valued, serve as family kin keepers, as family historians
among an array of other possible contributions. The illusion of unidirectional exchanges
in care environments is due to the challenge in both recognizing and attributing value to
these contributions. However, it is important to note that not all residents have the chance
or ability to engage meaningfully. Regrettably, opportunities to engage and contribute are
not always accessible, reasonable or feasible for residents in long-term care. Staffing
approach, recreational scope, physical space, equipment and facility ideologies can
influence the degree to which residents can engage meaningfully and feel valued.
Important relationships that emerge in the lives of residents include resident-staff
relationships, resident-family relationships and resident-resident relationships. The
following sections will identify relevant research corresponding to each of these dyads.
Resident-staff relationships. Of the relationship research in long-term care, the
majority of the existing literature focuses on the impact of resident-staff relationships,
particularly the emotional component of care routines while supporting residents’ needs
(Wilson & Davies, 2009). Emotional aspects of care are seen as integral to the caregiving
relationship. Wilson and Davies (2009) identify care approach as an important
component affecting social engagement within the long-term care facility. When asked

what is relevant to their experiences in care homes, the impact of interpersonal

12
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interactions in the delivery of care was identified as highly valued. Some research has
suggested residents feel disappointed with their staff relationships if they frequently
experience a lack of reliability (following up on care-related agreements), which makes it
challenging to foster close bonds (Slettebo, 2008) As such, quality of life indicators such
as staff responsiveness and staff bonding are central to residents’ social experiences
within the nursing home.

Slettebo (2008) produced a succinct article about the lived experience of
residents in long-term care. Appropriately named “safe, but lonely”, the article sheds
light on the positive benefits and features of living in a nursing home, namely: autonomy,
security, respect and care. These positive factors are juxtaposed against a pervasive sense
of loneliness within these environments: “the greatest difference between what residents
wanted and what they experienced concerned the opportunities they had for close social
relationships” (Slettebo, 2008, pg. 22). Core areas for improvement that emerged from
this research included increasing the reliability of care staff, as well as increasing their
scope to include the social needs of residents. In reflecting on lack of companionship,
“Every respondent agreed that the failure to address the social needs of residents, made
the days very long, lonely and boring” (Slettebo, 2008, pg. 23). In theory, it can be
anticipated that the more consistent staffing approach within new models of care would
facilitate greater familiarity with staff members, encouraging a greater degree of
closeness and opportunities for social engagement. Although familiarity of staff is
beneficial in terms of resident preferences and care routines, more interactions with fewer
staff members could reasonably increase the social experience of residents in long-term

care environments.

13
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The development of reciprocal relationships between residents and staff is critical
in establishing trust and community (Davies, 2001a). Residents contribute to interactions
by exchanging personal information, providing advice, or helping with the provision of
their care, which has been coined as 'care-as-relating' (Bowers, Fibich, & Jacobson 2001).
Providing a context to share one’s life and understand one another is important for
reciprocity to take place. Grasser (1996) and Bowers, Fibich, and Jacobson (2001)
recognized the need for residents to share their past identities, and receive care in a
manner that supports these identities. Genuine reciprocity occurs when staff members
participate in relating personally with residents. Interactions are contingent on the
contributions of participants in the personal relationship and “have the potential to
generate high-quality relationships, although this only will occur under certain
circumstances” (Cropanzano & Mitchell, 2005, pg. 875). Sharing of personal information
often enables the resident to feel like an equal stakeholder and participant in the personal
exchange (Bowers, Fibich, & Jacobson 2001; Davies, 2001a).

Wilde et al. (1995) found that residents in long-term care appreciate the
interpersonal components of care. Research has identified these staff members as ones
that pay attention to the small individual details of care (Gjergberg, 1995; Jackson, 1997)
while maintaining a positive, compassionate attitude (Deutschmann, 2001; Rantz,
Zwygart-Stauffacher, 1999). The successful development of positive relationships within
long-term care settings can improve the sense of community for residents, but also staff
(Wilson, Davies, & Nolan, 2009). Long-term care environments with increased staff

commitment, and satisfaction have been found to improve resident quality of life (Boldy,
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Chou, & Lee, 2004); however, the overarching Care and Construction study did not
support this finding (Keefe et al., 2012).

Staff and family members play a critical role in recognizing the resident as a
person of value and worth. Family members appreciate staff members that deliver care in
a manner that is compatible with valuing the resident (Duncan & Morgan, 1994;
Hertzberg, Ekman & Axelsson, 2001). Seddon, Jones and Boyle (2002) claim that
positive care interactions that depict valuing one another are based on mutual respect and
shared positive experience. Family and staff recognize that quality health and social care
requires recognizing residents as individuals with various personalities, preferences and
care needs (Reed, 1992).

Resident-family relationships. Family members seek relationships in which staff
value the resident's knowledge but also the family members’ involvement in the care
(Duncan & Morgan 1994). The positive outcomes of this triad include increasing the
resident’s sense of worth (Kellet, 1998), enabling family to negotiate their role, and
maintaining family contribution to care (Seddon, Jones & Boyle, 2002). Although
continued family involvement can be beneficial to both parties; the maintenance of
family relationships through visitations significantly improves resident morale (Harel,
1981). In these visits, family members saw their duty as “maintaining their relative’s
dignity and sense of identity” (Harel, 1981, pg. 94). Family and/or friend visitations have
been shown to maintain key relationships while linking residents to their communities, in
turn promoting resident quality of life (Cook, 2006). Within the first year of transition to
long-term care, family members of residents in long-term care strive to maintain

consistency in their relationships (Gladstone, Dupuis & Wexler, 2006). Residents may
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feel unable to engage in that they perceive to be meaningful ways, or that these
interactions are perceived as valuable in comparison to their past family contributions
(Keefe & Fancey, 1999). Gladstone, Dupuis and Wexler (2006) examined visitation
patterns and concluded that women tend to visit more than men and families exhibit a
slight decline in visitation over time while living nearby, being Caucasian, and having a
relative without cognitive impairment were factors that influenced the frequency of visits.
Resident-resident relationships. A dearth of studies examined the relationships
of resident-resident relationships in long-term care (Wilson & Davies, 2009). It seems
the connections between residents are often overlooked. Living within in the same
nursing home does not necessitate friendships development amongst residents, as
residents living within nursing homes may have very different outlooks and backgrounds
(Abbott et al., 2000). Although these relationships are significant, they don’t appear to be
reaching their full potential within the nursing home setting (Mattiason & Anderson,
1997). Werner (2008) identified stigma as a barrier in the development of relationships of
residents with persons with dementia. The perception of dangerousness increased
discrimination and avoidance, whereas pity decreased avoidance. Decreasing avoidance
did not necessarily result in friendships; it resulted in neutral interactions, or the absence
of discrimination. The progression of dementia can present challenges in
communication as well as associated personality changes (e.g. apathy or mistrust) that
may further strain relationship development (Andrew, 2010). There is a lack of research
outlining the development of resident-resident relationships; the existing literature on

resident-resident relationships describes ‘missed opportunities’ for residents to make
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meaningful connections with one another in long term care environments (Mattiason &

Anderson, 1997).

Social Factors’ Influence on Health

The context of growing older introduces challenges for social networks. The
influence of lowered social support on health outcomes has been referred to as social
vulnerability. Andrew (2010) provides a conceptual overview of social vulnerability in
old age ranging from individual to more group-based concepts including social supports,
social networks, social engagement, social capital, social cohesion, social isolation, and
social vulnerability. The article draws attention to the immense, and complex impact of
social factors on health outcomes. The overview also draws attention to the relevance of
community-level variables and their influence on health.

One such variable is social capital, a broad social term with a variety of
definitions and measurements. Social capital has been linked to positive health status in
both epidemiological and in-depth qualitative studies (Baum & Ziersch, 2003). The social
capital review conducted by Baum and Ziersch (2003) concluded that the notion of
Putnam’s ‘community’ is central to fostering social capital. Community was defined as a
sense of belonging, with each member understood to have the duty to care for another,
sharing a common goal. Macinko and Starfield (2001) adopt Durkheim’s approach to
social capital, which emphasizes the relevance of ‘group life’ in boosting one’s sense of
purpose.

Individual level social capital was defined in a Finnish study by items such as
religious participation, trust and having a helpful friend (Hyyppa & Maki, 2001).

Previous research has also suggested that the influence of social capital may differ by
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living situation (Andrew, 2005), which supports the exploration of similar constructs in
various settings; which could be particularly different with the presence of care provision.

Social factors have an immense influence on longevity and mortality risk which
has been illustrated through several noteworthy community-based studies (Andrew,
2010). One such example is the Terman Life-Cycle Study, a longitudinal study that
began in 1922, which completed final series of interviews with the surviving cohort in
1986 and showed that a larger quantity and higher quality of interactions within social
networks was predictive of lowered mortality risk (Tucker, Schwartz, Clark & Friedman,
1999). Extracting from these community findings, these results shed light on the impact
that positive relationships can have in the lives of long-term care residents. These
community studies demonstrated that richer networks and social connectedness led to
lower mortality (i.e. better survival) at follow up than non-socially integrated
counterparts. Research demonstrating the integral influence of personal relationships, and
contributing factors to relationships in long-term care environments is sparse which is
unfortunate, considering the frailer characteristics of residents who could benefit from
such bonds. Residing in a care setting may have tremendous mediating influence on the
role of personal relationships.

Keating (2009) demonstrates the how frailty of older adults can have mediating
influences on their social capital (as measured by features of their care networks).
Greater frailty or care needs of seniors were affiliated with an increased concentration of
family members in care networks, generally including a smaller number of close kin.
Spouses and adult children were identified as the most likely caregivers to maintain

intimate relationships while younger diverse networks provided the least amounts of care.
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Frail older adults found to mediate the contributions of family caregiving roles and
formal care. Although Keating (2009) demonstrates how frailty and social networks
intersect, the observed sample resided in the community, and many participants were not
accessing formal care services, suggesting a lower level of frailty as compared to nursing
home residents, where staff would presumably assume formal care in turn reducing the
care duties of informal care networks despite maintaining the emotional components of
care.

The following component of the literature review will reflect upon individual
resident characteristics, domains of quality of life and environmental factors of residents

in long-term care, and how these factors may influence their personal relationships.

Individual Factors Influencing Relationships

Age. Although most residents in long-term care comprise the proportion of the
aged population termed the ‘oldest old’, aged 85 and older (McGregor & Ronald, 2011),
residents’ chronological age may influence engagement in personal relationships. Very
limited literature described the interaction of age and relationships within long-term care
environments. It is important to note that chronological age may be confounded by the
presence of cohort effects. As such, age will be included as an exploratory variable and
address an existing gap in the literature regarding how chronological age affects resident

relationships.

Gender. Gender may play a unique role in personal relationships in long-term care.
Research suggests men may struggle to adapt within the long-term care environment due
to a series of factors, including emphasis on the group rather than on the individual, the
expectation of conformity, and the presence of a hierarchy between residents and staff. In
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addition, many activities may feel foreign to men as they are not related to their leisure
interests and work experiences. These boundaries may make it challenging for men to
develop relationships within a long-term care setting; particularly male friendships, as

men are a minority within long-term care (Moss & Moss, 2007).

The influence of gender on residents’ health emerged in a study by Sund-Levander,
Grodzinsky, and Wahren (2007), which predicted factors of survival in residents in care
facilities over a period of three years. Although age, functional and cognitive impairment
were predictors of mortality irrespective of gender, their results suggested gender-specific
techniques can be used to promote the health of residents in care settings. For women,
emphasis was placed on improvement of activities of daily living and nutrition. For men,
particular attention was given to mental health and coping, particularly anxiety
prevention. These results highlight the relevance of including a variable such as gender,
as this factor may have particular importance in the perception, maintenance and
development of personal relationships within long-term care settings.

Relationship status. The relationship status of frail elderly has been shown to
influence access to healthcare, utilization and health outcomes. Iwashyna and Christakis
(2003) sought to understand the mechanisms that regulate this tendency in an American,
hospital-based study of seriously ill seniors. Spouses’ decision making and advocacy
roles within hospital settings were viewed as significant benefits; ones that could be
applicable in long-term care. Research by Korenman, Goldman and Fu (1997) suggests
that widows generally depict lower overall health than their married counterparts. In
terms of long-term care usage, Freedman (1996) suggests the married are less likely to

reside in nursing homes. The effect of divorce and separation on residents’ socio-
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economic status, overall health and family networks requires further research, although it
is plausible that any of these components could diminish residents’ quality of life and
personal relationships. Relationship status may have mediating benefits on residents’
relationships, as this may influence the structure and nature of residents’ social networks

and may consequently result in different degrees of closeness and engagement.

Socio-economic status. Socio-economic status (SES) is “a broad concept that
includes such factors as educational attainment, occupation, income, wealth and
deprivation” (Andrew, 2010, pg. 198). It is often challenging to assess SES within the
senior population as educational opportunities were more limited, and many older women
did not have the opportunity to enter the workforce. In community dwelling seniors, low
SES was associated with greater cognitive decline, while high SES enabled the use of
neural compensation strategies (Czernochowski, Fabiani, & Friedman, 2008). In their
report of guidelines for comprehensive mental health services for older adults in Canada,
MacCourt, Wilson and Tourigny-Rivard (2009) identified a series of individual factors
relating to SES that contributed to social exclusion and limited availability of a social
support network. With the majority of residents in long term care being low-income
women, SES could be a meaningful influence of diminished personal relationships.

Health. Residents’ physical health can have a momentous impact on the
maintenance and development of personal relationships. Residents’ pain has been linked
to changes in social networks and engagement (Cohen, 2004), where lowered mobility
may limit one’s ability to spend time in common areas or to engage in social activities
(Andrew, 2010; Williams, Zimmerman, Sloane, & Reed, 2005). Residents in long-term

care tend to demonstrate greater frailty, being closer to the end of life upon admittance
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(McGregor & Ronald, 2011) which may lead to limited networks comprising of closer
relationships with fewer family members aligned with the socio-emotional selectivity
theory (Carstensen, 1992). Seniors in long-term care face challenges with regard to
mental health and social engagement. The Canadian Institute for Health Information
(CIHI, 2010) sampled nearly 50,000 seniors in long-term care and revealed that 44% of
residents had a diagnosis and/or symptoms of depression. These CIHI data measured the
degree of social engagement of residents in long-term care by using the Index of Social
Engagement (ISE) which integrates the influence of physical and mental functional
abilities on resident’s social engagement. A total of 64% of residents scored a 3 or lower
on the ISE (scale ranges from 0 to 6). Such outcomes depict the low degree of resident
engagement within long-term care settings. Namely, seniors’ declining health and

mobility can create challenges for socially engagement.

Cognitive status. Andrew and Rockwood (2010) have produced a body of research
considering the relationship between cognitive decline and social vulnerability in the
senior population. Social vulnerability, as defined by their scale, was a clinically
significant predictor of lowered cognitive ability as measured by the Mini Mental State
Exam (MMSE). Seeman, Lusignolo, Albert and Berkman (2001) distinguished emotional
social support as a factor supporting improved cognitive function. Such findings
recognize the role of social networks in maintaining health, namely mental health and
cognitive capacity. Previous research on emotional support has also demonstrated that
involvement in social networks improved cognitive function on a series of tests over a
span of nearly eight years (Seeman, Lusignolo, Albert, & Berkman, 2001). Alternatively,

changes in a resident’s cognitive status can greatly influence the engagement of their
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social networks. Declining cognitive status can negatively influence family and friend
visitations, to the point that many report dissatisfaction, discomfort and stress
(McCallion, Toseland & Freeman, 1999; Port et al., 2001). Greater cognitive impairment
has been linked to decreased family visitation (Gladstone, Dupuis, & Wexler, 2010).
Residents’ cognitive status scores may yield interesting discrepancies in personal

relationship outcomes within long-term care.

Environmental Factors Influencing Relationships

Facility design/staffing approach. Facility design and staffing approach have the
capacity to powerfully influence residents’ personal relationships. Appropriately
designed physical space has been shown to boost resident engagement with neighbours,
which led to ensuing health benefits (Lochner, Kawachi, Brennan et al., 2003).New long-
term care facilities in Nova Scotia are adopting a full-scope staffing approach, while
many existing facilities are incorporating aspects of this staffing approach. Full scope
facilities are generally smaller in size with a new design, commonly referred to as
‘neighborhoods’, ‘clusters’ or ‘pods’ which are smaller, self-contained units within the
larger facility. These components generally house approximately 20-30 residents, each
living within single rooms with private baths, cared for by full-scope trained staff
members (staff trained in all aspects of care/daily living).

Another form of neighbourhood design which developed from the Eden

Alternative approach includes ‘The Green House Initiative’ which houses 7-10 residents
in a home-like environment with a common dining and leisure area with universal

workers referred to as “Shahbazim” or “shahbaz” (Bowers & Nolet, 2011; Kane et al.,
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2007). Despite a few Eden Certified facilities in Nova Scotia, the Green House Initiative
more pervasive in the United States.

The full-scope staffing approach expands the continuing care assistants’ scope of
practice within long-term care. In this approach, the same staff member engages in all
aspects of the residents’ care and household including personal care, mobility assistance,
emotional support, food preparation and housekeeping. Full-scope staffing encourages a
client-focused philosophy of care through staffing consistency, enabling and promoting
strong resident-caregiver relationships (Fancey et al., 2012). The emotional components
of care, or staff bonding, and staff responsiveness are indicators of resident quality of life
regardless of physical design. The present research will examine whether the changes in
staffing approach affiliated with new models of care do in fact promote stronger resident-
staff relationships.

Rural versus urban. Another environmental factor of interest is geographic
location of a facility’s and understanding how it influences resident relationships.
Temkin-Greener, Zheng and Mukamel (2011) provide an overview of differences
between rural and urban facilities’ end of life care provision, concluding that individuals
in rural communities may be receiving poorer end of life care. This contrasts Philips et al.
(2004) who identified rural/isolated residents as experiencing higher quality on an array
of measures. In a recent Australian study, Parmenter, Cruickshank and Hussain (2012)
explored the social lives of rural Australian nursing home residents. They discovered that
residents in rural nursing homes were at risk of social isolation as their social networks
shrank considerably. These findings are somewhat unexpected, considering the

widespread assumption that rural communities generally foster close-knit networks.
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Research suggests residing in a rural nursing home may positively influence
resident-family relationships (Ryan & McKenna, 2013). Rural location of nursing home
influenced the degree of anxiety of family members adjusting to resident’s transition to
long-term care. They found that rural family caregivers had a strong sense of familiarity
with the nursing homes in their area, resulting in a more positive transition than in more
urban centers. These findings were linked to the high degree of social capital present in
small rural communities, which may have created heightened familiarity through
proximity and shared experiences. It is important to note the rural findings discussed
above may not be the case in the rural Atlantic Canada context.

In sum, previous research has demonstrated the vast and complex influence of
social engagement on health and cognitive functioning; however, the majority of existing
findings related to social network in late life have been community based. Previous
research points to the ways in which health, cognitive status and gender may influence
the capacity to engage in meaningful relationships. The emphasis to date has been on
relationships between residents and staff, reflecting the importance of reciprocity and
emotional components of care, while research on residents’ family relationships
distinguish factors influencing family visitations, and the transition to a care
environment.

Very little information is known about the factors that enable resident-to-resident
relationship development and maintenance, which could be significant factors in
alleviating the stress of transitioning to a long-term care environment. Even less is
understood about the ways in which environmental factors and new staffing models may

influence resident relationships. The present study sought to alleviate this gap by
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exploring which specific variables contribute to residents’ perceived personal

relationships in long term care environments in Nova Scotia.

Research Questions

The research will assess how various factors contribute to residents’ perceived
personal relationships within long-term care. One can reasonably conclude that
opportunities for personal relationships will influence one’s overall quality of life,
however, it is important to understand the individual and aggregate contributions of the
variables influencing residents’ relationships. The research questions are:

1. Applying a human ecological perspective, to what extent do resident characteristics
such as age, gender, relationship status, education level, health and cognitive status,
domains of quality of life, and facility design/location contribute to Nova Scotian long-
term care residents’ personal relationships?

It is hypothesized that the individual factors of age, gender, relationship status,
education level, health and cognitive status will influence residents’ personal
relationships. Other quality of life domains are anticipated to be highly interrelated to
residents’ relationships, as most quality of life domains are internally consistent and
highly contingent on one another. However, it is anticipated that overarching
environmental factors, such as facility design and location, will exert a more powerful

influence on the extent to which individual factors contribute.

26



Long-term Care Residents’ Personal Relationships

Methodology

Procedure

Overarching study. The present research will use secondary data, collected as part of
‘Care and Construction: Assessing differences in nursing home models of care on
resident’s quality of life’ (MSVU Ethics #2011-055). The project, funded through
CIHR’s Partnerships in Health Systems Improvement program, surveyed more than 300
nursing home residents, almost 400 family members and over 800 staff members on
factors affecting resident quality of life within three different types of nursing homes and
conducted six case studies at multiple points in time (for more information visit
www.msvu.ca/nsca). The present research will involve a secondary analysis of the
resident survey data.

Recruitment. The recruitment of participants and survey data collection for the

Care and Construction project took place from May to August of 2012. A total of 23
nursing home facilities in Nova Scotia were purposively sampled (by facility type) to
participate in the resident survey component of the research project. A letter was
delivered to residents, explaining the purpose of the research project, as well as details
pertaining to participation (Appendix A). The Care and Construction project manager
was in contact with the sites to arrange a time for a research assistant to visit the facility
for recruitment and data collection. Residents were invited to information sessions
presented by research assistants visiting the facility. The information session provided an
opportunity for residents and staff to learn about the project, ask questions, and express

interest in participating. The research assistant arranged to meet individually with
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interested residents. The resident was given a detailed overview of the project, and chose
whether or not they wished to participate.

Informed consent. Residents interested in taking part would complete informed
consent by answering a series of questions to ensure thorough comprehension of the
research process (e.g. “What is the purpose of this research?”, “What do you do if you do
not wish to answer a question?”). The research assistants conducting the surveys were
trained in using best judgment to assess whether or not residents were capable of
consenting. If residents were deemed unable to provide informed consent, they were
thanked for their interest and told they could not participate. If the residents were able to
provide informed consent, they would either sign or verbally grant informed consent,
which was digitally recorded and filed by the Project Manager. If complications arose
due to communication challenges, the research assistants did everything in their capacity
to enable a resident to participate (i.e. typing, pointing at letters) however, a proxy was
not used if residents were unable to communicate clearly enough to confirm an
understanding of consent. Once informed consent was confirmed, the survey process
began with a research assistant administering the survey with residents. The survey
process was approximately one hour in duration with a mean of 55.73 minutes (SD=20),
but varied considerably ranging from 15 minutes to 170 minutes (2 hours, 50 minutes).
After completing the survey, residents were debriefed, and thanked for their participation.

Ethical considerations and safeguards. The only risk to participating was that
some questions might be upsetting. Residents were not required to respond to any
questions with which they felt uncomfortable. Residents were reassured that they could

withdraw from the research process at any time if any questions evoked emotional
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disturbances. In the case of upset participants, research assistants engaged in active
empathetic listening, and asked if the participant wanted a break or to cease participation.
If participants seemed distressed after participating, the research assistants asked if the
resident required any further assistance. If deemed necessary, the research assistant
notified a staff member if the resident was upset; however, no information regarding the
interview was shared due to confidentiality. In accordance with the MSVU Ethics
Certificate, any suspected instances of abuse were reported to the Care and Construction
project manager and Principal Investigator.

The signed consent forms were separated from the survey component, and
participants were codified when placed into the data set. The secondary data set provided
for the present research project was void of identifying data. The bias of the researcher, a
research assistant for the Care and Construction project, was mitigated as best as
possible. Although the collection of data inspired further exploration of the topic at hand,
the research question was developed independently of the project, through consultation
with related literature and thesis committee. In fact, the exposure to the long-term care
environments and the familiarity with the survey tools were valuable assets in

interpreting the survey data and subsequent results.

Sample
Criteria for inclusion in the study included living within the participating long-
term care facility for a minimum of 1 month, and the capacity to functionally
communicate in English. Residents were not excluded on the basis of their cognitive
status, provided they had the capacity to provide informed consent. Resident

demographics demonstrated in Figure 2 represent the sample’s composition of gender,
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age, relationship status, education level and duration of time in long-term care,
respectively. Very few of the cases had missing data on these key demographic variables

(missing data ranged from 0 to 5 cases on these variables).
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Figure 2. The percentage of residents in each subcategory of demographic variables.

A total of 319 long-term care residents participated in the survey; comprising of
231 (72.5%) women and 88 (27.5%) men. The mean age of respondents is estimated at
78 years with a standard deviation of 15 years due to the categorization of age. The
sample did not exclude participants on the basis of age. The typical resident who
participated was a female widow, approximately 78 years of age, with at least a high
school education who had lived in the facility for more than one year.

Residents’ health measures were calculated prior to the multiple imputations (the
technique used to address the missing data), which means the values reported reflect the
true values in the current sample. Residents’ average score on the EQS5D Health index
was .60 with a range of .38 to 1 with 1 being highest self-reported health (n=309). The

average score on the Mini Mental State Exam cognitive assessment was 23.9, which

30



Long-term Care Residents’ Personal Relationships

corresponds to ‘mild dementia’ (n= 298). Although the scores ranged from 10 to a perfect
score of 30, it is important to note the current average Mini Mental score is higher than
would be anticipated in the long-term care population. This higher than average mean
score could be explained by the informed consent process which would have eliminated
residents that were not able to provide informed consent, thus sampling residents with

greater cognitive capacity.

Measures

The data were collected through structured survey questions including closed and
open-ended questions (see Appendix B). The InterRAI Self Report Quality of Life
assessment covers an array of domains including privacy, food, safety, comfort,
autonomy, respect, staff responsiveness, staff bonding, activity and relationships. Answer
cards with response options were provided to assist residents with closed-ended questions
in the InterRAI Self-Report Nursing Home Quality of Life Survey (e.g., never, rarely,
sometimes, most of the time, always, I don’t know, prefer not to answer).

Dependent variable: personal relationships. The dependent variable of the present
research is the personal relationship domain of the InterRAI Self Report Quality of Life
assessment, including the following items:

a. Another resident here is my close friend.

b. I have people who want to do things together with me.

c. People ask for my help or advice.
d. I play an important role in people’s lives.
e. | have opportunities for affection or romance.
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A composite variable, “personal relationships”, was created by taking a mean of
the 5 items from the InterRAI Personal Relationships Domain (Appendix B). Cronbach’s
Alpha scale reliability coefficient for internal consistency was respectable at a=.763. A
reliability analysis of the alpha values if any of the above items were deleted
demonstrated that the current alpha of the whole scale was highest, as such, no items
were removed from the scale. A higher score on the composite variable indicates more
positive responses to the above items, a positive quality of life factor. For the purposes of
this study, the dependent variable, personal relationships, is defined with the content of
the items in the relationship domain. The variable encompasses the presence of a friend,
the presence of individuals with whom one can do activities, feeling needed or useful to
others, feeling important in the lives of others, and having opportunities for affection or
romance.

Other theoretically related quality of life domains included comfort and
autonomy, food, activities, staff responsiveness and staff bonding. The items comprising
these quality of life domains can also be found in Appendix B. Comfort and autonomy
were viewed as personal items that measure the degree of ease in one’s environment and
the independence to do as one pleases. Food and activities were considered social
domains which comprise of daily activities generally spent with other residents,
considered opportunities to socially engage. Finally, the staffing domains of the InterRAI
quality of life were selected as indicators of perceived warmth and skills of staff

members.

32



Long-term Care Residents’ Personal Relationships

Individual factors. The following individual factors were included in the analysis as
anticipated predictors of residents’ personal relationship scores: age, gender, relationship
status, education, health, cognitive status, and duration of stay.

Age. There were 8 response options for ages that were collapsed into 3 categories:
under age 65, 65 to 84, and 85 and older.

Gender. Gender was coded as a dichotomous variable, male and female.

Relationship status. Relationship status was recoded into three categories: widowed,
common law/married, and single (divorced/separated and never married).

Education. Residents’ educational attainment was used an indication of SES. Level
of education was collapsed from six response categories into three: no high school (8th
grade or less), high school or some high school/GED and any attainment of higher
education.

Health. Residents’ health was measured by the standardized EQ-5D Health Scale.
This tool contains the EQ-5D descriptive system, which includes 5 health-related
dimensions: mobility, self-care, usual activities, pain/discomfort and anxiety/depression.
Each dimension has 3 closed response options: no problems, some problems, severe
problems. Residents then indicated (with the aid of a visual analogue scale) their current
perceived state of health on a scale of 0 to 100. EQ-5D descriptive system and the EQ
visual analogue scale can be referred to in Appendix B.

Cognitive status. Residents’ cognitive status was assessed using the Mini Mental
State Examination (MMSE). This standardized tool is used to measure cognitive
impairment and allocates points for correct responses, up to a possible total score of 30

(Appendix C). The tool was developed by Folstein (1975) and assesses items such as
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orientation to time and place, registration, attention and calculation, recall, language,
repetition and complex demands (Folstein, Folstein, & McHugh, 1975). Residents were
not excluded from the research process on the basis of their MMSE score.

Duration of stay. Duration of stay was a dichotomous variable, categorized as either
living in the long-term care facility more or less than one year.

Environmental factors. Environmental factors included larger systems of influence
in the resident’s life such as facility type (encompassing physical design and care
approach), and category of geographic location.

Facility type. Facility type was categorized and defined by the overarching Care and
Construction project. The resident data is nested by this environmental variable. The
factor encompasses components of both care provision and facility design.

Model A. Model A nursing homes incorporate the “neighbourhood” physical
design (small groupings of residents in self-contained units within larger
facilities) with a full-scope staffing model. Within the full scope staffing model,
care staff are to be involved in all aspects of resident care (e.g., personal care,
food preparation, housekeeping), and staff work in one “neighbourhood”.

Model B. Model B nursing homes incorporate the “neighbourhood” physical
design (small groupings of residents in self-contained units within larger
facilities) with an augmented-traditional staffing model. Within the augmented
traditional staffing model, care staff are to be involved in a wider range aspects of
resident care (though they are not involved in food preparation or housekeeping)

and staff typically work in one “neighbourhood”.
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Model C. Model C nursing homes incorporate a traditional physical design, with a
traditional staffing model, whereby staff change assignments and units on a
rotational basis. (Keefe et al., 2012).

Rural versus urban. In order to assess the influence of geographic location in which
the nursing home is located, a dichotomous variable was created to categorize the
facilities as either rural or urban. The 23 facilities were separated by the population size
of their geographic location. In consultation with my thesis supervisor who is also the
lead Investigator of the Care and Construction Project, the facilities were categorized
based on the following rural-urban coding system: rural area (less than 30,000) and urban
population center (30 000 or more). Upon applying this system, a total of 14 nursing
home facilities were rural and 9 were urban. This categorization should be interpreted
carefully, considering the qualitative variability within the categories and the nature of
the Nova Scotian landscape. Population size is merely a single indicator of a community
and does not capture many important components such as density.

Analyses

Missing Data
The dataset, void of identifying data, was provided upon receiving ethics
approval. The data were cleaned, with missing values left blank for the multiple
imputations. The resident survey data had a large proportion of missing data. When the
proportion of missing data exceeds 5%, measures should be taken to account for the
missingness, otherwise analyses can result in reduced power and biased estimates,
particularly if the missing data is not random (Graham, 2009). There are two techniques

for dealing with missing data; multiple imputations were chosen over single imputation
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as it is more flexible in accommodating varying types of analyses (Azur, Stuart,
Frangakis, & Leaf, 2011). Missing data were addressed using multiple imputations which
addresses the uncertainty inherent in having missing data and provided more power than
traditional techniques, such as list-wise deletion or mean imputation (Schafer & Olsen,
1998; Enders, 2010). Multiple imputations were conducted using the MICE package in R
(Buren, & Groothuis-Oudshoorn, 2011; Team, 2010). This process created multiple
‘complete’ datasets, leaving real values and imputing missing values “based on the
observed values for a given individual and the relations observed in the data for other
participants” (Azur, Stuart, Frangakis, & Leaf, 2011).

Methodological guidelines regarding the number of imputed datasets varied, with
initial advisements of 5-10 imputations and recent research suggesting increasing the
number of imputations based on the proportion of missing data in order to improve power
(Graham et al., 2007). As such, a total of 20 imputations were conducted, which means
20 predictions were created for each missing value thereby reducing the uncertainty in
the imputations, reflected in accurate standard errors (Azur, Stuart, Frangakis, & Leaf,
2011). Limits and rounding were applied to the imputations in order to only have
theoretically plausible values (i.e. MMSE score should not exceed the maximum possible
score of 30).

An important item to note is that the MICE procedures assumed the data were
missing at random; measures were taken to reduce bias in the procedures (Collins et al.,
2001; Schafer, 2003). A predictor matrix was created prior to the imputation, including
items with a minimum of r=.20. It was determined that many of the facility profile

variables were too highly correlated (i.e. room type was encompassed by model).
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The multi-colinearity introduced challenges in the imputation, and thus certain
facility level variables were excluded. The researcher manually ensured that every
variable placed in the model had at least another variable capable of predicting it. In
addition, many facility profile variables did not have any variability and thus did not
bring further explanatory value to the model. In the predictor matrix, the individual
facility code variable was assigned a value, which categorized this variable as an
identifier (i.e. how the dataset was nested). Statistical tolerance was checked in order to
assess overlap of variables and to remove variables from the predictor matrix. Patterns of
clusters, or, multi variate multi colinearity were assessed and items were manually
removed from the predictor matrix if they were too closely correlated with other
variables. For categorical data that was dummy coded (relationship status, education,
age), one of the variables was set to null to avoid perfect colinearity. As per Azur, Stuart,
Frangakis, and Lead (2011), variables were imputed at the item level as opposed to the
scale level, as there were relatively few items used to construct the scales within the

InterRAL.

Multi-Level Model

It is important to note that the data were nested; residents were categorized by
their facility, which could further be categorized by facility model: A (full-scope), B
(mixed) or C (traditional). One concern of simply using a regression analysis is that the
technique would not account for the nested data (i.e. residents within different types of
nursing homes). As such, a multi-level approach was selected in order to acknowledge
various levels of data or layers of influence. By creating a multi-level model, the analysis

can distinguish the individual as well as aggregate contributions of the predictor variables
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on the outcome variable: resident personal relationships. Multilevel modeling
demonstrates how the individual is ‘nested’ within several layers of influence and
includes these contextual effects as opposed to studying variables in isolation.

The analyses took place in two steps, first, a Pearson correlation to determine the
relationships between individual factors, and second, a multi-level analysis including
environmental factors. This approach allowed more selectivity with the individual
variables included in the multi-level model. Figure 3 below visually represents the

conceptual framework that was developed to guide the multi-level model.

Personal
Relationships

I
I I

Outcome Variable

. Individual Environmental
Levels of Predictors Variables Variables
| |
I I I I
Age, Gender,
. . Education, Health, I
Predictor Variables Relationship Cognition Facility Type Rural/Urban

Status, Stay

Figure 3. The conceptual framework of individual and environmental factors influencing

residents’ personal relationships.

Intra-class correlation is a measurement of how much correlatedness exists in a
hierarchical data set. The intra class correlation was explored in order to assess if a multi-
level model was an appropriate analysis. With an ICC=0.03, only 3% of the variance in

the dependent variable, personal relationships, was between facilities. As such, a multi-
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level model was not appropriate, as the grand majority of variance (97%) in the outcome
variable (personal relationship score) is accounted for exists within facilities. A small
ICC indicates that the variance in the outcome variable stems from individual differences

within facilities as opposed to between groups.

Regression Analysis

An analytical statistical approach to determining the contributions of various
factors on an outcome variable is a regression analysis. A regression analysis was used to
determine what proportion of residents’ personal relationship scores were explained by
individual variables. The assumptions of linearity, homoscedasticity, and normality were
satisfied, however, due to the nested nature of the data by facility, the assumption of
independence was violated (the initial justification for a multi-level model).

Since a multi-level model was not deemed appropriate, other quality of life
domains were included in the regression analysis in order to encompass facility related
features that would impact resident relationships. In order to understand the contributions
of other components of quality of life to residents’ personal relationships within the
facility, related domains were added to the regression analyses. Theoretically related
quality of life domains were included as predictor variables of residents’ relationship
scores. In order to make the analyses more stringent, the InterRAI domains were paired
and categorized in the order in which they were entered in a hierarchical regression

analysis with variables being entered in the following theoretically justified order:
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Block 1: Resident Demographics
Age, Gender, Education, MMSE, EQ-5D, Relationship

Status, Duration of Stay &

Block 2: 'Personal' Quality of Life Domains
Comfort & Autonomy

Block 3: 'Social' Quality of Life Domains
Food & Activities

Block 4: Staff Related Quality of Life Domains
Staff Responsiveness & Staff Bonding

Figure 4. The order of blocks and respective variables entered in the hierarchical

regression analysis.

Qualitative Context

The resident survey concluded with open-ended questions regarding the

influences of physical design and care approach on personal relationships (Appendix B).

In order to achieve greater depth of analyses, the relationships section of the open-ended

survey data were explored in order to provide further context to residents’ responses.

There were not enough qualitative data to perform structured and thorough qualitative

analysis; however, the data was included as it served to complement existing quantitative

analyses. It is important to note the large proportion of missing data in the open-ended

questions of the survey.

Of 319 survey respondents, the proportion of missing data within the qualitative

relationship questions is depicted below in Table 1.
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Table 1:

Qualitative questions by proportion of missing responses

Question: Missing Responses
Thinking about relationships with friends and family... N %
1. What features of the nursing home support those 65 20.4
relationships?
2. What features of the nursing home challenge those 192 60.2
relationships?
3. What features of the way care is provided here support 247 77.4
those relationships with friends and family?
4. What features of the way care is provided here challenge 142 45.5

those relationships?

Table 1 depicts the number of responses missing by question, with the corresponding

proportion of residents per category. Table 2 shows the total number of qualitative

questions answered. Only 34 residents answered all four qualitative questions. Similarly,

31 residents did not provide any responses for the open-ended questions relating to

relationships. The majority of residents (106) answered half of the questions.

Table 2:

Total number and corresponding proportion of qualitative responses

Responses N %

0/4 questions answered 31 9.7
1/4 questions answered 81 25.4
2/4 questions answered 106 33.2
3/4 questions answered 67 21.0
4/4 questions answered 34 10.7
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A one-way ANOVA was conducted to assess whether certain resident
characteristics influenced the likelihood of responding to the open ended questions. Non-
response bias per question and by total questions answered was assessed by facility
location, EQ-5D, MMSE, gender, age, relationship status, education and duration of stay
in facility. In addition, the likelihood of responding was assessed in relation to residents’
overall measures of quality of life and experience within the facility. At p<.05 level of
significance, none of the factors significantly influenced the likelihood of responding to
the open ended questions. The only factor that approached significance was education,
F=2.361 (4, 314) p=.053. Post hoc tests indicated that residents with some form of higher
education were more likely to have answered all four questions.

General qualitative themes were established prior to observing the qualitative
data. The topics were guided by correlation analyses of individual InterRAI items with
the relationship scale. Criteria for inclusion of an item included being significantly
correlated (p<.05) with at least one of the 5 items comprising the relationships scale. A
total of 37 items from the InterRAI emerged as factors significantly correlated with
residents’ relationship scores. The items were then assessed and collapsed based on
overlap of constructs. The overarching themes that emerged were nursing home features,
staff, family/friends, food, activities, autonomy and means of contact. Sub categories
were then established in each of the above themes upon reviewing the data in order to

better capture the nature of comments.
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The responses were open and axial coded in Microsoft Excel, conducting constant
comparison of content and coding. Statements that were completely neutral or irrelevant
were not coded. The frequencies of codes were calculated in order to give a sense of key
topics and common themes. Many comments had multiple codes. The researcher updated
themes while reviewing the data. The overarching main topics were: Nursing Home
Features, Staff, Family/Friends, Food, Activities, Autonomy and Means of Contact.
Within these overarching main topics, there existed up to six sub themes that better
captured the content of comments. For example, Nursing Home Features were further
organized by the following: physical space/design/accessibility; ambiance/homelikeness,
privacy/safety, outdoor space, proximity/geographic location, and noise level/smell.

Summaries of themes by question were conducted, and subsequently collapsed to

be reported at a broader level.
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Results

The present study sought to understand the contributions of personal and facility-
level factors influencing residents’ personal relationship scores. As facility factors did not
significantly contribute to personal relationships, they were not included in further
statistical analyses. InterRAI Quality of Life domains were thus included in order to
capture facility level features to residents’ personal relationships. Table 3 illustrates the
descriptive statistics of the InterRAI Quality of Life domains that were included in the
regression analysis. The outcome variable of interest, personal relationships, yielded the
lowest scores.

Table 3:

Descriptive statistics of InterRAI Quality of Life domains from the resident survey

Domain Mean N
1) Comfort 2.70 216
2) Autonomy 2.99 221
3) Food 2.56 273
4) Activities 2.62 242
5) Staff Responsiveness 2.99 235
6) Staff Bonding 2.78 246
7) Personal Relationships 2.00 206

Note: Missing InterRAI Quality of Life domains: privacy, safety, and respect. Mean values incorporate
imputed data (n=319). N values reflect number of raw data responses. SD cannot be pooled for imputed
data.

Pearson correlations were computed to determine the relationships between the
predictor variables to be placed in the regression analysis. The correlation coefficients
and corresponding significance among predictor variables of personal relationships are

reported below in Table 4. Noteworthy from Table 4 are the intercorrelations between the
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relationship category of being single/separated/divorced and residents’ gender, age and
MMSE score. Gender and being single/divorced/separated were significantly correlated
r=.227, p=0.01. Autonomy and EQ-5D self-reported health were significantly correlated
at .188, while autonomy and comfort are significantly correlated at r=.528, p=0.01.
Activities and food were equally correlated with comfort at r=.447, p=0.01.,
suggesting that these constructs contribute equally to residents’ sense of comfort within
long-term care. In terms of staff-related domains, staff bonding and staff responsiveness
were significantly correlated at r=.556, p=0.01. The InterRAI scale was created to
provide a comprehensive assessment of many important domains contributing to resident
quality of life. In fact, as can be noted in the table, many of the InterRAI Quality of Life
domains are intercorrelated, which demonstrates that conceptually, these indicators of

quality of life are highly related and often contingent on one another.
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Table 4:

Correlation coefficients of predictor variables of personal relationships

Variable 1 2 3 4 5 6 7 8 12 13
1) Age 65-84

2) Age 85+ -.687"

3) Gender 044 -.189™

4)  High School -121° 134" -010

5) Higher Education .022 -053  -060 -.610"

6) MMSE 017  -108  -043  .043 149"

7) EQS5D Index -006  .084 .005 116" -054  -.106

8) Single/Separated -.070  -.353" 2277 -075 .136° .165 -.065

9) Married/CL 1707 -103  .050 -029  .002 -123" 077  -3327

10) Widowed -064 4137 -2547 094 -130° -.063 .004 -.696"

11) Timein Facility =~ .029  -012  -006 -049 .03  .137" -133" -014

12) Comfort 026 021 .001 109 -094 092 146" -.052

13) Autonomy 015 -014 027 .099 -105 072 1887 -.042 528"

14) Food -013 1477 065 .093 -117° -050 156~ -.078 4477 2857
15) Activities .065 -029  .046 074 003 070 152" 053 4477 431"
16) Responsiveness  .012 122" -012 163" -083 .046  .1817 -.128" 5577 481"
17) Staff Bonding .037 033 014 129" -117° 077 100 -.037 559 403"

Correlation is significant at the *p < .05, **p < .001. (2-tailed).

Long-term Care Residents’ Personal Relationships
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Hierarchical Regression

Table 5 depicts the contribution of the predictor variables to the dependent
variable: Personal Relationships. The hierarchical regression demonstrated how each
block contributed to residents’ relationships in long-term care. The first block including
residents’ demographics did not explain any significant amount of variance in residents’
relationship scores (0.6%). The second block including autonomy and comfort was the
most significant predictor, explaining an additional 15.2% of unique variance. Following
this, block three explained a significant 11.4% of variance with the social domains of
activities and food. Although contributing a smaller portion of unique variance, block
four including staff bonding and staff responsiveness was significant, accounting for
3.6% of variance in relationships. Blocks 2, 3 and 4 were statistically significant at the
p<.001 level. The entire regression model accounted for a nearly a third of variability in
residents relationships (30.8%).

The pooling of multiply imputed data presents an increased risk of Type 1 error
(falsely concluding the presence of a significant result); however, it is important to note
that even when considering a more stringent p<.001, the results in Table 5 would still be

statistically significant.
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Table 5:

Summary of hierarchical regression analyses for variables predicting residents’ personal relationships (N=319)

Block 1 Block 2 Block 3 Block 4

Variable SEB B SEB B SEB B SEB B
65 to 84 years 170 -.003 .159 -.021 151 -.145 149 -.168
850r older 190 -.205 179 -.189 170 -.310 .166 -.339
Gender 130 .069 121 041 113 -.002 111 .003
High School 141 136 .130 113 120 .057 119 .051
High School + 162 -.001 .149 .076 .140 .009 .138 .045
MMSE .013 -.017 .013 -.029 .012 -.028 .012 -.030
EQ_5D .218 174 .207 -.098 190 -.193 .187 -.167
Married 172 -.007 161 .001 .150 .088 147 .073
Widowed 152 -.108 142 -.183 134 -.088 132 -.073
Duration of Stay 116 -.095 .108 -.032 .102 -.037 .099 -.063
Comfort 101 433 .107 .199 112 .065
Autonomy .082 228 .078 .099 077 .080
Food .067 110 .068 .079
Activities .070 406 071 332
Responsiveness .086 -.017
Staff Bonding .084 .309
R? adj 0.006 0.158 0.272 0.308

AR? 0.006 0.152 0.114 0.036

F for change in R 1.616 4.676%** 5.829*** 5.306***

Note: Age, relationship status and education were represented with 3 dummy variables, each having one category at 0 as a reference group.
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Qualitative Results
The following themes emerged from the qualitative questions exploring the
influence of nursing home features and care provision on residents’ personal
relationships.

Physical layout. Residents identified many nursing home features that supported their
relationships. The most commonly noted feature was physical layout of the facility,
including size of rooms and common areas, as well accessibility of spaces. These
physical details were mentioned in a total of 60 responses.

Social spaces. Not being confined to one’s room for visitations with multiple people
was helpful. Residents mentioned the usefulness of visitor-specific spaces such as an
overnight room for guests, or spaces that could be booked for functions/gatherings. This
feature pleased many residents, one in particular stated, “They have a family room and if
it's not in use you can book it anytime. They have birthday parties too, they are well set
up for that here.” A number of respondents also alluded to the importance of having
child-friendly spaces for grandchildren and/or other young visitors. This meant not only
having a space for the children to play freely, but also a sense that young guests were
welcome and encouraged to visit. Physical layout served to facilitate contact with staff in
one facility. One resident thought this was beneficial and claimed, “there are chairs in
front of the nursing stations where residents can sit and chat with the staff at the nursing
station.” It is clear that many residents recognize that the physical dynamics of a nursing

home can facilitate or impede daily dialogue.
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The private/shared room debate. The present sample showed mixed sentiments about
having a private room. Residents expressed valid reasons for both living arrangements,
with personal preference varying. Residents who had experienced both room
arrangements exhibited a ‘grass is greener’ complex, with conflicting views on which
living arrangement was best suited to their needs. As such, it would appear that the
answer lies somewhere in between, providing opportunities for both privacy and
companionship.

Appreciating privacy. While common areas were appreciated by many of the
residents, the ability to have a private conversation behind closed doors was also highly
valued, “I like my privacy and I like when people knock first.” The common reaction to
sharing a room was aligned with the following resident’s viewpoint, “it's challenging
having a room-mate & the space not being mine, they're fine people, it's just challenging
to share.” Oddly enough, privacy was also mentioned as too much of a good thing, as
many residents in single rooms expressed wanting an increased sense of community and
shared space.

Craving companionship. Of the residents that mentioned whether they were in a single
room, most commented positively on the privacy, however, a few residents did mention
missing the camaraderie of living with others. Despite the widespread understanding that
private rooms are desirable by improving the comfort of residents and the visitations of
family, there were a few accounts of residents missing the companionship of a roommate.
In one situation where a woman had gone from a shared room to a single, she admitted,
“I sometimes miss having a roommate for company.” When considering the changes in

structure of families, from family trees with multiple children to beanpole families that
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are geographically sparse, the role of fictive kin in social networks may be enhanced in
later life.

Although a rare occurrence (three cases), it is worth mentioning the valued ability
to live with a spouse. Residents no longer residing with their partner expressed feelings
of separation anxiety and concern about the challenges of visitation for the partner
residing in the community. Although facilities were tactful in engaging partners, and
residents were relieved partners were alleviated from physical caregiving duties, the
separation remained challenging for both parties. With the gap between total lifespan of
genders closing and the ensuing shifts in resident demographics, shared living space for
couples with differing care needs may be an important consideration for the admission
processes and development of new facilities.

An open door policy was mentioned as welcoming for those who first arrive at the
long-term care facility, when it can be challenging to make connections. Living in a
congregate living arrangement can be daunting and having this policy is helpful to
familiarize with neighbours. One particularly positive resident shared:

“I'm happy with how things are. | never expected a whole lot out of life. | wish

people could come talk to me one on one if they're hesitant about coming to a

nursing home, not all people know what to expect. One woman came & | put her

under my wing. | try to explain it's like one big family, you walk by people's
doors and wave.”
Design downfalls. Despite predominantly positive reviews, residents identified many
physical features that challenged their relationships. The impact of how physical space

affected socializing was well-articulated by one resident who compared her current
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experience to a previous living arrangement, “I’m alone a lot more here- used to have a
room-mate used to spend more time socializing in the large [room]- now people are too
spread out.” One resident had a particularly detailed account of challenging features:
“Poorly designed - far from my room to the front door - get tired before | get to
the car for a drive with family. Not a friendly building - in old building, living
room was at front entrance - easy to go out - now people don't go out - miles of
hallway. Need an army of volunteers to get folks to activities. Old design was
much more friendly...people would visit more... mealtimes end abruptly, people
go back to their rooms.”
Another resident commented on the accessibility of the facility for those requiring
assistance with doorways, stating, “there aren’t nearly enough handicap buttons” which is
alarming considering the characteristics of the population residing in long-term care.
While most residents appreciated spaces with greater square footage, a few noted that
their space was too large and lacked character.

Ambiance. Residents described a somewhat intangible facility aura that existed over
and above physical layout, which encompassed feelings of warmth and welcome, or
institutional sterility. Many residents appreciated how features such as décor and
furniture contributed to a positive impression of the nursing home. Details pertinent to
facility ambiance also included the general cleanliness and odour of the space, with these
details being particularly relevant to guests’ first impressions.

Having an appropriate noise level made the facility feel more home-like and
comforting for family visits, however, it was clear that the appropriate noise level for one

resident was quite different from another. The sheer presence of others/having a bustling
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environment with many people (e.g., staff, residents, visitors) was described as
comforting and less isolating to some, while anxiety provoking for others.

Stigma. Stigma against nursing homes was mentioned as a hurdle to having family
and friends visit, regardless of facility type. One resident reflected on her lack of guests
and commented, “A lot of friends are inhibited by the idea of a nursing home... don't
want to/visit - they're intimidated.” This sentiment was echoed by one resident missing
home, "A nursing home is never like your home." Not being “home” was a commonly
mentioned theme throughout the qualitative survey component asking about home-
likeness. Another resident claimed the lack of ambiance was a reason for not having more
visitations, “this place is not really an uplifting place, not a nice place to visit so I don't
get many visitors. People like to visit happy places.” More time may be required for
residents and their families to perceive the present culture change within long-term care,
or, the present culture change may require more time to improve the experience of
residents and perceptions of loved ones. It is only then that society can foster more
positive attitudes toward care facilities, improving the experience for those visiting,
working and residing in nursing homes.

Making it ‘home’. Residents appreciated the ability to personalize their rooms to
make it feel more home-like. These details provided a gateway to understanding
residents’ values and interests, creating opportunities for pleasantries with staff and other
residents. Personalizing ones room, or ‘placemaking’, boosted residents’ comfort in the
new space, and also made the space feel less foreign for visitors, thus enhancing the
experience visits (Misiorski, 2003). The ability to have one’s cherished art, furniture,

photographs and ‘knick-knacks’ was also a conversation piece for staff. Placemaking
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often compensated for the dissatisfaction with physical feature of the rooms, highlighting
the values of residents. For example, one wheelchair restricted female resident shared, “it
would be nice if the room was bigger but I'm happy with it & | can put up my pictures &
colored sheets.” This comment illustrates that although the functional design of a nursing
home is fundamental, so too is the ability to inject character into the space in order to
incorporate residents’ personal preferences.

Mapping the facility. The geographical location and proximity of the nursing home
to family and friends was an important factor in the frequency of visitations and the
duration of visits. The location of the nursing home was mentioned 26 times as a factor in
‘what features of the nursing home supported relationships’ in the open-ended questions.
Residents with geographically spread families mentioned that this was a source of
loneliness. The accessibility of parking and public transit were also mentioned as features
important to visitors. On this note, proximity/location of the facility presented a few
struggles for maintaining relationships, particularly ease of access. One resident
commented, “The parking is terrible, they have to hurry to get back to their cars,
sometimes its 12 dollars.” The view from a resident’s window was mentioned; not only
for aesthetic appeal, but for engagement with outside life (one resident was pleased that
people would wave to her). Having a connection to the outdoors, especially an accessible
outdoor space for visitation was considered important.

Outings. Despite having relatively positive attitudes toward their nursing home,
residents were grateful for opportunities to leave the facility. Whether outings were
organized by the facility, or with family/friends, residents were pleased to have a change

of pace and environment. Outings did not necessarily have to be specific activities or
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destinations, as qualitative responses suggested the ability to go for a leisurely walk or
drive were equally valued. Being able to leave the nursing home environment was
refreshing for resident morale, provided opportunities for participating in the community,
as well as bonding time outside of the facility. On a similar note, a sense of autonomy
was mentioned in conjunction with several outing responses. As such, the relative ability
to ‘do what you want, when you want’ within, and outside the facility was important in
allowing residents to have the spontaneity and independence to maintain personal
relationships when and where and in the ways in which they desired.

Technological connection. Technology was mentioned as a facilitator for keeping in
touch, primarily having a phone in one’s room to make calls in private, mentioned in 31
interviews. Some computer-savvy residents were grateful to have access to a communal
computer and Internet to keep in touch with family and friends. Younger residents were
more likely to have their own personal computer. One younger resident was alarmed that
a wireless Internet connection was not provided to residents. The nursing home
administrator was taken back by the request, indicating that a communal computer was
available for all residents to share. Such accommodations may have sufficed with
previous generations in long-term care facilities, but looking forward at the lifestyle of
incoming residents (i.e. expectations of the baby boomers), further infrastructure to
support technological connectivity will need to be a top priority.

Home-likeness. At any stage in the lifespan, meals are an important component of
quality of life, and intrinsically connected to socializing. Residents appreciated having
other residents’ company during meals, particularly if the seating was arranged, allowing

familiarization and relationship development with table-mates. Residents in facilities
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with access to a kitchen were very grateful for this feature, and most recognized it was
not common practice elsewhere. The positive commentary around mealtime showed how
meals in long-term care facilities can be normalized, moving away from the more
institutionalized, medical model. This feature contributes to a sense of home, with one
resident stating, “I like having access to the kitchen. Freedom to make food, it's just like
home.” Whether residents loved or despised the quality of food within the facility, it was
apparent that meals were a social time that brought structure to the day. The ability to
bring in favorite foods and snacks was a positive feature, especially in the case of
visitors. Residents appreciated when visitors were offered light refreshments as the
residents would offer within their own homes. In addition to light snacks, a few residents
were delighted by the option to purchase tickets to have guests join for meals. This
enabled the joy of sharing a meal with family, without the burden of coordinating an
outing.

The family balance. In addition to meals, residents were pleased that family and
friends were encouraged to join in facility events and functions such as weekly music
events. Having things to do and places to go was important for family visits, particularly
with children. Pets were mentioned as a feature that made the facility more home-like and
provided a sense of unity in the facility; something to look forward to as well as
conversation when guests came to visit.

Residents felt as though living in the facility relieved stress from their family
members, which improved the quality of their relationships, “They don't have anything to
worry about they know I'm well looked after.” Although most residents felt a sense of

relief that they had care staff taking responsibility from their family/friend caregivers, a
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few residents appreciated having staff supporting family members to provide care. “They
let [husband] help, the care they give here makes him happy he couldn't lift me, he would
need extra help. They're very special to him, that's part of him visiting that's ‘cause he
feels welcome.”

Family members appeared to play the role of mediators in advocating for care,
especially when many of the residents were not comfortable with these types of
conversations, “no, [daughter] talks to them, I don't complain much.” If the relationship
between the family members and staff was not a positive one, this may present stress for
visitations or limit their occurrence, “staff relations - my children are not comfortable
with some of the staff.” The hesitancy to complain was apparent with both qualitative
questions alluding to shortcomings in the facility or staff care provision, with residents
tactfully prefacing complaints, or apologizing for their views.

One challenge beyond the scope of the facility was the residents’ families’ schedules.
Many residents wished family could not only visit more frequently, but also stay longer.
It seemed many residents struggled to find a balance between feeling lonely in the
facility, and resisting asking for companionship out of fear of being burdensome.

The power of policies. Nursing home regulations and/or specific facility rules were
another feature that helped or hindered residents’ relationships. For example, while
overarching provincial policies govern certain components of care provision, facilities
often have their own policies governing volunteering and visitation.

Limited visiting hours was mentioned as an obstacle in one facility, “[there are] only
certain hours for visitation - close down early in the evening — [my] children all work

during the day.” In another facility, one resident complimented the flexibility of visiting
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hours, stating, “My family can come in whenever they want.” Another resident expressed
chagrin about how the facility handled a romantic relationship claiming, “[significant
other] unfortunately can't stay later than midnight, we watch movies together & fall
asleep & they wake us up. I just want to wake up in their arms and fall asleep in them too.
They can only come in at 9:30 in the morning.” Experiencing explicit rules monitoring or
limiting exchanges resulted in a lack of autonomy and clearly affects the opportunities to
interact with loved ones.

Although one resident’s frustration alludes to measures taken to protect the health of
residents, it can be understood how these safety regulations would be frustrating and
hinder the maintenance of relationships, “Restrictions, wing was locked down for 30 days
during flu - no guests allowed - not even family.” One resident could not articulate an
example about how living within the nursing home challenged relationships but simply
stated, “nothing other than the fact that it's an institution”.

The hierarchy within the nursing home was a point of contention for one resident,
alluding to disorganization and a lack of consistency as well as fear of punition, “the
floors don't agree on what to do, and they're scared the ‘head lady’ finds out.” Policies
and rules were frustrating barriers to living the life residents desired, simple items like
when to go to sleep and rise were important details to residents, “there are a few that are
sticks in the mud, a month ago | wanted to go to bed at 12:45 after [television show] but
they wouldn't let me. It's not what I'm doing, it's out of principle.” Although facility
policies are most often implemented for efficiency and safety, the impact on residents’
autonomy and quality of life should be considered in the development of and how they

are implemented.
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The influence of illness and frailty. Relationships were also challenged by the
influence of illness and frailty. The passing of family members, friends, and even fellow
residents was one component of residents’ limited social networks. The other struggle
was the cognitive ability of other residents. The presence of residents with dementia
introduced communication challenges, and discomfort related to invasion of privacy. One
resident expressed a desire for separate quarters, “I have to close my door due to
wanderers- makes me more closed off- | wish they would separate wanderers.”

As can be anticipated, residents’ perceptions of loss of autonomy were frustrating
for relationship maintenance, particularly in the face of frailty and/or physical disability.
Residents that mentioned these details were still coping with the loss of autonomy. For
example, the fear of falling led to a decreased willingness to venture out to common
areas, resulting in feelings of seclusion. One major theme linked to autonomy was the
inability to drive, which was mentioned multiple times. Aside from the desire to drive,
the topic of transportation was raised with residents desiring improved accessible transit
options in order to visit family and friends with greater ease.

Staff character. Staff were mentioned as integral facilitators of, and participants in,
residents’ relationships. By far the most important theme about care provision was the
character of staff, mentioned a total of 69 times. This theme encompassed staff warmth,
personality, flexibility, a sense of humour and general rapport. The theme was often
present with another: staff actively facilitating friendship/relationship contact for
residents, mentioned 15 times. For example, during data collection, the research assistant
witnessed a CCA dropping in to clarify if the resident was going to the movies and called

his friend for him to arrange the plans. Staff played the role of hosts as well, “staff are
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very friendly to the guests, they're invited for tea or lunch, very nice, get to know her
friends.” Residents were at ease to know that staff would greet their visitors and guide
them to the room. While it was important to have personable staff, it was equally
important for staff to know when to provide privacy, “they respect privacy when they
[family] visit. Very welcoming and friendly to family and friends. They know who my
friends and family are.”

It seemed many staff members put particular attention into making sure residents
were ready for visitors, encouraging residents to socialize, facilitating when possible. One
resident shared, “If I have to go out anywhere they help me get ready for when my
daughter gets here so she doesn't have to do it. They get my pills and get me dressed.”
Staff were flexible in accommodating care routines in order to enable residents to
socialize, noted by one resident relieved to have formal care, “I wasn't here a week and it
already felt like home, | didn't want to involve family in my care. They'll put off my bath
until I am ready if I'm on the phone.”

Residents did not provide much context as to how care provision challenged their
relationships. There were far fewer responses to this question, which may be a result of
multiple reasons. Perhaps the way care is provided was perceived as separate from the
maintenance of relationships, or that the care was provided in such a way that it did not
pose challenges. Alternatively, the question may have been misinterpreted or residents
did not feel comfortable speaking negatively about staff members.

Of the comments that were made, a few cases alluded to staff personality being a
challenge, lacking the beneficial traits mentioned in other responses, such as warmth and

friendliness. Similarly, staff competence was mentioned three times as posing challenges
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for the maintenance of relationships. Privacy and timing were necessary in respecting
visitors and abiding by care routines. One resident was irritated by the intrusion of care
staff during visits, “giving me medication, regardless if they are there. They come in
regardless of what we are doing.”

It was apparent that residents were affected by staffing ratios, as seven residents
alluded to frustrations waiting for care, annoyance with turnover, desiring consistency in
staff and feeling as though staff were too busy to provide proper care. One resident
spoke to staffing ratios and ensuing guilt for residents requiring care, “Not enough of
them- understaffed, doesn't like bothering them when they're busy.” Another resident
commented on how changes in staffing can disrupt care routines, with staff having to
learn residents’ preferences, “When the staff change, it's harder - they don't know the
residents’ routines.”

Staff skills. Staff competence was mentioned a total of 19 times. This code
encompassed sentiments regarding the staff skill level, attention to detail, and
professionalism. Residents also mentioned respect as being a critical feature of care
provision, reflected in providing privacy and even choice of vocabulary, “staff is
respectful, she said clothing protector instead of bibs, they knock on my door.” Staff
members’ attitudes were important in making residents feel respected and at ease; “They
make you feel like you're at home in your own residence. I feel a sense of respect living.”
Skilled staff was noted as ones who found a balance of providing excellent care, but also
freedom, “Staff work hard, do more than what they have to do. He has freedom, can go
into other people's rooms, doors are open, friendly space.” The quality of care provision

negatively affected the visitations of a resident with advanced multiple sclerosis who
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expressed, “I think sometimes the care is not good & not kind so that makes it unpleasant,
so any friend that cares for me doesn't want to see that. It can be painful to hear.”

Some residents felt as though staff should play a more active role in facilitating
relationships:

“Staff should encourage people to socialize a little more. I use the community TV

and phone but find that others want their own private things (a bit more

reclusive). I have tried to spruce and liven up the living room, but [that] hasn't
helped. Wish people would socialize more. People need more assistance to visit
and socialize more because family is so spread out.”
Some residents desired more socializing with staff members, and even wished they could
engage during family visits, “Staff are very busy - would like it if they could visit with
family.” It seems as though staff are seen as a common resource to foster a more socially
engaging environment.

Unfortunately residents did not deliberately comment on staffing approach.
Residents’ most common reactions reflected staff character and skills, with other
comments alluding to facilities being short-staffed. The phrasing of ‘features of the way
care is provided’ may have been too ambiguous. Perhaps more direct questions related to
staff consistency and types of duties performed would have evoked feedback on features
of different staffing approaches. In would also be challenging for residents to decipher
the features of different models of care, particularly if they have no baseline or
comparison experience as most would have only lived in one facility. Aside from the
possible confounding variables of survey wording and contextual details, the lack of

commentary on staffing approach could indirectly indicate a few possible conclusions.
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Residents’ lack of commentary may indicate that either the full scope staffing is in place
and not significantly influencing residents’ experiences of relationships, or that the full

scope staffing approach is not being executed in alignment with its intended features.
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Discussion

The lowest scoring domain in residents’ assessment of quality of life was their
personal relationships; the purpose of this thesis was to understand what factors
contributed to this phenomenon. Low scores on the relationship outcome variable could
indicate fewer opportunities to engage socially, and/or poorer quality of social
interactions. Reflecting on its operational definition, residents with particularly low
scores on this domain did not feel as though they: had a friend, had someone with whom
to do activities, could offer help or advice, were important in the lives of others, and/or
had opportunities for romance or affection. The present research sought to understand
why long-term care residents in Nova Scotia had poor relationship outcomes.

Reflecting on current literature, although the role of personal relationships has
been recognized as a fundamental component of resident quality of life, much less is
known about which personal characteristics and facility features help or hinder residents’
meaningful relationships (Wilson, Davies, & Nolan, 2009). Using an ecological
perspective, this study served to narrow this gap by exploring the contributions of
individual and environmental variables on residents’ relationships within long-term care

in Nova Scotia.

Triangulation
Triangulation of method was deemed effective for the current inquiry. The
qualitative responses to the open-ended questions regarding the influence of physical
features and care provision on personal relationships provided greater depth than would

be present with quantitative data alone. The use of the residents’ voice enabled a deeper
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illustration of how the statistically significant domains influenced residents’ personal
relationships. The variables included in this research were by no means an exhaustive list
of contributing factors. The research has demonstrated, however, that specific resident

characteristics are predictive of measures of residents’ personal relationships.

Key Findings

Multi-variate analyses revealed that the contributions of environmental variables
at the facility level were negligible in contrast to individual factors. The low intra class
correlation in the nested dataset is a result in itself, demonstrating that although properly
designed physical space can facilitate such interactions, residents’ personal relationships
and quality of life are items fostered within a building where residents’ perceptions of
features within the facility play a more important role. As such, individual characteristics,
and quality of life domains were further explored to understand their effect on
relationships within long-term care. Seeing as it was not appropriate to pursue the multi-
level model including the environmental factors, these analyses did not assist in
quantitatively understanding the exosystem, macrosystem and chronosystem levels of
influence. As a result, the second research question, “At an environmental level, how
does facility design and geographic location influence residents’ personal relationships
within long-term care?” was assessed through the qualitative analyses.

Qualitative analysis of open-ended questions provided additional context through
the residents’ voice as to the ways in which individual and environmental factors
facilitated meaningful relationships. In general, residents were pleased by the safety of
having people in the vicinity at all times within long-term care, but often felt lonely and

as though staff members were too busy for them. Preferences varied for physical space
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and design, but most residents agreed that a balance between communal and private areas
was very important.

The following sections will articulate key qualitative findings in parallel to the
quantitative findings, reflecting first on resident specific factors, and then quality of life
domains such as autonomy and comfort, social quality of life domains such as activities

and meals, and staff-related results.

Resident Demographics
The hierarchical regression did in fact illustrate important contributions to

residents’ quality of life in long-term care environments. The first block including
residents’ demographics did not explain any significant amount of variance in residents’
relationship scores. This was surprising considering previous research outlining the
complex relationships between health, cognitive status and social engagement.
Qualitatively, residents mentioned the influence of frailty, in that when feeling unwell,
they were much less likely to engage socially within the facility. Residents spoke to the
challenges of certain behaviours associated with Alzheimer’s and other related dementias
on socializing within the facility. Another variable in this block worthy of mention was
residents’ duration of stay. One would anticipate that a longer period of stay in a facility
would increase familiarity with the staff and other residents within the facility and thus
foster more opportunities for a greater sense of social engagement. This was not the case,
which may suggest that duration of stay may not be as relevant as the facilities’
philosophy of care or culture. If a facility does not have person-centered, or relationship-
centered care at the forefront of daily life, duration of stay would likely be irrelevant, and
less predictive of residents’ relationships. Qualitative responses alluded to a challenging

transitional period, where residents were adjusting to their new home, and accepting the
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necessity of living there. It may be plausible that after this transition period, duration of
stay is relative and does not exert much influence on residents’ daily quality of life, or
social engagement. Another personal variable that was mentioned qualitatively but did
not emerge in analyses was residents’ age. Young residents (under 65) alluded to feeling
slightly alienated within long term care, particularly in terms of entertainment being less
relevant and fewer opportunities for meaningful social engagement with like-minded

peers of their cohort.

Personal domains: autonomy and comfort

The second block of the multiple regressions was the most significant predictor,
explaining 15.8% unique variance, including autonomy and comfort. Autonomy entails
residents’ sense of involvement in daily decisions regarding care and activities, and such
engagement has been linked to improved perceptions of self worth (Campbell, 2003). The
ability to live autonomously then, may empower residents, and enable them to live in
accordance with their values. Qualitative comments described this authenticity as being
able to do what you want, when you want, which would have considerable influence on
how, when, where and with whom residents engage. Comments about autonomy alluded
to the presence of trust within staff and resident relationships, in that, residents
appreciated being trusted, and treated like adults, when making decisions about their
lives. Being one’s authentic self emerged in commentary about being able to maintain
one’s sense of humour and ‘carry on’ with staff.

The concept of comfort aligns with a sense of ease in one’s space, which may
foster a more positive environment for social engagement. Having a private space

customized with placemaking could help to maintain a residents’ dignity and sense of
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individuality, which has been linked to more meaningful visitations (Kane, 2003; Chou,
Boldy & Lee, 2003). Residents described comfort differently, but common comfort topics
that enhanced social time included including private rooms, personally decorated room,

and having furniture for guests.

Social domains: meals and activities
The third block of the regression contributed a significant additional 11.4% of

variance with the social domains of activities and food. This block was less significant
than more personal domains of autonomy and comfort, which is surprising considering
the communal nature of these features in facilities. Although significant, these features
are contributing only a small proportion to residents’ engagement, and thus may not be
meeting their full potential contribution to residents’ relationships.

Meals were frequently mentioned as means to maintain social relationships. When
residents had visitors, they greatly appreciated when family and friends were offered
refreshments, making them feel at home. In addition, residents were grateful for meal
plans that enabled family members or friends to visit and share a meal with them, as well
as the ability to rent a space and have a social gathering with family/friends. Meal times
within the facility with other residents were not mentioned in qualitative commentary as
improving social engagement, which may suggest room for improvement in terms of

normalizing meal time, and facilitating meaningful social engagement.

Staff-related domains: staff bonding and responsiveness
Although contributing a smaller portion of unique variance, the fourth block

including staff bonding and staff responsiveness accounted for 3.6%. It appears as though
this may be a conservative estimate as these domains may not be capturing the full extent
of staff members’ role in residents’ relationships, which was illustrated frequently in the
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qualitative responses. The most frequent commentary related to staff members’
personalities and character which encompassed friendliness, warmth, and sense of
humour. Residents also appreciated staff tact and professionalism, particularly in the case
of visiting family, where by staff would arrange care before or afterward, and would be
friendly but respect the resident’s privacy during visitations. These features made staff
more approachable to residents. In addition to care-related duties, many residents
mentioned staff actively facilitating residents’ relationships, such as introducing
residents, or facilitating outings for residents and family. These items are also self-report
resident responses and may not capture more exosystem level variables to reflect staff
such as philosophy of care, care ratios, training in particular programs, localization in the
facility etc.

The entire model accounted for a sizeable amount of variability in residents’
relationships, nearly a third at 30.1%. Although a significant proportion of variance was
explained by residents’ perceptions of comfort, autonomy, activities, food, staff bonding
and staff responsiveness, questions arise considering what could be contributing to the
remaining, unexplained variance. The tools used to collect residents’ perspectives were
self-reported data; however, the survey process did not encompass psychosocial items
such as residents’ self esteem, resilience, self worth, or assessments of mental health
which have been linked to exert great influence on residents’ perceptions of quality of life

and quality of care (Kane et al., 2003; Kane et al., 1983).

Integration of the Model
The Human Ecological model was used to guide the current inquiry. Upon

completing analyses, further context was provided at each of the layers of influence.
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Personality was an important microsystem factor that emerged from qualitative analyses
as a feature that may influence residents’ personal relationships. Namely, being
introverted may decrease one’s willingness to engage in particular group activities, and
may lead to poorer outcomes on the personal relationships composite. In the context of
day-to-day life within the facility, this may manifest itself in various ways but ultimately
emphasizes the importance of a truly person-centered approach and acknowledging
individuality and residents’ varying degrees of desire for emotional closeness.

Although this study did not encompass clinical assessments of resident wellbeing,
being over the age of 85 has been consistently linked with greater degrees of frailty and
reduced mobility (McGregor, & Ronald, 2011). The EQ5D self-assessed physical health
was not a statistically significant predictor of relationship scores, but qualitative
responses illustrated how physical challenges may present significant barriers to engaging
socially within or outside of the facility. Residents’ wellbeing can influence their daily
schedules, the degree to which they wish to participate in meals and activities, and their
openness to visitations. By the same token, residents’ cognitive and physical abilities may
alter their capacity to socially engage. Highly prevalent neurodegenerative diseases such
as dementia impair one’s memory, ability to communicate and process emotions, which
may introduce significant challenges in the development and maintenance of personal
relationships (O’Connor et al., 2007). Although quantitative analyses did not reveal
cognitive status as a significant predictor of residents’ relationships, it is important to
consider the MMSE score belonged to the resident responding to the survey, and was not
a reflection of how others’ capacity influenced relationships. If multi-level modeling had

been appropriate, factors such as estimated proportion of residents with cognitive
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impairment might have been more illustrative of the complex effects of the cognitive
capacity of residents. Several qualitative responses alluded to the desire for specialized
dementia care units, as residents expressed fear or misunderstanding of challenging, often
anti-social behaviors exhibited by agitated residents with dementia.

The implications of these challenges are somewhat sensitive to address in
attempts to improve social engagement. For example, some residents may require
facilitation to assist their relationships, such as conversation starters or memory prompts.
Mattiason & Anderson (1997) concluded that relationships in long-term care
environments were not meeting their full potential. With increased awareness of these
challenges and practical solutions to overcome them, residents could benefit from the
many missed opportunities for meaningful relationships.

Providing an audience-appropriate education session addressing common
communication challenges within long-term care environments could diminish the
pervasive effects of stigma. Qualitative responses, researcher field notes and anecdotal
details from the data collection alluded to misunderstandings, stigma and fear
surrounding others’ abilities which has been linked to diminished willingness to connect
(Werner, 2008). Some of these challenges can also be alleviated by appropriately
designed physical space, where quiet, private areas can improve functionality, diminish
the degree of competing stimulus, and provide a space to disengage when agitated
(Brawley, 1997; Lawton et al., 1984).

Although staff play a critical role in residents’ social networks by facilitating
existing relationships, it appeared as though residents were not cognizant of the influence

of new, full-scope staffing models. The present findings highlight the growing
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importance of staff recognizing their role as not only facilitators of but participants in
residents’ meaningful relationships. Staff members are often deemed to be significant
sources of social support in the daily lives of residents. Some residents admitted to
feelings of alienation when they lacked a supportive, emotional bond with staff members.
The social wellbeing of residents should be on the agenda of residents’ care, with
particular relevance for sought-skills during staff recruitment and interpersonal training.

Family engagement and family relations with staff were not directly addressed or
incorporated in the quantitative analyses. Fortunately, at the mesosystem level, the
current qualitative findings illustrate the importance of relationship development between
staff and family. Residents take comfort in camaraderie between staff and family
members, and look forward to time with staff with which they have fostered strong
connection. These mesosystem interactions demonstrate a buffering effect on residents’
loneliness. Alternatively, residents’ awareness of disaccord between family members and
staff can create stress. Family of frail residents have reported changes in contact due to
personal, social, health, and institutional, conditions (Gladstone, Dupuis, & Wexler,
2006). These changes may increase stress and guilt during visits, which may be a factor
in limited visitations and poorer relationship scores. Creative ways to engage family
members have shown success in other research, in the form of activity-based
interventions (Crispi & Heitner, 2002) and/or therapeutic family leisure programs
(Dupuis & Pedlar, 1995). In addition, research suggests that the development of bonds
between staff and family members provides a positive outlet for visiting family, who may
have poorer quality visits with the increasing frailty of their resident family member

(Gladstone & Wexler, 2002, Gladstone, Dupuis &Wexler, 2006).

72



Long-term Care Residents’ Personal Relationships

Residents alluded to the importance of continuing engagement in the community
through outings. The ability to participate in external activities, or participate in outings
was a rejuvenating feature that boosted resident morale. These topics allude to
exosystem influences in the lives of nursing home residents. This involvement may have
a cyclical benefit for the community, as it may diminish stigma and fear surrounding
these care environments that are foreign to many, a factor likely further contributing to
residents’ sense of social isolation.

It appeared as though residents were hesitant to complain about their situation
within long-term care. Residents provided qualifiers when they expressed disappointed
with the quality of their relationships. These tendencies may be explained by a cohort
effect, as this generation may be less likely to complain. It is also possible that residents
were sensitive to the needs of others and neglected their own, a trend noted by Slettebo
(2008, pg. 24) “is it the residents who show empathic understanding for the stressful
situations that the nurses endure, and might this lead to the residents not demanding more
strongly that their social needs should be met?”. The willingness of some residents to put
others’ needs first may play a role in diminished relationship scores.

The dominant generation of the sample showed distinctive ideologies and values.
The respondents demonstrated themes of gratitude, and hypersensitivity to the realities of
others (not wanting to be burdensome to family or staff). Macrosystem level stigma
surrounding care environments was ever present in the qualitative data, with commentary
alluding to the management of facilities, the nature of institutions, how expectations were

a barrier to adjusting and how the stigma had influenced visitations.
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It seemed as though residents’ social needs were not always met, and that many
residents balanced this with their personal expectations about getting old. For some,
living in long-term care was the appropriate decision, and such feelings of loneliness
were an expected consequence. These societal views, or macrosystem influences, have
major implications if it means that residents are accepting feelings of social isolation as a
‘part of the process’ when in fact social engagement throughout the lifespan is highly
important for one’s wellbeing (Cook, 2006). Over and above facility design and the
provision of care, it was apparent that resident characteristics, such as resilience, strongly
influenced their perceptions of living within long-term care and how this affected their
maintenance of existing, and development of new, personal relationships.

The present research provided results from residents’ perceptions at one point in
time, and thus did not quantitatively or qualitatively assess the impact of chronological
time on residents’ social experiences. Given the present political context of nursing home
reform and culture change, the chronosystem influences on the present sample would be
vastly different 20 years ago, prior to the delineation from a medical model to a person-
centered approach and alternative physical designs. Looking forward, it can be
anticipated that the future ‘baby boom’ generation of nursing home residents may have
vastly different interpretations of these environments, with significantly different
worldviews and expectations. For example, developing infrastructure for technological
connection will be of growing importance for the maintenance of relationships of
incoming residents. This has already been mentioned as a point of contention for a few

younger residents within the current sample.
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Figure 5 visually represents selected key findings from the current analyses

mapped onto the ecological framework.
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Figure 5. An overview application of Bronfenbrenner’s ecological framework to factors

influencing residents’ personal relationships.

Pertinent Theoretical Frameworks

Residents’ low scores on the relationship component of quality of life align with
socio-emotional selectivity theory, considering the changes in the size and composition of
residents’ networks (Carstensen, 1992). Despite the presence of new opportunities for
relationships and the presence of residents and staff, the transition to long-term care can
be an isolating experience for many (Cook, 2006). It is important to consider the
shrinking nature of social networks of residents over the age of 85. Qualitative responses
alluded to shrinking social networks with the passing of loved ones. The experiences of

loss and the transition to a new living situation are powerful factors influencing residents’
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social wellbeing. Although residents tended to have fewer, but closer members of their
inner social network, feelings of dissatisfaction were ever-present. Gladstone, Dupuis and
Wexler (2006) applied Continuity Theory to their study observing the dynamics of family
relationships at two points in time after a loved one’s transition to long-term care. The
theory was depicted in their results, whereby family members strived to maintain their
roles by expressing care in new ways and rebalancing their duties after the transition to
long-term care. As outlined by Continuity Theory, individuals’ relationships are resilient
to life changes, however, situations which cause disruption of roles can be anxiety

provoking until a balance is negotiated and achieved.

Practice and Policy Implications

The current findings suggest that fostering strong relationships within long-term
care has more to do with residents’ individual level variables (self-reported quality of life
domains such as autonomy, comfort, food, activities, staff bonding and staff
responsiveness) than environmental factors (differences between various facilities).

From a policy perspective, these findings shed light on the role of structural and
staff changes on residents’ relationships. Given recent trends of culture change within
long-term care, this finding is empowering for facilities that may feel subjectively
disadvantaged on the fronts of environmental facility factors such as physical design.
Avoiding the complex ‘plagues’ of resident loneliness, boredom and despair are ever-
present challenges for nursing home administrators. Addressing these multifaceted
‘plagues’ can be daunting in the face of budgetary constraints for restructuring physical
facilities and/or staffing scope and ratios. On a positive note, the present research

demonstrates that, with regards to the opportunities for social engagement within long-
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term-care, much can be done within existing structures to improve the lived experience of
residents. Addressing residents’ poor outcomes in the domain of personal relationships
means adapting the way we conceptualize care and the roles of staff. Cohen and
Weisman (1991) distinguished design features that were supportive to individuals with
dementia. The nine principles were highly reflected in qualitative context of residents’
experiences in long-term care, namely the following five: meaningful activity,
appropriate environmental stimulation and challenge, positive social milieu, maximize
autonomy and control, and privacy (Lawton, Fulcomer, & Kleban, 1984). Although
developed to support individuals with dementia, the principles are highly relevant to the
present results.
Practical Interventions

The following list is by no means exhaustive but may provide a useful starting point
for facilities interested in assessing how their philosophy of care and/or physical
environment is influencing residents’ personal relationships. Implementation of these
interventions may improve the degree of social connectedness of residents, with a
likelihood of ripple effect on others involved in the lives of residents.

e Empowering/training all staff to be person-centered

e Fostering a welcoming, home-like environment

e Promoting open communication

e Providing opportunities for reciprocity

e Reviewing if policies/regulations challenge relationships

e Therapeutic family leisure programs/activity-based interventions

e Engagement with the community to diminish stigma
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Figure 6: The conceptual depiction of environmental and individual factors’ influence on

residents’ personal relationships.

The weight and value of personal relationships within long-term care

environments should be acknowledged in strategic planning regarding staff recruitment,

training, and retention (Dill, 2009). Meeting the care needs of the current population in

long-term care requires not only a technical skill set, but also an intangible character

component. Practitioners in these environments may feel overwhelmed when trying to

balance the social component of care without imposing additional time demands on

already strained schedules. Simply, asking staff to foster meaningful relationships with

residents and facilitate resident-resident relationships is a tall order given existing time
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constraints pervasive in these environments, a multifaceted exosystem influence and may
be crossing professional-resident boundaries.

The present results are timely given the recent changes to the Continuing Care
Assistant scope of practice, an ever-changing coordination of multidisciplinary team
members, and the expansion of professionals’ scope of practice. The fact that residents’
relationship scores on their quality of life assessments are by far the lowest, may suggest
that the emotional components of care may be lacking. Staff members play an ever-more
important role in the case of residents without family and friends, the prevalence of
which will likely increase given the changing structure of family networks. Slettebo
(2008) provides a succinct, albeit lofty goal suggesting:

“society should consider meeting the challenge of creating a more vibrant social

life in nursing homes by including the residents in social settings and providing

enough nurses to take care of both the social as well as the physical needs of their

residents”. (p. 25)

Family-oriented care policies and person-centered approaches are critical to remedying
the social engagement of residents.

Although the current research acknowledges the importance of meaningful
relationships for nursing home residents, improving the current state of residents’
relationships should not be imposed upon residents. Autonomy is fundamental for
residents’ quality of life; as such, residents’ social preferences should be respected in
order to avoid infantalization (i.e. staff imposing friendships). Applications of this
research should avoid forcing inorganic relationships, but rather, endeavour to provide

the most opportunistic environment for their facilitation.
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Limitations

Albeit not a goal of the present study, the ability to quantify the social exchanges
between residents, family and staff may further contextualize residents’ responses.
Unfortunately, the present research cannot link residents to their respective family
members and staff caregivers. It would have been beneficial to consider interactions from
all three perspectives in order to contextualize experiences. The ability to link data would
have also provided insight into the dynamics and reciprocity within relationships. It
should be noted, however, that the Care and Construction project does have a case study
component, which encompasses a more in-depth analysis of ‘care constellations’ (triads
of resident, family, and staff), which may address this gap.

The application of the ecological model encompasses factors from both individual
and societal levels. Due to the self-report response of the survey instrument, the research
focused solely on the perspectives of the residents. The nature of survey data captured
the participant’s interpretation of their social experience. As such, others’ perceptions and
the mesosystem and macrosystem influence of these experiences are not available.

The proportion of missing data for the relationship component of the InterRAI
survey did present challenges for analysis and subsequent interpretation. Multiple
imputation techniques were applied to remove the influence of missing data. The trends
of missing data in the personal relationships domain were not significantly related to
other variables. The large proportion of missing data on the relationship item alluding to
physical affection may suggest that this population does not experience enough physical
affection or may simply reflect the private values of this generation. The proportion of

missing data may also be attributed to the length of the survey tool. Residents may have
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demonstrated response fatigue during the survey process. Many factors (e.g. time of day,
medication side effects, hearing challenges) could have influenced the degree to which
residents were capable or desired to engage in the survey process.

On the same note, the current research does not capture the perspective of the
frailest residents living within long-term care, referred to as silence by proxy (Andrew,
2010). The frailest residents may have been unable to attend information sessions and/or
were incapable of consenting to participate. The use of proxies to participate in the
survey was not permitted, as the Care and Construction project also had a family survey
component in which family members could share their perspectives. It is important to
reiterate that MMSE score was not a factor in determining whether or not a resident could
participate. While this does provide a sample with a wide range of cognitive abilities,
those with higher levels of cognitive impairment were likely unable to consent and/or
understand the research process and therefore they were not able to participate.

The language spoken by staff was mentioned as a quality of life barrier by
Slettebo (2008), which would be challenging to decipher in the present study, as those
unable to speak English were excluded. One can speculate that this could be a challenge
in Nova Scotian nursing homes, particularly in urban areas with greater diversity, and in
pockets of the province with French Acadian roots. Even if there were a resident and staff
member within a facility who both spoke a less common language, it would be
challenging to modify the staff schedule to accommodate one resident's needs.

It is important to be mindful of residents’ personal preference while interpreting
the findings of the present research. Although the sample size included various ages,

locations and functional challenges, it should be acknowledged that these findings do not
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represent the opinions of all residents in long-term care in Nova Scotia. By the same
token, different personality types may experience care environments in vastly different
ways. The present research was flexible in its conceptualization of personal relationships.
Residents’ self-reports likely interpreted relationships with varying standards and values.
The extent to which residents desire to develop and maintain close relationships is a
personal preference and may or may not be reflected in this research. Although individual
variables such as personality and life experience were not captured by the quantitative
data, such context was present in some qualitative responses and showed how these

components of one’s identity could mediate relationship outcomes.

Future Research

Common to secondary analysis, one can contrast the current study versus the
‘ideal study’. In the current case, it would have been beneficial to have other
conceptually relevant measures at the individual level such as self-esteem, true
socioeconomic status incorporating income and/or occupational info, as well as
personality. In addition, quantitative information on the size, density, composition and
quality of residents’ networks would be beneficial context to residents’ outcomes on the
relationship domain. The exploratory nature of this research provides insight into further
variables that can be explored in future research pertaining to relationships in nursing
homes.

The existing research focusing solely on resident relationships in long-term care is
sparse. In particular, further research should focus specifically on the role of resident-
resident relationships in supporting resident quality of life. Given recent media

portrayals, and academic inquiries regarding resident altercations (Rosen et al., 2008),

82



Long-term Care Residents’ Personal Relationships

further research is required to understand how to facilitate harmonious congregate living
situations. Such understandings could greatly improve the outcomes of resident-resident
interactions.

A longitudinal research design could capture a resident’s baseline and monitor
relationships over time. Research examining the development and maintenance of
relationships over time could provide helpful insights into the evolution of the social
networks of residents. Such research would depict the trajectory of relationship scores
and trends experienced in social networks when transitioning to a long-term care
environment. This approach that was effective for Gladstone, Dupuis and Wexler’s

(2006) in their assessment of family member’s roles.

Conclusion

Using an ecological perspective, the present study sought to understand factors
influencing residents’ relationships within long-term care in Nova Scotia. The differences
between facilities were not meaningful predictors of residents’ relationships. Features
within respective facilities that were influential included comfort, autonomy, food,
activities, staff bonding and staff responsiveness. At a practice level, particular attention
should be spent on engaging widows and residents over the age of 85, as they were more
vulnerable to lower outcomes on personal relationships. The present study demonstrates
that much can be done to improve social engagement within existing facilities, and that
newer facility designs are not sufficient to foster/improve the relationships of residents
within long-term care. Results point to the continual need to challenge the status quo and

enable facilities and their staff to provide holistic care, including physical and social
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needs. The challenge is also extended to family members, friends, volunteers and

communities to socially support and meaningfully engage residents in long-term care.
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Appendices

Appendix A. Resident Recruitment Letter

OUNT | [INSERT NURSING
- inivirsity | HOME X LOGO]

Excellence « Innovation « Discovery

Dear Resident,

[Nursing Home X] is working with a team of researchers to better
understand the experience of residents, family members and staff at
[Nursing Home X]. Dr. Janice Keefe, Professor and Canada Research
Chair, Mount Saint Vincent University is the lead researcher on this
project, which is called, “Care and Construction: Assessing Differences in
Nursing Home Models of Care on Resident Quality of Life.”

Since you live here at [Nursing Home X], you are being invited to
participate in this study by completing a survey with the assistance of a
research assistant from Mount Saint Vincent University. The survey will
take about one hour. You will be asked to answer questions about what it
is like to live here. If you agree to participate, the research assistant will
visit you at [Nursing Home X].

The research assistant will ask you about various aspects of the day-to-
day experience of living in [Nursing Home X]. Topics include the physical
design and home-likeness of the nursing home, privacy, respect,
relationships you have with staff, family and friends, and the activities
you enjoy. Family members and staff members of [Nursing Home X] are
also being invited to complete a different survey from their own
perspective as part of this study.

The study has been reviewed by the Research Ethics Boards at Mount
Saint Vincent University, Dalhousie University, Saint Mary’s University,
University of Prince Edward Island and Capital District Health Authority. It
is completely your choice whether you would like to participate in the
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survey, and the care you receive here at [Nursing Home X] would not be
affected by your decision to participate or not to participate. Your
participation will be kept private between you and the research team,
and your name would never appear in a report or presentation. We, the
nursing home administrators, will never know your responses to the
survey questions.

The research assistant will be visiting [Nursing Home X] on [Dates] to
complete the surveys with residents. If you know you would like to
participate, please fill out the form below and place it in the drop box at
the reception desk. The research assistant will speak to you to set up a
time to complete the survey while he/she is visiting. If you would like to
learn more about the Care and Construction study, there will be an
information session in [Room] at [Nursing Home X] on [Date/Time] and
you are invited to attend. For more information, you may also contact the
project office by telephone at 457-6218, toll-free at 1-877-302-4440, by
e-mail at careandconstruction@msvu.ca or visit
www.careandconstruction.ca.

| hope you will consider participating in this research. If you do not want
to participate, you do not have to do anything.
Sincerely, [Administrator X]

This research is funded by Canadian Institutes of Health Research and Nova Scotia
Health Research Foundation.

(1 lam interested in participating in the Resident Survey on Nursing
Home Quality of Life.

Name:

Room Number:

Phone Number:
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Appendix B. Care and Construction Resident Survey

el Catre
UNIVERSITY on
ging

Nova Scotia | YEARS

Resident Survey on Nursing Home Quality of Life
A Component of the Care and Construction Study

Date:

Case ID:
Start Time:
Finish Time:

INTRODUCTION:

This survey asks you to share your perspective, as a resident of a nursing home, on
your experience of living in the nursing home. Topics include; physical design and
home-likeness of the nursing home, privacy, respect, relationships you have with
staff, family and friends, the activities you enjoy, and other general questions related
to your experience living here.

If this survey is found, please return to:
Care and Construction Project Office

Nova Scotia Centre on Aging

166 Bedford Highway

Halifax, NS, B3M 2]6

T: (902) 457-6218; 1-877-302-4440

E: careandconstruction@msvu.ca

I'd like begin by asking you a few general questions about yourself.
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How old are you? [Select one]
18to 34

35 to 44

45 to 54

55 to 64

65 to 74

75 to 84

85 to 94

95 or older

What is your gender?

What is your relationship status? [Select one]
Never married

Common-law

Married

Divorced/Separated

Widowed

What is the highest grade or level of school that you have completed? [Select one]
8th grade or less

Some high school but did not graduate

High school graduate or GED

Some college/university

College/university graduate

More than 4-year university degree

What is the name of your nursing home?

What is the name of your floor, unit/wing or neighborhood?

In total, about how long have you lived in this nursing home? [Select one]
Less than 1 month

1 month to almost 3 months

3 months to almost 6 months

6 months to almost 12 months

12 months to almost 24 months

24 months or longer

Have you requested or are expecting a transfer to another nursing home?
@) @)
No Yes

[Ask questions from MMSE, transfer answers from questions 1.5 for building &
1.6 for floor of building]

101



Long-term Care Residents’ Personal Relationships

RESIDENT QUALITY OF LIFE (interRAI Survey on Nursing Home Quality of

Life©)

First,  am going to ask you about your quality of life. We want to determine how
well this facility is providing service to people. There are no right or wrong answers,
and the whole discussion concerns what life is like for you here. [Show participant

response cards]
Privacy Items

First, I'd like to talk with you about privacy. For each statement please answer with
one of the following choices:
Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always J Don’t | Don’t
times | of Know | want to

the Answer
Time

a. .I can be alone when I 0 1 9 3 4 3 9

wish.

b. When I have

company, | can visit in 0 1 2 3 4 8 9

private.

c. My privacy is

respected when people | 0 1 2 3 4 8 9

care for me.

d. My personal

information is kept 0 1 2 3 4 8 9

private.

Food/Meal Items

The items that follow are about food.

For each statement please answer with one of the following choices:

Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always | Don’t | Don'’t
times | of Know | want to

the Answer
Time

a. I like the food here 0 1 2 3 4 8 9

b. I enjoy mealtimes. 0 1 2 3 4 8 9

c. | get my favorite foods 0 1 ) 3 4 3 9

here.

d.Ican eat whenIwant. | 0 1 2 3 4 8 9

e. [ have enough variety 0 1 ) 3 4 3 9

in my meals.
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Now let us talk about safety.
For each statement please answer with one of the following choices:
Never, Rarely, Sometimes, Most of the time, Always
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Never | Rarely | Some- | Most | Always | Don’t | Don'’t
times | of Know | want to

the Answer
Time

a. I feel my possessions 0 1 2 3 4 3 9

are safe.

b. I feel safe when I am 0 1 ) 3 4 3 9

alone.

C. l'Deople asl.< before 0 1 9 3 4 3 9

using my things.

d. I feel safe around

those who provide me 0 1 2 3 4 8 9

with support and care.

e. If [ need help.rlght 0 1 2 3 4 3 9

away, I can get it.

Comfort Items

The items that follow focus on your life here.

For each statement please answer with one of the following choices:

Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always | Don’t | Don'’t
times | of Know | want to

the Answer
Time

a. I get the services | 0 1 5 3 4 8 9

need.

b. I would recommend

___(this site/this 0 1 2 3 4 8 9

organization) to others.

c. This place feels like 0 1 ? 3 4 3 9

home to me.

d. I can easily go

outdoors if [ want. 0 1 2 3 4 8 )

e. I. am bothered by the 0 1 ) 3 4 8 9

noise here.

f. I tend to be happier 0 1 2 3 4 3 9

than most other people.
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Make Daily Decisions Items
For each statement please answer with one of the following choices:
Never, Rarely, Sometimes, Most of the time, Always
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Never | Rarely | Some- | Most | Always J Don’t | Don’t
times | of Know | want to

the Answer
Time

a. I decide when to go to

bed and get up. 0 1 2 3 4 8 9

b. I d_ec1de how to spend 0 1 2 3 4 3 9

my time.

c. I can go where [ want

on the “spur of the 0 1 2 3 4 8 9

moment.”

_d' I control who comes 0 1 9 3 4 8 9

into my room.

e. [ can have a bath or

shower as often as | 0 1 2 3 4 8 9

want.

f. 1 dec1(.1e how my 0 1 2 3 4 3 9

money is spent.

Respect Items

Now I'd like to discuss how you feel about staff here.

For each statement please answer with one of the following choices:

Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always | Don’t | Don’t
times | of Know | want to

the Answer
Time

a. Staff pay attention to 0 1 ? 3 4 3 9

me.

b. I can express my

opinion without fear of | 0 1 2 3 4 8 9

consequences.

c. | am treated with

filgmty by the people 0 1 ? 3 4 3 9

involved in my support

and care.

d. I am careful about

what I say around staff. 0 1 2 3 4 8 9

e. Staff respect what | 0 1 ) 3 4 3 9

like and dislike.
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For each statement please answer with one of the following choices:
Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always J Don’t | Don’t
times | of Know | want to

the Answer
Time

a. Staff respond quickly

when I ask for 0 1 2 3 4 8 9

assistance.

b. My services are

delivered when I want 0 1 2 3 4 8 9

them.

c. The care and support I

get help me live my life | 0 1 2 3 4 8 9

the way I want.

d. Staff :?1ct on my 0 1 9 3 4 3 9

suggestions.

Staff-Resident Bonding Items

For each statement please answer with one of the following choices:

Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always | Don’t | Don'’t
times | of Know | want to

the Answer
Time

a. Some of the staff

know the story of my 0 1 2 3 4 8 9

life.

b. Staff take the time to

have a friendly 0 1 2 3 4 8 9

conversation with me.

c. Staff talk to me about 0 1 ) 3 4 3 9

how to meet my needs.

d. I consider a §taff 0 1 5 3 4 8 9

member my friend.

e. Staff are open and 0 1 ) 3 4 3 9

honest with me.
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Now, let us look at how you feel about activities.
For each statement please answer with one of the following choices:
Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always J Don’t | Don’t
times | of Know | want to

the Answer
Time

a. I have enjoyable

things to do here on 0 1 2 3 4 8 9

weekends.

b. I do things thallt keep 0 1 2 3 4 3 9

me mentally active.

c. I can take part in

activities off the unit. 0 . 2 3 4 8 9

d. I participated in

meaningful activitiesin | 0 1 2 3 4 8 9

the past week.

e.IfIwant, I can

participate in religious

activities that have 0 1 2 3 4 8 9

meaning to me.

Personal Relationships (Presence of Friends) Items

We will talk about your relationships with others here.

For each statement please answer with one of the following choices:

Never, Rarely, Sometimes, Most of the time, Always

Never | Rarely | Some- | Most | Always | Don’t | Don’t
times | of Know | want to

the Answer
Time

a. Another re§1dent here 0 1 ) 3 4 3 9

is my close friend.

b. I have people who

want to do things 0 1 2 3 4 8 9

together with me.

C. People ask for my help 0 1 ) 3 4 8 9

or advice.

d. I pllay an 1m‘p0}‘tant 0 1 2 3 4 3 9

role in people’s lives.

e. | have opportunities 0 1 ) 3 4 8 9

for affection or romance.
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General Well being

This next section is about your general wellbeing and will include questions about
the activities you do on a daily basis and how you feel about those activities.

How would you describe your level of mobility? 1 [NOTE: If the individual is in a
wheelchair, encourage them to choose the answer that feels most appropriate to
them, please make a note that they are in a wheelchair]

[Select one]

[ have no problems walking about

[ have some problems walking about

[ am confined to bed

How would you describe your ability to perform self-care? 2 [Select one]
[ have no problems with self-care

[ have some problems washing or dressing myself

[ am unable to wash or dress myself

How would you describe your ability to perform usual activities? 4 [Note: If
definition of usual activies is required: activities such as housework, leisure, social
activities,work (paid and unpaid), study,. "Usual” means activities carried out on a
regular basis, but not necessarily on a daily basis. The activities should be "usual for
you']

[Select one]

[ have no problems with performing my usual activities

[ have some problems with performing my usual activities

[ am unable to perform my usual activities

How would you describe your level of pain? 2 [Select one]
[ have no pain or discomfort

[ have moderate pain or discomfort

[ have extreme pain or discomfort

How would you describe your level of anxiety and/or depression??
[Select one]

[ am not anxious or depressed

[ am moderately anxious or depressed

[ am extremely anxious or depressed

! Full EQ-5D Scale
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Best
imaginable

state of health
To help people say how good or bad their state of health is, we have drawn a

scale (rather like a thermometer) on which the best state you can
imagine is marked 100 and the worst state you can imagine is marked 0.
We would like you to indicate on this scale how good or bad your own
health is today, in your opinion. Please do this by drawinga g4 line from
the box below to whichever point on the scale indicates how good or

bad your state of health is today.!

Your own
state of health

today

0

Worst
imaginable
state of health 108
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Fear of Falling?

On a scale from 1 to 10, with 1 being very confident and 10 being not confident

at all, how confident are you that you do the following activities without

falling? [Show reponse card to participant]

Don’t
Don’ | want
t to
Kno | Answe
Very confident Not confident at all w r
Taking a bath or 1 2 3 4 5 6 7 8 9 10]88 99
shower.
Reach into cabinets 1 2 3 4 5 6 7 8 9 10lss 99
or closets.
Walk around the 1 2 3 4 5 6 7 8 9 10ls8 99
home.
Prepare meals/
snack.snotrequlrmg 1 2 3 4 5 6 7 8 9 10lss 99
carrying heavy or
hot objects.
l(j;e(’;tmgmandoutof 1 2 3 4 5 6 7 8 9 10088 99
Answer thedooror |, , 5 , ¢ ¢ - g g9 19lss 99
telephone.
Getting dressed and 1 2 3 4 5 6 7 8 9 10lss 99
undressed.
Personal grooming
(ie, washingyour |1 2 3 4 5 6 7 8 9 10)8 199
face).
Gettm.gonandoff 1 2 3 4 5 6 7 8 9 10lss8 99
the toilet.
Physical Activity3
Do you engage in regular exercise?
@)
No Yes
If Yes, then:

How often? [Select one]
3 times a week

Once a week

Less than weekly

% Falls Efficacy Scale (complete scale)
® From Canadian Study of Health and Aging (Davis et al, 2001)
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Type of physical activity? [Select one]
More vigorous than walking

Walking

Less vigorous than walking

Do you feel that you would have the opportunity to increase your level of physical
activity level if someone recommended you do so?4

O O

No Yes

Would you like to increase your level of physical activity?
©) ©)
No Yes

Think about the amount of your usual physical activity during the past few years.
Choose from five response options: [Select one]

Reduced a lot

Reduced a little

Remained as before

Increased a little

Increased a lot

Fatigue

How much influence does fatigue have on your daily life (the everyday life at home
and at work) and on your relationships? [Ask participant to mark spot on the line
to indicate level of influence]

No | | A lot of
influence | | influence
at all

* Rantakokka et al. (2010). Unmet Physical Activity Need in Old Age.
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Experience in the nursing home
In this section, we would like to ask you about your experience in the nursing
home. Some of the questions may sound similar. We are trying to understand
how similar parts of living in the nursing home impact different parts of your
life.

Thinking about your relationships with friends and family...[Definition:
Relationships includes visits with them, communication with them (phone,
letters, email)]

What features of the nursing home support those relationships with friends and
family? [Definition: features of the nursing home includes layout of the building,
space, furniture, décor]

Please print:

What features of the nursing home challenge those relationships with friends and
family?

Please print:

What features of the way care is provided here support those relationships with
friends and family?
Please print:

What features of the way care is provided here challenge those relationships with
friends and family?
Please print:

Thinking about the relationship between you and the staff who work with
you...[Definition: Relationships includes interactions when care is given, other
interaction (casual interactions), communication with staff]

What features of the nursing home support those relationships with staff?
Please print:

What features of the nursing home challenge those relationships with staft?
Please print:
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What features of the way care is provided here support those relationships with
staff?
Please print:

What features of the way care is provided here challenge those relationships with
staff?
Please print:

Now thinking about the activities you take part in here... [Definition: Activities
include exercise, social/activity groups, classes/lectures, games (bingo, cards,
etc), parties, religious services, arts/crafts)

What features of the nursing home support you to take part in activities [i.e., make it
easier]?
Please print:

What features of the nursing home challenge you to take part in activities [i.e., make
it harder]?
Please print:

4.3.c What features of the way care is provided here support you to take part in
activities [i.e., make it easier]?
Please print:

What features of the way care is provided here challenge you to take part in
activities [i.e.,, make it harder]?

Please print:

Now thinking about your mood...

What features of the nursing home have a positive impact on your mood?
Please print:

What features of the nursing home have a negative impact on your mood?
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Please print:

What features of the way care is provided here have a positive impact on your
mood?
Please print:

What features of the way care is provided here have a negative impact on your
mood?
Please print:

How would you describe your overall quality of life? [Check one]
e Very poor

Poor

Neutral

Good

Very good

Given your health status, how would you describe your overall experience of living
in this nursing home? [Check one]

e Very poor
e Poor

e Neutral

e Good

e Very good

Do you have any other comments or thoughts you would like to share about your
experience of living in this nursing home?

Please print:
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Appendix C: Mini-Mental State Exam (MMSE)

v
Capital Health

Yental Hea t1 Progran

MINI-MENTAL STATE EXAMINATION

Education: Date: Score:

Occupation: Examiner:

Write response next to each questien. Ask each question a maximum of 3 times, ensuring that
the question is heard. If no response, score 0. Do not give hints (e.g. head shaking. etc.)

1.

a.

. What month of the year is this?

ORIENTATION TO TIME Score

What year is this?
Accept exact answer only.

. What season is this? (1}

During the last month of the old season, or the first month of the
new $eason, accept either season.

On the first day of new month, or last day of the previous month,
accept either month.

What is today's date?
Accept previous or next date, e.g. on the 7th accept &6th or 8th

What day of the week is this? (0

Accept exact answer only.

ORIENTATION TO PLACE

What country are we in? {1}
Accept exact answer only.
What province are we in? (1
Accept exact answer only

. What city are we in? (1)
Accept exact answer only.
What is the name of this hospital? {1
Alternate: What is the street address of this house?
What floor are we on now? (1)

Aiternate: What room of the house are wa in?

L LRI

COOLIEMR_GZ Ch Page L of 4
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3. REGISTRATION

| am going to name 3 wards. After | have said all 3 wards, | want you to repeat them.
Remember what they are hecause | am going to ask you to name them again
in a few minutes.

BALL CAR WAN

Please repeat the 3 items. i3
Scora 1 paint for gach covrect racly on tha fest altempt: 1T nor corract,

repeal all 3 laires pali they ane fearneed (st od 2 Nomes)

Standardizod aifomativos: o, Jar Fan 2 8l Tar, Dan » Buil, War, Fan

4. CONCENTRATION/ATTENTION
Spell WORLD; now spell WORLD Backwards 5

Count tha normbed oF sarrast lagmers hafora
I sl rdslake fep. DLORW FL

3. RECALL

What were the 3 wards? 4
Scoro I paint for cach cormoct rosponse regardicss of onder,

6. What is this called? i1

SR BAETHERCR, S20SNT WRETHAENTR OF WERL. naf ik, e, Sfr.

7. What is this called? (1

S pansd fpank atnant penc!t (el amip.

B. Repeat this phirase after me: “Mo ifs ands or buts” i
wepelon must b2 exacl

9. Read the words on this page and do what it says i1
Show onlargog LOSE YOUR EYES. IF patinal dacs: not closo oves,
ropeat Instructfais up ta 2 Emos. Scare 1 point only 1T pationr closcs oves

10.COMPREHENSION (3)
Ask [T the palient is right o taf? Kanded, if the parfant /= ight handea =3y
*Take this piece of paper in your left hand, fold the paper in half with both hands,
then put the paper on the foor”
Score I paint for each instruciion arecuiled covreriiy

11. Write a sertence (h
Score I paint for 8 compists sentence fhal mares sense;
{ghaove spetling erarshananriiing.

12 Copy this design in
Serm 1 penied oy 25 dhere ave dvis hesrdee ] Dures anlersec!ing
0 creale & & sigod Hgure

COUISERE O Uk Fage dcld
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Copy design

WL LAgI_0E Uk

B 3 a A
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CLOSE
YOUR
EYES
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