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Abstract 
 
 The increase in older adults in the Maritime provinces signifies the need to focus 

on the suitability of current continuing care services, and plan for the expected increase in 

prevalence of Alzheimer’s and related dementias. Nursing homes have an increasing need 

to offer spaces that are consistent with the changing health needs of older adults with 

cognitive impairments, and support family and community engagement in the home. 

Family members of residents with cognitive impairments provide a unique opportunity to 

examine the perspective of family, who are often an under examined partner in the care 

team.  

 This study examines family member survey and case study data collected by the 

Care and Construction project. Using the Person-Environment Fit Model, the aim of the 

project is to explore the impact of facility features and design elements on quality of life 

for residents with cognitive impairment from the family perspective. The research seeks 

to better understand how residents and family members use the available space and if the 

environment supports their interactions in the home.  

 Analysis of the survey data revealed a relationship between the homelikeness, 

square footage, and size of neighborhood on resident quality of life. Family members 

have positive perceptions of the nursing home environment when there is an opportunity 

to personalize private space, and there are communal areas that support social 

engagement and individual resident activity needs. The analysis suggests that facility 

features and design elements can positively impact family member perceptions of 

cognitively impaired resident quality of life.  
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Chapter 1: Introduction and Research Questions 

Introduction 
 

Canada is undergoing a demographic shift, which will see a larger proportion of 

the population made up of older adults. The increase in older adult population is expected 

to require over 10,000 new long-term care beds every year for the next 35 years 

(Canadian Medical Association, 2013). The Maritime provinces will feel the weight of 

demographic change given that they are home to the highest proportion of elderly 

population, with 16.5% of the Nova Scotia population over the age of 65 (Statistics 

Canada, 2011). In response to the increase in older adults, the Nova Scotia government 

was tasked with refocusing policy to address the needs of this growing segment of the 

population. In 2006, the Department of Health and Wellness released their Continuing 

Care Strategy (CCS), which committed to funding the addition of new long-term care 

beds, with 832 to be created in 2010, increasing to a total of 1,320 over eight years 

(Department of Health and Wellness, 2006). The CCS proposed new models of care and 

marked a new era of long-term care facilities that reflect attention to staffing approach, 

physical design, and homelikeness of long-term care homes.  

Nova Scotia is not alone in developing homes with new physical design and 

homelikeness. Scandinavian countries, such as Sweden, operate nursing homes known as 

group living homes, developed as the social alternative to traditional medical designs and 

approaches (Annerstedt, 1993; Kihlgren et al., 1993; Malmbery & Zarit, 1993). A close 

comparator to Scandanavian models of group living is the Green House® model, which 

was created out of the Eden Alternative philosophy in the United States and consists of a 

single home with six to twelve residents (Kane, Lum, Cutler, Degenholtz, & Yu, 2007; 
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Rabig & Rabig, 2008). In addition Prince Edward Island (PEI) has recently announced its 

plans for developing smaller neighbourhood type long term care facilities with five 

replacement facilities feature neighbourhood style living arrangements with communal 

living space, courtyard access and private bedrooms (PEI Department of Health and 

Wellness, 2012).  

Initiatives to identify those aspects of nursing homes promoting respect for 

resident desires and opinions are not new, but the focus on both environmental and 

personnel changes are described as the culture change movement (White et al., 2012). 

Mission statements and organizational approaches to care identify as practicing resident-

centered, resident-directed or person-centered care; all approaches are focused on 

resident well-being (Brune, 2011; Chapin, 2010; Rahman & Schnelle, 2008). 

Architectural and environmental change is a key component within the culture change 

movement, which includes design to enhance homelikeness of the facilities and represent 

a focus on smaller homes with “neighbourhood” or “cottage” style configurations (Rabig 

& Rabig, 2008; Rabig, Thomas, Kane, Cutler, & McAlilly, 2006). The cottages include a 

smaller number of residents with private bedrooms surrounding a centralized living 

space.  

As existing homes are being renovated and new ones built, both in Nova Scotia 

and across the country, it is important to keep in mind the future demographic landscape 

of long-term care. The Alzheimer’s Society of Canada estimates that by 2038 nearly 3% 

of the Canadian population will have dementia, an increase of 2.3 times the current 

number  (Rising Tide Report, 2010, p.7). Presence of a cognitive impairment is the “most 

common reason for entry into a nursing home” (Zimmerman et al., 2013, p. 1399). 
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Approximately three out of five residents in long-term care, nearly 60%, have a diagnosis 

of dementia (Canadian Institute for Health Information, 2009).   

In addition, due to gender differences in life expectancy, rates of dementia are 

higher for women than men and “of the years senior women live with dementia, 1.4 years 

on average are spent in facility based long-term care, as compared to 0.6 years for men” 

(Canadian Healthcare Association, 2009, p.62). Nursing homes must be designed for the 

anticipated resident population that has a greater likelihood of cognitive impairment 

(Lawton, 2001). There has been an increase in homes built within the context of the 

“culture-change movement”, but the extent of their impact on quality of life for residents 

with cognitive impairments is unknown (Rahman & Schnelle, 2008). The presence of 

cognitive impairment means that residents may be unable to participate in research, and 

family members of residents in long-term care offer a unique perspective with which to 

examine resident quality of life and foreshadow future needs.  

Research Questions 
 

This research seeks to better understand the impact of physical design on residents 

with cognitive impairment from the family perspective. A secondary data analysis of 

survey and interview data was conducted to explore the impact of varied physical designs 

on resident quality of life with the objective of better understanding: 

1. From the family perspective, to what extent do facility characteristics impact 

resident quality of life for those with cognitive impairment? 

2. In what way does the physical environment impact family and resident use of 

space?
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Chapter 2: Theoretical Framework 
 

To achieve the research objectives, Lawton and Nahemow’s (1973) Person 

Environment Fit Model (PEFM) was used to analyze both environmental and individual 

characteristics and their impact on quality of life. The PEFM is a foundational theoretical 

framework within environmental gerontology and describes the balance between 

individual capacity and the environment’s ability to support or hinder behavioural 

outcomes (Figure 1). The model is framed as a delicate balance between competence and 

press. Competence is the functional capacity of an individual, namely physical, 

psychological and intellectual capacity (Lawton, 1977). Press is the effect of environment 

on the individual.  

The interaction of competence-press results in behavioural outcomes based on the 

achievement of equilibrium between individual and environmental factors, known as the 

adaptation level (Sheidt & Norris-Baker, 2003). Inconsistencies between individual 

functional capacity and environmental stressors result in negative emotional states and 

maladaptive behaviours. At the model’s conception, Lawton and Nahemow described its 

intended population as the vulnerable elderly. Given that persons with cognitive 

impairment have lowered thresholds for physiological and psychological stress, they are 

more vulnerable to maladaptive environmental stimuli (Grant, 1996). 



Physical Environment and Quality of Life   

 
 

5 

 
Figure 1. Lawton and Nahemov (1973) Person Environment Fit Model 

 
For this research project, Lawton and Nahemov’s model was used to examine 

competence as it relates to cognitive capacity, and the impact of physical environment on 

resident quality of life within nursing homes. Given that the model reflects both relational 

and environmental contexts, it is appropriate for this research project because it “provides 

insight into resident-level variables that may interact with facility-level variables to affect 

the provision of high quality care” (Bravo, De Wals, Dubois & Charpentier, 1999, p.180). 

Residents in long-term care with cognitive impairment have reduced capacity, and the 

concept of environmental docility proposed by Lawton suggests that reduced capacity 

could result in a “greater likelihood that one’s behaviour or subjective state would be 

controlled by environmental factors” (Lawton, 1990, p. 345 as cited in Sheidt & Norris-

Baker, 2003, p. 36).  

It must be noted that the model has been criticized within gerontological research 

as only describing the characteristics of the individual and the environment, with limited 

analysis focused on a measurable outcome of the person and environment interaction 



Physical Environment and Quality of Life   

 
 

6 

(Scheidt & Norris-Baker, 2003). The focus on resident quality of life as the outcome 

moves beyond previous criticism of the model to examine the transactional relationship 

between individual and environment. The PEFM model has been used to inform the 

literature review with a focus on the intersection of environmental components of nursing 

homes, resident capacity and their resultant impact on perceived resident quality of life.



 

7 
 

Chapter 3: Review of the Literature 

Chapter Overview 
 

 Resident quality of life is a multifaceted concept, and can be explored through the 

lenses of cognition, perspective, and facility characteristics and design. Individual level 

cognitive characteristics will be explored to address the potential for functional 

challenges and opportunities for larger scale environmental intervention. Family member 

as respondent will be explored as a unique perspective, to understand residents who may 

be unable to provide consent and as an observer to assess quality of life of the resident 

within the physical environment of the nursing home. This literature review will examine 

the intertwining relationship between cognition and environment on quality of life from a 

family perspective.  

Quality of Life 
 

Quality of life is increasingly used as an outcome measure in nursing home 

research because it recognizes that well-being is a complex system of interacting personal 

and contextual components. Although the term is used frequently within research, there 

are many interpretations of what components are included in its definition. An overview 

of global and disease specific quality of life definitions is useful in examining those 

elements which are universal across measures.  

Global measures of quality of life have been developed by organizations 

including the World Health Organization, which employs a definition referencing 

personal characteristics as well as environmental and social features of the individual’s 

life (WHO, 1997). Quality of life is understood from a single individual’s perspective, 
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and can be understood in relation to the larger societal context in which they live. The 

assessment of quality includes the interactions of personal beliefs and expectations. 

Powell Lawton’s (1997) definition is perhaps the foundational understanding of quality 

of life, which consists of four domains including psychological well-being, individual 

perceptions of quality of life, behavioural competence and environment influence. 

Articulations of quality of life offered by Stewart and King (1991) include domains that 

measure internal satisfaction with life, self-esteem, autonomy, and heath including 

physical and cognitive ability and ability to perform self-care, focusing on internal 

competencies and broadening the understanding of psychological and behavioural needs 

from Lawton’s more basic four domain descriptions (p. 28-29).  

Frameworks designed specifically for residents within nursing homes identify 

domains including “autonomy, privacy, dignity, meaningful activity, relationships, food 

enjoyment, security, functional competence and spiritual well-being” as primary areas of 

interest (Kane, 2003, p. 31). Kane’s measurement tool recognizes that domains are not 

static, but interact and are impacted on by other factors. For example, food and the 

experience of dining also influence autonomy and competence.  

The range of cognitive impairments and their resulting health and behavioural 

challenges necessitates alternative measures to better understand the quality of life of 

persons with cognitive impairment. The onset of illness or disease does not alone define 

quality of life, nor relegate persons to negative experience, but the understanding of 

quality of life benefits from disease specific lens to assess those aspects of quality of life 

that are impacted by illness (Rabins, Kasper, Kleinman, Black & Patrick, 1999). The 

Dementia Quality of Life Instrument (DQLI) offers a disease specific lens and identified 
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two unique variables: sense of aesthetics-- the appreciation of surroundings and 

stimulation of sensory capacity; and interaction capacity-- the relationship between 

individual cognitive and communication challenges and relationship building (Brod, 

Stewart, Sands, & Walton, 1999). Dementia-specific quality of life instruments highlight 

the potential differences across perspectives. When the DQL domains are examined 

between resident and family, residents cited opportunities for attachment and social 

contact as important, whereas family identified aesthetics of the home frequently as 

positively influencing quality of life (Dröes et al., 2006).  

Similar to the DQLI, the Alzheimer Disease Related Quality of Life (ADRQL) 

focuses on quality of life for persons with Alzheimer’s and has five domains which 

include social interaction, awareness of self, feelings and mood, enjoyment of activities 

and response to surroundings (Rabins et al., 1999). When comparing disease specific 

instruments such as the DQLI and ADRQL both have items focused on the physical 

environment, which has not been demonstrated in other non-disease specific instruments. 

The inclusion of environmental impact on resident quality of life within the instruments 

highlights the potential importance of design elements on residents with cognitive 

challenges.  

Quality of life is an interaction of individual and contextual factors, which allows 

for a description of experience beyond purely clinical indicators (Barnes, 2002; 

Degenholtz, Kane, Kane, Bershadsky & Kling, 2006; Lawton, Winter, Kleban & 

Ruckdeschel, 1999;). While there are a variety of models available, quality of life scales 

provide a useful objective measure of a subjective phenomenon. Disease specific quality 

of life measures informs my literature review by revealing environmental context and 
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design elements, such as response to surroundings and sense of aesthetics as important, in 

particular from the family’s perspective.  

Cognitive Impairment and Physical Design 
 
 The expected increase in older adult population with cognitive impairments 

creates a need to further examine their interactions with healthcare institutions. The 

physiological indicators of dementia can vary by individual, but typically include gradual 

reductions in memory, executive functioning, spatial perception, behavioural 

disturbances, stress thresholds and mood (Alzheimer’s Australia, 2004; Burgener, Twigg, 

& Popovich, 2005). A large body of research focuses on how physical environment can 

induce or mediate behaviours related to cognitive impairment, such as pacing and 

disruptive behaviours, with a particular focus on residents in special dementia units (see 

Cohen-Mansfield & Werner, 1998; Low, Draper, & Brodaty, 2004; Morgan & Stewart, 

1998; Zeisel et al., 2003). This provides an opportunity to further explore the 

environment as it relates to residents with cognitive impairment, but move beyond 

responsive behaviours and focus on overall quality of life.   

 Morgan and Stewart (1998) examined the movement of residents from a high-

density unit to low-density unit and found overall improvement in non-disruptive 

behaviour in the lower density units. Rather than design to limit and constrain 

behaviours, it is possible to move “beyond designing in order to control, affect or 

diminish ‘problem behaviour,’ and instead improve overall resident quality of life” 

(Chalfont & Rodiek, 2005, p. 347).   

 In addition to behaviour disturbances, cognitive impairment can lead to reduced 

visuospatial orientation, leading to challenges navigating a nursing home. Wayfinding 
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can be assisted by “eliminating any unnecessary alcoves and wall recesses within the 

corridor walls” (Marquardt & Schmieg, 2009, p.335). After examining wayfinding 

behaviours of residents in Montreal, Passini et al. (2000) found that monotonous design 

elements and limited visual access to main living areas introduced more wayfinding 

challenges. Residents with cognitive impairment have challenges orienting within large, 

multi-purpose rooms with indistinguishable activity areas, spaces that have a clearly 

recognizable purpose assist in orientation and wayfinding (Alzheimer’s Society Australia, 

2004). Residents with cognitive impairments benefit from “a continuous wandering loop 

and fewer residents than in a traditional unit” as these provide greater opportunity for 

social interaction as well as direction (Chappell & Reid, 2000, p. S236). Homes can 

compensate for cognitive losses by providing decorative cues and personalized room 

entrances to assist residents in identifying their location within the unit and home (Davis 

et al., 2009).  

 The relationship between cognition, outcomes and environment is often compared 

between special care units and traditional homes (Chappell & Reid, 2000; Falk, Wijk, & 

Persson, 2009; Kutner, Mistretta, Barnhart, & Beldoff, 1999). The new neighbourhood 

configurations, which include circular areas for wayfinding, clustering of private and 

interactional areas, are indicative of special care facility design principles; therefore many 

of the dementia friendly design principles are embedded within the small homes design 

(Kovach, Weisman, Chaudhury, & Calkins, 1997). Verbeek et al. (2009) completed a 

literature review regarding the presence of homelike nursing home arrangements and 

found only two peer-reviewed papers from the Canadian context, both of which 

concerned special care facilities (see Reimer, Slaughter, Donaldson, Currie, & Eliasziw, 
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2004; Slaughter, Calkins, Eliasziw, & Reimer, 2006). The emergence of small homes 

with integrated units including residents with and without cognitive impairment provides 

an alternative design from that of primarily special care units as the sole environment for 

residents with cognitive impairment.  

 Environmental features have more impact on residents in early stages of 

impairment than for those with more severe symptomology. The higher the degree of 

impairment, the greater emphasis is placed on personal care than physical design, as the 

environment is unlikely to significantly impact behaviour (Cohen-Mansfield & Werner, 

1998; Cutler, Kane, Degenholtz, Miller, & Grant, 2006). Residents who are less impaired 

may be more capable of participating in social activities; therefore designs that enhance 

social interaction may have a greater impact on residents with less cognitive impairment 

(Edelman, Fulton, Kuhn, & Chang, 2005). Family members of residents with severe 

cognitive impairment placed less importance in the physical design and aesthetics given 

the increased care needs, finding that privacy was not a significant concern (Cooney & 

McClintock, 2008). Lawton (2001) reminds us that nursing homes must be designed with 

the anticipated population in mind. Given the capacity and needs of residents in nursing 

homes, environmental modifications must be tailored towards these varying levels of 

impairment (Teresi, Holmes, & Ory, 2000).  

Family Perspective 
 

Examining the perspective of family members of residents in long-term care 

necessitates a discussion of the applicability of external persons to describe the subjective 

phenomenon of quality of life. The use of proxies as respondents to assess quality of life 

is challenged throughout gerontological literature because when comparing proxy and 
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informant reports of quality of life there is relatively poor response agreement, with 

family reporting quality of life as lower than the resident (Conde-Sala et al., 2009; 

Crespo, Bernaldo de Quiros, Gomez, & Hornillos, 2011; Novella et al., 2001; Ready, Ott, 

& Grace, 2004). It must be acknowledged that there are clear limitations to assessing 

quality of life from a perspective other than the subject of interest. 

Nevertheless, the family remains an integral part of the resident’s life and 

contributes to positive psychosocial well-being (Naleppa, 1997). Their perception of the 

resident’s quality of life is an important perspective to assess– particularly for people 

who have dementia-as they often provide information about the residents’ previous life 

and monitor resident care (Bowers, 1988; Dupuis & Norris, 2001). When describing the 

source of important social and emotional relationships, residents will most often identify 

a family member, giving the home an increasing responsibility to provide a supportive 

environment for both residents and their family (Moyle, McAllister, Venturato, & 

Adams, 2007). Family members often have had a long career having provided both 

technical care and emotional support for residents in nursing homes (Dupuis & Norris, 

2001; Gaugler, 2005; Keefe & Fancey, 2000).  

An environment that supports resident needs will likely have a positive influence 

on family satisfaction (Calkins, 2005; Lum, Kane, Cutler, & Yu, 2008). Family members 

identify homes as being more “family-oriented if they offered private spaces for families 

and residents to meet” (Gaugler, 2006, p.93). Environmental features have the capacity to 

enhance family involvement and provide opportunities for residents to take pride in their 

surroundings (Gaugler, Andersen, & Leach, 2004, p. 778). Features within the physical 

design that facilitate interaction, such as designing rooms for family events and private 
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meeting areas, create opportunities for social interaction. Families report that their visits 

are more enjoyable when they are given a variety of options of space and can interact in 

spaces that are reminiscent of home (Angelilli, 2006). Neighbourhood or cottage dining 

arrangements, in comparison to large facility dining rooms, offer more opportunities for 

personal, intimate communication between residents and their family members (Davis et 

al., 2009). Communal areas create a more inviting space to visit grandchildren who 

otherwise may be uncomfortable in an institutional environment (Cioffi, Fleming, 

Wilkes, Sinfield, & Le Miere, 2007). Designated areas for informal socializing can 

discourage isolation, as well as provide seating for residents who have mobility and 

ambulation challenges (McAllister & Silverman, 1999).  

Physical Environment  
 
 Physical environment characteristics range from building and unit size, to design 

elements within various areas of the home. Although the importance of identifying 

quality of life from a family perspective was previously stated, the following research 

was not completed from a family perspective unless otherwise stated, demonstrating a 

distinct lack of available research. The physical environment has not been considered at 

the forefront of quality of life, rather a silent partner in care (Cohen-Mansfield & Werner, 

1998). Although the culture change movement includes both the physical and social 

dimensions of care, philosophical and staffing modifications are most often described in 

relation to resident outcomes with little examination of physical environment (Chapin, 

2010; Rahman & Schnelle, 2008).  

 Persons with dementia can benefit from both social and environmental prompts to 

assist in reorientation. The neighbourhood organization can act as an architectural cue to 
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reinforce the facility as a home and assist in reliving experiential memories (Chaudhury, 

2003; Rabig, 2009). A home is more than just a “place”, it is the combination of social, 

psychological, historical, cultural, and physical design components that collaboratively 

encompass an individuals’ life (Cutchin, 2005). Physical space, whether it is a house or 

an apartment “is the physical context that holds together diverse events that occur over 

time in one’s life but are related to that place” and is powerful because of its meaning to 

the unique individual (Chaudbury, 2003, p. 93).  

 Chapin (2010) describes one’s identification with their surroundings as 

“placemaking”, and when one is able to positively identify with their environment results 

in residents’ enhanced comfort and security. Nursing homes were created with medical 

care as the primary focus and were designed with similar architecture to hospitals, with 

long corridors containing bedrooms on either side of the hallway to maximize space and 

efficient use of staff time (Cutler, Kane, Degenholtz, Miller, & Grant, 2006). These 

homes function like an acute care setting with nursing stations and medical equipment as 

the focal point, which is a powerful reminder of the institutional environment (Schwarz, 

Chaudhury, & Tofle, 2004). Culture change models are designed in neighbourhood 

configurations and advocate for the elimination of long hallways, visible nurses stations, 

medical activities and prominent personal care equipment (Crews, 2005; Rabig et al., 

2006). The movement away from nursing stations, their replacement with lounge areas 

and open kitchens suggest that the homelike activities are the focus, rather than medical 

care (Innes, Kelly, & Dincarslan, 2011).  

 Residents need to be able to see themselves reflected in the building; a facility 

based on the medical model does not provide a tangible connection to their life or respect 
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their life experiences (Edvardsson, Sandman, & Rasmussen, 2005). The transition 

experience of residents to newly created dementia cottages in British Columbia, family 

remarked that an accessible kitchen and attached living areas recreate the “’the hustle 

bustle’ of normal family life” and reflect a continuation of valued lived experiences 

(Robinson, Reid & Cook, 2010). The neighbourhood design, with communal dining and 

exposed kitchens connected to living areas, stimulates multiple senses. An environment 

that acts through multiple sensory structures can impact resident psychosocial status 

(Davis, 2009; Dijkstra, Pieterse, & Pruyn, 2006).  

Homelikeness 
 
 The term homelikeness or a “homey” atmosphere is identified within the literature 

as positively associated to quality of life, but it is a contentious concept because of the 

lack of an operational definition (Robinson, Reid, & Cooke, 2010). Results from the 

quality of life survey of cognitively intact residents from the 23 study sites in Care and 

Construction suggested that as perception of homelikeness increased, so did resident 

perception of quality of life (Earl et al., 2013). Much like placemaking, identifying an 

atmosphere that is homelike is subjective. Qualitative data describe neighbourhood 

designs as “more like home”, “homey”, with little follow up as to specific components 

that create a homelike atmosphere (Lum, Kane, Cutler, & Yu, 2008). In order to describe 

the impact of neighbourhood design, it is useful to compare traditional homes to the 

smaller designs to identify specific areas of dissent. Although removing large medical 

reminders of institution is positive, it is not enough to create a homelike environment. 

Shields and Norton (2006) provide insight into the importance of authenticity when 

delineating between home and institution:  
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 It’s one thing to have finger paintings grandchildren gave Grandma 
displayed on the kitchen fridge. That’s home. It’s quite another to 
have finger paintings from a visiting classroom lining the corridor 
walls and integrated with seasonal borders carefully displayed by 
an activity director. That’s institution (p. 9). 

 
Although culture change emphasizes the movement away from the medical to a 

more holistic organizational context the realities of providing appropriate personal care to 

older adults requires consideration of safety needs. Call systems within resident rooms 

and mobility aids attached to walls create limits to resident freedom when personalizing 

their space (Torrington, 2006). Attempting to create a homelike atmosphere in a physical 

space designed to house dozens or potentially hundreds of residents is problematic 

because the “furniture and fittings chosen for their homeliness may look inappropriate 

and incongruous in a larger space and increase confusion rather than make people feel ‘at 

home’” (Torrington, 2006, p. 47).  

Davis et al. (2009) identify a dementia friendly environment as one that is a 

“cohesive system of support that recognizes the experiences of the person with dementia 

and best provides assistance for the person to remain engaged in everyday life in a 

meaningful way.” Social connection is particularly important for residents in nursing 

homes and it has been found that residents with moderate to severe cognitive impairment 

suffer from a significant loss of social connectivity and generalized feelings of loneliness 

(Cahill & Diaz-Ponc, 2011).  

As health capacity decreases, it is necessary for the environment to provide more 

support to compensate for the loss, and “familiar surroundings ought to give ‘support and 

benefit’ for demented persons and to a certain extent stimulate and encourage social 
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action” (Kihlgren et al., 1992, p.348). Positive response to the physical features is 

enhanced when residents and family have the opportunity to change environmental 

features, such as moving furniture and artwork, both in the resident room and in the 

neighbourhood (McAllister & Silverman, 1999). Providing residents and family with the 

opportunity to add personal items both in the resident room and outside the resident room 

have practical considerations as they assist in wayfinding for residents with cognitive 

impairment (Kovach, Weisman, Chaudhury, & Calkins, 1997). Giving residents and 

family members the opportunity to provide input on decorations and personalize their 

individual space can enhance attachment to the space and overall feelings of satisfaction.  

An ethnographic study completed by McAllister and Silverman (1999) examined 

the capacity for community building in two long-term care homes, one traditional and 

one specialized for dementia patients. The results from their observations suggest that a 

lack of space for small informal groups discouraged opportunities for social interaction 

between residents and others in the home. Facility level design characteristics that are 

associated with resident quality of life are those that enable activities and relationships by 

having varied spaces throughout the building to interact (Torrington, 2006). Cooney, 

Murphy and O’Shea (2009) explain that overall perceptions of quality of life were 

influenced by opportunities for “privacy, social activities, and interaction” (p.1035). 

Environmental influence on quality of life is identified within quality of life domains as a 

component that can either support or constrain opportunities for personal and 

interpersonal expressions of care.  

The impact of facility level variables, such as size and ownership has had a 

largely inconclusive impact on quality of life, but the proportion of private rooms is 
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positively associated with comfort and satisfaction (Calkins & Cassella, 2007; Dobbs & 

Montgomery, 2005; Kane et al., 2004). Recent research conducted by the Care and 

Construction project with cognitively intact residents found that when facility 

characteristics were considered a higher proportion of private rooms in the nursing home 

was associated with higher quality of life (Earl et al., 2013).  

A smaller proportion of private rooms is associated with higher levels of 

aggression and responsive behaviours, which suggests that behavioural disturbances from 

residents with cognitive impairment may be minimized by enhancing privacy and 

reducing invasion of personal space (Brodaty, 2002). Private rooms offer residents a 

space where individual possessions can be kept and can reinforce feelings of security and 

individuality (Innes, Kelly, & Dincarslan, 2011). Decorating a private space can create an 

opportunity to involve both the resident and family in creating a space with familiar 

objects and decorations, where they can continually decorate and personalize the space 

together (Davis et al., 2009). Private rooms are associated with increased perception of 

choice and control, and increased satisfaction during family visits (Calkins & Cassella, 

2007).  

 Homes with a higher proportion of private rooms tend to have additional spaces 

both on and off the neighbourhood for social interaction (Cutler, Kane, Degenholtz, 

Miller, & Grant, 2006). A building design that supports variation includes private and 

public spaces both inside and outside the facility, which contributes to greater choice and 

control within the home, and is associated with improved well-being (Parker et al., 2004). 

Access to space outside the individual resident room supports opportunities for social 

interaction but also the achievement of individual activities that mirror life previous to 



Physical Environment and Quality of Life   

 
 

20 

the home. A physical design which includes private and communal space, can support the 

continuation of previously enjoyed activities; including items such as card tables for 

games or chairs with accessible light sources for reading (Shields & Norton, 2006).  

 Residents with cognitive impairment benefit from a balance between public and 

private space. This concept is known as “gradation of space” and gives residents with 

dementia an opportunity to exercise choice between individual and communal activities 

(Barnes, 2002). After examination of preliminary results within the Green House project, 

researchers noted that for residents with dementia, socializing with visiting family often 

took place within the common areas rather than in private rooms (Lum et al., 2008). 

Residents with greater dependency were more likely to move about the unit and occupy 

communal space, whereas residents with more cognitive capacity choose to remain in 

their room (Barnes, 2006; Kovach, 1997). It was suggested that residents with more 

cognitive challenges were often in communal space because it afforded more opportunity 

for social engagement, and staff surveillance, as opposed to residents who were more 

independent and would retreat to their rooms as desired (Barnes, 2006). The distance 

between resident room and congregate space and use of that space are negatively 

correlated, where the “the probability of a resident using a particular space decreased as 

the distance between the space and the resident’s bedroom increased” (Pinet, 2008, p. 7). 

Given the increase in new small home designs there is value in understanding the use of 

space and activity participation across the various home environments (Barnes, 2006). 

 Importance of size. While proportion of private rooms is consistently associated 

with quality of life, the impact of size and capacity of homes is largely understudied, with 

no standard size known to result in increased resident quality of life. The Design for 
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Caring Environments (DICE) study in the UK examined the impact of building size on 

resident quality of life and found that large homes (those with more than 40 beds) had the 

higher scores for items related to safety and small (less than 31) “scored the best in terms 

of comfort, normalness, choice and control” (Torrington, 2007, p. 517). Barnes (2002) 

noted within the literature that resident satisfaction is impacted when the number of 

residents exceeds 50, but there is no definitive range that is identified as a standard or 

optimum size. On the other hand, Temkin-Greer, Zheng, Cai, Zhao and Mukamel (2010) 

found no impact of facility size on resident quality of life and quality of care. The impact 

of overall size of the building is inconclusive in relation to quality of life and further 

research should analyze overall building size as an independent variable in relation to 

quality of life (Dobbs & Montgomery, 2005).  

In addition to variation in building size, there is limited information concerning 

what constitutes “small” unit sizes, where unit size refers to the number of residents 

living in one neighbourhood or group. Calkins (2011) described small units as those 

ranging from 9 to 24 residents with more friendship formation, motor functioning and 

mobility in contrast to those larger units which result in greater cognitive, physical 

deterioration and responsive behaviours. Group living arrangements in Sweden vary with 

suggested resident density of eight to nine, with separation between therapeutic and 

recreational common space (Annerstedt, 1993). Whereas additional Swedish research 

describe group living arrangements as designed for six to eight residents (Andrén & 

Elmståhl, 2002; Kihlgren et al., 1993). Japanese group homes are built to house five to 

nine residents (Onishi et al., 2006). Green House (GH) homes are single unit designs, 

which house ten to twelve residents (The Green House Project, 2013). It is unclear what 
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contribution neighbourhood size makes “in comparison with the other environmental 

factors that are commonly associated with small units, such as homelikeness, safety and 

familiarity” (Fleming & Purandare, 2010, p. 1086).  

Units within nursing homes that have a smaller number of residents are suggested 

to be beneficial for persons with cognitive impairment. Reduced density limits excessive 

noise and overstimulation, both of which can lead to challenging behaviours and negative 

affect (Day, 2000). Further, the size and number of residents in the neighbourhood impact 

quality of life where small neighbourhood size is positively associated with increased 

opportunities for social interaction and friendship formation among residents (Day, 

Carreon, & Stump, 2000; Netten, 1989).  

When considering the physical size of the neighbourhood, it is important to 

acknowledge that smaller neighbourhoods size is closely related to the number of staff. In 

preliminary analysis of the Green House® homes, family members appreciated the small 

number of staff in the home because they felt it enhanced familiarity with the care 

workers and provided a greater opportunity for staff to form meaningful relationships 

with the residents (Lum et al., 2008). This suggests that the smaller neighbourhood 

design in conjunction with augmented staffing ratios contribute to positive family 

perceptions of resident quality of life. Although staffing ratios are important to examine 

for long-term care practice, they are beyond the scope of this project, but neighbourhood 

design and staff ratio is an important area for future research. 

The Nova Scotia Context 
 
  Released in 2006, the Continuing Care Strategy proposed a range of policy 

directions for home and residential care over a ten-year time span. One outcome of the 
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strategy was the creation of new nursing homes, which resulted in three distinct types of 

construction models of nursing homes in Nova Scotia (Table 1).  

Table 1.  

Models of Care in Nova Scotia 

 New –  
Full-scope 

New – Augmented  Traditional 

Physical 
Design 

Small, self-
contained 
households 

Small, self-
contained 
households 

Traditional  
floors/units 

Staff 
Approach 

CCAs responsible 
for all tasks, 
including dietary 
and environmental 

CCAs provide care 
needs, one support 
staff provides both 
dietary and 
environmental 

CCAs provide care 
needs, one support 
staff provides 
dietary and one 
support staff 
provides 
environmental  

 
Homes classified as new-full scope have fewer beds than traditional, and units are 

described as “households” or “neighbourhoods” (Department of Health and Wellness, 

2007). The staffing approach focuses on eliminating separation of tasks by specialty and 

instead focusing on a full scope approach, which sees cleaning, personal care and 

household chores being completed by continuing care assistants. New-augmented homes 

were replacement homes, meaning they are new buildings with neighbourhood designs, 

similar to the new-full scope homes. New-augmented homes have a mix of staffing 

assignments, with continuing care assistants providing personal care, and additional 

support staff assisting with both dietary and environmental needs. Traditional homes are 

existing buildings with larger floor/unit design. The approach to staffing in traditional 

homes includes continuing care assistants providing personal care, and dedicated dietary 

and environmental staff. New-full scope and new-augmented homes have similar 
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physical design and construction; the primary difference between the two models is the 

staffing approach (see Table 1).  

Gaps in Research and Practice 
 
 The literature review revealed a paucity of information regarding the impact of 

facility size, unit density, and their relative impact on residents with cognitive 

impairment. Limitations to physical functioning and behaviours resulting from cognitive 

impairment can be mediated by physical design elements, and given that residents are 

being admitted with more severe impairments it is necessary to explore the degree to 

which size and design impact quality of life.  

 The literature review revealed that there is potential to further explore resident 

quality of life from a family member perspective. The bulk of the available research 

examines the potential for environment to impact family and resident use of space, but 

there are few studies that explicitly examine quality of life from a family perspective, and 

not simply as a proxy. In particular, the information regarding family perceptions of 

varied physical design and facility characteristics is largely unknown within the context 

of residents with cognitive impairments. The review demonstrated few studies examining 

homelike design elements and resident quality of life in a Canadian context.  

 The creation of new homes in Nova Scotia offers a unique opportunity to 

examine differences between homes across the province, but as of yet, there has been no 

indication of the impact of different models of care on cognitively impaired resident 

quality of life. It has been eight years since the CCS was implemented, and in January 

2014, the Department of Health and Wellness announced they would begin the process of 

reviewing the advances made since the implementation to ensure that services reflect 
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current needs (Department of Health and Wellness, 2014a). At the same time that the 

review was announced, the province of Nova Scotia expressed their intention to create a 

provincial dementia strategy (Department of Health and Wellness, 2014b). Therefore this 

research, focused on the impact of differing home environments on cognitively impaired 

residents in long-term care, can provide timely input as the province evaluates their 

existing services and plans for the needs of future.     
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Chapter 4: Methodology 
 

The Nova Scotia Centre on Aging collected the data for this secondary analysis 

through the Care and Construction Project: Assessing Differences in Nursing Home 

Models of Care on Resident Quality of Life, an interdisciplinary research project with the 

aim of better understanding what aspects of long-term care homes contribute to resident 

quality of life in Nova Scotia. Data collection occurred from 2012 to 2013 within 23 

participating nursing homes (also known as study sites) and included a variety of 

methodologies including surveys, focus groups, interviews, case studies, and activity 

monitoring. Administrators in the study sites completed a facility profile to provide 

information about their facility’s staffing and physical characteristics.    

The methods section will be organized in two parts, with each demonstrating how 

each research question was answered by the various data sources.  

Family Member Survey: Facility Characteristics and Resident Quality of Life 
 
Question 1: From the family perspective, to what extent do facility characteristics impact 

resident quality of life for those with cognitive impairment? 

The first research question seeks to better understand, from a family perspective, 

to what extent facility characteristics impact cognitively impaired resident’s quality of 

life. To answer this question, both family member and facility profile surveys were 

examined to obtain information regarding facility characteristics and resident quality of 

life.  

In June 2012, family members of residents living in 23 participating nursing 

homes across Nova Scotia completed a survey regarding their perception of their 
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resident’s quality of life. The term “family” was defined as a person who identified as 

kin, a close friend, or person with was involved in the resident’s life and had knowledge 

of their experience in the nursing home. Family members were initially selected based on 

their status as the primary contact for the resident with the nursing home and were sent a 

recruitment letter describing the project and the options to complete the survey. Surveys 

were available in the nursing home and could be completed on paper and returned to the 

project office. In addition, family members were provided with a secure website 

information and could complete the survey online. The online information was not made 

publically available to ensure that only family members from participating study sites 

were completing the survey. Following the initial letter to families and recruitment within 

the home, additional efforts began in July/August 2012 to boost recruitment, which 

included mailing surveys directly to family members. Once all data collection was 

complete, 397 family member surveys were completed, for an overall response rate of 

17%. 

Measuring cognitive ability. In order to analyze only the information from 

family members of residents with cognitive impairment, a cognitive ability measure was 

created from items within the family member survey to isolate those family members of 

residents with cognitive challenges. A generalized dementia diagnosis is identified as 

memory impairment in combination with speech and language challenges and the ability 

to plan, make judgments and carry out complex tasks (Alzheimer’s Association, 2012). 

Three items within the survey examined family perception of resident cognition and 

included: (1) ability to remember things, (2) ability to think and solve day-to-day 

problems, and (3) the ability to communicate. The items were rated on a Likert scale 
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from one indicating no challenges, to four indicating great challenges. Based on a score 

from one to four, an average cognitive ability score was calculated.  

A reliability analysis was conducted to examine the three cognitive ability items 

with a resulting alpha of .782, indicating a relatively robust internal consistency. 

However, when corrected item-total correlation was examined, the communication item 

had corrected item-total correlation of only .473. After taking out the communication 

item, the two-item scale had an alpha of 0.873 with item corrected correlations of .811 

(Table 5). A Cronbach’s alpha score of 0.873 indicates a high level of internal 

consistency. The significant difference in item correlation provided sufficient justification 

to remove the communication item from the scale as the lower correlation and alpha 

mean that it may not be adequately measuring the same construct as the remaining 

variables (Meyers, Gamst, & Guarino, 2006). The overall improvement in alpha and 

item-total correlation provided sufficient justification to retain only the two-items as the 

overall measure of cognitive ability. 

Table 2.  

Cognitive Ability Reliability Analysis 

Items Scale Mean if 
Item Deleted 

Scale Variance 
if Item Deleted 

   Corrected 
Item-Total 

Correlation 
Usual ability to remember 
things 

3.33 1.926 .806 

Usual ability to think and 
solve day-to-day problems 

2.56 1.048 .786 

Ability to communicate 5.85 5.320 .473 
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Figure 2 demonstrates the range of cognitive ability scores across the full data set 

(n=397). Ability to remember things and solve day-to-day problems composed the 

cognitive ability scale, which had an overall mean of 2.37 (SD=.885).  

 

Figure 2. Distribution of Cognitive Ability Scores 

 
Based on cognitive ability responses, family member surveys were retained for 

further analysis if they scored 2.5 or higher. A cognitive ability score of 2.5 or higher 

indicated that family perceived their resident to have more cognitive challenges. When 

asked to rate the resident’s usual ability to remember things, family members considered 

the resident very forgetful or unable to remember anything. With respect to ability to 

think and solve day-to-day problems, family members of residents with cognitive 

impairment indicated that the resident had either some difficulty, a great deal of 

difficulty, or was unable to think or solve problems. The cut off of 2.5 was chosen 

because it best reflected those residents who were perceived to have greater cognitive 
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impairment, and an increase in cut off value would have further reduced the sample size 

and limited potential analysis.  

Once the cognitive ability score cutoff was implemented, 125 residents were 

taken out of further analysis as they scored less than 2.5 on the measure of perceived 

cognitive ability, nine surveys were taken out due to missing data within the cognitive 

ability items, resulting in a final sample size of 263 family member respondents.  

Family Survey Sample 
 

Of the 263 family members of residents with cognitive challenges, the percentage 

of family members and residents who were female was 77%. An overwhelming majority 

(69%) indicated that they were the adult children of the resident and 16% were a spouse. 

Nearly half of family members were between the ages of 55-64. This is consistent with 

the ages for resident with nearly all residents 65 and over, and 53% of residents age 85 

and over.  

Table 3.  

Family Member and Resident Demographics 

  n % of total 
    
Gender Male  57 23 
 Female 194 77 
    
Relationship Spouse 42 16 
 Child 182 69 
 Other 39 15 
    
Family Member Age 25-54 48 19 
 55-64 113  45 
 65+ 92 36 
    
Employment Status Retired 152 61 
 Paid Employment 97 39 
  Continued on next page 
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Education No High School 25 10 
 High School 57 22 
 Post Secondary 122 46 
 Post Secondary+ 45 17 
    
Resident Gender Male 59 22 
 Female 202 77 
   
Resident Age 18-64 8 3 
 65-84 114 44 
 85+ 139 53 
 

The majority of family members indicated that they themselves were married 

(79.5%), and currently retired (56.2%). Although over half of family members indicated 

they were retired, 39% indicated that they are still engaged in paid employment.  

Relationship with resident. In addition to demographic information, the survey 

asked respondents to comment on their current relationship with the resident in the 

nursing home, and 80% indicated that their relationship was very close and 69% spoke on 

the phone more than once a week (Table 4). Prior to the move to the nursing home, 

nearly 60% of family members considered themselves to have been the primary caregiver 

to the resident, and 22% having assisted the primary caregiver (Table 4). When asked if 

the amount of time spent visiting had changed after moving to the home, 62% indicated 

that the amount of time spent visiting had remained the same, and 28% said it had 

decreased. Over 60% of family member respondents indicated that they visited the 

resident more than once a week.  

 

 



Physical Environment and Quality of Life   

 
 

32 

Table 4.  

Relationship to Resident 

  n % of total 
How often do you visit? < Once a week 32 12 
 1 per week 67 26 
 > Once a week 162 62 
    
How long is the average visit? < 1 hr 51 20 
 1-2 hrs 134 52 
 2-5 hrs 73 28 
 >5 hrs 2 1 
    
How often do you talk on the 
telephone? 

< Once a week 20 18 

 1 per week 14 13 
 > Once a week 77 69 
    
Has the amount of time you 
spent visiting changed between 
now and when they moved in? 

No, it has 
remained the same 

160 62 

 Yes, it increased 29 11 
 Yes, it decreased 71 27 
    
Care role before the nursing 
home 

   

 Primary Caregiver 155 59 
 Assisted with Care 58 22 
 Other 48 18 
 

Facility Profile 
 

Facility profiles provided information regarding the design and capacity across 

the 23 participating homes. Facility profiles were created by the research team and asked 

administrators to provide information regarding total square footage, number of residents, 

presence of a dementia care unit, and the estimated proportion of residents with cognitive 

impairment (Appendix A). The new-full scope homes were opened most recently, and all 

indicated that they had private bedrooms. New-full scope homes had the smallest bed 
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capacity and consequently smallest total square footage. Average square footage per 

resident was calculated by dividing total facility square footage by number of beds, and it 

was found that new-augmented homes had the largest total square footage per resident. 

All but one of the new-augmented homes were replacement facilities, and had the 

smallest average number of residents per neighbourhood/cottage. Traditional homes had 

the largest total number of residents at both the facility and neighbourhood level. There 

were nearly double the number of residents per neighbourhood in the traditional style 

compared to the new-full scope and new-augmented homes.  

Table 5.  

Summary of Facility Profiles (n=23) 

  New-Full 
Scope 

(n=11) 

New-
Augmented 

(n=5) 

Traditional 
(n=7) 

Total square footage  Mean 43869.45 87291.6 134901 
Range 32168-

67000 
31458-
150000 

47967-284180 

Number of beds per facility Mean 50 91 202 
Range          36-71   32-156  72-474 

Average square feet per 
resident 

Mean 877 959 667 

Number of residents per 
neighbourhood/cottage/unit 

Mean 13 11 27 
Range 12-16 9-13 24-33 

Estimated proportion with 
moderate to severe 
impairment 

Mean 
Range 

67.2 
44-83* 

61 
40-75 

68 
45-78 

*Missing data from one home 

Of the 11 new-full scope homes, nine did not have a dedicated dementia unit. 

None of the new-augmented homes had a dementia unit, and five of the seven traditional 

homes did. The estimated proportion of residents with moderate to severe dementia was 

consistent across all three home types.  
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InterRAI Nursing Home Quality of Life Survey 
 

The instrument used to assess quality of life within the survey data is the interRAI 

Family Survey on Nursing Home Quality of Life (Appendix B). The quality of life 

survey is composed of multiple indicators that examine perceived resident quality of life. 

The ten domains include: privacy, food/meal, safety/security, comfort, autonomy, 

respect, responsive staff, staff-resident bonding, activity option, and personal 

relationships. Each domain contained between four and six individual questions for a 

total of 50 items. The responses for each item were organized in a Likert scale, with 

responses scored from 0 to 4, and measured as Never (0), Rarely (1), Sometimes (2), 

Most of the Time (3), Always (4). The domains are important because it is with those 

items that the dependent variable of quality of life was created.  

 The dependent variable of resident quality of life was created using higher order 

factor analysis of items in the ten domains of the interRAI quality of life survey. The 

factor analysis completed by the Care and Construction project identified care and 

support, autonomy, activities, and food as those constructs that encompass resident 

quality of life. These four areas represent the dependent variable of perceived resident 

quality of life. A complete list of the individual items that comprise resident quality of 

life can be found in Appendix C. 1  

Analysis Procedure 
 
 In order to prepare the data for analysis, variables of interest from the family and 

facility surveys were first identified, and then depending on the type of variable 

                                                 
1  Additional information regarding dependent variable can be found in the forthcoming paper by 
Godin, J., Keefe, J., Kelloway, E.K., & Hirdes, J. (2014). Nursing home resident quality of life: 
Testing for measurement equivalence across resident, family, and staff perspectives. Unpublished 
manuscript submitted to the Journal of Gerontology. 
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(dichotomous, continuous, scale), the variables were arranged to allow for inclusion in a 

regression analysis.  

Independent Variables 
 

Family Survey Variables. Demographic information from the survey was 

collected for both the family member and resident to assess the relationship between 

personal factors and the quality of life. These demographic data were age, sex, 

relationship status, education, relationship to resident, and employment status. An effort 

was made to retain the original groups within the chosen variables, but given the large 

number of groups in particular questions it was necessary to collapse the groups into 

smaller, meaningful categories. There were originally 9 groups for family member age, 

which were then recoded into three groups for further analysis: (a) 25-54, (b) 55-64, and 

(c) 65+. Resident age originally had 8 categories and was recorded into three: (a) 18-64, 

(b) 65-84, and (c) 85+. Family member education mirrored Statistics Canada’s indicators 

for educational attainment, the question originally had 6 categories and was then recoded 

to be: (a) no high school diploma, (b) high school graduate, (c), post secondary, and (d) 

post secondary plus. Post secondary includes those who have completed some college 

and university, and post secondary plus those who have gone beyond an undergraduate 

degree.  

Family member relationship status was originally 5 categories, and was 

subsequently recoded into three: (a) married, (b) widowed, (c) not married. Family 

member employment status was 4 categories and recoded to: (a) retired and (b) paid 

employment. Family members were asked to provide their relation to the resident, 

initially the question had 9 categories, but was recoded into three groups: (a) spouse, (b) 
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child [including in-law], and (c) other. Care and support role prior to resident living in the 

nursing home was established with 5 categories, which were collapsed into three: (a) 

primary caregiver, (b) assisted primary caregiver, and (c) other. Length of stay in the 

nursing home was composed of 6 categories, which was then recoded into one 

dichotomous question: (0) less than 24 months, and (1) 24 months or longer.  

 Facility Profile Variables. In the facility profile, the items of interest included: 

total square footage of the facility, total number of residents, number of residents in the 

neighbourhood, and proportion of residents with moderate to severe cognitive 

impairment. All of the following were continuous variables, and no recoding was applied. 

Model of care represented the three home types including new-full scope, new-

augmented, and traditional. New-full scope and new-augmented were entered into the 

regression analysis, leaving traditional as the reference category.  

 Family Survey Scales. Groups of items that assess both resident’s physical 

ability and homelikeness were combined into scales. Homelikeness was measured by 

taking the mean of 7 items that focused on physical design and atmosphere (Table 7). 

Homelikeness response categories were organized in a Likert scale from (1) strongly 

disagree, to (5) strongly agree. Cronbach’s alpha for the homelikeness scale was .874, 

with an overall mean of 4.05.  
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Table 6.  

Homelikeness Items 

Item Min Max Mean SD 
My family member’s nursing home is clean 2 5 4.5 .67 
     
The area in which my family member lives looks homelike 1 5 3.9 1.0 
     
People from the community are involved in my family 
member’s nursing home 

1 5 3.8 .96 

     
My family member’s nursing home feels cold and sterile 
(reverse coded) 

1 5 4.5 .96 

     
I feel welcome at my family member’s nursing home 1 5 4.5 .75 
     
There is a feeling of warmth and coziness about my family 
member’s nursing home 

1 5 3.8 1.0 

     
I feel an attachment to my family member’s nursing home 1 5 3.6 1.0 

 

Space and Relationships. In addition to the homelikeness scale, a single item question 

asked to determine if the space in which the resident lives (unit, neighbourhood) 

supported him/her to maintain relationships with other residents. The question was scored 

using the same response categories as homelikeness, and had a mean of 3.28.  

Physical ability was assessed as the mean of three items that focused on 

performance of personal care tasks, ability to move around the nursing home, and ability 

to get in and out of bed or a chair. Response categories for the physical ability questions 

were scored from (1) ability to perform tasks independently, to (5) unable to move 

around the home. A complete list of response categories for physical ability questions can 

be found in Appendix B. Physical ability had an alpha of .847, and a mean of 3.02.  
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Table 7.  

Physical Ability Items 

Item Min Max Mean  SD 
Ability to perform personal care 
tasks 

1 4 3.28 .933 

     
Ability to move around the 
nursing home 

1 5 2.97 1.399 

     
Ability to get in and out of bed or 
a chair 

1 5 2.80 1.491 

 

The analysis procedures for the quantitative results required the completion of four steps 

(1) imputation of missing data, (2) correlation matrix, (3) multilevel regression, (4) 

facility level regression. Once the independent variables of interest were identified within 

the family and facility survey data sets, the next step was to assess the missing data. 

Multiple Imputation 
 

The method for handling missing data was multiple imputation. Multiple 

imputation is an analysis procedure, which allowed for the use of the entire available data 

set, without the deletion of existing data (Patrician, 2002; Young & Johnson, 2013). 

Multiple imputation is predictive, where it replaces missing data with plausible values 

and requires the imputation of separate data sets before creating a final pooled data set 

(Shafer & Olsen, 1998).  

Imputation was determined to be the most appropriate manner for handling the 

missing data because it allowed for the full data set to maintain variability, and the 

creation of multiple data sets maintained the integrity of original data while incorporating 

existing uncertainty (Wayman, 2003). Other techniques for handling missing data can 

result in the loss of cases or variables to extensive missing values, or mean substitution 
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which can either diminish or increase item-item correlation (Shafer & Olsen, 1998). 

Typically, the number of imputation sets depends on the extent of the missing data, in 

order to observe healthy convergence across the data; twenty imputations were required 

for this data set, meaning that once twenty individual data sets were imputed, one final 

pooled data set resulted. Imputation was completed using the freeware “R”. The 

procedure used the “MICE” package. Data files were converted from SPSS to Excel, 

where missing data was re-coded to a blank cell.  

Once the data were loaded into “R”, patterns of missing data were analyzed based 

on the questions with the largest number of missing responses. Missing data occurred 

most often when family members could not speak to task related to the nursing home life, 

such as capacity to decide when to take a bath or shower, or when the resident was unable 

to complete the task without help (see Table 8). It is reasonable to conclude that family 

members might not have knowledge or be aware of policies regarding certain tasks 

overseen by direct care staff, which is a limitation of assessing resident information from 

a family member perspective.  

 

 

 

 

 

 

 

 



Physical Environment and Quality of Life   

 
 

40 

Table 8.  

Patterns of Missing Data (n=263) 

Item Missing Type n % 
Take a bath or shower 
whenever he/she 
wants  

Don’t Know 52 19.8 
Unable to Complete 48 18.3 

    

Can go where he/she 
wants on the “spur of 
the moment”  

Don’t Know 13 4.9 
Unable to Complete 71 27 

    

Can express his/her 
opinion without fear 
of consequences  

Don’t Know 16 6.1 

Unable to Complete 44 16.7 

    

Can easily go 
outdoors if he/she 
wants  

Don’t Know 6 2.3 
Unable to Complete 52 19.8 

    
Decides how to spend 
his/her time 

Don’t Know 9 3.4 

Unable to Complete 46 17.5 
 

Predictor matrix. Once each variable has been entered into the imputation a 

predictor matrix is created. The predictor matrix includes each variable in both the rows 

and columns; with each row telling which variable is being used to impute which 

variable. Resident level variables are changed to “2” and facility level variables are 

changed to “1”, demonstrating the multilevel nature of the data set. The minimum 

correlation was set to 0.2. 

Profile correlation.  Once the predictor matrix was amended to reflect the 

multilevel nature of the data, a correlation matrix was created to examine the 

relationships between the independent variables. The correlation matrix revealed high 

correlation values between facility level variables, which is confirmed by van Buuren and 



Physical Environment and Quality of Life   

 
 

41 

Broothuis-Oudshoorn (2011), who noted in their manual for the imputation program that 

imputing missing data can lead to unique challenges, such as the collinearity when there 

is a large alpha and small number of participants.  

The facility level variables that were mostly highly correlated (greater than 0.9), 

with each other included: the number of residents per neighbourhood, total number of 

residents in the facility, ownership of facility, and presence of a dementia care unit. The 

correlations between these variables were considered extremely strong and required the 

variables be removed from the multilevel model. The variables were retained for future 

analysis, but given the strength of the correlation they could not be entered into the model 

as they were too highly predictive of each other and would present a skewed 

representation of the effect size.  

Correlation Matrix 
 
 The correlation matrix was created to examine the relationships between the 

independent variables that will be included in the multilevel model from (1) family 

member gender, family member age, education level, employment status, (2) resident’s 

physical ability, (3) homelikeness scale, space and relationships, (4) model of care, and 

(5) total square footage, and proportion of residents with moderate to severe cognitive 

impairment.  

Multilevel Regression   
 

Once the data were imputed, a complete data set was available to begin analysis. 

To reiterate the first research question, the goal is to examine from the family 

perspective, if physical environment and design characteristics impact perceived resident 

quality of life. The research questions focused on the relationship between facility and 
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individual variables and “the simultaneous study of resident and facility level variables 

calls for an approach that accounts for the nested structure of the data” (Bravo, De Wals, 

Dubois, & Charpentier, 1999). Multilevel analysis was theoretically appropriate because 

the data were clustered within facilities and “the clustering violates the assumption of 

independence of observations” required for separate regression techniques (Dobbs & 

Montgomery, 2005, p.465). The impact of the nested data was determined by examining 

the interclass correlation (ICC), which demonstrated how much variance is due to 

residence in a specific facility (Peugh, 2010). By calculating the average variance across 

all twenty imputed data sets, the ICC was found to be 0.18. This suggests that 18% of the 

variance in family perception of resident quality of life is between facilities, which 

provides justification for the use of multilevel modeling. Within statistical literature, an 

ICC of .10 to 0.30 is considered moderate to large (Scherbaum & Ferreter, 2009), 

providing the justification to use a multilevel analysis approach to examine both family 

and facility survey responses on resident quality of life.  

A multilevel model (also known as a hierarchical regression), was constructed by 

entering independent variables in a step-wise fashion similar to the correlation matrix, 

beginning first with demographic variables, and ending with second level, facility 

variables. In order to maintain a model that most accurately represents the relationship 

between explanatory and response variables, a p-value criteria of 0.3 was established, 

meaning that if at the point of entry into the model an item or scale has a p-value larger 

than 0.3 that variable will not be included within further analysis. Given the small sample 

size and large number of proposed explanatory variables, insignificant p-values are 
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possible; by removing those variables with large p-values the model can more accurately 

detect potential relationships.  

Facility Characteristics Regression  
 
 Given that the research question seeks to identify a relationship between facility 

characteristics and quality of life, an additional regression analysis was completed 

including facility characteristics that were unable to be entered into the multilevel model 

due to their collinearity. The items in the facility regression were: presence of a dementia 

unit, total square footage, proportion of residents with moderate to severe cognitive 

impairment, number of residents in the unit, and total number of residents in the building. 

This regression analysis is distinct from the multilevel model as it only includes second 

level independent variables regressed onto perceived resident quality of life.  

Case Study   
 
Question #2: In what way does the physical environment impact family and resident use 

of space? 

The second research question will focus on qualitative data collected from the 

case study component of the Care and Construction project. The case study approach 

focused on three facilities, each representing a home from a distinct model of care. 

Within each facility, there were two care constellations composed of a resident, family 

member, and staff member. Case study data was comprised of separate in-depth 

interviews with a care constellation that included a resident, family and staff member at 

three periods of time from each facility type. One care constellation in each home had a 

resident who was cognitively intact and able to complete an interview, and one care 

constellation that included a resident who was unable to speak for themselves.  
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The analysis for this project focused only on the family members of residents who 

could not speak for themselves (n=3). The three interviews with family members were 

conducted approximately three months apart in 2012 (March/April, July/August, 

November/December), resulting in a total of nine interview transcripts. In addition to the 

interviews, participant observation methods were used to explore the environment and 

resident typical daily activity within each nursing home, including interactions with 

family members. Observation took place over four hours, with individual observation 

times lasting between fifteen to thirty minutes. Participant observation was conducted 

with those residents whose family members completed interviews. 

  The second research question explores how family members and residents interact 

in the environment. Rather than seeking correlations between facility and quality of life, 

the question examined to what extent the home design impacts residents’ use of space 

and family members’ perception of quality of life for residents with cognitive 

impairment.  

Family Member Interview Data Collection. The administrator of the home, had a clerk 

approach the resident and family member to determine if they were interested in 

receiving information about the study, identified potential participants for the case study 

in each of the three study sites. One researcher from the project team was responsible for 

completing all of the care constellation interviews within their designated home for the 

duration of data collection.  

Family member interviews took place at the nursing home where the resident 

resided and private space was provided by each of the nursing homes to ensure the 

interviewee was comfortable speaking candidly. Permission was obtained from the 
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participants to audio-record the interviews during the informed consent process. For the 

residents who were incapable of providing informed consent or assent, their family 

member was asked to consent on their behalf. Verbal consent and assent was confirmed 

prior to each interview at each time point with a brief review of the consent materials. 

Interview times varied across the cases, but averaged approximately 1-11/2  hours in 

length. Family member participants were provided with one $25 gift card at each 

interview point to recognize the time and travel expenses associated with participation. 

The gift card was given to the family member at the beginning of each interview and they 

were informed that the card was theirs to keep if they chose to discontinue their 

participation.  

Participant Observation Data Collection 
 

Participant observation methods were employed at each of the three data 

collection points. Participant-observers spent approximately four hours (in blocks of 1/2 

hour to 2 hours, guided by the activities of the resident) with the resident in a one-day 

period, with observation sessions generally occurring on the day following the interview. 

The participant observer shadowed the resident in all public areas of the nursing home, 

and in the resident’s own room, if permitted, as the resident went through their daily 

activities. Residents were instructed that they could ask for privacy during the 

observation period at any time.  

Although the research questions focus on the family member’s perception of 

resident quality of life, the inclusion of participant observation data was helpful to give a 

contextual description of the homes. Participant observation accounts provided a 

description of the individual neighbourhood and unit, beyond facility characteristics 
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found in the facility profiles or in the family member interviews. My role as a participant 

observer allowed me to document my impressions of the home in a systematic manner 

that related to constructs identified as important for resident quality of life. In addition, 

the participant observation data was crucial to answering the second question, which 

focused on the interaction and activities of family and residents in the physical 

environment. The observations provided insight into activities that the dyads engaged in 

and provided context when family members described their perception and activities in 

the home.  

Participant observation field notes were recorded immediately following 

observation times (Appendix D). Notes were only recorded during an observation time 

when the participant observer was out of sight from the resident. There were two separate 

participant observers throughout the course of data collection, both employed by the Care 

and Construction Project. The first research assistant completed the participant 

observation for time one and time two. After time 2, I completed the third round of data 

collection, as a part of my role as a research assistant with Care and Construction.  

Family Member Interview and Participant Observation Guides 
 

Interview guides were created by senior researchers on the project team with 

following a purposive search for quality of life literature (see Fancey, Keefe, Stadnyk, 

Gardiner, & Aubrecht, 2012). The family member interview guide can be found in 

Appendix E. The interview questions were designed to provide insight into resident 

quality of life, from the three participant perspectives. Interview questions pertained to 

the topics of environment, meaningful activities, meaningful relationships, homelikeness 

of the nursing home, and resident autonomy and affect. Separate interview guides were 
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created for the case study based on the different perspective, each contained similar 

questions pertaining to resident quality of life. The individual guides included participant 

specific probes to better understand the resident from their unique perspective and 

provide information that only they would know. For example, the family guide asked for 

information about life previous to the facility and specific family supports which staff 

were likely not aware of. Given the longitudinal nature of data collection, the interview 

guides were revisited following the first data collection and questions were amended to 

capture the element of change. Interview guides were not changed from time two to time 

three.  

The elements captured in the participant observation guides were the key themes 

reflective of the overall study: homelikeness and physical environment; meaningful 

relationships; meaningful activities; resident autonomy; resident affect; and staffing 

model/ interactions. The participant observer described her observations, inferences as 

well as any personal reflections in the observation guide. A specific section for personal 

impressions and inferences was provided on the guide and allowed the observer to note 

their questions, concerns, or perspective following each observation period. The 

participant observation guide did not change over the time periods. 

Case Study Analysis 
 

All interviews were transcribed verbatim. Participant observation logs were 

compiled in a Word document. Both interview transcripts and observation logs were 

stored in Atlas TI software. Team members met after each time period to review the 

transcripts and develop a list of codes. Using the established coding framework, the 

research assistants coded the data in Atlas Ti software. All transcripts were sent to the 
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researchers to check for accuracy. Following each interview, completed transcripts were 

provided to all participants for review. No participants indicated any issues or necessary 

changes. The principal investigators in the case study working group cross checked the 

codes for each time period and then consulted a second researcher in the case study 

working group for additional comments and analysis. The memo function of Atlas TI was 

used to identify any issues or discrepancies during the coding process.  

Initial coding of the interviews and observations were analyzed for components of 

the conceptual model such as autonomy, affect, meaningful activities, meaningful 

relationships, physical environment, and homelikeness. The identification of the six 

primary components of quality of life acted as the preliminary open coding, the 

secondary analysis was axial coding and included creating connections between the 

existing codes.  

For this research, the secondary analysis of the case study data used inductive 

thematic analysis. The preliminary coding included two broad themes identified as 

homelikeness and physical design (Appendix F). The transcripts were examined with the 

preliminary coding from the project analysis intact, but only those passages that were 

coded as representing  “homelikeness” and “physical environment” were examined. Once 

those transcripts including homelikeness and physical environment were isolated, the 

quotes were analyzed further and organized into three broad themes: personal space and 

identity, social engagement, and individual resident needs. Participant observation 

records were coded using the same coding structure as the family interviews, the 

descriptions of the physical environment and events within the observation time were 

first organized based on case and then in relation to their congruence or discordance with 
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interview themes. In addition to the thematic analysis, participant observation field notes 

were used to create a visual depiction of the neighbourhood/unit at each study site. The 

graphics were used to illustrate the family member and participant descriptions of the 

physical environment, and while they are did not include all components of the 

environment (closets, storage, other resident rooms); they contribute to our understanding 

of the variations in layout in each home. 

Case Study Participants 
 

Similar to the family member survey, the case study defined family as an 

individual who had a close relationship with the resident and was able to speak to the 

day-to-day experience of the resident’s life in the nursing home. All residents had lived in 

the home 12-24 months; both residents in the full scope and augmented homes had 

previously lived in other nursing homes, whereas the resident in the traditional had 

moved from the community. Pseudonyms have been used to protect participant identities. 

The family member participants remained consistent, except for a small change in the 

new-full scope home following time one data collection. Originally, the participants 

included both the resident’s son and his wife. Following the first interview the son was 

unable to continue to participate, so his wife completed the subsequent interviews. A 

graphic representation of the case study constellations can be found below, with the 

pseudonyms for the residents and family members (Figure 3). 
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Figure 3. Case Study Participants 

 
Full-Scope: Mary, Mark and Megan. The resident in the full-scope home had a 

diagnosis of dementia of unknown type. The resident, known as Mary, was in a 

wheelchair and non-ambulatory, requiring full assistance from staff or family to move 

around the neighbourhood for the duration of data collection. Verbal communication 

fluctuated, but primarily consisted of singular responses (yes/no), with the majority of her 

communication being non-verbal facial cues. Family member interviews were completed 

with the resident’s son, and daughter-in-law during time one, with subsequent interviews 

completed by only the daughter-in-law. 

During the participant observation, Mary was most often observed in common 

areas within her neighbourhood, including in the dining room and living room. She 

remained in her room to sleep or nap, but otherwise staff moved her wheelchair to the 

living space in the center of the neighbourhood. 

New-Augmented: Sara and Stella. Sara, the resident in the new-augmented 

home, had a chronic, degenerative disorder that impacted mobility, cognitive functioning 

and communication. Sara was in a wheelchair and required complete assistance from 

family and staff to ambulate in the neighbourhood. The resident had minimal verbal 

communication challenges; she was able to answer simple questions and sat in on all 

family member interviews. During the participant observation, Sara remained in her room 
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for the majority of the observation periods, and would be found outside only for meals 

and physical therapy sessions. The resident’s sister, Stella, completed all the family 

member interviews.  

Traditional: Helen and Harry. The resident in the traditional home, Helen, was 

diagnosed with Alzheimer’s disease. During time one, Helen was walking independently 

on the locked unit, but during the interview at time two, Harry indicated that a 

progressive decline in balance resulted in multiple falls and Helen was placed in a 

wheelchair by time two data collection. Although she was in the wheelchair, she was 

fully ambulatory and moved without assistance. The resident’s husband, Harry, 

completed all of the family member interviews. Helen was the only resident to ambulate 

independently, and spent the majority of her waking hours walking or wheeling 

throughout the main hall of the unit. Both the participant observer and her husband 

remarked that she was rarely stationary.  

Ethical Considerations 
 

There were unique ethical issues to be considered when I began my secondary 

data analysis and we are examining participants who cannot speak for themselves. All 

identifiable information had been removed from all of the data sets (both survey and case 

study), but my participation in the data collection mean that I was aware of who the case 

study participants were after my time spent with them during the participant observations. 

Given the small number of residents and family members within the case study, 

additional care was given within the results and analysis to limit specific information 

regarding a single individual being released. The measures to limit the opportunity for 

identification of participants included limiting the amount of specific demographic 
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information disclosed for individual participants (i.e. specific diseases), and consultation 

with thesis supervision committee regarding the scope of descriptions provided in the 

results. Taking these considerations into account, the research was approved by both my 

thesis committee and the University Research Ethics Board (UREB) at Mount Saint 

Vincent University (#2013-097) as an expedited review for secondary data analysis.
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Chapter 5: Results 

Survey Results 
 
 The results section is organized in sequence, first with the correlation matrix, 

multilevel model, and exploration of facility characteristics. The quantitative results are 

in reference to the first research question: from the family perspective, to what extent do 

facility characteristics impact resident quality of life for those with cognitive impairment? 

Correlation matrix. The correlation matrix examines the bivariate relationships between 

the independent variables (Table 9). Within the demographic variables, a positive 

correlation exists between family member age 65 and over, and retirement (r=.510) and a 

negative correlation between the family member’s gender and being retired (r =-.170). 

Among the second level facility variables, significant positive correlation exists between 

the homelikeness scale and single item space and relationships (r= .565) and model of 

care (r=.202, r=.278). Further, there is a negative correlation between homelikeness and 

total square footage of the facility (r=-.383).  
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Variance in Quality of Life Across Model 
 

In order to examine the difference in mean quality of life across all three models 

an ANOVA was conducted with the full imputed data set. Overall quality of life was 

assessed across all three models, with an average of 2.75 (Figure 4). 

 

Figure 4. Average Resident Quality of Life Across Model (n=263) 

 
A limitation of completing an ANOVA with multiple imputed multilevel data is 

that the statistical software will not pool the between group and within group differences, 

which necessitates the manual calculation of the complete F statistic. Manually pooled F 

statistic is 18.91, p<0.001, and indicates that there is a significant difference in quality of 

life between the newly built homes and the traditional. Simply put, there is no significant 

difference in family perception of quality of life for those residents with cognitive 

impairment, between new-full scope and new-augmented, but these new home styles are 

significantly different than the traditional.   
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Hierarchical Regression Results 
 

The results provided have been pooled from 20 imputed data sets. Demographic 

items were added in the first block and none of the individual items, or the block itself 

was significant (p=0.78). The demographic variables were trimmed, meaning that the 

items with the higher p-values were taken out of further analysis and only those few 

items that remained were included in further analysis, but once the most non-significant 

items were taken out, the demographic variables still exceeded the re-determined cut off 

of p=0.3 (Table 11).  

Table 10.  

All Demographic Variables 

Variable      Estimate             
SE 

           t-Ratio       DF      p-Value 

(Intercept) 2.99 0.21 14.34 196.90 0.00 
Family Gender -0.12 0.14 -0.84 161.49 0.40 
FamAge55-64 -0.09 0.16 -0.60 185.86 0.55 
FamAge65+ 0.08 0.25 0.31 47.48 0.76 
High School -0.04 0.16 -0.27 112.34 0.79 
Post Secondary -0.13 0.14 -0.95 119.85 0.34 
Paid 
Employment 

-0.04 0.27 -0.17 194.60 0.87 

Retired 0.00 0.18 0.02 47.96 0.98 
    (7, 

1608.53) 
0.78 
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Table 11.  

Final Multilevel Model (n=263) 

Variable      Estimate             SE            t-
Ratio 

DF       p-Value 

Block 1      
Intercept 2.92 0.19 15.49 218.31 0.00 
Family Gender -0.12 0.14 -0.89 150.37 0.37 
FamAge55_64 -0.10 0.14 -0.67 225.38 0.50 
FamAge65Plus 0.09 0.18 0.53 101.39 0.60 
    (3, 1121.49) 0.35 
Block 2      
Intercept 2.82 0.11 24.67 106.75 0.00 
Physical Ability -0.05 0.06 -0.87 69.67 0.39 

  (1, 95.22) 0.39 
Block 3     
Intercept 2.78 0.09 30.29 59.87 0.00 
Homelikeness 0.45 0.13 3.57 38.51 <0.001*** 
Space and 
Relationships 

0.19 0.13 1.51 21.90 0.15 

  (2, 90.41) <0.001*** 
Block 4    
Intercept 1.95 0.50 3.89 23.94 0.00 
Homelikeness 0.43 0.12 3.44 46.92 <0.0001*** 
Space and 
Relationships 0.19 0.13 1.48 21.88 0.15 
New-full scope 0.16 0.20 0.83 106.37 0.41 
New-augmented 0.16 0.19 0.82 151.13 0.41 

  (2, 538.27) 0.65 
Block 5    
Intercept 2.05 0.51 4.05 21.02 0.00 
Homelikeness 0.43 0.13 3.37 38.73 <0.001*** 
Space and 
Relationships 0.18 0.13 1.43 21.46 0.17 
Square Footage 0.00 0.00 -1.98 72.87 <0.05* 
Proportion of 
residents with 
moderate-severe 
cognitive 
impairment 0.00 0.01 0.65 171.92 0.52 

  (2, 471.35) 0.09 
Note: All continuous variables have been centered  
*p<0.05 **p<0.01 *** p<0.001  



Physical Environment and Quality of Life 
 

 
 

58 

The results of the multilevel model demonstrate that the first block, which 

included individual resident and family member variables, was not significantly related to 

overall quality of life (Table 10).  

The second block included the physical ability scale, which did not approach 

significance and was removed from further analysis. The third block included two 

variables, the homelikeness scale and a single item related to space and relationship 

building. The homelikeness scale was significant (p<0.001). The space and relationship 

building item was not significant, and was removed from further analysis. As a whole, 

the third block, which included the point at which homelikeness was entered into the 

model, was significant (p<0.001).  

The fourth block was the point at which model of care was entered into the 

multilevel model, with traditional model of care was used as the reference category. 

Model of care was not significant. The final block includes facility variables and at the 

item level square footage was negatively correlated with quality of life (p<.05). Although 

the square footage item reached significance, facility characteristics as a block did not 

reach significance.  

Overall, the multilevel model results demonstrated that the homelikeness scale 

and single item measure of square footage was related to resident quality of life. At the 

block level, only homelikeness was significant, and facility characteristics did not emerge 

as significant.  

Exploring facility characteristics further. A separate regression analysis was 

conducted with only facility characteristics regressed on resident quality of life. All but 

two facility level variables were too highly correlated to enter into the multilevel analysis, 
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but given the interest in physical environment it was important to explore only facility 

level characteristics (Table 12). When only facility characteristics were considered, the 

number of residents in the neighbourhood/unit was negatively correlated with overall 

resident quality of life.  

Table 12.  

Facility Characteristics and Resident Quality of Life 

Variable      Estimate             SE 
           t-

Ratio       DF       p-Value 
Intercept 2.75 0.10 26.97 104.63 0.00 
Dementia Unit 0.07 0.21 0.31 104.88 0.76 
Square Footage 0.00 0.00 -1.03 178.19 0.31 
% of residents 
with moderate to 
severe cognitive 
impairment 0.01 0.01 1.26 185.87 0.21 
Number of 
Residents in 
unit -0.04 0.02 -2.58 190.82 <0.01** 
Number of 
residents in 
building 0.00 0.00 0.68 219.56 0.49 
    (5, 2345.48) <0.001*** 
*p<0.05 **p<0.01 *** p<0.001  
 

As a whole, the block of facility characteristics was significantly related to family 

perception of quality of life for residents with cognitive impairment. The correlations 

between the variables could account for the significance of the block. The negative 

correlation of both the number of residents in the unit, and the total of square footage in 

the building (as seen in the full multilevel model) makes sense given that those homes in 

both the new-full scope and new-augmented have smaller square footage and in turn a 

smaller number of residents per unit. Square footage and number of residents in the unit 

are also related in the correlation matrix, making it reasonable to assume that they are 
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measuring a similar construct. The significance of the number of residents in the 

neighbourhood is consistent with the previous finding of a significant negative 

relationship between square footage and quality of life within the full multilevel model.   

Case Study Results 
 
The case study results are in reference to the second research question, which aimed to 

understand how the physical environment impacted family and resident use of space.  

The interviews and participant observation revealed three intersecting themes 

across family members interviews: personal space and identity, social engagement, and 

individual resident needs.  

Personal Space and Identity 
 

The two most frequently occurring codes within the physical environment themes 

were “actions that make the environment inviting” and “resident’s room becomes home”. 

All three cognitively impaired residents had their own private bedrooms and family 

members indicated that having their own room was a positive component of the nursing 

home environment. The private bedroom was valued because it offered privacy and 

opportunities to decorate the resident’s room with personal items.  

Sara, the resident in the new-augmented home, spent the majority of her time in her 

room. The participant observer noted that the resident’s room was filled with personal 

mementos and decorative objects, and seasonal ornaments. When asked about the 

elaborate furnishings in the room, the resident’s sister, Stella, remarked that shopping and 

organizing her room was something that she and the resident did together when they went 

on outings outside the nursing home. The process of decorating the resident room was 

described by the family to be creating a connection to the resident’s life prior to living in 



Physical Environment and Quality of Life 
 

 
 

61 

the nursing home. The resident’s sister used the decoration of the resident room as a 

continuation of the resident’s previously enjoyed activities. The interviewer asked Stella 

and Sara if the room was arranged in a way they liked, and if the decorations in the room 

changed very often. Stella, the sister of the resident in the new-augmented home said 

“you know I just try to make it as…homey as ever… and with nice things”. Stella often 

shopped for decorations and additions to the room, and considered adding items to the 

room as a continuation of the residents’ previous activities, saying that “ if she [Sara] was 

in her own place she would be adding them herself, if she wasn’t in long term care, and in 

a chair, because she did collect a lot”. During each visit the resident’s room had a large 

number of personal items that her sister changed out periodically, on the second visit, the 

family and participant observer noted the removal of closet doors in the resident room. 

The family wanted more space to display the resident’s movie collection, and 

environmental staff in the home assisted in taking off the closet doors to add more space 

for the resident’s growing movie collection.  

Harry, the husband of Helen, in the traditional home mentioned that having a 

private bedroom meant that she was able to bring personal items and some furniture 

pieces, which was helpful with visitors, creating an opportunity to reminisce. When asked 

what about the building was important to make it homelike, Harry described the benefits 

of having a private room.  

Well the fact that you bring your own furniture in and you can do 
anything you want in the room…as far as favourite pictures and 
things like that and you can use those as topics of conversation 
during visits…and say remember this one, and remember this one. 
No, I, it would be no different than home…it would be no different 
than home. [Harry-husband in traditional home] 
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Megan and Mark, the son and daughter-in-law of the resident in the new-full scope 

home described the resident’s room as valued for the privacy it provided and echoed 

benefit of bringing personal items, but the family was less connected to the individual 

resident room and instead identified the entire neighbourhood as her home. The 

interviewer asked them if the Mary’s room felt like home and Megan responded that “I 

think so cause we put the pictures up right away and her knick knacks and her TV”. Mark 

agreed with Megan, but went on to connect homelikeness with the entire neighbourhood.  

Well the bigger picture, to me, well I call it her pod or whatever you 
want to call it, the entire wing that she is in is her home, so the 
eating area is her…it’s her kitchen. It’s her kitchen and the living 
room; it’s just that its shared with some other people…that’s home. 
Her room is where she sleeps but other than that she’s out of her 
room. [Mark-son in new-full scope] 
 
The organization of the new-full scope building consisted of central kitchen, dining, 

and living area. The neighbourhood is located on the first floor of the building, with glass 

doors that opened onto an enclosed patio (Figure 5). Mark described the central 

organization of the communal areas as being desirable because they are reminiscent of a 

private dwelling, saying that it “makes sense, the open kitchen, it’s all part of what maybe 

even you and I are used to at home, you become social”. Figure 5 is a visual 

representation of the neighbourhood compiled from participant observation field notes. It 

is important to note that while the new-full scope and new-augmented have similar 

design principles, such as an enclosed courtyard, open communal spaces, the diagrams do 

show that their designs and layout are unique and distinct.  
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Figure 5. New-Full Scope Layout 

 
The participant observer noted that the organization of the living and dining space 

were both more reminiscent of non-institutional dwellings because of the lack of 

structural separation between dining and living areas. The new-full scope and new-

augmented homes were similar in construction, both neighbourhoods were located on the 

first floor, and led out onto small, enclosed courtyards, and had minimal separation 

between dining and living space (see Figure 5 and Figure 6).  
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Figure 6. New-Augmented Layout 

 
Megan, the daughter-in-law in the new-full scope home noted that previous to 

moving to the nursing home, Mary would often help the daughter in the garden, and that 

gardening was one of their shared activities. Megan reminisced that in warmer weather 

they would go into the courtyard together, and pick flowers and “just trying to make real 

life”. Similar to the resident in the new-augmented, the design and activities within the 

surroundings created connection to familiar activities that reinforced resident identity 

prior to living in the home.  
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Atmosphere. When asked to describe the home and the resident’s room, family 

members in the full scope and augmented homes used similar terminology, describing the 

homes as “comfortable”, “cozy”, and “welcoming”. The connection between having 

private and personal space, was connected to an objective, physical component of the 

home, whereas atmosphere and comfort is related to more subjective feelings that are 

evoked in that space. Often, the family members were unable to definitively articulate the 

aspects of the home that embodied these descriptions. The original coding described the 

appearance of the home, and the most frequent example of appearance included light. 

Megan, the daughter-in-law in the new-full scope home said that the home was “a great 

place, it’s new and it’s great, and it’s bright and it’s airy. It’s all the good stuff”. Harry, 

the husband in the traditional home also mentioned the light and atmosphere of the home. 

Oh yeah and everybody, people that come in, strangers will say oh, 
that have been in other institutions oh my god the size of the rooms, 
they are nice, they are bright you know. But it makes it so bright! 
Makes [sic] it so beautiful and bright! It can be minus 18 out, but 
inside you’re warm and it’s sunny and the ambience here is 
beautiful. Beautiful. [Harry-husband in traditional home] 

 
Cleanliness and the smell in the home were described by both Mark, who echoed 

his wife’s comments saying that “it’s bright, airy, it feels homey, it’s not stuffy, it doesn’t 

stink”. Stella, the sister in the new-augmented home described the home as 

“comfortable”, saying “there are [sic] none of those kind [sic] of smells that would turn 

you off on walking in”.  

Both Mark and Megan, in the new-full scope home, had previously described the 

entire neighbourhood as the residents home and had a positive perception of the design 

and organization of the home, but when asked if there were any challenges or barriers to 

“homelikeness”, they both noted challenges in personalizing a single room. Megan said 
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that “well you only have one room so it’s kind of hard with the bed in the middle it’s kind 

of hard to make it too homey, but there are pictures and there are knick knacks so it’s just 

as homey as it is going to be”. Interestingly, both Megan and Mark described at length 

the ways in which Mary’s room, and the entire neighbourhood were homey, but was then 

followed by Mark saying that “I spent all my life in hotels and I don’t mind this room. No 

really, I am looking at it; it’s like another hotel room”. This demonstrates the dichotomy 

between the feelings of comfort and homelikeness, and the descriptions of the features in 

the home. For example, the entrance of the new-full scope building was designed to look 

like a small village courtyard with storefronts lining the main hall. Mark and Megan had 

positive comments about the appearance, but then compared it to a theme park, Megan 

said “the entrance is kind of interesting, the first time you walk in you are like ‘am I at 

Disney world’ or like ‘where am I?’ with the little store concept”. The comments 

highlight the disconnect between previous comments which describe the organization of 

the communal areas in the neighbourhood as reminiscent of a private home, yet the 

resident’s room and the entrance of the building are akin to a resort or hotel.  

Social Engagement 
 

 All three residents had communication and mobility limitations, which impacted 

their ability to participate in social activities within the home. As previously described, 

Megan, the daughter-in-law of the resident in the new-full scope model, described the 

central living and kitchen environment as the space where the most social activity 

occurred, saying that “it’s the most social place in the room, always people [sic] coming 

and going. There is always somebody coming and going or “saying I’m hungry”. The 

participant observer noted that in the living room there was a desk, which was where staff 
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sat at a desk to complete their paper work, “so there was always someone there, walking 

by”. Mary, the resident in new-full scope spent the majority of her time in communal 

areas, and the participant observation revealed multiple instances where the resident 

could be found sitting in her wheelchair in the living room, listening to music, while 

watching the staff clean the kitchen and move about the neighbourhood.  

 [The residents] are mostly in the kitchen area/sitting area somewhere there 
most of the day unless they have to nap and sleep or something in their room, 
but other than that they’re not in their rooms staring at the wall, they’re 
generally all out together if need be [sic] and socializing or being with 
somebody. [Megan-daughter-in-law in new-full scope home] 

 

It is important to note that the new-full scope home did not have a nurse’s station, but 

rather a desk with cabinet where staff would sit to complete paperwork. This is in 

contrast to the traditional home which had a conventional nursing station in the middle of 

the main hall (Figure 7).  
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Figure 7. Traditional Layout 

Sara, the resident in the new-augmented home, spent the majority of time in her 

private bedroom watching movies. She did not often desire to leave her room to 

participate in organized activities, but the participant observation noted that during 

multiple observation periods the resident would ask to remain in her room watching 

television with her door open to the hallway.  
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I asked if she would like me to close the door or turn up the volume 
on the TV “no” she said, and that was that, she really did not seem 
to mind. A little later on, we heard staff members chatting and 
laughing in the halls and I looked at [Resident] and she was giggling 
as well. It seems as though she keeps her door open as an 
entertainment factor because about 10 minutes later we could hear 
someone playing the fiddle down the hall, you could hear it all the 
way into her room. [Participant observation field notes] 

 

The circular arrangement of the living area within the new-augmented home meant 

that residents and staff were frequently walking by the resident’s room, and was in close 

proximity to the dining and living room. Although the resident preferred to spend her 

time in her room, her location allowed her to listen and observe activity in the 

neighbourhood.  

Given that both residents in the new-full scope and new-augmented had serious 

mobility challenges which left them unable to move unassisted, their primary social 

connections apart from family visits were observing activity rather than directly 

participating. The resident in new-full scope would observe staff and other residents as 

they moved about the unit from the dining or living room area and staff would walk by 

and say hello to the resident and she would smile and watch activities if she was not 

directly participating. The location of the resident appears to be important when thinking 

about their proximity and positionality in relation to staff and other residents. Whether it 

is sitting in a communal area or in a centrally located bedroom with the door open, both 

offer unique ways to engage socially.  

Intergenerational relationships. Megan, in the new-full scope home, had a small 

child and the home has a play area where he can play while they visit. The addition of 

toys and space to play creates a comfort for the family knowing that they can have their 
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children enjoy. The family enjoys having space both in the neighbourhood and 

throughout the building to visit. Additional activity areas outside the neighbourhood 

allows resident and family to get away from the cottage to visit or stay in the 

neighbourhood as they choose.   

Prior to moving to the current home, Mary had lived in another nursing home and 

the family could compare the experiences. They appreciated having a choice in where 

they visited; they could stay in the neighbourhood or go to other areas in the home, 

particularly a children’s play area outside the neighbourhood. Megan described their 

experience in a previous nursing home, saying, “We used to leave in tears because it was 

disgusting, here it’s fine and it’s easy and you leave feeling good…in an atmosphere that 

you wouldn’t mind being in yourself.” Megan described the experience of visiting with 

the home with her son, where “he can play, we do play doh or we do whatever…you 

know he can go to grammas and put the tv on cartoons.”  

The combined dining and living space in the new-augmented home was the 

smallest of the three homes, with residents having to cross through the dining area to get 

to a living space with couches and a television. The communal space was the site of 

family visiting during the holiday seasons for the family in the new-full scope home 

We were here, when we were decorating her Christmas tree, we 
were sitting on the couch and some ladies [residents] were folding 
laundry and they were doing their little thing and they, you know he 
was just having a ball, and so they look at each other and said, “Oh 
isn’t it nice to hear a child.” And it’s true; it’s nice to hear a child, 
that’s real life. [Megan-daughter-in-law in new-full scope] 
 
Stella, the sister of the resident in the new-augmented home described the size of 

the neighbourhood with its capacity to enable relationship building with the staff saying 

that “it’s a little bit smaller in scale, which then gives the staff more opportunity to you 
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know really become knowledgeable about their residents.” The potential for interaction 

with staff in particular was mentioned in both the new-full scope and new-augmented 

homes.   

In the new-augmented home the resident’s room looked onto a courtyard, and her 

sister remarked that she appreciated having something beautiful to look at. Having a 

beautiful space may seem unimportant or superficial, but for someone who spends a lot 

of time in a space it could be very important, appealing surroundings whether it be in the 

room our outside, is valued when the resident spends large amounts of time in the same 

space. The augmented home had an enclosed greenhouse on the second floor of the 

building. The use of the green house was described in initial interviews as a positive 

selling point for the facility, but further reflection revealed the while the family 

appreciated the beauty of the space, they seldom used it and instead favoured the 

computer room in the neighbourhood. Access to a computer room created an opportunity 

for social activity between Stella and Sara, where they could look on-line and share 

emails from family in other provinces. While the green space may be beautiful to look at, 

the family does not use the space on a regular basis.  

Similar to the family in the new-full scope, areas within the home that create an 

opportunity for socializing and shared activities are valued. Outdoor features including a 

courtyard off of the kitchen and living area have the potential to be used for 

intergenerational socializing. Again, the space is useful in relation to the opportunities for 

social activity that it provides. The greenhouse and the outdoor areas are accessible to the 

resident and include wheelchair accessible features to enable her continued use.  
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They have nice courtyards for going outside, the big one here, on this 
level, they have a swing that umm the wheelchair locks into, so we 
can use that, we do that. Now that my granddaughter is a little older 
this summer we will be using it more. There is lots of space to walk 
around her. They have done an amazing job with the flower planting. 
Which is always nice. It’s very pleasing to the eye to look at, even 
from outside. [Stella, sister in new-augmented home] 

 
Given that both families in the new-full scope and the new-augmented have smaller 

children that visit the home, a variety of spaces that are appealing to the entire 

family contribute to a positive visiting experience.  

Individual Resident Needs 
 

A benefit of the case study data is that we are able to examine unique residents over 

an extended period of time, rather than aggregated data from a large number of residents. 

The thematic analysis revealed a third theme, which focuses on the environment 

facilitating individual resident needs. Each of the three residents had unique health 

challenges, which impacted their ability to engage in various activities, but the 

environment had an important role in facilitating desired activities. Sara had mobility 

limitations, which impacted her ability to move independently around the home, but her 

real enjoyment came from spending time in her bedroom. The ability to personalize the 

room fostered an ownership of the space, and facilitated individually desired activity. The 

room supported both her personal care needs and her social needs.  

Helen, the resident in the traditional home, was the most physically active resident, 

and had the most dramatic health changes over the course of observation and interviews. 

The traditional home featured a unit that consisted of one long main corridor with a 

smaller hallway located perpendicularly (Figure 7). At the juncture between the two halls 

was the nurse’s station and entrance to the dining room and living room. The doors that 
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were locked by passcode had a mural of an ocean scene painted on both double doors. 

Helen was not featured prominently in the other content areas because the components of 

the home that are important to her husband’s perception of her quality of life focused on 

the ability of the environment to facilitate her pacing. The sub-theme focuses on change 

over time and explores change in health status and use of environmental features. 

Time. Although the case study interviews and participant observations occurred at 

three time points, over a ten-month period, there was no drastic change in family member 

perceptions of the physical environment and their use of design features within the home. 

The greatest change was seen in the health of the resident, which impacted their 

participation in activities in the home. During the first time period, Helen was walking 

unassisted and the participant observer noted that the resident would walk to the end of 

the hallway, stop, sit on the bench, remove her shoes, put her shoes back on, and then 

continue walking. As the time progressed, she was unable to walk unassisted and was 

placed in a wheelchair. She continued to pedal her feet in the wheelchair and use the 

corridor railings to propel herself up and down the hall. The resident’s husband, Harry, 

was adamant that the home was ideal for her needs, as walking freely was integral to her 

quality of life. When asked what other aspects of the nursing home were important he 

said, “it’s all the same for her…. the autobahn, that's her autobahn.” The participant 

observer noted that the mural on the doors and decorations hung from the ceiling were 

not indicative of something found in a private dwelling, but as the family member noted 

the resident did not take any notice of the decorations or furnishings on the unit. The 

furnishings and design elements related to social engagement and homelikeness were not 

as important to this resident, as she would rarely remain still long enough to eat or sit in 
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the living room area, and “All she wants to do is be, is be mobile, and this is just a 

wonderful facility to be able to do that...she is accomplishing something when she is 

walking”. The design elements that were vital to her quality of life supported her 

individual needs, which consisted primarily of walking in the halls.  

As the resident’s health condition deteriorated and she moved from walking to the 

wheelchair, the resident relied more heavily on using the railings to pull herself along the 

hallway. Harry was asked how Helen was managing with her health changes and he said 

that “She is pedalling away with her feet…yes with her feet, definitely and the bars; she 

pulls herself along with the bars, dramatic change since our last visit.” The participant 

observations described Helen’s movements in the home as her health declined, and noted 

that because of the nurses station in the middle of the long hall there was a large gap 

between the railings, where laundry carts and medical carts could often be found. Harry 

told the interviewer that the design of a private home in the community would be 

inappropriate for Helen because of her desire to pace. 

She’s got to be mobile. My gosh, she’d, she’d go crazy. She’d go, 
you know, the frustration would be unbelievable…‘cause she can’t 
sit like, for instance in a chesterfield chair and watch TV…she can’t 
do that. She’s got to be in the wheelchair and out in the aisle, going 
you know? Sometimes she ends up [laughing] in the corner and gets 
stuck and things like that, but she works her way out of it! [Harry-
husband of resident in traditional home] 

 

Helen would pedal around items blocking her path in the hall, and although Harry noted 

that she sometimes had challenges maneuvering in the unit, the participant observer did 

not note any instances where she was not able to move around the unit unassisted. That 

being said, the resident had a visible improvement in mood and affect when her husband 
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arrived each day, and appeared to appreciate when her husband or the participant 

observer gave her a break and pushed her in her chair.  

Summary of Case Study Findings 
 

Family member interviews and participant observation revealed that physical 

design elements are related to the reinforcement of resident identity. The resident’s room 

and other communal space in the neighbourhood are areas that foster social engagement. 

Features of the home that can be enjoyed by all ages are important so that family feel 

comfortable bringing their children and grandchildren to the home to visit, fostering 

intergenerational relationships. The family and participant observer perceived positive 

association between individual needs and the environment when the space facilitated the 

achievement of individual resident’s desired activity, whether walking the halls or 

watching movies in their room.    
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Chapter 6: Discussion 
 

Across Nova Scotia the number of older adults with cognitive impairment is 

increasing, which creates a need to better understand how current long-term care services 

are serving the population. The creation of new and renovated nursing homes 

recommended by the Nova Scotia Continuing Care Strategy has led to diversity in the 

physical design of long-term care homes across the province. Although there is existing 

literature regarding dementia friendly design elements, it is not yet known if variation in 

the physical design of homes in Nova Scotia has an impact on cognitively impaired 

resident quality of life. As Nova Scotia creates a dementia strategy, understanding the 

relationship between physical environment and quality of life for residents with dementia 

is vital to creating or sustaining homes that reflect the unique needs of residents with 

cognitive impairment. Data collected from family member surveys, nursing home 

profiles, and case studies were analyzed in an attempt to fill a gap in our understanding 

regarding the unique perspective of family members of residents with cognitive 

impairment.  

The sample of family members in this study is similar in characteristics to studies 

including family members of residents in long-term care in terms of their sex, education, 

relationship with the resident, and visiting patterns. The family members within both the 

survey and case study had a history of close involvement in the resident’s lives, and 

providing care prior to a loved one with dementia in the home is an indication that care 

will continue after their relative moves to a nursing home (Yamamoto-Mitani, 

Aneshensel & Levy-Storms, 2002).  
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Facility Characteristics and Resident Quality of Life 
 
 The first research question examined the extent to which facility characteristics 

impacted family perception of cognitively impaired resident quality of life. A multilevel 

model, correlation matrix, and linear regression, demonstrate that in fact, facility 

characteristics are related to family member perception of resident quality of life. The 

multilevel model results suggest that homelikeness and square footage of the facility are 

related to overall resident quality of life. 

Homelikeness is the largest single contributor towards family member perceptions 

of resident quality of life when all other variables are considered. If we examine how 

homelikeness was measured, the individual items reflect both tangible positive elements 

of a home, such as cleanliness, but more than anything, they are attempting to quantify 

the elusive feeling of home. The feeling of attachment to a space, warmth, and feeling 

welcomed are subjective phenomena and are different for everyone. Although there is no 

universal “home”, those feelings that of comfort and warmth can be more readily 

identified in smaller spaces, rather than large homes with a larger number of residents in 

the neighbourhood. Neighbourhood style design arrangements may be perceived to be 

more homelike because they offer a variety of communal and private spaces, similar to 

private dwellings, which can create a welcoming space to encourage intimate 

conversations and shared activity (Davis et al., 2009; Gaugler, Andersen, & Leach, 

2004). A positive perception of homelikeness is important from a family perspective 

because a space that feels warm and evokes feelings of comfort creates an atmosphere 

that is more welcoming to family and visitors, which is important for residents with 
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cognitive challenges, who often experience a loss of social connection and loneliness 

(Cahill & Diaz-Ponc, 2011).  

The correlation matrix revealed a correlation between model of care, 

homelikeness, and square footage. Homes that were newly built (full-scope and 

augmented) have fewer residents than traditional, and therefore smaller total square 

footage. Smaller homes were perceived by family to be more homelike, which makes 

sense when thinking about how neighbourhood style units may compare to private 

dwellings. The focus on communal living and dining areas and a private bedroom are 

more familiar to family members rather than larger spaces, which may be reminiscent of 

hospital or medical architecture. Participant observation noted that the traditional homes 

had visible medical carts and nursing stations, which is in contrast to new models of care 

where medical paraphernalia was hidden from view.  

Although the new builds have smaller total square footage, they have more square 

footage per resident. In addition, the newly constructed homes have a larger proportion of 

private rooms. In two single item questions, the survey asked family members to rate the 

importance of physical design features and 94% of family members indicated that a 

private bedroom was important, and 97% that ability to personalize their room and space 

was important. These findings are consistent with available research, which suggests that 

private rooms are positively related to resident quality of life because they offer an 

opportunity for family to be engaged in personalizing the space, choice in activity, and 

improved family satisfaction during visits (Calkins & Cassella, 2007; Davis et al., 2009). 

Furthermore, Cutler et al. (2006) suggest that those homes with a greater proportion of 
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private rooms tend to have communal areas around the home that can facilitate social 

interaction, and contribute to feelings of homelikeness.  

Size 
 

The negative correlation between family perception of square footage and quality 

of life for persons with cognitive impairment suggests that as the total size of the facility 

increases, resident quality of life decreases. The finding that reduced size is related to 

cognitively impaired resident quality of life is consistent with current research which 

suggests that smaller total facility size is more closely related to comfort and quality of 

life, but their findings are not directed towards cognitively impaired residents 

(Torrington, 2007; Barnes, 2002).  

Family perception of cognitively impaired resident quality of life increases as the 

number of residents in the neighbourhood decreases. Less residents in the neighbourhood 

can mean more space in communal areas for family to interact with residents, reduced 

crowding in living spaces, and a smaller number of residents in the neighbourhood could 

mean that there is more opportunity for family to become more familiar with other 

residents and staff. The finding that smaller neighbourhood size is related to quality of 

life is related to family perception of homelikeness. Neighbourhoods that offer spaces 

where family can watch television with the resident, visit in the garden, and decorate for 

holidays, contribute to an environment that feels warm and welcoming for family 

members and residents.  

Current research would suggest that a smaller number of residents in the 

neighbourhood are important because they reduce overstimulation, and increase the 

opportunity for social interaction, factors that might contribute to resident quality of life 
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(Day, Carreon, & Stump, 2000; Netten, 1989). Chappell and Reid (2000) suggest that 

reductions in the number of residents in the unit benefit residents with cognitive 

impairment because it can positively contribute to residents navigating capacity, and 

greater chance of social interaction with other residents. Overall, the quantitative analysis 

demonstrates that there is an effect of environment on family perception of cognitively 

impaired resident quality of life.  

Family, Resident, and Environment Interaction 
 

The second research question explored the ways in which the physical 

environment impacted family member and resident use of space. The focus was on the 

relational, and activity based interactions within the varying physical designs and 

assessing the person-environment fit. The case study findings highlighted the family 

member’s focus on both the objective and subjective perceptions of the home within the 

themes of personal space, identity, and atmosphere and comfort. The survey results 

indicated that a private bedroom was important to nearly all family member respondents 

(Calkins & Cassella, 2007; Davis, 2009). The resident’s bedroom was a place where 

family members could bring beloved items of furniture and create an opportunity to 

remember life prior to living in the nursing home. Creating a familiar space can support 

family and residents with cognitive challenges because it can stimulate social activity 

(Kihlgren et al., 1992; Davis et al., 2009). Megan, the daughter-in-law of the resident in 

the new-full scope home used the phrase “that’s real life” and “making real life” multiple 

times in her interviews when describing activities that she participated in with her 

mother-in-law in the home. Megan had a history with Mary, with shared activities and 

memories that were no longer accessible due to cognitive impairment. An accessible 
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courtyard and private bedroom augmented Mary’s reduced physical capacity, which 

allowed for the continuation of previously enjoyed activities. Smaller neighbourhood 

arrangements offer a larger proportion of private bedrooms, but more importantly, they 

have communal spaces that can be used by both residents and family to engage in social 

activities.  

Family members and the participant observer had a positive perception of the 

neighbourhood design, with the communal living arrangement supported in the literature, 

suggesting that neighbourhood design reinforces the focus on homelike activities and 

experiential memories (Chaudhury, 2003; Innes, Kelly, & Dincarslan, 2011). Having a 

space that is comfortable for both family members and residents to visit and share in an 

activity is important because family members have improved satisfaction with their 

visiting and may feel more comfortable bringing children to the home to visit (Angelilli, 

2006; Cioffi, Fleming, Wilkes, Sinfield, & Le Miere, 2007). Simple and inexpensive 

additions to the physical environment, such as a play area for children, or a basket of toys 

for kids to access when entering the home, can create a space that is welcoming to the 

entire family. As the results demonstrate, nearly 40% of the family members were still 

engaged in paid employment, and many have children or grandchildren of their own, and 

having a space where they can comfortably bring children can lead to less stress when 

organizing visits to the nursing home. If a child feels comfortable in the space there is 

less stress worrying about child care and more focus can be on an enjoyable visit between 

the family and resident. Opportunities for intergenerational contact are important for 

residents because they are an active, rather than passive form of engagement  (Lee, 

Camp, & Malone, 2007). Although a resident may not be able to engage in a conversation 
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with a child, having children in the nursing home can be an important step to reducing the 

barrier between life outside and inside the home. Nursing homes can be a foreign 

environment for family members, but particularly for children who may not have a 

sustained contact with a resident in a nursing home. Nursing homes that offer space for 

the entire family, including children, can reduce the fear and stigma of nursing homes for 

a new generation of family members.   

Home or Hotel 
 

As with any communal living arrangement, there is no one size fits all design, but 

elements that were perceived to positively contribute to family perceptions of 

homelikeness both in the survey and case study included the space feeling comfortable 

and inviting. The challenge with these terms is their subjectivity. The philosophy behind 

environmental redesign promotes a “physical space that is not meant to be homelike, but 

to be a true home in all respects” (Jenkins, Sult, Lessell, Hammer & Ortigara, 2011, p.5). 

An important aspect of the findings to further explore regards the subjective feelings and 

positive comparisons between the nursing home to a hotel. Features in the physical 

environment are observable, and therefore easily are considered by family when choosing 

a home. Research examining nursing home choice found that “consumers were more 

likely to choose nursing homes of high hotel service quality but not clinical care quality”, 

with hotel service quality including cleanliness, size and space in resident room (Persis-

Katz et al., 2013). New home designs may have pleasing features (enhanced entrance 

ways, unique design features), but those aspects of the home included in the 

homelikeness scale, such as warmth, cleanliness, welcoming, could be found in a variety 

of home styles.  
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Mark, the son of the resident in the new-full scope home had a positive perception 

of the design of the home, yet compared the home to a hotel or an amusement park. 

Nursing homes are a foreign environment for most individuals and it is challenging to 

draw meaningful comparisons between private homes and group living environments 

with support staff, organized activities, and communal meals. Family members may find 

that comparing the nursing home to a hotel is the most meaningful comparison they can 

make with limited experience in long-term care. This highlights an important opportunity 

for care coordinators at the time of admission to educate and inform family members and 

residents about what to expect from a nursing home. Furthermore, once placed in a 

nursing home, administrators, directors of care, and support staff have a responsibility to 

engage with family members to assess their needs and expectations.  

Person-Environment Fit  
 

The theoretical framework provides insight into examining the balance between 

the resident cognitive challenges and the capacity of the physical environment to 

compensate for the perceived losses. Within the case studies, residents were often unable 

to engage in activities due to cognitive challenges, but the structure of the neighbourhood 

or unit contributed to their continued participation in desired activities. Environment can 

support resident choice, whether it is staying in their room watching television, or 

walking in an unobtrusive environment. A key component of the fit between person and 

environment was the resident’s ability to exercise choice and autonomy in their own 

environment. Whether it was staying in their own room and passively observing activity, 

or actively moving around the home, the true fit between person and environment was 
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observed when the resident was able to conduct the activities that were important to them 

in the given space.  

Family had positive perceptions of the environment when the resident was able to 

continue valued activities in the home. Although family members had positive 

perceptions of the physical design and features in the home, negative comments 

regarding medical carts in the halls, handrail gaps, lighting, and design features that were 

not utilized by residents, were described only by the participant observers. The family 

focused on those components of the building that were supporting the resident, whereas 

the participant observer was more likely to describe those areas that presented a 

challenge. For example, a perceived limitation by the participant observer of the 

traditional home was the reduced access to communal spaces because of long hallways, 

which are reminiscent of hospital architecture (Cutler, Kane, Degenholtz, Miller, & 

Grant, 2006). And yet, the family member interviews revealed that the design of the unit 

was ideal for the resident, as she needed to be constantly moving, and the long hallways 

afforded her that opportunity, and family perceived that a smaller space would not 

accommodate her needs.  

Although not from the family perspective, the participant observations provided 

necessary context to both the physical environment, understanding which areas of the 

home they are referencing in the interviews, and how the environment shapes their 

interactions. The challenge of assessing quality of life from the family perspective is the 

inherent limit in their ability to speak to all aspects of the resident life, simply because 

they are not in the home at all times, and may not have visited different homes with 

which to compare their current experience. The integration of participant observation 
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with family interviews provided an opportunity to both acknowledge differences between 

observer and family perceptions, and examine researcher assumptions regarding 

homelikeness and desirable features.  

Implications for Policy, Practice, and Future Research 
 

The findings revealed that smaller homes, and homelike design elements 

contribute to family perceptions of cognitively impaired resident quality of life. The 

number of residents entering long-term care with dementia related illnesses is only 

expected to grow, and the findings demonstrate that facility characteristics and design 

elements are related to family perception of resident quality of life. Although the there is 

a positive relationship between smaller facilities and quality of life, given the current 

fiscal limitations, building or renovating homes to reflect the neighbourhood design is not 

always a possibility. Although there are areas in the home that may be aesthetically 

pleasing, it is those areas that promote activity and social engagement that are positively 

contribute to family member and resident interactions. Creating space within any home to 

accommodate private family visits, including an area for small children, can positively 

contribute to positive family perceptions of the physical environment. The case study 

data reveals that the aspects of private rooms that are important is bringing personal items 

of furniture and being allowed to update the décor with the resident, all of which can be 

incorporated in semi-private living arrangements.  

The research focused on family perception of cognitively impaired resident 

quality of life. The examination of quality of life from the family perspective is important 

for nursing homes because family are an integral role of the care team. Policies within the 

home that encourage family members to engage in activities in the home, such as 
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encouragement and support to bring in personal items, decorating for holidays, and create 

private areas for family activities, can strengthen the connection to the home and 

facilitate engagement opportunities which benefit the resident.  

Family members may benefit from increased information when assisting a loved 

one in finding a nursing home, and upon entering a home to identify if the design of the 

home is suited to the resident’s needs. Family’s unique knowledge of resident’s needs 

and previously enjoyed activities can assist homes in tailoring their spaces to support 

resident quality of life. Nursing homes are not familiar environments for most family 

members, and this research highlights the need for an increased focus on orienting family 

members to the nursing home environment. Administrators and directors of care should 

be in close contact with family members to discuss what the home has to offer both the 

family and residents. Aligning the family member and resident needs with what the 

nursing home has available can make  

At a larger policy level, when planning committees are created to oversee the 

creation, renovation, or replacement of nursing homes, family members should be 

included in the planning process so that their needs and the needs of residents who cannot 

speak for themselves are represented.  

Moving forward, this research highlights the need to expand our understanding of 

family perception of resident outcomes in long-term care, and could be expanded to 

include additional measures of cognition, such as charting data to assess resident 

cognition and compare to current findings within the study sites in Nova Scotia.  
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Limitations 
 

A clear challenge with this data was examining resident quality of life from the 

perspective of someone other than the resident. Family members may not be able to 

speak to phenomena within the home because they are not present at all times. Although 

the perspective of family was chosen because it is unique and largely unexamined, it is 

important to note that assessing quality of life from an “outside” perspective can mean 

that there are areas of importance to residents that have been left undiscovered.  

Furthermore, the examination of cognitive impairment from the perspective of 

family meant that cognition was measured without clinical indicators of diagnosis or 

disease. A limitation of using secondary data is the inability to ascertain diagnostic 

information to corroborate the perceived level of impairment. It is possible that by 

reducing the sample size further to include those residents who family perceive to have 

greater cognitive impairment would have provided further insight into residents with 

more severe cognitive impairment.  

The literature suggested that there was a relationship between the severity of impairment 

and perception of the importance of physical design and based on the sample size and 

regression techniques, it was not possible to draw comparisons between degrees of 

impairment and additional independent variables.  

In terms of research methodology, the limitations of the research lie primarily in 

the small sample size. Although the imputation procedures were successful in reducing 

the impact of missing data, the number of cases within the total data set limited the ability 

to detect an effect with the large number of proposed independent variables. The 
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multilevel procedures necessary for the nested nature of the data meant that a larger 

number of cases would have been more successful at detecting potential effects.  

 In the case study constellations, there were a small number of cases representing 

cognitive impairment, and residents were not included or excluded based on diagnostic 

criteria, but rather their inability to provide information in an interview. Therefore, 

similar to the survey limitations, the case study was limited because it did not specify the 

degree or type of cognitive impairment. Future research should be conducted with 

residents of comparable cognitive limitations to determine if the diagnosis and type of 

impairment impacts family member perceptions of resident quality of life.  

Furthermore, the case studies have limited generalizability because of the small 

sample size, but also because each resident in the case studies had a private room. Social 

engagement with the family member was found to be important in the case studies, but 

none of the residents shared a room, even the resident in the traditional home, which 

typically has a larger proportion of shared, semi-private rooms.  

Conclusion 
 

This study reinforces the importance of physical environment and design features 

on family member perceptions of quality of life for residents with cognitive impairment 

in nursing homes. The findings are consistent with current literature concerning the 

benefit of smaller, neighbourhood style homes, and the importance of interactional space 

for family and residents. The findings reveal that those elements that positively contribute 

to perceptions of quality of life include homelike design elements, total square footage, 

and neighborhood size. Those spaces in the home that reinforce resident personal identity 
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and contribute to social engagement are perceived as positively contributing to 

cognitively impaired resident quality of life.
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Appendix A: Facility Profile 
 
 
 

 

 

Profile of Nursing Homes: 
Physical and Social Environment of Study Sites 

A Component of the Care and Construction Project 
Introduction: 
Each component of the Care and Construction study is designed to add to our 
understanding of models of care and how they impact resident quality of life. The 
purpose of this profile is to provide descriptive information on the physical and social 
environment of the facility. The information you provide will contribute to a better 
understanding of the nursing home environment and will be used to help us interpret 
the results from the surveys, focus groups, interviews and case studies. As you are 
completing the profile, if you have any questions or require clarification, please 
contact the project office by telephone (902-457-6218) or by E-mail 
(careandconstruction@msvu.ca). 
 

To be completed by a senior administrator 
Date:  _____________________________ 
 
 
 
 
 
If this document is found, please return to: 
Care and Construction Project Office 
Nova Scotia Centre on Aging  
166 Bedford Highway  
Halifax, NS, B3M 2J6   
T: (902) 457-6218; 1-877-302-4440 (toll-free) 
E: careandconstruction@msvu.ca 
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GENERAL INFORMATION 
SECTION 1: The Environment 
1.1. Name of facility: 
____________________________________________________________ 
 
1.2. Year facility originally opened: 
_____________________________________________ 
 
1.3. Is this a replacement facility? Yes __ No __  
 

1.3.a. If Yes, Year of Replacement: __________ 
 

1.4. Which of the following best describes the ownership and management of the 
facility? 

a. __ Municipal 
b. __ Private Nonprofit 
c. __ Private for Profit 
d. __ Other (please specify) ________________________ 

 
1.5. Does this facility have a board of directors? Yes __ No __ 

 
 

SECTION 2: Communication and Orientation 
2.1. Is there a handbook for residents (e.g., rules, rights, policies, etc.)? Yes __ No __ 

 
2.2. Is there a handbook for family members (e.g., rules, rights, policies, etc.)? Yes __ 
No __ 
 
2.3. Is there a handbook for staff (e.g., policies, operating procedures, and 
philosophy of care)?      Yes __ No __ 
 
2.4. Does the facility have an orientation for new residents? Yes __ No __ 

 
2.5. Does the facility have an orientation for family members of new residents? Yes 
__ No __ 
 
2.6. Does the facility have an orientation program for volunteers? Yes __ No __ 
 
2.7. Is there an orientation program for new staff? Yes __ No __ 
 
 
2.8. Are staff meetings held at the 
following levels? 

2.9. If yes, how often 

 

Yes No 
Once a 
Week 

Once or 
Twice a 
Month 

Less 
Than 

Once a 

Only 
When 

Needed 
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Month 
a. Facility-wide       
b. Neighbourhood/Unit       
c. Floor       
d. Other       
2.10. Can you identify items that are commonly on the agenda for staff meetings? 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

__________________ 

 
 
SECTION 3: Staffing Profile 
3.1. How many direct care staff members are there?    

______ per unit/neighborhood OR _______ per floor  
 

3.2. Direct Care Staff 
Personnel – Do not include contract staff or professionals paid by an outside 
institution 
 FTE of personnel currently 

employed 
 Regular FTE Casual FTE 
a. Registered nurses   
b. Licensed practical nurses   
c. Continuing care assistants/Personal care 

workers 
  

d. Occupational therapists   
e. Physiotherapists   
f. Recreation therapists   
g. Other therapists 

(specify)_________________ 
  

h. Therapist aids   
i. Dieticians   
j. Social workers   
k. Activity/Recreation staff   
l. Other direct care staff not included above 

(specify) 
  

 
3.3. General Services 
Personnel – Do not include contract staff or professionals paid by an outside 
institution 
 FTE of personnel currently 

employed  
 Regular FTE  Casual FTE 
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a. Administration (include Directors, 
Unit/Ward clerks) 

  

b. Dietary (food service)   
c. Dietary (cooks)   
d. Housekeeping, laundry   
e. Plant operation, maintenance, and security    
f. Other (specify)   
 

 
3.4. Approximately, how many volunteers help out in the facility? ________ 

3.5. In what areas do they help out?  

a. Recreation activities Yes __ No __ 

b. Religious/cultural activities Yes __ No __ 

c. Arts/crafts   Yes __ No __ 

d. Library  Yes __ No __ 

e. Dietary  Yes __ No __ 

f. Meals  Yes __ No __ 

g. Other (please specify_________________________):   
            Yes __ No __ 

 

SECTION 4: Physical Features & Capacity 

4.1. Total square footage of the facility (building): 
____________________________________ 

 
4.2. Total square footage of space for use by residents inside the facility (e.g. 
bedrooms, dining room, bathrooms, quiet areas, common areas, exercise room, 
chapel):  
_________________________ 

 
4.3. Total number of beds (excluding respite beds): 
__________________________________ 

 
4.4. Total number of respite beds: 
________________________________________________ 
 
4.5. Briefly describe the layout of your facility (e.g., floors, wings, units, 
neighborhoods). 
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_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

__________________ 

 
4.6. Total number of residents: 
___________________________________________________ 
 

4.6.a. Total number of residents aged 65 years of age or older: 
___________________ 

 
4.6.b. Total number of residents under the age of 65:  

__________________________ 
 
4.6.c. Estimate the proportion of residents who have moderate to severe 

cognitive impairment: ______________________________ 
 

4.7. How many residents are there per floor? ______   
 
4.8. How many residents are there per neighbourhood/unit?_______ 

 
4.9. How many residents have private rooms? ___________________ 

 
4.10. How many residents have shared rooms? ___________________    

4.10.a. How many rooms house two residents? ________ 

4.10.b. How many rooms house more than two residents? ________ 

4.11. How many residents have private bathrooms? ___________________ 

4.11.a. Do private bathrooms have bathtubs and/or showers? Yes __ No __ 

4.12. How many residents have shared bathrooms? ___________________ 
 
4.12.a. Generally, how many residents share each bathroom? _____________  

 
4.13. Is there a space/area where staff can have privacy from residents during their 
breaks?  
 Yes __ No __ 
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The Social/Care Environment 
SECTION 5: Personal Possessions and Behavior 

5.1. This section includes questions about the rules and expectations for residents. 
Check the boxes that best describes the policies and procedures in this facility. The 
following categories are used:  

1. Encouraged – this kind of behavior or activity is encouraged here. 
2. Supported– this kind of behavior is supported; no special attempt is made to 

change it. 
3. Discouraged – an attempt is made to discourage or to try to stop this behavior. 
4.  

 Encouraged Supported Discouraged 
a) Personalizing one’s own room  1 2 3 
b) Moving furniture around the 

room. 1 2 3 

c) Doing some laundry in the 
bathroom (e.g., washing socks or 
underwear). 

1 2 3 

d) Preparing a snack on the 
floor/unit. 1 2 3 

e) Choosing when to eat a meal. 1 2 3 
f) Closing the door to one’s room. 1 2 3 
g) Choosing when to go to bed. 1 2 3 
h) Choosing when to rise. 1 2 3 
 

 
SECTION 6: Resident & Family Participation 

6.1. Are residents able to participate in the work being done at the nursing home 
(e.g., laundry, meal preparation, cleaning)? Yes __ No __ 

 
6.1.a. If so, on average what proportion of residents participate? __________ 

6.2. Is there a resident’s council (i.e., residents who are elected or volunteer to 
represent residents at regularly scheduled meetings?) Yes __ No __ 
 

6.2.a. How engaged is the council in activities, decisions and bringing forth 
issues? 

______ Rarely/Never 
______ Sometimes 
______ Regularly 

 
6.2.b. What are the areas that the council is concerned with? 
_____________________________________________________________________

_____________________________________________________________________

____________ 
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6.3. Is there a family council (i.e., family who are elected or volunteer to represent 
family members at regularly scheduled meetings? Yes __ No __ 
 

6.3.a. How engaged is the council in activities, decisions and bringing forth 
issues? 

______ Rarely/Never 
______ Sometimes 
______ Regularly 

 
6.3.b. What are the areas that the council is concerned with? 

________________________________________________________________________

________________________________________________________________________

______ 

 
6.4. Are there facility-organized  “house/unit meetings” for residents (a general 
meeting open to all residents)? Yes __ No __ 
 

 
6.5. Are there committees at your facility on which residents or family members are 
members?      

 
Yes __ No __ 
 
If so, list the most common committees 

Committee Name    
a. _______________________________    

b. _______________________________    

c. _______________________________    

d. _______________________________    

e. _______________________________    

6.6. Does your facility produce a newsletter? Yes __ No __ 
 

6.7. Does your facility have bulletin board designated for residents or families? Yes 
__ No __ 

 
 

SECTION 7: Decision Making 

7.1. To what extent are residents involved in policy making in the following areas? 
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 Staff/ 
administration 

basically decide 
by themselves 

Staff/ 
administration 

decide but 
residents have 

input 

Residents 
decide but 
staff have 

input 

Residents 
basically 
decide by 

themselves 

a) Planning 
entertainment 
such as parties 
or movies ___ ___ ___ ___ 

b) Planning 
educational 
activities such as 
courses and 
lectures. ___ ___ ___ ___ 

c) Planning 
welcoming or 
orientation 
activities. ___ ___ ___ ___ 

d) Deciding what 
kinds of new 
activities or 
programs will 
occur. ___ ___ ___ ___ 

e) Making rules 
about 
attendance at 
activities. ___ ___ ___ ___ 

f) Planning daily or 
weekly menus. ___ ___ ___ ___ 

g) Setting 
mealtimes. ___ ___ ___ ___ 

h) Setting visitors’ 
hours. ___ ___ ___ ___ 

i) Deciding on the 
decor of public 
areas (e.g., 
pictures, plants, 
etc.) ___ ___ ___ ___ 

j) Dealing with 
safety hazards. ___ ___ ___ ___ 

k) Dealing with 
residents’ 
complaints ___ ___ ___ ___ 

l) Changing in staff 
(hiring or firing). ___ ___ ___ ___ 

m) Moving a 
resident from     
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 Staff/ 
administration 

basically decide 
by themselves 

Staff/ 
administration 

decide but 
residents have 

input 

Residents 
decide but 
staff have 

input 

Residents 
basically 
decide by 

themselves 

one bed or room 
to another. 
 
 

7.2. Do staff from different disciplines/professions meet collectively to discuss 
cases?  
               Yes __ No __ 

 
7.2.a. If yes, who is involved and briefly describe the practice used? 
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

__________________ 

 
7.3. Are there special programs or approaches in practice in the facility? (e.g., Eden 
Alternative, Montessori, Specialized Dementia Care Unit, etc.) Yes __ No __ 

 
7.4. If yes, describe one of the special programs or approaches in practice in the 
facility. 

a. Special Program/Approach Name b. How many years has this 
program/approach been in 

place? 
1. __________________________________ ________ 

c. Can you describe the strengths of this special program or approach? 
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

__________________ 

d. Can you describe the challenges of this special program or approach? 
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

__________________ 
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7.5. Describe any additional special programs or approaches in practice in the facility 
(e.g., Eden Approach, Dementia Care Units, etc.) 

 
a. Special Program/Approach Name 

b. How many years has this 
program/approach been in 

place? 
2.__________________________________ ________ 

 
c. Can you describe the strengths of this special program or approach? 
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

__________________ 

d. Can you describe the challenges of this special program or approach? 
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

__________________ 

 
SECTION 8: Facility Services 

8.1. Please indicate which of the following services are provided by this facility and 
estimate their usage. 

 

  

On average, 
proportion of 

residents who use 
this service  

a. Physical therapy Yes 
__ 

No 
__ _____% 

b. Occupational therapy Yes 
__ 

No 
__ _____% 

c. Recreation therapy Yes 
__ 

No 
__ _____% 

d. Psychotherapy or personal counseling. Yes 
__ 

No 
__ _____% 

e. Religious advice or counseling Yes 
__ 

No 
__ _____% 

f. Barber or beauty service. Yes 
__ 

No 
__ _____% 

g. Providing transportation (e.g., minibus or 
pickup car) 

Yes 
__ 

No 
__ _____% 

h. Other___________________________________ Yes 
__ 

No 
__ _____% 
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8.2. Is there flexibility in the time at which residents can choose to be awakened in 
the morning?   

Yes __ No __ 
 

8.3. Is there flexibility in the time at which residents can choose to take baths or 
showers?  

Yes __ No __ 
 

8.4. Is there flexibility in the time at which residents can choose to go to bed (lights 
out) at night?   

Yes __ No __ 
 
 

8.5. Are there flexible visiting hours? Yes __ No __ 
 
SECTION 9: Facility Activities 

9.1. For each activity, indicate the frequency of each activity and estimate the extent 
of participation. 

 Very 
rarely 

or 
never 

Only a 
few 

times a 
year 

Once or 
twice a 
month 

Once a 
week 

or 
more 

On average, 
proportion of 
residents who 
participate in 
this activity 

a. Exercise or other 
physical fitness activity. ___ ___ ___ ___ _____% 

b. Outside entertainment 
(e.g., pianist or singer). ___ ___ ___ ___ _____% 

c. Discussion groups. ___ ___ ___ ___ _____% 
d. Self-help or mutual 

support group. ___ ___ ___ ___ _____% 
e. Films or movies. ___ ___ ___ ___ _____% 
f. Club, social group, or 

drama or singing 
groups. ___ ___ ___ ___ _____% 

g. Classes or lectures. ___ ___ ___ ___ _____% 
h. Bingo, cards or other 

games. ___ ___ ___ ___ _____% 
i. Parties. ___ ___ ___ ___ _____% 
j. Religious services. ___ ___ ___ ___ _____% 
k. Social hours (e.g., 

coffee or cocktail 
hours). ___ ___ ___ ___ _____% 

l. Arts and crafts.  ___ ___ ___ ___ _____% 
 



Physical Environment and Quality of Life 
 

 
 

115 

 
 

 
 

Completed by: _______________________________________________________ 
 
Date: ______________________________________________________________ 
 
Position at facility:____________________________________________________ 
 

Number of years at facility:_____________________________________________ 
 
Completed with input from others? Yes __ No __ 
 
If yes, who contributed input (name and title)? 
__________________________________ 
 
 
 
 

Thank You for Taking the Time to Complete this Nursing Home Profile 
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Appendix B: Family Member Survey 
 

 
Family Survey on Nursing Home Quality of Life 

A Component of the Care and Construction Study  

www.careandconstruction.ca 
INTRODUCTION: 
This survey asks you to share your perspective, as a family member of a nursing 
home resident, on the resident’s experience of living in the nursing home. When we 
say “family member”, we mean someone who is a family member or close friend, and 
is closely involved in the day-to-day life of the resident. When we say “nursing home”, 
we mean the facility in which they currently reside. Topics that are covered in this 
survey include the physical space and atmosphere, the way in which care is provided, 
relationships and activities within the nursing home, and other general questions 
related to your experience as a family member.     
The survey should take you approximately 30 minutes to complete. The survey is 
voluntary. You do not have to answer any question you do not want to and you may 
stop at any time. All information obtained in the survey will be kept confidential. All 
results of the survey will be presented at the group level, and will not identify 
individuals. There are no right or wrong answers. The retention of your completed 
survey will be governed in accordance with the approved application to Mount Saint 
Vincent University Research Ethics Board. This research has been reviewed and 
approved by several university ethics review boards. If you have any questions about 
how the survey is being conducted and wish to speak to someone who is not directly 
involved in it, you may contact the Chair of the Mount Saint Vincent University 
Research Ethics Board at (902) 457-6350 or via e-mail at research@msvu.ca.  
By completing this survey, you are indicating that you agree to participate in this 
study. 
Deadline to complete and return the survey is July 31, 2012. 
 
If this survey is found, please return to: 
Care and Construction Project Office 
Nova Scotia Centre on Aging  
166 Bedford Highway  
Halifax, NS, B3M 2J6   
T: (902) 457-6218; 1-877-302-4440 
E: careandconstruction@msvu.ca 

mailto:careandconstruction@msvu.ca
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Date: ______________________________ 
 
SECTION 1: A PROFILE OF YOUR FAMILY MEMBER WHO LIVES IN THE NURSING 
HOME  
First, we would like to know some general information about your family member who 
lives in the nursing home. 
 
1.1. Name of nursing home where your family member currently lives: 

_______________________________________________________________________
__________________ 

1.2. Name of nursing home unit/household/cottage: 
_____________________________________________ 

1.3. In total, how long has your family member lived in this nursing home? (If the 
same operator but a different building, please respond based on the new building) 
[Select one] 

o Less than 1 month  
o 1 month to almost 3 months  
o 3 months to almost 6 months  
o 6 months to almost 12 months  
o 12 months to almost 24 months  
o 24 months or longer  

 
1.4. Has your family member requested or is expecting a transfer to another nursing 
home? 

  
No Yes 

 
1.5. What is your relationship to your family member who resides in a nursing home? 
[Select one] 

o My Spouse/Partner  
o My Father/Mother 
o My Mother-in-Law/Father-in-Law   
o My Grandparent  
o My Aunt or Uncle  
o My Sister or Brother  
o My Child  
o My Friend 
o Other (Please 

specify):________________________________________________________
_ 
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1.6. To which age group does your family member belong? [Select one] 
o 18 to 34    ○ 65 to 74 
o 35 to 44   ○ 75 to 84 
o 45 to 54   ○ 85 to 94 
o 55 to 64   ○ 95 or older  

 
1.7. What is your family member’s gender?  
_____________________________________ 
SECTION 2: RESIDENT QUALITY OF LIFE (interRAI Family Survey on Nursing Home 
Quality of Life©) 
This section of the survey deals with various aspects of your family member’s quality 
of life and experience of living in the nursing home. There are no right or wrong 
answers, and the focus is on what life is like in the nursing home. For some items, 
you may need to use the Don’t Know response (DK) or Not Applicable (NA) if your 
relative is severely cognitively or physically impaired or you don’t feel you have 
adequate information about your family member’s care to rate the item.  
 
2.1. Privacy Items 
First, let’s consider privacy. 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always 

 DK) Don’t Know  NA) Not applicable 
______ a. My family member can be alone when he/she wishes. 
______ b. When my family member has company, he/she can visit in private. 
______ c. My family member’s privacy is respected when people care for him/her. 
______ d. My family member’s personal information is kept private. 

 
2.2 Food/Meal Items 
The items that follow are about food. 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always  

DK )Don’t Know  NA) Not applicable 
______ a. My family member likes the food in this home. 
______ b. My family member enjoys mealtimes. 
______ c. My family member gets his/her favorite foods in this home. 
______ d. My family member can eat when he/she wants. 
______ e. My family member has enough variety in his/her meals. 

 
 2.3 Safety/Security Items 
Now let us consider safety. 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always 

 DK) Don’t Know  NA) Not applicable 
______ a. My family member’s possessions are safe. 
______ b. My family member is safe when he/she is alone. 
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______ c. Staff/residents ask before using my family member’s things. 
______ d. My family member is safe around those who provide him/her with support 
and care. 
______ e. If he/she needs help right away, he/she can get it. 

 
 
 
2.4 Comfort Items 
The items that follow focus on your family member’s life in the nursing home.  
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always 

 DK) Don’t Know  NA) Not applicable 
______ a. My family member gets the services he/she needs. 
______ b. I would recommend this site or organization to others. 
______ c. This place feels like home to my family member. 
______ d. My family member can easily go outdoors if he/she wants. 
______ e. My family member is bothered by the noise here. 
 
2.5 Make Daily Decisions Items (Autonomy) 
These items deal with how daily decisions are made. 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always  

DK) Don’t Know  NA) Not applicable 
______ a. My family member decides when to go to bed and get up. 
______ b. My family member decides how to spend his/her time. 
______ c. My family member can go where he/she wants on the “spur of the 
moment.” 
______ d. My family member can control who comes into his/her room. 
______ e. My family member can have a bath or shower as often as he/she wants. 
______ f. My family member decides how his/her money is spent. 
 
Now let’s consider how your family member feels about staff in the nursing home. 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always  

DK) Don’t Know  NA)Not applicable 
______ a. Staff pay attention to my family member. 
______ b. My family member can express his/her opinion without fear of 
consequences. 
______ c. My family member is treated with dignity by the people involved in his/her 
support and care. 
______ d. My family member is careful about what he/she says around staff. 
______ e. Staff respect what my family member likes and dislikes. 
 
These items deal with how responsive staff are to your family member’s needs. 
 For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always 
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DK) Don’t Know  NA) Not applicable 
______ a. Staff respond quickly when my family member asks for assistance. 
______ b. My family member’s services are delivered when he/she wants them. 
______ c. The care and support my family member gets help him/her live their life 
the way he/she wants. 
______ d. Staff act on my family member’s suggestions. 
 
Next, let us consider the relationships between staff and your family member 
For each statement please answer with one of the following choices:  
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always  

DK) Don’t Know  NA) Not applicable 
______ a. Some of the staff know the story of my family member’s life. 
______ b. Staff take the time to have a friendly conversation with my family member. 
______ c. Staff talk to my family member about how to meet his/her needs. 
______ d. My family member considers a staff member his/her friend. 
______ e. Staff are open and honest with my family member. 
 
Now, let us consider how your family member feels about activities. 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always   

DK) Don’t Know  NA) Not applicable 
______ a. My family member has enjoyable things to do here on weekends. 
______ b. My family member does things that keep him/her mentally active. 
______ c. My family member can take part in activities off his/her unit. 
______ d. My family member participated in activities that are meaningful to him/her 
in the past week. 
______ e. If my family member wants, he/she can participate in religious activities 
that have meaning to him/her. 
 
Personal Relationship Items (Presence of Friends) 
Finally, let us consider your family member’s relationships with others. 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always 

DK) Don’t Know  NA) Not applicable 
______ a. Another resident here is my family member’s close friend. 
______ b. My family member has people who want to do things together with 
him/her. 
______ c. People ask my family member for help or advice. 
______ d. My family member plays an important role in people’s lives. 
______ e. My family member has opportunities for affection or romance. 
 
SECTION 3: YOUR FAMILY MEMBER’S HEALTH 
The next section asks you to provide information about the physical and cognitive 
abilities of your family member who lives in the nursing home.  
 
3.1. How would you describe your family member’s usual ability to remember things? 
[Select one] 
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o Able to remember most things 
o Somewhat forgetful 
o Very forgetful 
o Unable to remember anything 

3.2. How would you describe your family member’s usual ability to think and solve 
day-to-day problems? [Select one] 

o Able to think clearly and solve problems 
o Having a little difficulty 
o Having some difficulty 
o Having a great deal of difficulty  
o Unable to think or solve problems 

 
 
3.3. How would you describe your family member’s ability to communicate? [Select 
one] 

o Able to communicate verbally 
o Able to communicate non-verbally 
o Unable to communicate 

 
 

3.4. How would you describe your family member’s ability to perform personal care 
tasks (i.e., brushing teeth and/or hair, washing up, dressing, going to the toilet)? 
[Select one] 

o Able to perform personal care tasks independently, without reminder 
o Able to perform personal care tasks independently, with a reminder 
o Able to perform personal care tasks with assistance from staff 
o Staff perform personal care tasks for my family member 

 
 

3.5. How would you describe your family member’s ability to move around the 
nursing home? [Select one] 

o Able to move around independently, without assistive devices (e.g., 
cane, walker) 

o Able to move around independently, with an assistive device (e.g., 
cane, walker) 

o Able to move around independently, with a wheelchair or scooter 
o Able to move around with assistance, with a wheelchair or scooter 
o My family member is not able to move around the nursing home.  

 
 

3.6. How would you describe your family member’s ability to get in and out of bed or 
a chair? [Select one] 

o Able to get in and out of bed/chair independently, without assistive 
devices (e.g., cane, walker) 

o Able to get in and out of bed/chair independently, with an assistive 
device (e.g., cane, walker) 
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o Able to get in and out of bed/chair with assistance from a staff or 
family member. 

o Able to get in and out of bed/chair with assistance from a lift. 
o My family member is not able to get in and out of bed/chair.  

 
 
3.7. If your family member experiences difficulty in performing daily physical 
functions, would you say these difficulties are due to: [Select one] 

o Physical ability challenges (strength, movement limitations) 
o Cognitive ability challenges (remembering when and/or how to perform 

the function) 
o Both physical and cognitive ability challenges 

 
SECTION 4: PHYSICAL SPACE AND FEEL OF THE NURSING HOME 
Now we would like your opinion, as a family member who visits the nursing home, 
about the nursing home’s physical design and layout and how you feel generally 
about the nursing home’s atmosphere.  

 
4.1 Physical Design and A Homelike Atmosphere 

For each statement please answer with one of the following choices: 
1) Strongly Disagree 2) Disagree 3) Neutral 4) Agree 5) Strongly Agree  

 
Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree 

a. My family member’s 
nursing home is clean. 1 2 3 4 5 

b. The area in which my 
family member lives looks 
homelike. 1 2 3 4 5 

c. People from the 
community are involved in 
my family member’s 
nursing home. 1 2 3 4 5 

d. My family member’s 
nursing home feels cold 
and sterile. 1 2 3 4 5 

e. I feel welcome at my family 
member’s nursing home. 1 2 3 4 5 

f. There is a feeling of 
warmth and coziness 
about my family member’s 
nursing home. 1 2 3 4 5 

g. I feel an attachment to my 
family member’s nursing 1 2 3 4 5 
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Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree 

home. 

 
 
4.1. What are the strengths/key features of your family member’s facility’s space 
that help make the facility feel like a home? 

Please print: 

_____________________________________________________________________

______________ 

_____________________________________________________________________

_____________________________-

_____________________________________________________________________

_____________________ 

 
4.2. What are the challenges/limitations of your family member’s facilitiy’s space 
that prevent the facility from feeling like a home? 

Please print: 

_____________________________________________________________________

______________ 

_____________________________________________________________________

_________________________-

_____________________________________________________________________

_________________________ 

 
 
 
 
4.3. Please indicate how important the following features are, or would be to you, as 
a family member who visits the nursing home. 

For each statement please answer with one of the following choices: 
1) Not important 2) Somewhat important 3) Important 4) Very Important 

 
 Not 

Important 
Somewhat 
Important Important 

Very 
Important 

a. Private bedroom 1 2 3 4 

b. Family member can 1 2 3 4 
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 Not 
Important 

Somewhat 
Important Important 

Very 
Important 

personalize their room/space 
c. Private bathroom 1 2 3 4 

d. Resident living room (reading, 
socializing, watching TV) 

1 2 3 4 

e. Multi-purpose room (e.g., 
group activities for recreation, 
music, leisure),  

1 2 3 4 

f. Homelike dining area 1 2 3 4 

g. Access to community space in 
the outdoors (seating area, 
walking paths) 

1 2 3 4 

h. Private meeting spaces (visits, 
family gatherings) 

1 2 3 4 

 
 
4.4. In what ways does the space in which your family member lives (unit, household) 
enhance your visits with him/her? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

____________________________________________________________________

____________________________________ 

 
 

4.5. In what ways does the space in which your family member lives (unit, household) 
present challenges for your visits with him/her? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 
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SECTION 5: RELATIONSHIPS 
Next, we would like your opinion, as a family member of someone living in a nursing 
home, about your relationship with your family member, nursing home staff and your 
perspective about his/her relationships with others.  
 
 
5.1. Family & Staff Relationships 

For each statement please answer with one of the following choices: 
1) Strongly Disagree 2) Disagree 3) Neutral 4) Agree 5) Strongly Agree  

 
Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree 

a. I am comfortable bringing 
my concerns to a staff 
member. 1 2 3 4 5 

b. Staff members are friendly 
to me. 1 2 3 4 5 

c. Staff members are 
respectful of me. 1 2 3 4 5 

d. Staff members explain 
things in a way that is easy 
for me to understand. 1 2 3 4 5 

e. Staff members try to 
discourage me from asking 
questions about my family 
member. 1 2 3 4 5 

 
 

5.2. What features of the nursing home and the way care is provided there support 
the relationship between you and your family member’s care team?  

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 

5.3. What features of the nursing home and the way care is provided there present 
challenges for the relationship between you and your family member’s care team?  
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Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 

5.4 Resident & Staff Relationships 
For each statement please answer with one of the following choices: 
1) Strongly Disagree 2) Disagree 3) Neutral 4) Agree 5) Strongly Agree  
DK) Don’t know  NA) Not applicable 

 
Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree DK NA 

a. There is 
mutually 
respectful 
relationship 
between my 
family member 
and staff who 
provide care for 
him/her (or 
his/her care 
team). 

1 2 3 4 5 DK NA 

b. My family 
member’s care 
team has 
supported my 
family member 
in maintaining 
relationships 
with his/her 
family, friends, 
and the local 
community as 
they wish. 

1 2 3 4 5 DK NA 

 
 
5.4. What features of the nursing home and the way care is provided there support 
the relationship between your family member and his/her care team?  
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Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 
 

 
5.5. What features of the nursing home and the way care is provided there present 
challenges for the relationship between your family member and his/her care team?  

Please 

print________________________________________________________________

___________ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 

Family & Resident Relationships 
How would you describe your current relationship with your family member? [Select 
one] 

o Very close 
o Somewhat close 
o Indifferent 
o Somewhat distant 
o Very Distant 

 
 
5.6. What features of the nursing home and the way care is provided there support 
the relationship between you and your family member? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-



Physical Environment and Quality of Life 
 

 
 

128 

____________________________________________________________________

______ 

 
 

5.7. What features of the nursing home and the way care is provided there present 
challenges for the relationship between you and your family member? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 

5.8. Resident Relationships 
For each statement please answer with one of the following choices: 
1) Strongly Disagree 2) Disagree 3) Neutral 4) Agree 5) Strongly Agree  

 
Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree 

a. The space in which my 
family member lives (unit, 
neighborhood) supports 
him/her maintain 
relationships with other 
residents  1 2 3 4 5 

b. My family member’s care 
team supports him/her in 
maintaining relationships 
with other residents. 1 2 3 4 5 

 
SECTION 6: ACTIVITIES AND SOCIAL INTERACTIONS 
The next section asks you to think about the opportunities for you and your family 
member to participate in meaningful activities at the nursing home. When we say 
“meaningful activities” we mean any way you spend time with your family member 
that contributes to positive feelings for you (e.g., having a meal/beverage together, 
going for a walk, watching TV, dancing, reading, looking at pictures, folding laundry, 
quietly visiting).  

Meaningful Activities 
6.1. What are some of the things that you and your family member enjoy doing 
together? 
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Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 

6.2. What are some of the things that you and your family member would like to do at 
the nursing home, but currently cannot? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 
 

6.3. What features of the nursing home and the way care is provided there support 
your family member’s ability to take part in activities? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 

6.4. What features of the nursing home and the way care is provided there present 
challenges for your family member’s ability to take part in activities? 

Please print: 

____________________________________________________________________

_______ 
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____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 
6.5. These questions ask you to consider how supported you feel when taking part in 
some specific activities in the nursing home.  

NO YES For each statement below, please check “no” or “yes”. 

○ ○ 
a. When you visit the nursing home do you have the opportunity to go 
outdoors with your family member, if they are able? 

○ ○ 
b. When you visit the nursing home do you have the opportunity to 
participate in recreational or social activities with your family member, 
if they are able? 

○ ○ 
c. When you visit the nursing home do you have the opportunity to 
prepare a beverage or request a beverage (coffee, tea, juice) for 
yourself and your family member? 

○ ○ 
d. When you visit the nursing home do you have the opportunity to 
share a meal with your family member, if they are able? 

 
 
6.6. How often do you visit your family member in the nursing home? [Select one] 

o Less than once a week 
o Once per week 
o More than once per week 

 
 
 
 
6.7. How often do you speak to your family member on the telephone? [Select one] 

o Less than once a week 
o Once per week 
o More than once per week 
o Not applicable (family member does not have phone) 

 
6.8. How long would your average visit with your family member be at the nursing 
home? [Select one] 

o Less than one hour 
o 1-2 hours 
o 2-5 hours 
o More than 5 hours 

 
6.9. Has the amount of time you spend visiting with your family member changed 
between now and the time he/she moved into the nursing home? [Select one] 

o No, it has remained the same [go to question 6.10] 
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o Yes, it has increased [go to question 6.9a] 
o Yes, it has decreased [go to question 6.9a] 

 
6.9.a. If yes, what has contributed to this change in the amount of time spent visiting 
your family member since he/she moved into the nursing home? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 
6.10. How many minutes do you have to travel between your home and the nursing 
home to visit your family member? 
 
Please print: __________________________ 
 
 
SECTION 7: DECISION MAKING 
This section asks you to think about the ways in which you and your family members 
are included, or not included in decisions about the care and services your family 
member receives.  
 
7.1. Resident Involvement in Decision Making 

For each statement please answer with one of the following choices: 
1) Strongly Disagree 2) Disagree 3) Neutral 4) Agree 5) Strongly Agree  
DK) Don’t know  NA) Not applicable 

 
Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree DK NA 

a. My family 
member is 
involved in 
decisions about 
his/her care as 
often as he/she 
wants to be. 

1 2 3 4 5 DK NA 

b. My family 
member is able 
to influence the 
activities and 
time he/she 

1 2 3 4 5 DK NA 
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Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree DK NA 

spends with 
others. 

 
7.2. Family  Involvement in Decision Making 

For each statement please answer with one of the following choices: 
1) Strongly Disagree 2) Disagree 3) Neutral 4) Agree 5) Strongly Agree  

 
Strongly 
Disagree Disagree Neutral Agree 

Strongly 
Agree 

a. I am able to be involved in the 
decisions about my family 
member’s care as often   as I 
want to be. 1 2 3 4 5 

b. I am able to influence the 
activities and time I spend with 
my family member. 1 2 3 4 5 

 
7.3. What features of the nursing home and the way care is provided there supports 
you and your family member’s ability to be involved in decision making? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 
7.4. What features of the nursing home and the way care is provided there 
challenges you and your family member’s ability to be involved in decision making? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

_____ 
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SECTION 8: RESIDENT WELL BEING 
The next section asks your opinion about your family member’s mood, and general 
experience living in the nursing home.  

8.1Your Family Member’s Mood 
Normally, how would you describe your family member’s mood since they moved 
into the nursing home? 
For each statement please answer with one of the following choices: 
0) Never 1) Rarely 2) Sometimes 3) Most of the time 4) Always 

 
 

Never Rarely Sometimes 

Most 
of 

the 
time Always 

a. He/she appears to be 
happy 

0 1 2 3 4 

b. He/she appears to be 
lonely. 

0 1 2 3 4 

c. He/she appears to be 
bored. 

0 1 2 3 4 

d. He/she appears to be 
content. 

0 1 2 3 4 

e. He/she appears to be 
sad. 

0 1 2 3 4 

f. He/she appears to be 
fearful. 

0 1 2 3 4 

g. He/she appears to be 
stimulated. 

0 1 2 3 4 

h. He/she appears to be 
angry. 

0 1 2 3 4 

i. He/she appears to be 
well rested. 

0 1 2 3 4 

 
 
8.1. Has his/her overall mood changed since he/she moved into the nursing home? 

  
No Yes 

 
8.2. What features of the nursing home and the way care is provided there have a 
positive impact on your family member’s mood? 

Please print: 

____________________________________________________________________

_______ 
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____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

 
 

8.3. What features of the nursing home and the way care is provided there have a 
negative impact on your family member’s mood? 

Please print: 

____________________________________________________________________

_______ 

____________________________________________________________________

______________________________-

____________________________________________________________________

______ 

8.4. How would you describe your family member’s overall quality of life? [Select one] 
o Very poor 
o Poor 
o Neutral 
o Good 
o Very good 

 
8.5. Given your family member’s current health status, how would you describe 
his/her overall experience of living in this nursing home. [Select one] 
 

o Very poor 
o Poor 
o Neutral 
o Good 
o Very good 

 
 
SECTION 9: A PROFILE OF THE PERSON WHO COMPLETED THIS SURVEY 
This section ask you to provide some general information about yourself, and your 
role as a support for your family member.  

 
9.1. To which age group do you belong? [Select one] 

o 18 to 24 
o 25 to 34   ○ 65 to 74 
o 35 to 44   ○ 75 to 84 
o 45 to 54   ○ 85 to 94 
o 55 to 64   ○ 95 or older  
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9.2. What is your gender?  
_____________________________________________________________ 
 
 
9.3. What is your relationship status? [Select one] 

o Never married 
o Common-law 
o Married 
o Divorced/Separated 
o Widowed 

 
9.4. What is the highest grade or level of school that you have completed?  [Select 
one] 

o 8th grade or less  
o Some high school but did not graduate  
o High school graduate or GED  
o Some college/university  
o College/university graduate  
o More than 4-year university degree 

 
 
9.5. Which of the following best describes your employment status? [Select one] 

o Retired 
o Paid Employment: Full-time 
o Paid Employment: Part-time 
o Not currently employed 

 
 
9.6. Which of the following best describes your role in the care and support of your 
family member prior to their move to the nursing home? [Select one] 

o Primary caregiver (lived with family member) 
o Primary caregiver (did not live with family member) 
o Assisted primary caregiver 
o Did not provide care or support to my family member 
o Other (Please specify:__________________________) 

 
Thank You for Completing This Survey 
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Appendix C: Dependent Variable: Resident Quality of Life 
 
Care and Support 
My family member’s privacy is respected when people care for him/her 
My family member is safe around those who provide him/her with support and care 
If he/she needs help right away, he/she can get it 
My family member gets the services he/she needs 
Staff pay attention to my family member 
My family member can express his/her opinions without fear of consequences 
My family member is treated with dignity by the people involved in his/her support and 
care 
Staff respect what my family member likes and dislikes 
Staff respond quickly when my family member asks for assistance 
My family member’s services are delivered when he/she wants them 
The care and support my family member gets help him/her live their life the way he/she 
wants 
Food 
My family member likes the food in this home 
My family member enjoys mealtimes 
My family member gets his/her favourite foods in this home 
My family member has enough variety in his/her meals 
Autonomy 
My family member can be alone when he/she wishes 
My family member can eat when he/she wants 
My family member can easily go outdoors if he/she wants 
My family member decides when to go to bed and get up 
My family member decides how to spend his/her time 
My family member can go where he/she wants on the “spur of the moment” 
Residents control who comes into their room 
Staff respect what my family member likes and dislikes 
Activities 
My family member has enjoyable things to do here on the weekend 
My family member does things that keep him/her mentally active 
My family member can take part in activities off their unit 
Residents have participated in meaningful activities in the past week 
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Appendix D: Resident Participant Observation Guide (Case Study) 
 
 
Section I: 

 
Care & Construction: Assessing Difference in Nursing Home Models of Care on 

Resident QOL Case Study - Participant Observation Guide 
 
Participant/Resident Observation Guide: 
Within the case study methodology, to complement the data obtained by self-report 
through the semi-structured interviews, participant observation will be used to gain a 
detailed description of the experience of the resident within the model of care, with 
emphasis on key factors that contribute to resident quality of life: meaningful 
relationships, meaningful activities, autonomy, and homelikeness (Table 1).  
 
Table 1: Elements Contributing to Resident Quality of Life 
Element Behavioral Examples 
Meaningful 
Relationships 

· “Verbal or nonverbal communication and interaction with 
others in the community” (Hinman, 2002) 

· Verbal or nonverbal communication and interactions with 
staff members 

Meaningful 
Activities 

· Engagement/participation “in conversations, recreational 
activities, visitations, and/or group dining” (Hinman, 2002) 

· Engagement in physical activity: duration and type (e.g., 
seated, vs. standing, vs. walking/wheeling, vs. exercise) 

· Functional autonomy, independence 
· Sleep 

Resident 
Autonomy 
 
 

· Expression/realization/achievement of own 
choice/preference (e.g., activities, schedule, 
physical/functional autonomy) 

· Expressions/illustrations relating to security/safety (physical 
and psychological) 

Resident Affect · “Expression of feelings or moods, such as smiling, laughing, 
or crying, that reflect one’s ability to cope with life’s stressors, 
anxieties, and satisfactions” (Hinman, 2002) 

· Expressions of aggression, agitation, loneliness, pain, dignity, 
comfort, security 

Homelikeness · Presence of personal affects (e.g., photos, furniture, pillows, 
blankets, media, children, pets, plants, etc.) 

· Characteristics of the physical structure of the facility (e.g., 
bedroom, living space, dining/kitchen space, bathroom 
space, storage, lighting, size, proximity to other relevant 
spaces) 
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References: 
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Section II: 
 

Care & Construction: Assessing Difference in Nursing Home Models of Care on 
Resident QOL Case Study – Participant Observation Log Book: 

 
Case ID:__________________________________________________ 
 
Name of Facility:___________________________________________ 
 
Unit: _____________________________________________________ 
 
Date:____________________________________________________ 
 
Observer: _______________________________________________ 

Collection Period: 1  2  3    Observation Start Time: ______End Time: ____ 

Situation:  _______________________ 

 Detailed Description Notes 

Location (Physical Space 
and Homelikeness; note 
also position of the 
Resident and the PO.): 

 Physical Environment (Design 
& Homelikeness): 
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 Detailed Description Notes 

Participants: 
S#=Staff; FM#=Family 
Member; V#=visitor (non-
family); R# = Resident 

 
 
 
 
 
 
 
 
 
 
 

 
 
 

Staffing Model/Interactions: 

Events/Activities: 
Describe the events that 
occurred during the time 
period, with emphasis on 
the activities and 
interactions identified in 
Table 1. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Notes regarding Autonomy: 
 
 
 
 
 
 
 
 
 
 
 
Notes regarding Affect: 
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Section III: 
 

Care & Construction: Assessing Difference in Nursing Home Models of Care on 
Resident QOL Case Study - Participant Observer Journal 

 
Case ID:______________________________  
 
Name of Facility:_____________________________________  
 
Unit:____________________________________________________  
 
Date:____________________________________________________ 
 
Observer: _______________________________________________ 

Collection Period: 1  2  3    Observation Start Time: ______End Time: ____ 

Situation:  _____ 
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Appendix E: Family Member Interview Guide (Case Study) 
 
 

Care & Construction: Assessing Differences in Nursing Home Models of Care on 
Resident QOL 

Case Study - Family Member Interview Guide 
 
Case ID:__________________________________________________ 
 
Facility Name: ____________________________________________ 
 
Unit: ____________________________________________________ 
 
Date:____________________________________________________ 
 
Interviewer: _______________________________________________ 
 
Instructions for Interviewer: 
 
Objective of the interview: To examine resident quality of life through the residents’ 
experience with different models of care. These interviews should examine the 
following: dynamics and interactions among the individuals, and dynamics and 
interactions with broader environment (social and physical), context around resident 
quality of life. 
 
Before commencing the interview, the interviewer will obtain informed consent. The 
consent form explains the purpose and content of the study. 
 
Study Overview:  
In this study, we want to get a better understanding of what is important to you and 
your family member living in this facility.  I’ll be asking questions about you, 
[resident’s name], things that you and [resident] do, your experiences of the staff and 
the facility as we talked about in the consent form.  
 
Section I:  General Information 
First, I want to ask you some questions about you and [resident]. 
 
1. What is your age? _______________________________________ 
 
2. What is your gender? _____________________________________ 

 
3. What is your relationship status? 

o Single 
o Common-law 
o Married 
o Divorced/Separated 
o Widowed 
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4. What is your employment status? 

o Retired  What did you do for a living?_______________________________ 
o Paid Employment: Full-time  In what field? __________________________ 
o Paid Employment: Part-time  In what field? __________________________ 
o Not currently employed  
o A full time student 

 
5. What is the highest grade or level of school that you have completed? 

o 8th grade or less 
o Some high school but did not graduate 
o High school graduate or GED 
o Some college/university 
o College/university graduate 
o More than 4-year university degree 
 

6. What is your relationship to [resident]? 
________________________________________________________________ 

 
7.  In general, how would you say your health is? 

o Excellent 
o Very good 
o Good 
o Fair  
o Poor 
 

8. Do you have any long-term health conditions? ? 
______________________________________________________________________ 
 
Next, I’d like to ask you a few questions about [resident’s name]. 
 
9. What is [resident’s] age? _____________________________________________ 

 
10. What is [resident’s] gender? __________________________________________ 
 
11. What is [resident’s] relationship status? 

o Single 
o Common-law 
o Married 
o Divorced/Separated 
o Widowed 

 
12. What was [resident’s] primary occupation/job?  
________________________________ 
 
13. What was the highest grade or level of school that [resident] completed? 

o 8th grade or less 
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o Some high school but did not graduate 
o High school graduate or GED 
o Some college/university 
o College/university graduate 
o More than 4-year university degree 

 
14.  In general, how would you say [resident’s] health is? 

o Excellent 
o Very good 
o Good 
o Fair  
o Poor 
 

15. In total, about how long has [resident] lived in this nursing home?  
o Less than 1 month  
o 1 month to almost 3 months  
o 3 months to almost 6 months  
o 6 months to almost 12 months  
o 12 months to almost 24 months  
o 24 months or longer  

 
16.  Where did [resident] live before coming here? 

o Another long term care facility   For how long?  ____ years and _____ 
months 

o Assisted living type facility    For how long?  ____ years and _____ 
months 

o Home of you or another person   For how long?  ____ years and _____ 
months 

o Own home 
 
17 Has [resident] or you requested or is expecting a transfer to another nursing 
home?   

  
No Yes 

If yes, for what reason?   
 
Section II: 
I want to ask you some questions about your history and relationship with [resident’s 
name]. 
(Note to interviewer: The intent of this is to help the family member relax and also to 
create a conversational atmosphere for the interview. 
 

1. Describe your role with [resident] prior to them coming to the facility. 
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(Note to Interviewer: Make sure these points are covered by using the 
following probes; lived with person or apart (how far away), amounts and 
kinds of help provided, was person the main caregiver or were there others) 

 
2. Can you tell us a bit about the relationship that you have with [resident]?   

(Note to Interviewer: Make sure these points are covered by using the 
following probes; closeness, changes in relationship since coming to facility). 
 

3.  How did [resident] come to live here? (Note to Interviewer:  probe for events 
leading to admission). 

 
4. Describe your visit pattern in facility.  

(Note to Interviewer: Make sure these points are covered by using the 
following probes; how often, how long per visit, changes in visiting pattern and 
why, what you typically do during a visit) 

 
Section III:  
Now I want to ask you questions about [resident’s] ability to do the things they want 
and need to do. 
(Note to Interviewer: These questions are intended to help understand the functional 
status of resident in context of care facility, and role of family member in context of 
care facility.) 
 

1. What kinds of things does [resident] need help with here?   
(Note to Interviewer: Make sure these points are covered by using the 
following probes; mobility, eating, dressing, getting to bathroom, getting to 
dining room, getting to recreational activities, participating in activities, 
remembering to do things, supervision requirements, booking appointments, 
getting to appointments.) 
 

2. What things do staff members help with?  What things do you help with? 
 
Section IV:  
We are interested in knowing about how much choice and control that you and 
[resident] have in what happens in the facility.  Sometimes this is called AUTONOMY. 
 

1. Does [resident] take part in decision making?   Do they have opportunities to 
make choices?   
(Note to Interviewer: Make sure these points are covered by using the 
following probes; choices about care, what things to do, when to get up.) 

 
2. Do you take part in decisions made about care or activities?  

(Note to Interviewer: Make sure these points are covered by using the 
following probes; care routines, activities resident participates in, health-
related decisions such as when to seek a doctor’s input.) 
 

3. 3, Do you think that [resident] is safe here?   
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(Note to Interviewer: Make sure these points are covered by using the 
following probes; supervision, security, abuse-free.) 

 
Section V: 
We are interested in your comments about the facility and [resident’s] room.   

 
1. Does this facility feel homelike to [resident] and you?   

(Note to Interviewer: Make sure these points are covered by using the 
following probes; cold and sterile vs. warm and cosy, evidence that resident 
feels welcome and cared for, clean, homelike design.  What practices within 
this facility help [resident] feel like they are at home? In what ways is this 
nursing home not like living at home for [resident]?) 

 
2.  Do you feel welcome here?  

(Note to Interviewer: Make sure these points are covered by using the 
following probes;  What makes it feel homelike or welcoming here for you?  
What aspects are not as welcoming?) 

 
3.  Are visitors and community members welcome?  

(Note to Interviewer: Make sure these points are covered by using the 
following probes; do you see community members or other visitors when you 
come here?) 

 
Section VI: 
We are interested in hearing about your relationship with the staff.   

 
1. How would you describe the relationship?  

(Note to Interviewer: Make sure these points are covered by using the 
following probes; respect, friendliness, concern.  Can you get the information 
you need about [resident’s name] or things that are going on here?  Can you 
get your questions answered?) 

 
We are also interested in the relationship that staff have with [resident].   

 
2. How would you describe the relationship?  

(Note to Interviewer: Make sure these points are covered by using the 
following probes; respect, listen to concerns, kind.) 

 
Section VII: 
Next, I would like to ask you about the activities that [resident] takes part in.  

 
1. What kinds of activities does [resident] enjoy in the facility?  How are they 

supported by staff or by you to take part in these (if needed)? Are there 
activities that the resident would like to do but is unable to do?   
(Note to Interviewer: Make sure these points are covered by using the 
following probes; unable to do because not available in facility?  Not enough 
volunteers or staff to help?) 
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We are also interested in the things that you do with [resident] in the facility.   

 
2. For example, do you take part in: 

• meals 
• coffee or snack breaks 
• recreational activities 
• going outdoors 
• taking [resident] out 
• other activities that you want to do with [resident]? 

 
3.  Are there things about the facility or staff that help you do the things that you 

want to do with [resident’s name]?  Are there things about the facility or staff 
that prevent you from doing things that you want to do? 

 
Section VIII:  
Sometimes a person’s overall mood shows how they are doing in a facility. We are 
interested in your opinion of [resident’s] overall mood since moving here. 

 
1. How would you describe [resident’s] mood since they moved in here?  

(Note to Interviewer: Make sure these points are covered by using the 
following probes; happy?  content?  bored?  lonely?  fearful?  sad?  angry?) 

 
2.  Are there activities, events, places or people that cause a change in his/her 

mood? 
(Note to Interviewer:  Make sure these points are covered by using the 
following probes; aspects of facility, staff or volunteer interaction, family, etc. 
What events or activities contribute to positive changes in affect or mood? 
What events or activities contribute to negative changes in affect or mood?) 

 
Section IX: 
Finally, I would like to ask you about [resident’s] quality of life here at [nursing 
home]. 

 
1. How would you describe [resident’s] quality of life here?   
 
2. Is there anything that might improve their quality of life?   
(Note to Interviewer: Make sure these points are covered by using the following 
probes; aspects of facility or staffing, other things such as medical care, family 
involvement.)   
 

(Note to Interviewer: Other constructs you may wish to explore include; privacy, food, 
safety, comfort, autonomy, respect, feelings about how treated by staff, bonding with 
staff, dong what they want to do, personal relationships, being able to go where they 
want, pain, distress, loneliness, physical activity, fatigue.) 
 
Thank and Close 
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Appendix F: Physical Environment Codes 
 

Open Code Properties 

Homelikeness-resident Resident clearly feels or shows examples of the 
facility being their home/ or not their home 

Homelikeness-food and eating Discussion of the food in the facility, eating 
breakfast, how food is cooked/served etc. 

Homelikeness-appearance Brightness, lighting  

Homelikeness/Autonomy – 
privacy issues 

Person in their room they did not know about/ staff 
respecting privacy by knocking on the door 

Physical environment a 
barrier**** 

How the environment inhibits the person from 
moving around easily or socializing etc. Ex. 
Wheelchairs in the hallways 

Physical environment a facilitator How the environment assists the individual. Ex. 
Handrails along the corridors. 

Physical environment 
accessible**** 

Barriers that might be more unintentional (the 
hallway is wide but because people leave their 
wheelchairs in the hallway movement of people with 
visual impairments is inhibited). 

Physical environment actions that 
make environment inviting 

Seasonal decorating/ having a bbq outside for lunch/ 
decorating a room 

Physical environment favourite 
spaces 

Mention of favourite spaces within the facility 

Physical environment inviting How the environment is inviting/uninviting for those 
entering it. Ex. the environment has a nice smell and 
is not appalling upon entering.(or non-inviting)  

Physical environment other parts 
of facility/unit seen as “home” 

Ex. the resident spends a lot of time in the kitchen as 
they are most comfortable there. 

Physical environment presence/ 
absence of medical items  

Ex. shower chairs, medication carts, etc are 
prominent on the unit 

Physical environment the 
resident’s room becomes “home” 

Ex. the resident decorates the room to their liking, 
the resident spends a lot of time in their room, the 
residents room is their “space” 
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