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Abstract
The present study was designed to clarify the conceptualization of quality of life in
continuing care by examining and modifying the Being Belonging and Becoming model,
examining resilience and determining whether it differentiates between those with high
versus low quality of life, comparing resident and staff perspectives on quality of life, and
examining residents' views on their future quality of life. The sample consisted of 120
continuing care residents and 30 continuing care staff including administrators, registered
nurses, and nursing assistants. A number of measures were utilized to assess quality of
life and potential predictors of this construct. A modified model was developed that
accounted for 58% of the variance in quality of life. Higher levels of perceived control
and community belonging predicted membership in the high quality of life group, and the
overall accuracy of the discrimination was 82.1%. Resident and staff perspectives on
quality of life were quite similar, with only a few differences identified. The
administrators' responses were the most discrepant from those of the residents. Frequent
concerns pertaining to future quality of life included declines in physical health,
availability of quality care, decreased physical functioning, and loss of independence.
The results of the present study clarify the conceptualization of quality of life in the
continuing care environment, and identify factors that make individuals more resilient in
this environment. These findings can be utilized to develop and implement interventions
that have the potential to improve resident quality of life.
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Introduction
Overview
The very old constitute the fastest growing age group in Canada (Statistics
Canada, 2001). By the year 2021 it is expected that persons over the age of 65 years will
make up 20% of the Canadian population, and that 45% of these older individuals will be
75 years and older (Fedyk & Havens, 1996). Moreover, approximately 32.8% of persons
over the age of 75 years reside in facilities that provide long-term physical health services
in a non-hospital environment, which are referred to as continuing care facilities in
Alberta (Alberta Health and Wellness, 1999).

Even though the continuing care

population will increase significantly over the next two decades, the majority of older
adults relocate out of necessity not desire, as they believe they will experience a
reduction in the quality of their lives (Biedenharn & Normoyle, 1991; Kane, Kane, &
Ladd, 1998). Currently the continuing care system focuses on improving quality of care,
however it is imperative that improving quality of life also becomes apriority (Evans,
1992). This goal is critical, as continuing care residents appear to be at an increased risk
of experiencing alow quality of life, due to multiple chronic health problems, functional
disabilities, declines in social support, high rates of mental health problems, and
increased rates of cognitive impairment (Blazer, 1998; Liptzin, 1992; Parmelee, Katz, &
Lawton, 1992; Strahan & Burns, 1991). However, before the quality of life in continuing
care facilities can be improved, the conceptualization of quality of life in this
environment must be clarified and the variables that have the greatest impact on this
construct must be identified (Kane, 2001).
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The present study assists in promoting the quality of life of continuing care
residents by fulfilling the following goals: (a) clarifying the conceptualization of quality
of life and determining which variables have the greatest impact on quality of life, (b)
examining the psychological

construct of "resilience",

to determine whether it

differentiates between those with high versus low quality of life, (c) determining the
differences and similarities in the way staff and residents view quality of life in a
continuing care facility and the interventions and changes that could be made to improve
quality of life, and (d) examining residents' views on their future quality of life.
This introduction will review anumber of topics. First, the scope of the existing
research on quality of life and definitional issues will be discussed. Second, anumber of
the theoretical models of quality of life in older adults will be outlined, and the model
that was examined in the present study will be discussed in detail. Third, previous
research on the predictors of quality of life in community-dwelling older adults, older
adults with dementia, and continuing care residents will be reviewed. Fourth, resiliency
and two related existential variables, meaning in life and optimism, will be discussed,
including their relationship to quality of life. Fifth, the contribution, purpose, and
significance of the present study will be outlined. Finally, the hypotheses of this study
will be presented.
Footnote
'Predictor was the term utilized to describe the variables that may be related to quality of
life, as this is the term normally used when regression analyses are conducted. The term
was not used to represent acausal relationship, but rather acorrelational one.
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Scope of the Existing Research on Quality ofLife and Definitional Issues
Quality of life has been studied in anumber of different populations, and there
appears to be some consensus on the conceptualization of this construct.

In general,

quality of life is amultidimensional construct that is an expression of "how good life is"
for individuals or groups of individuals (Raebum & Rootman, 1996).

In addition,

researchers tend to agree that quality of life has both objective and subjective aspects, but
that ultimately it is subjective, as an individual's rating of quality of life reflects asense
of how well one's life meets one's expectations (Mack & Whitehouse, 2001).

Even

though there is a general consensus for the meaning of the term quality of life,
researchers often utilize more specific definitions in their work, which are influenced by
the population they are studying and their theoretical frameworks. For example, when
researching older adult populations, Crist (1999) defined quality of life as "the degree of
gratification

perceived

from

one's

contextual

experience,

including

satisfaction with physical, emotional, social, and spiritual conditions"

(p.

composite

102).

When

conducting research with continuing care residents, Grossman and Weiner (198 8) utilized
the following definition of quality of life developed by Lind (1980), "the assessment of
subjective importance and perceived availability of autonomy, interpersonal relations,
and security in a long-term environment"

(p.

1).

In comparison, for individuals with

schizophrenia, quality of life, has been defined as consisting of the fulfillment of life's
roles, access to opportunities and resources, life satisfaction or asense of well-being, and
level of functioning (Browne et al., 1996).
Quality of life has been studied quite extensively in a number of different
populations, including persons with disabilities (e.g., Abresch, Seyden, & Wineinger,
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1998; Boschen, 1997; Kinney & Coyle, 1992), schizophrenia (e.g., Bradshaw & Brekke,
1999; Browne et al., 1996; Hannson et al., 1999), and cognitive impairment (e.g., Albert
& Logsdon, 2000; Lawton & Rubinstein, 2000).

Although quality of life may be

conceptualized or defined somewhat differently across these populations, there appears to
be some commonalities in the variables that have been identified as impacting quality of
life.

More specifically, the literature indicates that perceived health, social support,

control/autonomy, financial status, and leisure/recreational activities affect quality of life.
When examining the literature on quality of life in continuing care residents
specifically, it is once again evident that "quality of life is an elusive term that has been
defined in a variety of ways, depending on the context in which it is used and the
conceptual orientation of the investigator" (Logsdon, 2000, p. 134). However, it appears
that the majority of the definitions of quality of life in older adults recognize the
importance of physical comfort, emotional well-being, apersonal sense of satisfaction
with the various areas of one's life, and interpersonal connections. Considering the
heterogeneity of the elderly population, it is important to recognize that the importance of
these domains will vary greatly across this population (Abeles, Gift, & Ory, 1994).
In addition to the difficulty encountered when defining quality of life, researchers
are also faced with the inconsistent use of terminology in the literature. The terms life
satisfaction and well-being are used quite often, in addition to the term quality of life.
From reviewing the literature it is unclear whether these terms are used interchangeably,
one term encompasses the other terms, or whether they are distinctly different. In most
of the research literature, it appears that the three terms are utilized in avery similar
manner. For instance, researchers often use alife satisfaction, well-being, or quality of
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life measure and state that they are measuring one of the other constructs, or use the
terms interchangeably in the same article (e.g., Bitzan, 1998; Bowsher & Gerlach, 1990;
Faulk, 1988). In two such studies, the objective of the researchers was to examine quality
of life in assisted living homes and board and care homes, yet they both utilized alife
satisfaction measure (Faulk, 1998; Mitchell & Kemp, 2000). Similarily, in two studies
examining well-being in continuing care residents, the researchers utilized both a
measure of life satisfaction and a measure of well-being (Bitzan, 1998; Bowsher &
Grelach, 1990).
In comparison to those researchers who utilize life satisfaction, well-being, and
quality of life in asimilar manner, others describe one of these terms as encompassing
one or both of the other terms. For instance, some researchers have stated that subjective
well-being encompasses life satisfaction and quality of life, while others have stated that
quality of life encompasses life satisfaction and well-being (Institute of Medicine, 1986;
Lawton, 1991; Logsdon, 1999).

For example, Rowan (1980) developed a model of

quality of life that consists of 6 domains, including life satisfaction and well-being.
Similarily, Gersen (1976) defined quality of life as the sense of well-being and
satisfaction that a person feels about life.

In an article discussing the relationship

between health and well-being, Smith, Borchelt, Maier, and Jopp (2002) describe
cognitively-oriented measures of well-being as including items on life satisfaction and
quality of life.
Finally, there are researchers that conceptualize life satisfaction, quality of life,
and well-being as distinctly different terms. Life satisfaction has been referred to as a
term that involves the cognitive evaluation of all areas of life over an extended period of
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time (Neugarten, Havighurst, & Tobin, 1961). For example, an individual may be asked
'thinking back over your life, how satisfied are you?.'

According to Lawton (1991),

quality of life consists of the subjective and social-normative evaluation (i.e. objectively
measurable) of the person-environment system of an individual. Qualities of the past,
present, and future are involved in this evaluation, which indicates that individuals and
their environments impact each other.

A more recent definition of quality of life

developed by the World Health Organization (1995) states that this term refers to
"individuals' perceptions of their positions in life in the context of the culture and value
systems in which they live, and in relationship to their goals, expectations, standards and
concerns" (as cited in Gonzalez-Salvador et al., 2000,

p.

181).

In comparison to life

satisfaction and quality of life, Bradburn (1969) defines psychological well-being or
happiness in adistinct manner indicating that this term refers to an affective evaluation
that takes place over ashort period of time. Kozma, Stone, Stones, Hannah, and MacNeil
(1990) indicate that happiness is produced from acombination of short-term (mood) and
long-term affective (disposition) components.
In summary, when one conducts a research study on quality of life, it is also
important to review the literature on life satisfaction and well-being, as the conceptual
clarity does not yet exist to enable researchers to state with confidence that these
constructs are distinctly different. Also, there are two additional constructs that overlap
with quality of life, and are particularly relevant to the continuing care population. These
constructs include health-related quality of life and quality of care.

7

Health-Related Quality ofLife
In comparison to quality of life, which is defined in abroad manner, healthrelated quality of life is anarrower term. This construct focuses on the "value assigned to
the duration of survival as modified by impairments, functional states, perceptions, and
social opportunities influenced by disease, injury, treatment, or policy" (Patrick &
Erickson, 1993,

p.

76). Health-related quality of life tends to be centred around areas of

life that are impacted by health, however, as Guyatt, Feeny, and Patrick (1993) indicate,
almost all areas of life may be impacted when an individual falls ill. Recently, healthrelated quality of life is being used more frequently in research studies that assess
patients' perspectives concerning treatment effectiveness and outcome (Ware, 1995).
These studies tend to examine whether a specific medical intervention results in an
individual being 'better off.'

Quality of Care
Quality of care in acontinuing care facility refers to the extent to which the odds
of reaching preferred health outcomes is increased through the use of health services that
are consistent with current professional knowledge (Institute of Medicine, 1986). Models
of quality of care consist of several

domains, which assist in clarifying the

conceptualization of this construct and aid in identifying the similarities and differences
between quality of life and quality of care (Teresi, Holmes, & Ory, 2000).

The first

domain, the formal social system, includes organizational factors (e.g., size of facility,
coordination of resources), unit factors (e.g., staff-patient ratio, size of unit), clinical
factors (e.g., number of patients with specific diagnoses, composition of interdisciplinary
care team), and community factors (access to community facilities and services).

The
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second domain, the informal support system, consists of demographic characteristics of
the supporter, the relationship of the informal supporter to the resident (e.g., family
member, friend), the number of available supporters, the supporter's knowledge
concerning available resources, and the burden experienced by the supporter.
In comparison to the first two domains, which involve social support, the third
domain involves characteristics of the physical and social environment. The physical
environment includes characteristics such as safety, noise, lighting, functionality, social
interaction, continuity and change, while the social environment includes group cohesion,
nature of communication and interactions, team skills, nature of care planning behaviour,
and conflict management. The fourth domain, the characteristics of the patient, consists
of demographic characteristics, personal attributions (e.g., affect, style of coping,
psychiatric symptoms, dependence), physical health problems, medication compliance,
current medical treatments, cognitive/neurological status, cultural values, functional
status, behaviour (e.g., agitation, disruptive behaviour), and perceptual status. The final
domain, the care outcomes, refers to consumer satisfaction, mental and physical health
outcomes, service use outcomes, staff outcomes, and cost outcomes.

Theoretical Models of Quality ofLife in Older Adults
Quality of life was initially conceptualized as an unidimensional construct,
however researchers have more recently determined that it is multidimensional (Kane,
2001). As indicated by Schalock (1990), social scientist's attempts to conceptualize
quality of life involves the following three perspectives: psychological indicators, social
indicators, and goodness-of-fit/social policy indicators.

The following section will
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discuss these three perspectives and then present some multidimensional models of
quality of life developed for older adults.
The first perspective discussed by Schalock (1990), psychological indicators,
refers to an individual's reactions to his or her life experiences. These reactions have
been assessed by examining an individual's personal satisfaction/happiness,
psychological well-being.

and

In comparison to psychological indicators that refer to an

individual's subjective reactions, social indicators involve external environmentally
based conditions. These conditions may include variables such as standard of living,
health, leisure and recreational activities, education, and social networks.

The final

indicator, goodness-of-fit/social policy, refers to the fit between an individual and his or
her environment.

More specifically, the stressors and resources of the environment in

which an individual resides interact with the characteristics of the individual.
A few multidimensional models have been developed to conceptualize quality of
life in older adults, although the clarity and complexity of the models vary. Felce and
Perry's (1996) model states that quality of life is comprised of the subjective and
objective evaluation of five domains of quality of life. In this model objective evaluation
involves the characteristics of the conditions of one's life (e.g., income, social network,
activity, health, quality of housing), while subjective evaluation refers to the level of
personal satisfaction with these conditions.

The model consists of the following five

domains: (a) material well-being, which consists of income and finances, security and
tenure, transportation, and quality of the living environment (e.g., possessions, food,
privacy); (b) physical well-being, which includes health, physical functioning, fitness,
and personal safety; (c) emotional well-being, which is comprised of mental health,
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affect, self-esteem, fulfillment, sexuality, religious beliefs, and status and respect; (d)
development and activity, which involves acquiring and utilizing skills in relation to selfdetermination and competence, and the pursuit of functional activities in different areas
of one's life, such as recreation/leisure, work, and educational activities; and (e) social
well-being, which includes involvement in the community, and the quality and breadth of
interpersonal relationships. All of these domains are weighted by an individual's set of
values.
Based on the data from anational survey on quality of life, Bowling, Banister,
Sutton, Evans and Windsor (2002) developed amultidimensional model of quality of life.
The structure of this model is based upon the perspectives of individuals over the age of
65 years, and consists of five major domains. The first domain, social comparisons .and
expectations, involves the evaluation of ones living and financial situation. The second
domain, personality and psychology, includes self-efficacy (mastery and control),
optimism-pessimism, self-assessed risk of negative events happening (e.g. burgled,
falling), and depression and anxiety. Health, the third domain of the model, is comprised
of heath status, physical functioning, and long-standing illness.

The fourth domain,

which is referred to as personal social capital (perceived social network support and
structure), includes social contacts, social activities, social support, having a pet,
frequency of loneliness, and increase in loneliness.

The final domain, neighborhood

social capital, consists of the quality, safety, neighbourliness, and problems (e.g.,
vandalism, pollution) of the neighbourhood where an individual resides.
Another model that was developed by Ryff (1989b) to describe well-being, also
appears appropriate for the conceptualization of quality of life. This multidimensional
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model was based upon the theoretical literature on positive psychological functioning.
Ryff (1989a) indicates that one theory alone cannot adequately conceptualize well-being,
and that anumber of different theoretical perspectives must be integrated. The resulting
model consists of the following six dimensions: (a) self-acceptance, which involves an
individual having apositive attitude about himself; (b) positive relations with others,
including the ability to develop close relationships; (c) autonomy, which consists of
independence, self-regulation of behaviour, and self-determination; (d) environmental
mastery, which refers to aperson's ability to become engaged in and manage activities in
her environment; (e) purpose in life, which consists of the beliefs related to this construct;
and (t) personal growth, which refers to continuing to develop and grow as aperson, and
working towards one's potential.
Lawton (1991) developed amodel that can be utilized in the conceptualization of
quality of life in frail older adults. This model is based upon the following definition of
quality of life, 'the multidimensional evaluation, by both intrapersonal and socialnormative criteria, of the person-environment system of an individual in time past,
current, and anticipated' (Lawton, 1991,

p.

6). Lawton's (1983) model consists of four

dimensions, including behavioural competence, perceived quality of life, objective
environment, and psychological well-being. Behavioural competence refers to the
objective evaluation of an individual's functioning in the physical health, functional
health, cognitive, time-use, and social domains. These five categories of behavioural
competence form ahierarchy of increasing complexity. As one moves up the hierarchy,
there is an increase in the contribution of social-normative, personal-preferential, and
environmental influences on the evaluation of behavioural competence.
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In comparison to behavioural competence, which is assessed with objective
measures, the second domain, perceived quality of life, is the subjective evaluation of the
categories of behavioural competence. The third domain, objective environment, enables
some forms of behavioural competence and not others, and constitutes a subset of
conditions that are important to the domain of perceived quality of life.

Objective

environments involve features of the environment such as air and water quality, physical
access, social networks, and neighborhoods. The final domain, psychological well-being
consists of the average level of an individual's competence and perceived quality of life
in all domains of life. Mental health ratings, positive and negative emotions, and
cognitive judgements of general life satisfaction have been utilized as indicators of
psychological well-being.
In comparison to the above models, which were originally developed for older
adults residing in the community, Kane et al. (2000) developed a model for
conceptualizing quality of life in continuing care facilities (as cited in Kane, 2001). This
model consists of eleven domains that are presented as an outcome that can be
experienced by an individual. Each outcome can be assessed in its positive and negative
form, as according to Kane (2001) it is too narrow an approach to define quality of life
only in terms of alack of negative outcomes.
The eleven domains of the modeLcan be separated into three categories (Kane,
2001; Kane et al., 2003). The first category, basic building blocks of well-being, consists
of the following two domains: (a) physical comfort, which involves being free from
physical discomfort and pain, such as nausea, joint pain, and shortness of breath; and (b)
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safety, which refers to an overall sense of security, safety and order, rather than safety
related to the prevention of falls and accidents.

-

The second category of domains, social sphere, is comprised of the following four
domains: (a) relationships, which include any relationship that the resident obtains
meaning from, such as those with fellow residents, family members, staff, and friends;
(b) meaningful activity, which includes activities that are of interest and provide
meaning; (c) functional competence, which refers to being as independent with one's
ADLs as one would like to be or has the ability to be; and (d) enjoyment, which includes
all pleasurable experiences, such as a nice meal. All of these domains are broadly
defined, as they take into consideration the physical and cognitive abilities of residents.
The final category, which is comprised of domains that are related to self-worth
and individual agency, consists of the following four domains: (a) autonomy, which
includes perceived control, self-direction, and having choices; (b) individuality, which
involves being able to maintain and express one's identity, and being treated as aperson;
(e) dignity, which consists of being treated with respect and dignity; and (d) privacy,
which may include having time alone when one wishes, having control over personal
information, and being alone with others as desired.

The final domain in the model,

which does not fit into any of the above categories, spiritual well-being, includes but goes
beyond religiousness.
The final model that will be discussed is the Being, Belonging, and Becoming
model of quality of life, which was developed at The Quality of Life Research Unit at the
Center for Health Promotion (CHP) at the University of Toronto by integrating the
strengths of previous theoretical models of quality of life (Renwick, Brown, & Raphael,
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1994; Rootman et al., 1992a; Rootman et al., 1992b).

This model was originally

developed for persons with developmental disabilities, however, it is now being applied
to people in general, including adolescents and community-dwelling elderly (Renwick, &
Brown, 1996; Renwick, Brown, Renwick, & Rootman, 1994). The present study extends
this research by examining this model in acontinuing care sample.
Description of the cHP Theoretical Model: Being, Belonging, and Becoming Model of
Quality qfLifè
Development of the Being, Belonging, and Becoming Model of Quality ofLjfe.
The Being, Belonging, and Becoming model of quality of life was developed
during a three-phase research project that examined quality of life in persons with
disabilities (Renwick & Brown, 1996). The phases included (a) an examination of the
existing literature on the quality of life of persons with and without disabilities, (b)
consultations with and obtaining feedback from prominent theorists and researchers on
issues related to quality of life, disability, and health, and (c) the collection of information
on perspectives of quality of life from persons with disabilities, their families, and service
providers through interviews and focus groups.
Assumptions of the Being, Belonging, and Becoming Model of Quality ofLife.
There are a number of assumptions that underlie the Being, Belonging, and
Becoming model of quality of life (Renwick & Brown, 1996). First, the model promotes
equal respect for all individuals. Second, it is assumed that a model must take into
account the holistic nature of individuals in order to be meaningful. Third, quality of life
is viewed as multidimensional, with a "dynamic, complex constellation of interacting
components," and therefore the components that are most critical to one's quality of life
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can change over alifetime (Renwick & Brown, 1996,

p.

79). Fifth, quality of life arises

out of the interactions that individuals have with their environments. Sixth, the level of
quality of life that is experienced varies across individuals. Seventh, amodel for quality
of life must take into account both an individual's health and the variables that may affect
one's health. Finally, an individual's personal perspective of their quality of life is most
important in understanding this construct.
Description of the structure qf the Being, Belonging, and Becoming Model.
The Being, Belonging, and Becoming model is based upon the following
definition of quality of life: "the degree to which the person enjoys the important
possibilities of his or her life" (Rootman et al., 1992a,

p.

23). Possibilities refer to the

constraints and opportunities in people's lives and the balance between them, and
depends upon the characteristics of and interaction between individuals and their
environments (Renwick & Brown, 1996). The model "emphasizes that opportunities and
constraints occurring by chance and by choice interact to produce the things that are
possible in aperson's life" (Renwick & Brown, 1996, p. 81). The Being, Belonging, and
Becoming model focuses on an individual's possibilities in three broad fundamental areas
of life, which are referred to as components.

Each of the components are further divided

into three subcomponents (Renwick & Brown, 1996; refer to Figure 1). The first
component, Being, involves the most basic aspects of who people are as individuals
(Renwick

& Brown,

1996).

This

component

is

composed

of the

following

subcomponents: (a) physical being, which includes physical health, physical mobility and
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Physical (body and health)
BEING
Who the person is
as an individual

Psychological (thoughts and feelings)
Spiritual (beliefs and values)

Physical (where Ilive and spend time)
BELONGING
How environments and others
fit with the person

Social (the people around me)
Community (access to community
resources)

Practical (daily things Ido)
BECOMING
What the person does to
achieve hopes, goals,
aspirations

Leisure (things Ido for enjoyment)
Growth (things Ido to cope and
change)

Figure 1. Structure of the Being, Belonging, and Becoming Model of Quality of Life
(Renwick & Brown, 1996).

17

agility, grooming and personal hygiene; (b) psychological being, which consists of an
individual's cognitions, evaluations and feelings concerning themselves, and focuses on
self-control, self-confidence, coping with anxiety, and the initiation of positive
behaviours; and (c) spiritual being, which embodies spiritual beliefs, the personal values
and standards one lives by, and the celebration of special life events.
The second component of the model, Belonging, encompasses the fit between
individuals and their environments (Renwick & Brown, 1996). This component consists
of the following subcomponents: (a) physical belonging, which refers to the links that
individuals have with their environments, such as their home, neighborhood, and larger
community, and involves feeling at home, the freedom to display one's belongings,
privacy, and safety in these environments; (b) social belonging, which involves the link
between individuals and their social environments, including meaningful relationships;
and (c) community belonging, which refers to the link people have with resources
available in the community or society at large, including information and access to
educational and recreational programs, adequate income, and health and social services.
The third and final component of the model, Becoming, focuses on the activities
people engage in in order to reach their goals, hopes, and aspirations (Renwick & Brown,
1996). This component is comprised of the following subcomponents: (a) practical
becoming, which involves purposeful, practical activities that are conducted on aregular
basis (i.e. housework, self-care, paid or volunteer work); (b) leisure becoming, which
consists of recreational and leisure activities that do not have an obvious instrumental
value; and (c) growth becoming, which refers to activities that promote the development
of aperson's knowledge and skills.
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Rationale for the utilization of the Being, Belonging, and Becoming Model.
The Being, Belonging, and Becoming model was chosen for the present study
over other quality of life models for anumber of reasons. First, contrary to most other
models, this model was developed using an empirical approach, as described earlier.
Second, it organizes and integrates the strengths of previous models into abroader more
all encompassing model.

Third, the model conceptualizes quality of life as a

multidimensional construct consisting of nine subcomponents, whereas most other
models consist of only afew subcomponents. Previous research has indicated that all of
these subcomponents are important to the conceptualization of quality of life in
community-dwelling elderly (Raphael, Brown, Smith, & Renwich, 1998).

Finally, the

subcomponents of this model appear to be relevant to continuing care residents, as
supported by the literature review below.
The Being Belonging and Becoming model has good potential for conceptualizing
quality of life in the continuing care environment; however, it has not been investigated
in this population. The present study not only examines this model in a sample of
continuing care residents, but also attempts to improve the model by examining three
additional variables, optimism, perceived control, and meaning/purpose in life. As will be
discussed, previous research indicates that these variables are related to quality of life in
older adults.
Literature Review on the Predictors of Quality ofLife in community-Dwelling Older
Adults
Physical health, functional health, mental health, control and independence, social
support, leisure and recreational activities, financial status, and religiousness have all
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been examined as predictors of quality of life, well-being, and life satisfaction in
community-dwelling older adults

2

Physical health and social support have been studied

the most extensively. The majority of research studies have only examined a few
predictors at one time. A review of the findings from these studies indicate that physical
health, depression and anxiety, perceived control, leisure and recreational activities,
financial status, and social support consistently predict quality of life, well-being, and life
satisfaction

in

community-dwelling

older

adults,

while

functional

health

and

religiousness inconsistently predict these constructs (refer to Tables 1 and 2). The
remainder of this section will review the studies that examined anumber of predictors of
quality of life, well-being, or life satisfaction simultaneously in community-dwelling
older adults to assess the most important predictors.
Research Findings for Groups ofPredictors of Quality ofLife
Seven studies were identified that assessed multiple predictors of quality of life in
community-residing older adults (Abu-Bader et al., 2002; Fox, 1998; Jones, Rapport,

Footnote
2 The

literature search was conducted on Psych Info and Medline. The search process was

limited to older adults and the terms quality of life, well-being, life satisfaction, control,
meaning in life, purpose in life, and optimism were entered. The search was limited to the
last 20 years of research (1984 to 2004).
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Table 1
Previous Research on Variables that Consistently Predict Quality ofLjfe, Well-Being,
and Life Satisfaction in Community-Dwelling Older Adults
Predictor
Physical Health

Support for the Prediction of Quality of Life,
Well-Being, and Life Satisfaction
Abu-Bader, Rogers, & Barusch, 2002
Austrom, Perkins, Damush, & Hendrie, 2003
Bowling, Banister, Sutton, Evans, & Windsor, 2002
Clarke, Marshall, Ryff, Rosenthal, 2000
Dillard, Campbell, & Chisolm, 1984
Fernandez-Ballesteros, Zamarron, & Ruiz, 2001
Fry, 2000a
Hilleras, Jorm, Herlitz, & Winblad, 2001
lwarsson & Isacsson, 1997
Koenig etal., 1988
Kozma & Stones, 1983
Rogers, 1999
Smith, Borchilt, Maier, & Jopp, 2002
Stolar, MacEntee, & Hill, 1992

Depression and Anxiety

Beekman et al., 2002
Lane, Carroll, Ring, Beevers, & Lip, 2000
Rogers, 1999
Warner, 1998
Carels, 2004

Perceived Control

Abu-Bader et al., 2002
Levitt et al., 1987
Reker, Peacock, & Wong, 1987
Smits, Deege, & Bosscher, 1995

Leisure and Recreational Activities

Austrom et al., 2003
Baxter et al., 1998
Bevil, O'Connor, & Mattoon, 1993
Bowling et al., 2002
Hilleras et al., 2001
Russell, 1990
Silverstein & Parker, 2002
Steinkamp & Kelly, 1987
Wan, Butcher, & Robertson, 2004
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Table 1continued
Previous Research on Variables that Consistently Predict Quality ofLife, Well-Being,
and Life Satisfaction in Coniinunity-D welling Older Adults
Predictor
Financial Status

Social Support

Support for the Prediction of Quality of Life,
Well-Being, and Life Satisfaction
Austrom et al., 2003
Dillard et al., 1984
Hilleras et al., 2001
Koenig et al., 1988
Pearlman & Uhlmann, 1991
Pinquart & Sorensen, 2000
Abu-Bader et al., 2002
Baxter etal., 1998
Bowling et al., 2002
Fox & Gooding, 1998
Fry, 2000a
Hilleras et al., 2001
Keith, 1996
Kim & Kim, 2003
Koenig etal., 1988
Mackenzie & Chang, 2002
McAuley et al., 2002
Newsome & Schulz, 1996
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Table 2
Previous Research on Variables that Inconsistently Predict Quality ofLife, Well-Being,
and Life Satisfaction in Community-Dwelling Older Adults
Predictor

Functional Health

Religiousness

Support for the Prediction of Quality
of Life, Well-Being, and Life
Satisfaction
Bowling et al., 2002
Fox &Gooding, 1998
Kendig, Browning, & Young, 2000
MacKenzie & Change, 2002
Markides, Levise, & Ray, 1987
Newsome & Schulz, 1996
Smith et al., 2002

Failure to Support the Prediction
of Quality of Life, Well-Being,
and Life Satisfaction
Abu-Bader, 2002
Gfellner, 1989

Ayele, Mulligan, Gheorghiu, ReyesOrtiz, 1999
Fry, 2000a
Hilleras et al., 2001
Keonig et al., 1988
Mookherjee, 1994

Courtenay, Poon, Martin,
Clayton, & Johnson, 1992
Markides, Levise, & Ray, 1987
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Hanks, Lichtenberg, & Telmet, 2003; Koenig et al., 1988; Levitt, Clark, Rotton, &
Finley, 1987; Pearlman & Uhlmann, 1991; Rogers, 1999). Koenig et al. (1988) examined
physical health, social support, financial status, and religiosity as predictors of well-being
in asample of 836 community-dwelling older adults. Together these variables accounted
for 33.5% of the variance in well-being. Physical health was the strongest predictor, and
accounted for approximately 17% of the variance in this construct, while social support
was the second strongest accounting for 8% of the variance. The remaining predictors,
financial status (4.7%) and religiosity (4.3%), also accounted for asignificant amount of
variance in well-being.
In a sample of community-dwelling older adults, Fox (1998) examined 15
possible predictors of well-being, accounting for approximately 40% of the variance in
this construct. Four variables were in the final predictive equation, including physical
mobility, satisfaction with friends, age group, and satisfaction with family.

Physical

mobility was the most important predictor, accounting for 24% of the variance in wellbeing, while satisfaction with friends accounted for an additional 13% of the variance.
Although the remaining variables were significant, they accounted for only 1-1.5% of the
variance.
Pearlman and Uhlmann (1991)

studied the impact of emotional, social,

intellectual, and physical variables on the quality of life of older medical outpatients. The
researchers found that perceptions of health, cognitive status, and financial concerns
explained 35% of the variance in quality of life, and that physical health was the strongest
predictor.
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Utilizing asample of older adults residing in an area that was targeted for major
redevelopment, Levitt et al. (1987) examined anumber of predictors of life satisfaction.
Number of health problems, number of support figures, desired control, and expected
control accounted for 28.1% of the variance in this construct. Health problems and
desired control were the most important predictors.
Rogers (1999) conducted ahierarchical multiple regression analysis to determine
the predictors of life satisfaction in a sample of low-income older adults at risk of
placement in a continuing care facility. Education level and financial resources were
entered as covariates in the first step of the regression, and failed to account for a
significant amount of variance. In the second step, environmental factors, consisting of
social support, were entered, accounting for 9% of the variance.

Individual factors,

including perceived physical health, self-esteem, and health locus of control, were
entered in the final step, and accounted for 18% of the variance. Taken together, 28% of
the variance was accounted for in the analysis.
Utilizing asample similar to that used by Rogers (1999), Abu-Bader et al. (2002)
examined the association between life satisfaction and physical health, emotional health,
social support, and locus of control.

These four variables accounted for 32% of the

variance in life satisfaction. Physical health accounted for 14% of the variance, while the
remaining predictors each accounted for 6% of the variance.
In a sample of 129 community-dwelling older adults, Jones et al. (2003) also
examined the relationship between life satisfaction and anumber of variables, including
education, physical health, social support, coping style, and cognitive functioning. These
variables accounted for 62.5% of the variance in life satisfaction. Perceived health
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accounted for 15% of the unique variance, while emotion-oriented coping accounted for
an additional 14% of the variance.
In summary, previous research has accounted for 23% to 62.5% of the variance in
quality of life, life satisfaction, or well-being in community-dwelling older adults (AbuBader et al., 2002; Fox, 1998; Koenig et al., 1998; Levitt et al., 1987; Pearlman &
Uhlmann, 1991; Rogers, 1999). Physical health is often found to be the most important
predictor (Abu-Bader et al., 2002; Fox, 1998; Jones et al., 2003; Koenig et al., 1988;
Levitt et al., 1987; Pearlman & Uhlmann, 1991; Rogers, 1999). In addition, control and
social support appear to be strong predictors of these constructs in community-dwelling
older adults (Fox et al., 1998; Koenig et al., 1988, Levitt et at., 1987; Rogers, 1999).

Literature Review on the Predictors of Quality ofLjfe in Continuing Care Residents
without Dementia
It is expected that the predictors of quality of life in continuing care residents will
differ from those in older adults residing in the community, or that some predictors will
have agreater impact on the quality of life of the former than latter population. These
differences are expected considering that residents experience higher rates of depression,
anxiety, and physical and functional health problems, are often separated from family and
friends, and experience declines in perceived control and independence upon relocation
to acontinuing care facility (Blazer, 1998; Lipzin, 1992; Strahan, 1991).
The majority of previous studies conducted with residents were not based upon a
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theoretical model and have examined only one to three predictors of quality of life

.

Control, physical health, functional health, and social support are the most studied
predictors, while the other predictors discussed in this section have been examined to a
limited extent with residents.

Control, physical health, and financial status have been

found to consistently predict quality of life, well-being, and life satisfaction in residents
(refer to Table 3). In comparison, functional health, mental health, social support from
staff, social support from roommates/other residents, social support from family, leisure
and recreational activities, and religiousness have been found to inconsistently predict
these constructs (refer to Table 4). The remainder of this section will review the studies
that examined multiple predictors of quality of life, well-being, or life satisfaction in
continuing care residents.
Research Findings for Groups qfPredictors of Quality qfLfe
Only four studies have simultaneously examined anumber of predictors of quality
of life, well-being, or life satisfaction in continuing care residents. Gould (1992)
examined the prediction of life satisfaction in asample of 115 residents. The following 5
predictors were examined: (a) independence (control), which referred to how much selfdirection and responsibility residents were encouraged to take, and how self-sufficient

Footnote
These studies were identified through aliterature review on Psych Info and Medline,
which individually combined the terms continuing care, long-term care, and nursing
home, with quality of life, life satisfaction, well-being, control, meaning in life, purpose
in life, and optimism. The search was limited to the last 20 years (1984 to 2004).
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Table 3
Previous Research on Variables that consistently Predict Quality ofLife, Well-Being,
and Life Satifaction in Continuing Care Residents
Predictor
Control

Support for the Prediction of Quality of Life,
Well-Being, and Life Satisfaction
Arling, 1986
Bowsher & Gerlach, 1990
Cox, Kaeser, Montgomery, & Marion, 1991
Duncan-Myers & Huebner, 2000
Gould, 1992
Vallerand, O'Connor, & Blais, 1989

Physical Health

Bowsher & Gerlach, 1990
Ghusn et al., 1996
Gilbert, 2000
Fry, 2000
Kozma & Stones, 1983
Loomis & Thomas, 1991

Financial status

Green & Cooper, 2000
Ryden, 1984
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Table 4
Previous Research on Variables that Inconsistently Predict Quality ofLife, Well-Being,
and Life Sati'faction in Continuing Care Residents
Predictor

Support for the Prediction of
Quality of Life, Well-Being,
and Life Satisfaction
Ghusn et al., 1996
Gould, 1992
Tseng & Wang, 2001

Failure to Support the Prediction
of Quality of Life, Well-Being,
and Life Satisfaction
Bitzan, 1998
Bowsher & Gerlach, 1990
Faulk, 1988
Rai etal., 1995

Mental health

Cox et al., 1991
Kasser & Ryan, 1999
Nagatomo, Nomaguchi, &
Kita, 1997

Pearlman & Uhlmann, 1989

Social support from staff

Carpenter, 2002
Gould, 1992
Tseng & Wang, 2001

Huss, Buckwalter, & Stolley,
1988

Social support from
roommates/Other residents

Carpenter, 2002
Gould, 1992
Kovach & Robinson, 1996

Bitzan, 1998

Social support from family

Clark & Bowling, 1990
Faulk, 1988
Pearlman & Uhlmann, 1989
Tseng &Wang, 2001

Carpenter, 2002
Ghusn et al., 1996

Leisure and recreational
activities

Clark & Bowling, 1990
Faulk, 1988

Bitzan, 1998

Religiousness

Rai et al., 1995
Fry, 2000a

Bitzan, 1998
Pearlman & Uhlmann, 1989

Functional health
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staff encouraged. residents to be; (b) organization, which involved how well residents
were able to predict daily events; (c) cohesion, which consisted of how much support
residents provided each other and how much support the residents received from the
staff; (d) functional health, which was based upon residents' perceptions of their physical
abilities; and (e) resident influence, which referred to how much the residents could
impact the policies and regulations of the facility. Independence (control), functional
health, and resident influence accounted for 22% of the variance in life satisfaction, while
cohesion and organization failed to enter the predictive equation.

In this study,

independence (control) was the strongest predictor of life satisfaction, accounting for
approximately 15% of the variance, while functional health accounted for almost 7% of
the variance, and resident influence accounted for less than 1%.
Ghusn, Hyde, Stevens, Hyde, and Teasdale (1996) examined life satisfaction in a
sample of male veterans between the ages of 44 and 97 years. The researchers examined
a number of variables including the frequency of recent experiences that met one's
expectations, perceived physical health, respect, feeling needed, cognitive status, and
predictors related to giving and receiving social support from family and friends. Recent
experiences meeting one's expectations, perceived health, feeling needed, and cognitive
status accounted for 46% of the variance in life satisfaction. Recent experiences meeting
one's expectations was the strongest predictor followed by perceived health.
Utilizing alarge sample of continuing care residents, Bowsher and Gerlach (1990)
examined the following predictors of well-being: functional health, perceived health, two
dimensions of control, socioeconomic status, and length of stay in the continuing care
facility. The researchers found that perceived health and the two dimensions of control
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accounted for 33% of the variance in well-being.

The first dimension of control,

continuing to have control over situations one expects to have control over, accounted for
19% of the variance, while the second dimension of control, promoting control of things
residents value, but do not expect to obtain through their own behaviours, accounted for
11% of the variance. The final variable in the predictive equation, perceived health,
accounted for 3% of the variance.
Mitchell and Kemp (2000) examined the predictors of quality of life in asample
of continuing care residents over the age of 55. The following four groups of predictors
were examined: (a) social involvement, (b) characteristics of the facility, (c) demographic
characteristics and health status, and (d) social climate (e.g., independence, cohesion,
conflict). Three predictors accounted for 32% of the variance in quality of life. Cohesion
was the strongest predictor accounting for 21% of the variance, while chronic health
conditions accounted for 5%, social activities for 4%, and contact with family members
for 2% of the variance.
Summary ofPrevious Research Findings on the Predictors of Quality ofLife
Based on the few studies that have been conducted with continuing care residents
the following conclusions can be made: (a) researchers have been able to account for
22% to 46% of the variance in quality of life, well-being, and life satisfaction, (b) control
and physical/functional health are the most important predictors of these constructs, and
(c) control accounts for more variance than physical or functional health.
Although there is limited research data on the predictors of quality of life in
continuing care residents, these studies do provide initial support for the use of the Being,
Belonging, and Becoming model with this population. More specifically, anumber of
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researches have found that variables included in this model are predictive of quality of
life, including physical health, functional health, mental health, social support, financial
status, leisure and recreational activities, and religiousness.

Quality ofLife in Older Adults with Dementia
Conceptualization of Quality ofLife in Older Adults with Dementia
It is important to discuss quality of life in older adults with dementia separately,
as it appears that the conceptualization of quality of life in this population may be
somewhat different from other populations of older adults.
"objective

and

quantitative measurement of a priori

As Russel (1996) stated,
identified

quality of life

characteristics without sufficient prior attention to afull examination of the subjective
and qualitative experiences of people with dementia may lead us to measure aspects of
quality of life that lack meaning for these persons" (p. 1401).

In addition, the

conceptualization of quality of life and the level of quality of life reported may be
different depending on the severity of an individual's cognitive impairment (Brod,
Stewart, Sands, & Walton, 1999; Zank & Leipold, 2001). Brod et al. (1999) conducted a
study to determine whether the traditional domains of quality of life are appropriate when
conceptualizing quality of life in individuals with dementia. A series of expert panels
with individuals suffering from dementia, caregivers, and care providers were conducted
to answer this research question. The researchers found that the traditional domains of
quality of life applied to individuals with dementia. However, the cognitive, social, and
behavioural changes that occurred with the progression of dementia impacted how
important the domains were to the quality of life of individuals with this disease. In
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addition, the presence of dementia impacted the emotions and behaviours that were
associated with the domains, and therefore the conceptualization of the domains was very
different than in other populations. For example, in older populations without dementia,
mobility involves the ability to get around, while in individuals with dementia it refers to
concerns around disorientation and confusion that impact the ability to get around
independently.
Specific to dementia, Brod, Stewart, and Sand's (2000) model consists of two
determinants.

The first determinant, context, is comprised of life circumstances and

characteristics of the person that impact the individual's subjective experience of quality
of life. The context dimension consists of the following subdimensions: (a) dementia
signs and symptoms, such as degree of confusion, duration of symptoms, cognitive status,
and interaction capacity; (b) comorbid illness; (c) non-disease related individual
characteristics, which consists of demographic variables (e.g., socioeconomic status, age,
gender) and beliefs and philosophy; and (d) social and physical environment, which
includes external variables such as the amount of available social support, impact of
culture, environment one lives in, and living arrangement.
The second determinant of quality of life, functioning and behaviour, refers to
"intermediate elements resulting from the context" (Brod et al., 2000,

p.

8). Brod et al.

(2000) indicate that functioning and behaviour may impact quality of life, but how an
individual evaluates and perceives his or her functioning and behaviour determines how
the person rates his or her quality of life. In the model, behaviours refer to the difficulties
or limitations an individual experiences when attempting to complete basic activities,
such as toileting, climbing stairs, bathing, and instrumental activities (e.g., shopping).
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Behaviours refer to what individuals do, rather than difficulties the individual may
experience with functioning. There are three major types of behaviours included in this
model, (a) discretionary activities, which may include participating in exercise classes or
having ahobby; (b) problematic behaviours, which consist of behaviours that may occur
in association with dementia, such as shouting or wandering; and (c) social activities.
The two determinants outlined above, context and functioning and behaviour,
predict dementia-specific quality of life, which is defined as "individuals' subjective
experience and evaluation of their life circumstances" (Brod et al., 2000,

p.

9). Brod et

al. 's (2000) definition of dementia-specific quality of life consists of several elements,
which reflect the expression of one's quality of life. The first element, negative affect,
involves experiencing negative emotions, such as sadness, anxiety, and frustration.

In

comparison, positive emotion, the second element, consists of experiencing positive
feelings such as happiness, humor, and hopefulness.

The third element, self-esteem,

refers to perceiving oneself as able to make independent decisions, and feelings of
confidence, accomplishment, and satisfaction with oneself.

Aesthetics, the fourth

element, consists of an individual experiencing enjoyment from listening to music, seeing
colors, and watching nature.

The final element, feelings of belonging, refers to an

individual feeling liked, loveable, and useful.
Measurement of Quality qf Life in Older Adults with Dementia
Assessing quality of life in older individuals with dementia presents aunique
challenge, considering the multiple impairments often experienced by these individuals.
Due to these impairments, persons with dementia may have difficulty understanding selfreport questions and responding appropriately. Certain steps can be taken to improve the
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reliability of responses to self,- report measures, including short and concise questions,
face to face administration, asking follow-up questions to assure comprehension, and the
utilization of visual reminders of response options (Logsdon, Gibbons, McCurry, & Ten,
2002).

However, even with the use of these steps, many individuals continue to have

difficulty responding reliably.

Therefore, the following approaches are often utilized

when assessing quality of life in individuals with dementia: (a) proxy reports from family
members and continuing care staff, (b) direct observation of behaviours thought to be
associated with quality of life (e.g., number of leisure activities participated in over a
week), and (c) objective measurement of areas such as functional and physical health
(e.g. assessment of ability to complete ADLs independently) (Logsdon et al., 2002;
Rabins & Kasper, 1997). Researchers often use more than one of these approaches when
assessing quality of life in individuals with dementia. For instance, in the Quality of LifeAlzheimer's Disease Scale, Logsdon, Gibbons, McCurry, and Ten (1999) utilize self—
report and proxy reports.
Predictors of Quality of Lift in Older Adults with Dementia
A number of studies have examined the predictors of quality of life in individuals
with dementia. Logsdon, Gibbons, McCurry, and Teri(2000) examined the predictors of
quality of life in 77 older adults that met criteria for probable or possible Alzheimer's
Disease.

Both the individuals with Alzheimer's Disease and their caregivers were

interviewed.

A number

of variables

were

examined,

including

demographic

characteristics (e.g., age of patient and caregiver, gender, education, income), functional
health, participation in pleasant events, mood, and cognitive status. Symptoms of
depression were found to be the strongest predictor of quality of life.

Additional
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predictors of quality of life included independent functioning in activities of daily living,
and ahigher education level of the individuals with Alzheimer's Disease. Even though
higher levels of cognitive status and pleasant events were significantly correlated with
quality of life, these variables failed to be significant predictors of this construct.
Burgener and Twigg (2002) evaluated Lawton's (199 1) model of quality of life on
asample of older adults with dementia. As described earlier, this model consists of four
domains including behavioural competence, objective environment, psychological wellbeing, and perceived quality of life.

A number of researchers have utilized Lawton's

(1991) model to conceptualize quality of life in individuals with dementia, or have
modified this model for use with this population (Lawton, 1997; Logsdon & Albert,
1999; Logsdon et al., 2002; Volicer, Hurley, & Camberg, 1999). Burgener and Twigg
(2002) found that the variables in this model accounted for 32% of the variance in quality
of life.
Using evaluations completed by health care professionals of an institutionalized
sample of 120 individuals with dementia, Gonzalez-Salvador et al. (2000) examined a
number of predictors of quality of life. For those individuals residing in skilled nursing
facilities, orientation and anxioiytic treatment accounted for 25% of the variance in
quality of life, while orientation and depression accounted for 24% of the variance in this
construct in individuals residing in assisted living facilities. When the participants were
analyzed all together, orientation, physical dependence, and anxiolytic treatment
accounted for 36% of the variance in quality of life.

Additional variables that were

correlated with quality of life but did not enter the regression equations included severity
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of cognitive decline, behavioural symptoms, amount of time staff spent providing care to
the resident, and length of stay in the facility.
Two additional studies have examined the predictors of quality of life in persons
with dementia by obtaining information from institutional health care professionals and
family caregivers. Based on the results of the first study, Albert et al. (1996) reported that
the absence of anxiolytic treatment predicted agreater quality of life in institutionalized
persons with dementia, while the education level of the individual receiving care,
physical functioning, and cognitive status predicted the quality of life of individuals
residing in the community. In the second study, Maslott and McAiney (1995) found that
pain, agitation, the ability to communicate ones needs, quality of family visits, and family
members' knowledge of dementia predicted quality of life in individuals residing in a
continuing care facility.
Conclusions Drawn from aReview of the Dementia Literature
In summary, it appears that the conceptualization of quality of life is somewhat
different in older adults with dementia than it is in those without dementia. For instance
control has been identified as an important predictor of quality of life in older adults
residing in the community and continuing care facilities, but not in individuals with
dementia. In addition, some variables appear more important to the prediction of this
construct in individuals with dementia, including depression, education level, and
anxiolytic treatment. Even the predictors that are consistent across the populations may
have different meanings in demented versus nondemented individuals. Based upon the
available literature, it appears that researchers have agreater understanding of quality of
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life in residents with dementia than those without. Taking these issues into consideration,
the present study did not include residents with adiagnosis of dementia.

Resilience: The Contribution of Existential Variables to Quality ofLife
A considerable amount of variance remains to be accounted for when predicting
quality of life in continuing care residents, as previous research studies have accounted
for only 22% to 46% of the variance in this construct (Bowsher & Gerlach, 1990; Fox,
1998; Ghusn et al., 1996; Gould, 1992; Kasser & Ryan, 1999; Koenig et al., 1998;
Pearlman & Uhlmann, 1991; Rogers, 1999). Moreover, the variables that have been
found to predict quality of life in this population do not explain why individuals with
objectively similar circumstances can present with very different levels of quality of life.
Resilience-positive psychology, which has been receiving increasing attention from
mainstream psychology, may assist in resolving this issue (Klohnen, 1996; Lyubomirsky,
2001; Masten, 2001; Sheldon & King, 2001). Resilience-positive psychology refers to the
study of "ordinary human strengths and virtues" (Sheldon & King, 2001,

p.

216).

Resilience, the focus of this type of psychology, is characterized by "good outcomes in
spite of serious threats to adaptation or development" (Masten, 2001,

p.

228). Resilient

individuals possess flexibility and adaptability in life circumstances, perceive or construct
their experiences

in a positive manner,

and maintain a positive view of the

meaningfulness of their life (Klohnen, 1996; O'Leary, 1998; Wagnild & Young, 1990).
Wagnild and Young (1990) examined resilience in asample of older women who
had successfully adapted to amajor loss in their lives.

The researchers identified the

following 5themes that were related to this resilient behaviour: (a) perseverance, which
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involves being persistent in spite of discouragement and adversity; (b) equanimity, which
refers to an individual's ability to focus on abroader array of experiences, rather than
modulating severe responses to adversity; (c) meaningfulness, which consists of realizing
that there is apurpose to one's life and recognizing one's contributions; (d) self-reliance,
which involves an individual believing in himself or herself and his or her capabilities;
and (e) existential aloneness, which refers to realizing that everyone's path in life is
unique, and that while individuals share some experiences with others, other experiences
must be faced alone.
Themes that relate to human concerns or conflicts with existence, which are
referred to as existential variables (Yolam, 1980), are apart of resilience.

Moreover,

there is emerging evidence that they are important contributors to quality of life in
continuing care residents (Fry, 2000a; King et al., 1998). However, existential variables
have not previously been examined in the context of the other, proven predictors of
quality of life. This study will be the first to do so, and will include two existential
variables, meaning in life and optimism. These variables have the potential to buffer the
effects of adversity (Carver, 1998; Reker, 1997) and may provide abetter understanding
of why continuing care residents who are experiencing similar losses and stressors may
report very different levels of quality of life. Moreover, the inclusion of these variables
may enhance models of quality of life in this population.
Meaning in Life
Meaning in life refers to "having apurpose in life, having asense of direction, a
sense of order and areason for existence, aclear sense of identity, and agreater social
consciousness" (Reker, 1997,

p.

710).

Meaning in life consists of three components
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(Reker & Wong, 1988).

The first component, cognitive, concerns individuals making

sense of their experiences in life. Reker and Wong (1988) propose that all individuals
create aworidview or belief system that assists them in working through anumber of
existential issues, such as what is the purpose of life? The second component of meaning
in life, motivation, involves the value system that each individual creates, which guides
how individuals live and the goals they choose to pursue. The final component, affective,
refers to the feelings of fulfillment and satisfaction that individuals experience when they
find meaning in their lives.
An individual's sense of meaning in life is relatively stable; however, it can
undergo shifts as significant changes occur in life (Zika & Chamberlain, 1992). When
individuals are younger, meaning in life is often obtained through employment and child
rearing (Rubinstein, 2002; Weiss & Bass, 2002). However, as individuals retire and their
children grow into independent adults, the question becomes 'Where does meaning in life
come from in old age?' As Weiss & Bass (2002) state, many individuals may be satisfied
with their older years and find them enjoyable, but often they do not feel fully engaged in
life.
By becoming involved in certain activities, some individuals are able to establish
meaning or purpose in their later years. Some older adults become part-time caregivers
for their grandchildren, which for some individuals enables them to retain the caregiving
role that can be so critical to providing meaning in life in the younger years (Weiss &
Bass, 2002).

Other individuals, after retiring from their careers, obtain part-time

employment in another profession.

In most cases, these individuals are no longer

working to support their families, rather they gain employment in aposition that provides
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them with pleasure and arole in society. Feeling that one has arole or purpose in society
is critical to maintaining asense of meaning in life as one ages. Individuals may also
continue to use special skills that were important to giving them a sense of identity
throughout their younger years. For example, aperson that worked as acarpenter may
build furniture for family and friends.

Additional activities that may provide an older

individual with meaning include productive leisure activities, volunteering, religious
activities, traveling, and further education (Manheimer, 1998; Settersten, 2002; Weiss &
Bass, 2002).
Many of the activities described above that can provide an older adult with a
sense of meaning are not possible for continuing care residents to participate in, and, in
fact, researchers have found that residents experience fewer meaningful events than
community-dwelling older adults (Baum, 1988). DePaola and Ebersole (1995) asked 53
continuing care residents an open-ended question concerning what provided them with
the most meaning in their lives. The most common categories of responses included, (a)
relationships with family, friends and partners, (b) experiencing happiness, pleasure, or
contentment, (c) maintaining mental or physical health, and (d) living in accordance with
one's spiritual, religious, political, or social beliefs. Eight percent of the sample indicated
that they had absolutely no meaning in their lives.
Researchers have found that there are ramifications for those individuals that are
unable to establish asense of meaning in their older years. These ramifications include
psychopathology (e.g., depression); anegative effect on how individuals interpret and
cope with stress; alienation from one's self, others, and society; low self-esteem; and a
decreased quality of life (Lazarus & DeLongis, 1983; van Selm & Dittmann-Kohli, 1998;
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Yalom, 1980). Researchers have indicated that meaning in life may be even more critical
to the quality of life of older than younger adults (Schulz, 1986). Considering that older
adults often experience decreased control, increased disability, and anumber of other
losses, which may be unpreventable and impact quality of life, having asense of meaning
is critical to being satisfied with one's life in old age. Previous research findings on the
relationship between meaning in life and quality of life in community-dwelling older
adults and continuing care residents will be reviewed in the following section.
The relationship between meaning in life and quality of 4fe in older adults.
A few studies have found meaning in life to be predictive of quality of life in
community-dwelling older adults (Fry, 2000a; Lapierre, Bouffard, & Bastin, 1997;
Reker, Peacock, & Wong, 1987).

For instance, Zika & Chamberlain (1992) found

meaning in life to be strongly related to well-being in a sample of 137 communitydwelling older adults. Similarily, Reker et al. (1987) found that life purpose, which refers
to having amission or goal in life, and future meaning in life were related to well-being
in individuals over the age of 65 years.

However, will to meaning, which refers to a

reason for existing and aclear sense of identify, was not related to well-being (Reker et
al., 1987).
Fry (2000a) examined the association between meaning in life and well-being in
older adults residing in the community and continuing care facilities. Residents reported
significantly lower levels of meaning in life than older adults residing in the community.
Meaning in life was a significant predictor of well-being for both older samples;
however, it was a stronger predictor in the institutionalized sample.

In the combined

sample, meaning in life accounted for 24% of the variance in well-being. This construct
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accounted for agreater amount of variance in well-being than more traditional predictors,
such as physical health, and social support.
Optimism
The second existential variable that was examined in this study, optimism, refers
to being hopeful, anticipating apositive future, looking forward to desirable events, and
feeling confident that these events will occur (Reker, 1997). According to Peterson
(2000), optimism consists of acognitive, motivational, and affective component. There
is no single form of optimism, as optimism is impacted by the desires of an individual
(Peterson, 2000).

Some theorists believe that all individuals are born with some

optimism, and that life experiences affect the degree to which an individual is optimistic
or pessimistic (Peterson, 2000). Scheier and Carver (1985) state that optimism is stable
across time and context. Being optimistic may result in anumber of benefits including
positive mood, increased well-being, good health, motivation, perseverance and effective
problem solving, and occupational success (Peterson, 2000; Taylor & Brown, 1988). In
comparison, pessimism, alack of optimism, may result in depression, failure, morbidity,
passivity, and social estrangement (Peterson, 2000).
Optimism has primarily been studied in terms of its relationship to physical and
mental health. Very limited research is available on the relationship between optimism
and quality of life. Therefore, the following section will discuss the relationship between
optimism and physical health, mental health, and quality of life. In addition, very few
studies on optimism have been completed with elderly participants alone, but rather
across abroad range of ages. Therefore, results from studies conducted with adults will
be reviewed in addition to those conducted with only older adults.
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The relationship between optimism and physical health, mental health, and
quality of life.
Researchers have found apositive relationship between optimism and physical
health (Scheier & Carver, 1992; Scheier & Carver, 1987; Scheier & Carver, 1985;
Scheier et al., 1989). For instance, Scheier and Carver (1985) found that more optimistic.
undergraduate university students experienced fewer physical symptoms. In asample of
younger adults that underwent coronary artery bypass surgery, Scheier et al. (1989) found
that optimism was related to aquicker rate of recovery from surgery, and to a faster
return to participating in activities such as work, sexual intercourse, physical exercise,
and socializing with friends.
In terms of mental health, researchers have found that optimism predicts lower
levels of depression and anxiety, more effective coping, and personal growth as aresult
of effectively dealing with stressful situations (Bjorck, Hopp, & Jones, 1999; Kimble,
1998; King, Rowe, Kimble, & Zerwic, 1998; Park, 1998; Reker, 1997; Scheier,
Weintraub, & Carver, 1986).

For instance, in a sample of older males with prostate

cancer, Bjorck et al. (1999) found that optimism was negatively related to depression and
anxiety.

Researchers have also found that optimistic individuals cope better with

stressful situations (Scheier et al., 1986; Scheier et al., 1989).

For instance, Scheier

(1986) found a positive relationship between optimism and problem-focused coping,
seeking out social support, and focusing on positive aspects of a stressful situation.
These findings provide some insight into why optimistic individuals may cope more
effectively.

Similarily, in asample of adults under the age of 58 years, Scheier et al.

(1989) found an association between optimism and the use of problem-focused coping,
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and failed to find an association between optimism and the use of denial as a coping
strategy.

In a sample of 4,309 undergraduate students, Scheier, Carver, and Bridges

(1994) also found a significant relationship between optimism and depression, and
effective coping.
Optimism as apredictor of quality of life has been studied to alimited extent.
These studies indicate that optimism is predictive of quality of life in younger adults and
community-dwelling elderly (King et al., 1998; Reker & Wong, 1985; Scheier et al.,
1989).

In a sample of cardiac patients between the ages of 32 and 84 years, Kimble

(1998) found that optimism was the strongest predictor of well-being two weeks
following a percutaneous transluminal coronary angioplasty.

In another sample of

cardiac patients, Beckie, Beckstead, and Webb (2001) found that optimism predicted
quality of life after an acute cardiac event (e.g., myocardial infarction, unstable angina,
valve replacement). Sirnilarily, Scheier et al. (1989) found astrong relationship between
optimism and quality of life in asample of younger adults 6months after surgery.

Residents and Stqff Perspectives on Quality qfl4fe: Qualitative Research
Perspectives of Continuing Care Residents
Earlier sections of this dissertation discuss the quantitative research that has been
conducted on the quality of life of continuing care residents. A limited number of
qualitative studies have also examined quality of life from the perspective of this
population.
In a sample of 32 continuing care residents, Guse and Masesar (1999) asked
residents two open ended questions concerning what is essential to living agood quality
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of life, and what takes away from living agood quality of life. In terms of living agood
quality of life, the residents' responses included feelings of well-being, interactions and
the quality of interactions with other people particularly family and friends, enjoying
nature, living arrangements, amenities of the facility, and helping others. In terms of what
takes away from agood quality of life, the major responses included limited mobility and
physical health problems.
In asimilar study, Oleson, Heading, McGlynn, and Bistodeau (1994) asked 10
residents "what things are important to agood quality of life for older persons living in
institutions?" Residents' responses fell within four main categories. The first category,
individuality, included variables such as being able to cope with stress, autonomy, self
worth, having a private space, and keeping possessions at the facility. The second
category, connectedness, consisted of variables such as interacting with family and
friends, religion, and pets. The third category, physical functioning, involved being able
to complete activities of daily living and being able to participate in leisure activities. The
final category, professionalism, pertained to the attitudes of the staff, and staff providing
individualized care.

In athird qualitative study, Aller and Coeling (1995) asked eight

residents what for them constituted quality of life. Three major themes were identified,
including the ability to help or care for others, the ability to care for oneself, and the
ability to communicate with other individuals.
Summary of Research Studies on the Perspectives of Residents
Based on the research findings above, it appears that residents consistently
identify relationships with family and friends, mental health, physical environment (e.g.,
private space), and functional health as important factors in obtaining agood quality of
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life (Guse & Masesar, 1999; Oleson et al., 1994). However, this conclusion is tentative
and based on limited research with small sample sizes.

In addition, most of the

researchers stated that there is great variability across residents in what they consider
important to their quality of life.
Comparison of the Perspectives of continuing care Residents and Staff
Only two research studies were identified that compared resident and staff
perspectives on quality of life in acontinuing care facility. In asmall sample consisting
of 10 residents and 9nurses from 3facilities, Oleson et al. (1994) examined the following
two issues: (a) what types of things are important for agood quality of life for residents?,
and (b) what do nursing staff do or could they be doing to produce agood quality of life
for residents?

In general, the researchers found that the residents' responses were brief,

personal, and sometimes negative, while the nurses' responses were detailed, positive,
and reflected the professional responsibilities of anurse.
Residents and staff most commonly endorsed individuality (i.e. autonomy, selfworth)

followed

by

connectedness

(i.e.

forming,

facilitating,

and

maintaining

relationships), as the two most important variables to providing residents with agood
quality of life. The residents' third most common response was physical functioning,
while the nurses was professionalism. These results only identify the most common
responses, not which variables were considered to be the most important to quality of life.
When examining the issue of what nurses do or could be doing to provide agood
quality of life for residents, Oleson et al. (1994) found some differences and similarities
in resident and s
t
aff responses. In order of decreasing frequency, the residents' responses
included,

(a)

professionalism/individuality,

(b)

connectedness,

and

(c)

physical
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functioning, while the nurses' responses were (a) connectedness, (b) individuality and
professionalism, (c) physical functioning, and (d) environment.
Cohn and

Sugar (1991)

compared resident,

staff,

and family members'

perceptions of quality of life. A range of staff were interviewed, including physicians,
social workers, administrators, nurses, and nursing aides. The following 6domains were
identified from the participants' responses: (a) care, which included professional care,
recreational activities, basic needs, and philosophy; (b) physical environment of the
facility; (c) social-emotional environment, which consisted of the social atmosphere of
the facility and the emotional aspects of the residents' lives; (d) physical and cognitive
abilities; (e) autonomy; and (f morale.
Differences were identified in the way residents, staff excluding nursing aides,
and nursing aides utilized the above domains to express their perceptions of quality of
life. For instance, resident responses included the morale domain more often, while those
of the staff more frequently referred to the care domain. Under the domain of abilities,
staff and nursing aides rated physical health as far more important to quality of life than
the residents did. Overall, the responses of the nursing aides, rather than the other staff,
were more similar to those of the residents. In descending order, the most common
responses of the residents were morale, social-emotional environment, and care. In
comparison, the most common responses of the staff were care, morale, and autonomy,
while the responses of the nursing aides were care, social-emotional environment, and
morale. The present study fulfills aneed for further research comparing resident and staff
perceptions, and examines which variables these groups identify as most important.
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Future Quality qfLife
The qualitative research that has been conducted with continuing care residents
thus far has only focused on present quality of life. The current study extends this line of
research by examining residents' future quality of life. Future quality of life has been
examined in one study in community-dwelling elderly (Fry, 2000b).

In this study, the

participants identified the following fears and concerns about their future quality of life:
(a) dying with limited finances, (b) having no social support at the end of life, (c) conflict
and tension in treatment by family members and in family relationships, (d) being
completely disabled, and (e) being the victim of violence or elder abuse. The participants
also identified anumber of factors that threatened to affect their future quality of life,
including isolation and separation from health services, delays in accessing medical
services, delays in accessing social services, adult children's interference and control
over decision making, and the absence of social and recreational activities.

Contributions, Rationale, and Significance of the Present Research Study
Even though the number of older adults relocating to continuing care facilities is
increasing, and having agood quality of life in this environment is apriority to residents,
family members, and continuing care staff, there is apaucity of research on this issue.
The present study was designed for the purpose of expanding this limited body of
literature.
This study makes four main contributions to the extant literature.

First, the

present study is guided by the Being Belonging and Becoming model of quality of life,
which will permit a more complete conceptual understanding of quality of life in
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continuing care residents. In comparison to the majority of previous research studies that
are not guided by conceptual frameworks and examine only afew predictors of quality of.
life at atime, the present study examines the nine predictors from this model.

These

results are compared to those obtained by Raphael, Brown, Smith, and Renwick (1998) in
asample of community-dwelling older adults. More specifically, it will be determined
whether there are differences and similarities between resident and community-dwelling
older adult quality of life scores for each subcomponents of the Being, Belonging, and
Becoming model and the overall quality of life score. Three additional predictors that are
only briefly mentioned in the QOLPSV, control/autonomy and two existential variables
(meaning in life and optimism), were more thoroughly measured in the present study, as
previous research indicates that these variables are important in the prediction of quality
of life (e.g. Bowsher & Gerlach, 1990; Cox et al., 1991; Fry, 2000a; Reker, 1997). Thus,
the present study determines which variables are the strongest predictors of quality of life
in residents, which will clarify the conceptualization of quality of life in this population,
and assist in developing interventions to improve quality of life. As Bramston, Pretty,
and Chipuer (2002) indicate, many of the conceptual problems that plague the study of
quality of life will not be resolved until researchers clarify the conceptualization of this
construct, rather than studying the social and psychological effects of different levels of
quality of life.
The second and related contribution addresses the question of why some residents
are resilient and experience a good quality of life, while others are not, in spite of
objectively similar circumstances?

A high versus low quality of life group will be
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examined to determine which variables best differentiated these groups, which will assist
in identifying areas on which to focus interventions.
The third contribution of the present study is the determination of whether there
are differences and similarities between what residents and staff think are important for a
good quality of life, and what types of interventions could be implemented to improve
quality of life. In addition, it is conceivable that nursing home staff hold different views
about quality of life, depending on the nature of their jobs, amount of direct contact with
residents, and the amount of time devoted to administration. Thus, the following three
groups of staff were compared with respect to their views on quality of life, with specific
reference to the Being, Belonging, and Becoming model, and potential interventions: (a)
Administrators, (b) Registered Nurses, and (c) Licensed Practical Nurses and Nursing
Assistants. This research question is important, as those in administrative positions have
considerable influence over decisions that affect quality of life and it is critical to know
whether there is some consistency across staff with respect to predictors of quality of life
and potential interventions.
The fourth contribution this study makes is obtaining information on residents'
fears, anxieties, and concerns relating to their future quality of life, and the assurances
they feel they require in order to preserve their current quality of life. Only one study has
been conducted on future quality of life in the elderly, and this study was conducted with
community-dwelling elderly (Fry, 2000b). The absence of research on future quality of
life in continuing care residents may represent prevailing biases that, because of their
advanced age and frailty, residents have few years left and are unconcerned about future
quality of life. Thus,, this research study for the first time explores future perspectives in
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the continuing care population. This line of research also has the potential to help nursing
home staff assist residents in preserving their quality of life and identify ways in which
staff may reduce residents' anxieties, fears, and concerns.

Hypotheses
The hypotheses for the present study include:
1. Researchers have found that older adults residing in the community report ahigher
quality of life than those living in continuing care facilities (Loomis & Thomas, 1991;
Vallerand, 0' Connor, & Blais, 1989). Therefore, it was hypothesized that Raphael et
al's (1998) sample of communitydwelling elderly would report ahigher quality of
life across all components and subcomponents of the QOLPSV than the present
continuing care sample.
2. Considering that all the predictors examined in the present study were selected based
upon their relation to quality of life in previous research with older adults, it was
hypothesized that all the predictors would be significantly correlated with quality of
life.
3.

In accordance with previous research with older adults and the Being Belonging and
Becoming model, it was hypothesized that this model would apply to the continuing
care population. However, it was also hypothesized that the model could be improved
upon by adding perceived control, optimism, and meaning in life, as research
indicates that these variables are important in the prediction of quality of life (e.g.,
Bowsher & Gerlach, 1990; Fry, 2000a; Gould, 1992; Reker & Wong, 1985).
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4. According to the findings of resilience-positive psychology, optimism and meaning in
life are predictive of adjusting and succeeding in difficult circumstances. It was
hypothesized that residents who were more optimistic and had greater meaning in
their lives would fall within the high quality of life group, while those who were
pessimistic and had less meaning in their lives would be in the low quality of life
group.
5.

Based upon the limited research available, it was hypothesized that there would be
differences in resident and staff perspectives on quality of life. In particular, previous
research would support the hypothesis that staff will provide responses related to
physical health and care more frequently than residents (Cohn & Sugar, 1991).

6.

Considering that nursing assistants/licensed practical nurses have the most direct
contact with residents and therefore should be most aware of their perspectives on life
in acontinuing care facility, it was hypothesized that the perspectives of this group of
staff would be most similar to those of residents.
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Methods
Participants
Continuing Care Residents
The sample consisted of 120 continuing care residents that were recruited through
four facilities administered by one organization.

The resident sample consisted of

individuals that had resided at one of these facilities for at least six months.
Continuing care residents were excluded from the study for the following reasons:
(a) under the age of 60; (b) severe communication problems, such as deafness and/or
aphasia; (c) moderate to severe cognitive impairment, as indicated by ascore of less than
20 on the Foistein Mini-Mental Status Examination (Foistein MMSE; Foistein, Folstein,
& McHugh, 1975; Tombaugh & McIntyre, 1992); (d) resided on adementia unit; (e) too
physically ill to participate in the study; and (f) non-English speaking.
Continuing Care Stqff
The staff sample consisted of 30 individuals that had worked in continuing care
for aminimum of one year. An equal number of participants were obtained for each of
the following groups of staff: (a) administrators (e.g., management partners, site leaders),
(b) registered nurses, and (c) licensed practical nurses and nursing assistants. All
administrators that were appropriate for the present study participated, and the other
groups were chosen in order to have equal sample sizes across groups. Appropriateness
was primarily based upon being involved with the Lifestyle Choices Program, which is
the program from which the resident participants were recruited. Individuals admitted to
the Lifestyle Choices Program are over the age of 60 years and do not require placement
on adementia unit.
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Procedure
Continuing Care Residents
Registered nurses at the continuing care facilities provided the researcher with the
names of all residents that met criteria for the present study.

In accordance with the

University of Calgary Joint Faculties Research Ethics Committee, and to ensure
confidentiality and to protect the privacy of persons residing in continuing care facilities,
a registered nurse, nursing assistant, or unit clerk made the initial contact with the
residents. More specifically, staff members asked the residents whether they would be
interested in speaking with a researcher from the University of Calgary, who was
conducting astudy on quality of life in the continuing care environment. Four residents
refused to speak with the researcher.
The residents that agreed to meet were given a full description of the study,
including the purpose and goals of the study and the amount of time it would take to
complete the study.

Informed consent was obtained from the residents that chose to

participate (Appendix A). None of the residents that participated in the present study had
alegal guardian; however, some of the residents asked the researcher to provide his or
her family with adescription of the study. Whenever possible, this discussion took place
in the resident's presence.
After providing informed consent (20-30 minutes), residents were interviewed for
approximately 45 minutes in aprivate location in their continuing care facilities. During
this initial interview, the Folstein MMSE was administered as a screen for cognitive
functioning. Residents that obtained ascore of 20 or higher on this measure received one
to seven follow-up visits. The length of these visits varied from 15 to 60 minutes,
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depending on how quickly the residents became fatigued and the amount of time that
residents had available. The assessment protocol was completed in approximately 2to 4
hours.

All of the measures outlined below were administered individually to the

residents.

In order to accommodate for vision loss and to monitor the participants'

emotional reactions to the questions, the measures were administered verbally.
Approximately 70% of the resident data for the present study was collected by the
author.

The remaining data were collected by a master's level clinical psychology

student utilizing some of the data for her master's thesis, aresearch assistant with aBSc.
in psychology, and a research assistant entering the final year of the honours degree
program in psychology. All of these individuals were trained by the author. Training
involved the following steps: (a) a description of the study was provided, (b) the
measures were reviewed and certain measures practiced (e.g., MMSE), (c) the trainee
observed the trainer administering the full assessment protocol to a resident, (d) the
trainer observed the trainee administering the full measure to at least one resident, and
provided constructive feedback, and (e) the trainer reviewed all the data that was
collected, checking for errors or missing data.

All of the individuals collecting data

utilized the same instructions for the measures in order to maintain consistency.
Continuing Care Staff
The Chair of the continuing care organization's Research and Development
Committee provided alist of administrators that were appropriate for the present study.
A letter describing the study and requesting participation was sent by e-mail to these
administrators (Appendix B). The author approached the registered nurses and licensed
practical nurses/nursing assistants in their place of employment about participating in the

56

study. The same information that was provided in the letter to the administrators was
provided verbally to these staff members.

The purpose and goals of the study were

further explained, and infonned consent was obtained from interested staff members.
Refer to Appendix C for the staff informed consent form. When providing adescription
of the study and obtaining informed consent, the researcher emphasized that nonparticipation had no bearing on the employee's record or job performance rating, and that
all individual responses would be kept confidential. These steps were taken in order to
encourage staff participation and openness when responding.
Staff participants were interviewed individually by the author, in a private
location at their place of work. All of the interviews were completed in one session, and
took from approximately 15 to 60 minutes to complete. In the majority of cases, the staff
responses to the open-ended questions were recorded verbatim, while the staff members
read and completed the quantitative items independently. However, afew staff members
asked to record their own open-ended responses, while an additional two staff members
required the author to read the quantitative items, due to low reading abilities.
Measures
Continuing Care Residents
All of the measures that were administered to the residents in this study have
previously been used with an elderly population, and many are specifically designed for
continuing care residents, or physically frail older adults. Table 5provides asummary of
the resident measures and the constructs they assessed.
Demographic

information.

The following demographic information was

collected: (a) gender, (b) age, (c) ethnicity, (d) marital status, (e) education, (f) previous
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Table 5
Measures Administered to the Residents and the Constructs they Assessed
Measure
Measures of Potential Predictors

Construct

Foistein Mini Mental Status Exam

Cognitive status

Subscales of the QOLPSV
Physical Being
Psychological Being
Spiritual Being
Physical Belonging
Social Belonging
Community Belonging
Practical Becoming
Leisure Becoming
Growth Becoming

Physical health, mobility, and self-care
Thoughts and feelings
Beliefs and values
Links with one's environment
Links with one's social environment
Access to community resources
Regular purposeful practical activities
Recreational and leisure activities
Personal growth and development

Self-Report Item from the OARS

Perceived physical health

Activities of Daily Living Scale

Functional Health

Geriatric Depression Scale

Depression

Life Attitude Profile: Meaning in Life
Scale
Life Purpose Subscale
Will to Meaning Subscale
Future Meaning to Fulfill Subscale

Meaning/purpose in life

Life Orientation Test

Optimism

Life Attitude Profile: Life Control Scale

Perceived Control

Mission and direction in life, and life goals
Sense of order, identity, and why one exists
Fulfillment, future potential/expectations

Outcome Measures
Satisfaction with Life Scale

Quality of Life

Life Satisfaction Index-A

Quality of Life

Avowed Happiness Scale

Happiness
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occupation, (g) spouse's previous occupation, if applicable (an index of SES), and (h)
relocation date (Appendix D).
Cognitive status. The Foistein Mini Mental Status Examination (MMSE; Foistein
et al., 1975; see Appendix E) was utilized as ascreening device for cognitive impairment.
The MMSE is a 30-item measure that assesses orientation, registration, attention and
calculation, recall, and language skills. The test-retest reliability of the MMSE over a6
week period was found to range from .75 to .84, with an average of .80 (Thal, Grundman,
& Golden, 1986).

In cases where aresident was unable to complete an item(s) due to

physical disability (e.g., unable to write due to Multiple Sclerosis) or visual impairment
(e.g., unable to copy the design due to macular degeneration), the participant's score was
prorated (converted into a score out of 30).

In total, 52 of 120 MMSE scores were

prorated.
Qualitative measure of quality of life. Half of the resident sample N=60) were
asked 5open-ended questions, in order to obtain their views on anumber of issues related
to quality of life. These questions were modifications of those developed by Fry (2000b)
for use with acommunity-dwelling elderly sample. Refer to Appendix Ffor the modified
open-ended questions.
Quantitative measures: Predictors of quality of life.
Quality of Life Profile: Seniors Version (QOLPSV). The Quality of Life Profile:
Seniors Version is a measure of quality of life based on the Being, Belonging, and
Becoming model of quality of life (QOLPSV; Raphael, Renwick, & Brown, 1996, see
Appendix G). There are three versions of this measure: Full (111 items), Short (56 items
from the Full version), and Brief (27 items from the Full version).

The short version,
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which consists of six items for each subcomponent of the Being, Belonging, and
Becoming model, was utilized in the present study. These nine, six item subscales served
as the measures for nine of the twelve predictors that were examined in this study (refer
to the description of the subcomponents in the introduction). However, one item (good
nutrition and eating the right foods) was dropped from the Physical Being subscale based
upon inter-item correlations, reducing this scale to 5items. The item-to-total correlation
for this question was .13, and the internal consistency of the scale improved from .69 to
.74 after the item was deleted. Each item on the QOLPSV is scored according to its level
of importance to the participant (1
the level of satisfaction (1

=

=

not important at all, 5= extremely important), and

not at all satisfied, 5 = extremely satisfied). Thus, the

QOLPSV takes into account how important the subcomponent is to individuals and how
satisfied they are with that specific area of their life.
The importance and satisfaction scores on each item of the QOLPSV are
combined to produce abasic score for that item (Appendix H). The following formula is
used to calculate the basic score: [X

=

(Importance Score/3) x (Satisfaction Score-3)].

The basic score for asubscale was determined by calculating the mean of the basic scores
for the six items in that subscale. The mean of all of the subscale basic scores was
calculated next producing the total quality of life score. The nine subscale scores and the
total quality of life score can range from —3.33 (not at all satisfied with extremely
important issues) to +3.33 (extremely satisfied with extremely important issues).

The

following cut-off scores have been established: Model or Exemplary, >1.50; Very
Acceptable, 0.51 to 1.50; Adequate, -.50 to +.50; Problematic, -.51 to -.1.50; Very
Problematic, <-1.50.
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In community-dwelling older adults, the internal consistency of the short version
of the QOLPSV is excellent (a
the full version (a

=

=

.95), and is very similar to the internal consistency of

.98) (Raphael, Brown, Smith, & Renwick, 1998).

The internal

consistency for the three components of the Being, Belonging, and Becoming model
range from .94 to .95, while the internal consistency of the nine subcomponents range
from .83 to .95. Raphael et al. (1998) determined that the psychometric properties of the
short version of the QOLPSV are similar to that of the full version.
The measures outlined below were also included in the present study, as they
assess variables that past research has identified as important in the prediction of quality
of life. These measures were also included to ensure that the variables they assess were
fully and adequately measured.
Perceived physical health.

In addition to the questions in the Physical Being

subscale of the QOLPSV, asingle-item self-report measure from the Multidimensional
Functional Assessment Scales (OARS) was used to assess perceived physical health
(Center for the Study of Aging and Human Development, 1978; see Appendix I).
Participants were asked to rate their current physical health using a4-point Likert scale (1
=

excellent, 4=poor). Single item measures of perceived physical health are commonly

used in research with older adults, including continuing care residents.
Functional health. In addition to the questions in the Physical Being subscal.e of
the QOLPSV, functional health was measured with the Activities of Daily Living Scale
(ADL, Morris et al., 1990; see Appendix J). The ADL asks individuals how much
assistance they require to complete everyday activities. This measure consists of 6items
that are scored on a 5-point Likert scale [0

=

no help required (independent or no
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assistance), 4 = total help/can't do at all (total dependence/assistance)]. In asample of
continuing care residents, Dalzell and Konnert (2000) found that the internal consistency
of the ADL was .80.
Depression. The Geriatric Depression Scale was utilized as ascreening measure
of depression in the present study in case the Psychological Being subscale on the
QOLPSV performed poorly in the continuing care sample (GDS, Yesavage et al., 1983,
see Appendix K). The GDS is a30 item scale (yes/no) assessing subjective depression,
with scores ranging from 0(no depression) to 30 (severe depression). A score of 17 or
greater indicates Major Depression, whereas a score of 11 to 16 indicates minor
depression.

Scores on the GDS below Ii are indicative of normal mood.

Parmelee,

Katz, and Lawton (1989) found the GDS to be valid and reliable with institutionalized
elderly, including those with mild to moderate levels of cognitive impairment. In another
sample of continuing care residents, Daizell and Konnert (2000) found the internal
consistency of the GDS to be .84.
Meaning in life.

Meaning in life was measured with the Life Attitude Profile:

Meaning in Life Scale (LAP-MLS, Reker & Peacock, 1981, see Appendix Q. The LAPMLS consists of the following three subscales: (a) Life Purpose (LAP-LP), (b) Will to
Meaning (LAP-WM), and (c) Future Meaning to Fulfill (LAP-FM). The Life Purpose
subscale consists of nine items that measure mission in life, sense of direction, and life
goals. The second subscale, Will to Meaning, consists of six items that measure reason
for existence, sense of order, and clear sense of identity. The Future Meaning to Fulfill
subscale consists of five items that measure fulfillment, future potentials, and positive
expectations concerning one's future life. Each item is rated on a7-point Likert scale (1
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=

strongly disagree to 7 = strongly agree), and a mean score is calculated for each

subscale.

The mean of the 3 subscale scores is calculated resulting in the composite

index score for meaning in life, which ranges from 3to 21. Researchers have reported
that the internal consistency of this index score ranges from .79 to .81 in continuing care
residents (Fry, 2000; Reker, 1997).
Optimism. Optimism was measured with the Life Orientation Test (LOT, Scheier
& Carver, 1985, see Appendix M). The LOT consists of eight scored items, and four
filler items, which are included for the intention of disguising the underlying purpose of
the measure. Four of the scored items are phrased in apositive manner (e.g. In uncertain
times, Iusually expect the best), while the other four items are phrased in anegative
manner (e.g. If something can go wrong for me, it will). The items are scored on a5point Likert scale (0

=

strongly disagree to 4= strongly agree). Possible scores on the

LOT range from 0to 32, with higher scores indicating ahigher level of optimism. In a
sample of women over the age of 60 years the internal consistency of the LOT was .78
(Boland & Cappeliez, 1997).
Perceived controL

The Life Control subscale of the Life Attitude Profile was

used to measure perceived control (LAP-C, Reker & Peacock, 1981; see Appendix N).
This subscale is ameasure of freedom to make life choices, perception of internal control
of life events, and exercise of personal responsibility.
of six items that are rated on a7-point Likert scale (1

The Life Control subscale consists
=

strongly disagree to 7= strongly

agree). The score for this subscale is expressed as amean, and can range from 1to 7. In
asample of continuing care residents, Reker (1997) found that the internal consistency of
the Life Control subscale was .70.
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Outcome measures: Quality of life.
The subscales from the QOLPSV were used to measure nine of the predictors
examined in the present study. Therefore, the total QOLPSV scale could not also be
utilized as the outcome measure for quality of life. The following three measures were
used to measure quality of life (see Appendix 0): (a) Satisfaction with Life Scale, (b)
Life Satisfaction Index-A, and (c) Avowed Happiness Scale. These three scales were
selected because they are global measures of quality of life. More specifically, these
measures ask general questions about quality of life, rather than specific questions
pertaining to the variables that were examined in this study as predictors of quality of life.
Satisfaction with

L?fe

Scale. The Satisfaction with Life Scale is aglobal measure

of quality of life, which reflects the comparison of life circumstances to one's standards
(SWLS, Diener, Emmons, Larsen, & Griffin, 1985). Researchers have repeatedly found
that the SWLS measures a single dimension that focuses on cognitive rather than
affective subjective well-being (Pavot & Diener, 1993). This measure consists of five
items that are scored on a 7-point Likert scale (1

=

strongly disagree to 7 = strongly

agree). Total scores on the SWLS range from 5to 35, with higher scores representing
higher quality of life. In asample of continuing care residents, Kasser and Ryan (1999)
found that the internal consistency of the SWLS was .85. Researchers have also found
that the SWLS has good construct validity in community-dwelling elderly (Diener et al.,
1985).
Life Satisfaction Index-A. The Life Satisfaction Index-A (LSI-A, Adams, 1969) is
comprised of three factors (Liang, 1984).

The first factor, Mood Tone, represents

happiness or apositive affect. Zest for Life, the second factor, refers to an optimistic and
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positive outlook on life presently and for the future. The final factor, Congruence,
represents acognitive assessment of the extent to which one's life is in general satisfying
or the degree to which one has attained one's desired goals. The LSI-A is arevised
version of the original 20-item measure developed by Neugarten, Havighurst, and Tobin
(1961), and consists of the same items as the original measure except for two items which
are deleted. Therefore, this revised measure consists of 18 items to which participants
respond agree (1 point), disagree (0 points), or don't know (0 points). The scores on the
LSI-A can range from 0-18, with lower scores representing lower quality of life. Adams
(1969) found the LSI-A to be areliable measure with elderly urban and rural participants.
Avowed Happiness Scale. The Avowed Happiness Scale is aone item-measure of
the affective component of quality of life (Bradburn, 1969). It asks, "Taking all things
together, how would you say things are these days? Would you say you are not too
happy, pretty happy, or very happy?"

This measure has been found to be highly

correlated with other measures of well-being (e.g. Spreitzer & Snyder, 1974). Although
related, happiness and life satisfaction can be reliably distinguished because the former is
more of an affective evaluation while the latter is more cognitive in nature (Bradbum,
1969; Neugarten et al., 1961).
Continuing Care Staff
Demographic

information.

The following demographic information was

collected from the continuing care staff: (a) gender; (b) ethnicity; (c) educational
background; (d) position in continuing care facility where he/she is currently employed;
(e) full-time or part-time status; (f) duration of employment in continuing care; and (g)
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duration of employment at the continuing care site where he/she is currently employed
(Appendix P).
Qualitative quality of life measures.

To parallel two of the open ended questions

asked of the continuing care residents, staff were asked questions pertaining to what
factors are most important to the quality of life of residents and what could be done to
improve resident quality of life. Refer to Appendix

Q for

the qualitative questions

completed by the continuing care staff.
Quantitative quality of lifC measure. Continuing care staff also rated the
importance of the 27 items on the Brief Version of the QOLPSV to the quality of life of
residents, using the 5point Likert scale specified in the measure (1

=

not important at all,

5= extremely important). Staff completed this measure so that the importance staff and
residents place on each subcomponent of the Being, Belonging, and Becoming model
could be compared. Refer to Appendix R for the Brief Version of the QOLPSV.
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Results
Plan for Analysis
Quantitative Data Analysis
The analysis of the quantitative data from the present study involved anumber of
steps. In the first step, the few missing data points were replaced with mean values. The
second step involved an analysis of the demographic information for the resident sample
in terms of frequencies and percentages, in order to determine whether the present sample
was representative of the continuing care population in Alberta. The third step of the
statistical analysis entailed an examination of the frequencies and descriptive statistics for
all of the measures, to conclude whether the measures had good distribution within the
sample. In the fourth step, the internal consistency of all of the measures was examined
with Chronbach's Alpha. Cicchetti's (1994) guidelines were used to evaluate the alpha
coefficients.

According to these guidelines, alpha coefficients less than .70 are

unacceptable, coefficients between .70 and .79 are fair, coefficients between .80 and .89
are good, and those equal to or greater than .90 are excellent.

The item to item

correlations for each subcomponent of the QOLPSV were examined in detail in order to
modify the scale to make it more psychometrically sound for the continuing care
population.
In the fifth step of the quantitative analysis, in order to determine whether there
were differences and similarities between resident and community-dwelling elderly
(Raphael's et al.,1998) quality of life scores for the subcomponents of the Being,
Belonging, and Becoming model and the overall quality of life score, t-tests for the
difference between means were conducted. In addition, internal consistency estimates

67

(Cronbach's alpha) for each subcomponent were examined to determine whether the
psychometric properties of the QOLPSV are as good in acontinuing care sample as they
are in acommunity-dwelling elderly sample (Raphael et al., 1998).
The sixth step of the quantitative analysis is related to the major goals of this
study.

These goals include evaluating the applicability of the Being, Belonging, and

Becoming model to acontinuing care sample, and developing astronger model by adding
predictors that previous research indicate are important to the prediction of quality of life.
This procedure enabled the development of amodel of quality of life that was more
applicable to the continuing care sample than the original Being, Belonging, and
Becoming model. More specifically, the sixth step of the analysis involved conducting a
stepwise regression analysis to determine the amount of variance the nine variables of the
Being, Belonging, and Becoming model accounted for in quality of life, and which
variables accounted for the most variance.

Next, a standard regression analysis was

conducted to determine how much additional variance was accounted for in quality of life
by control, indices of meaning in life, and optimism, when these variables were entered
into a regression analysis after the significant predictors identified in the step wise
regression had already been entered.
In order to determine why some residents are resilient in a continuing care
facility, while others are not, the seventh step of the quantitative analysis involved
conducting adiscriminate function analysis to determine which variables best predicted
membership in the high versus low quality of life groups. Residents were placed in the
high or low quality of life groups based on the distribution of scores on the SWLS.
Approximately the 30% of residents who reported the highest scores on this measure
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were placed in the high quality of life group, while approximately 30% of the residents
that reported the lowest scores were placed in the low quality of life group. In the eighth
step of the analysis, the differences and similarities between the importance residents and
staff placed on the subcomponents of the Being Belonging and Becoming model was
examined. Multivariate analyses of variance were conducted in this step.
Finally, to further compare resident and staff perspectives, aprocedure developed
in conjunction with Dr. Tak Fung, Mathematics and Statistics Professor at the University
of Calgary, was utilized to determine which variables were ranked as

to

5th

most

important by residents and staff. The rankings were conducted on the responses to the
qualitative question "What factors provide you (residents) with the best quality of life?"
T-tests for the difference between means were used to determine if specific variables
were ranked differently by the staff and the residents.
Qualitative Data Analysis
The qualitative analyses compared resident and staff perspectives on what factors
are important for providing residents with agood quality of life, and the interventions and
changes that could be made to improve quality of life in acontinuing care facility. In
addition, residents' fears, worries, and concerns related to their future quality of life, and
the assurances they feel they require in order to preserve their current quality of life were
explored. Content analyses were performed in order to analyze the responses from the
qualitative questions. Resident and staff responses were recorded verbatim, from which
content coding was conducted. The original intent was to conduct the content coding
from audiotaped responses, however this procedure was discontinued early on, as both
staff and residents expressed discomfort discussing their views while being audiotaped.
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As there was no difficulty recording the participants' responses verbatim, it was decided
that the responses to the questions would represent the participants' views more fully if
audiotaping was not utilized. Interrater reliability checks were carried out by the author
of this dissertation and afourth year undergraduate psychology student for all the content
analyses, and the raters discussed the few discrepant responses until 100% agreement was
obtained.

Sample Characteristics
Continuing Care Residents
The mean age of the sample was 81.65 years (SD

=

8.40), and ranged from 61 to

103 years old. The average length of stay in continuing care was 2years and 5months
(SD

=

2.11), and ranged from 5months to 11 years and 10 months. The majority of the

residents were female (76.7%), Caucasian (99.2%), and widowed (59.2%). In terms of
education, 40.8% did not complete high school, while an additional 21.7% ended their
education after graduating from high school. More detailed demographic information on
the residents can be found in Table 6.
Continuing Care Stqff
The majority of the staff were female (93.3%) and Caucasian (86.7%). Most had
completed 1 to 4 years of college/university (73.3%), while an additional 23.3% had
completed graduate level training. The average length of time the staff had worked in a
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Table 6
Demographic In

on the Sample of Continuing Care Residents (N=120)

Demographic

Gender
Female
Male

92
28

76.7
23.3

Ethnicity
Caucasian (White)
Native Canadian

119
1

99.2
0.8

11
33
52
21
3

9.2
27.5
43.3
17.5
2.5

15
23
71
8
3

12.5
19.2
59.2
6.7
2.5

4
19
26
26
17

3.3
15.8
21.7
21.7
14.2

21
6
1

17.5
5.0
0.8

Age
60-69 years
70-79 years
80-89 years
90-99years
100 109 years
-

Marital Status
Single
Married
Widowed
Divorced
Separated
Education
0-4years
5-8years
High school incomplete
High school completed
Post high school, business, or trade
School
l-3 years of college
4years college completed
Unknown

Note. Some percentages may not total to 100% due to rounding errors
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continuing care setting was 12 years (SD

=

6.93), and ranged from Ito 30 years. The

mean length of time that the staff participants had been employed at the facility where
they worked at the time of the study was 7years (SD

=

5.79), with arange of 1month to

21 years. More detailed demographic information on the sample of continuing care staff
can he found in Table 7.

Descriptive Statistics
Descriptive information for most of the measures can be found in Table 8.
Almost all of the measures demonstrated afull range of scores in the present sample of
continuing care residents, and were normally distributed. Higher scores on the SWLS,
LSI-A, and QOLPSV indicate higher levels of quality of life. Higher scores on the AHS
represent greater happiness.

On this measure, the majority of the residents considered

themselves pretty happy (60%), whereas only 11.7 % of the residents rated themselves as
very happy, and 27.5% rated themselves as not too happy.
Lower scores on the Perceived Physical Health scale represent more positive
perceptions of one's health. The majority of residents considered themselves to be in
good (42.5%) or fair (33.3%) health, while 17.5% rated their health as poor and 6.7 %
rated it as excellent.

On the ADL measure, higher scores reflect the need for more

assistance with activities of daily living.

There was arange of perceived functional

abilities in the present sample, with 37.5% of residents reporting that they needed no
assistance to alittle assistance performing activities of daily living, while 8.3% needed a
lot of assistance to total help.
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Table 7
Demographic In formation for Continuing Care Staff('N=3Q)

Demographic
Gender
Male
Female
Ethnicity
Caucasian
Asian
East Indian
Education
Post high school, business, or trade
School
1—3 years of college
4years college completed
post-graduate college
Position
Administration
Registered Nurse
Licensed Practical Nurse/Nursing Assistant
Terms of Employment
Full-time employment
Part-time employment

N

%

2
28

6.7
93.3

26
3
1

86.7
10.0
3.3

1

3.3

15
7
7

50.0
23.3
23.3

10
10
10

33.3
33.3
33.3

27
3

90.0
10.0

Note. Some percentages may not total to 100% due to rounding errors.

Table 8
Means, Standard Leviations, and Ranges ofMeasures
Measure

Mean

Standard deviation

Possible range

Range within
sample

Quality of Life
SWLS
LSI-A
AHS
QOLPSV

21.48
9.72
1.84
0.49

6.79
5.60
0.61
0.60

5-35
0-18
1-3
-3.33 +3.33

5-35
2-18
1-3
-0.99 2.66

2.62
9.30

0.85
5.79

1-4
0-24

1-4
0-23

8.80

5.05

0-30

0-29

Meaning in Life
LAP-MLS
LAP-LP
LAP-WM
LAP-FM

4.04
4.14
4.41
3.57

1.02
1.16
1.11
1.30

1-7
1-7
1-7
1-7

1-7
1-7
2 6
1 7

Optimism
LOT

18.89

5.40

0-32

1-32

Perceived Control
LAP-C

4.67

1.13

1-7

2-7

Physical Health
PPH
ADL
Depression
GDS

-

Cognitive Status
MMSE

-

-

-

2.89
0-30
20 30
25.93
Note. SWLS = Satisfaction With Life Scale; LSI-A = Life Satisfaction Scale A; ABS = Avowed Happiness Scale; QOLPSV
= Quality of Life Profile: Seniors Version-Short Version; PPH = Perceived Physical Health; ADL = Activity of Daily Living;
GDS = Geriatric Depression Scale; LAP-MLS = Life Attitudes Profile: Meaning in Life Scale; LAP-LP = Life Attitude
Profile: Life Purpose; LAP-WM= Life Attitude Profile: Will to Meaning; LAP-FM = Life Attitude Profile: Future Meaning to
Fulfil; LOT = Life Orientation Profile; LAP-C: Life Attitude Profile: Control; MMSE = Mini Mental Status Exam
-

-
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Higher scores on the GDS indicate higher levels of depressive symptoms. On this
measure, 65.8% of the residents scored within the no depression range (0 —10), 25.8% in
the minor depression range (II
depression range (17

-

-

16), and the remaining 8.3% scored within the major

30).

On the LAP: MLS and its three subscales, higher scores indicate greater meaning
in life. The LAP: MLS and its 3subscales demonstrated afull range of scores (1

-

7) in

the present sample of continuing care residents, except for the subscale Will to Meaning,
which was slightly restricted (2

-

6). Higher scores on the LOT are reflective of greater

optimism. On the LAP: C scale, higher scores are indicative of greater perceived control.
The range of scores on the MMSE was restricted (20 to 30), as the participants
had to score 20 or greater on this screen for cognitive impairment in order to participate
in the present study. Over 75% of the residents scored in the unimpaired range (24-30),
while the remaining residents scored in the mild cognitive impairment range (Tombaugh
& McIntyre, 1992).
The nine subscales of the QOLPSV, which according to the Being Belonging and
Becoming model represent the nine areas of life that impact one's quality of life, were
rated on both importance and satisfaction. By applying a formula [X

=

(Importance

Score/3) x (Satisfaction Score-3)] that takes into account how important an individual
thinks that an area is to the quality of his/her life and how currently satisfied he/she is
with that area, athird score, the basic score, was calculated. Descriptive information on
the importance ratings, satisfaction ratings, and basic scores for each of the 9subscales
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are presented in Table 9.
Mean importance ratings for all subscales of the QOLPSV were in the "somewhat
important" to "very important" range (3.67

-

4.06). Physical Being and Physical

Belonging were the only subscales that fell within the "Very Important" range. The range
of all of the subscales, except Leisure Becoming and Social Belonging, were slightly
restricted, as no residents endorsed scores in the "not at all important" range. In terms of
the satisfaction ratings, means on all of the subscales of the QOLPSV were in the
"Somewhat Satisfied" range (3.06

-

3.60). All of the satisfaction subscales demonstrated

agood range.
As noted in Table 9, the QOLPSV basic scores can range from "Exemplary" to
"Very Problematic" quality of life. In the present study, the mean QOLPSV basic scores
were in the "Adequate" to "Very Acceptable" quality of life range. The Physical Being,
Practical Becoming, Leisure Becoming, and Growth Becoming mean basic scores fell
within the "Adequate" range, while Psychological Being, Spiritual Being, Physical
Belonging, and Social Belonging were in the "Very Acceptable" range. The basic scores
on all subscales ranged from "Very Problematic" to "Exemplary", except for the scores
on the Social Belonging subscale, which ranged from "Problematic" to "Exemplary".
Therefore the scales demonstrated agood range in the present sample of continuing care
residents.

Table 9
Means, Standard Deviations, and Ranges ofImportance, Satisfaction, and Basic Scores of the QOLPSV (N

=

Possible range

120)

Range within
sample

Measure

Mean

Standard
deviation

Importance Ratings for QOLPSV subscales
Physical being importance score
Psychological being importance score
Spiritual being importance score
Physical belonging importance score
Social belonging importance score
Community belonging importance score
Practical becoming importance score
Leisure becoming importance score
Growth becoming importance score

4.06
3.99
3.84
4.00
3.88
3.93
3.74
3.67
3.77

0.42
0.44
0.52
0.35
0.54
0.42
0.48
0.60
0.51

1
1
1
1
1
1
1
1
1

5
5
5
5
5
5
5
5
5

2.60 5.00
2.33 5.00
2.33 5.00
3.00 5.00
1.00-5.00
2.33 5.00
2.33 5.00
1.00-4.83
2.17-5.00

Satisfaction Ratings for QOLPSV subscales
Physical being satisfaction score
Psychological being satisfaction score
Spiritual being satisfaction score
Physical belonging satisfaction score
Social belonging satisfaction score
Community belonging satisfaction score
Practical becoming satisfaction score
Leisure becoming satisfaction score
Growth becoming satisfaction score

3.06
3.43
3.43
3.46
3.60
3.39
3.31
3.30
3.30

0.65
0.57
0.58
0.62
0.48
0.57
0.61
0.64
0.56

1
1
1
1
1
1
1
1
1

5
5
5
5
5
5
5
5
5

1.40-5.00
1.83 5.00
1.67 4.83
1.67-4.83
1.67-4.67
1-83 4.50
1.67-5.00
1.50 4.83
1.50 4.50

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Table 9(continued)

Measure

Basic Scores for QOLPSV subscales
Physical being basic score
Psychological being basic score
Spiritual being basic score
Physical belonging basic score
Social belonging basic score
Community belonging basic score
Practical becoming basic score
Leisure becoming basic score
Growth becoming basic score

Mean

Standard
deviation

0.10
0.60
0.61
0.63
0.82
0.51
0.40
0.38
0.39

0.89
0.79
0.79
0.84
0.64
0.78
0.78
0.80
0.75

Possible range

Range within
sample

-3.33
-3.33
-3.33
-3.33
-3.33
-3.33
-3.33
-3.33
-3.33

-2.27 +3.07
-1.67 +3.33
-1.56 -+3.06
-1.78 -+2.50
-.67 + 2.78
-1.50- + 2.39
-1.61 + 2.72
-2.00 + 2.78
-2.00 + 2.56

-

-

-

-

-

-

-

-

-

+3.33
+3.33
+3.33
+3.33
+3.33
+3.33
+3.33
+3.33
+3.33

-

-

-

-

-

-

Note: The following cut-off scores apply to the basic scores: Model or Exemplary, >1.50; Very Acceptable, 0.51 to 1.50;
Adequate, -.50 to +.50; Problematic, -.51 to -.1.50; Very Problematic, <-1.50.
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Internal Consistency ofAll Measures
The internal consistency of the measures, in the form of alpha coefficients, can be
found in Tables 10 and 11. Based on Cicchetti's (1994) guidelines, as outlined earlier,
the internal consistency of the LAP: MLS is excellent, while the internal consistency of
the SWLS, ADL, LAP: LP, LOT, and LAP-C are good. The internal consistency of the
LSI-A, GDS, LAP: WM, and LAP: FM are fair.
The total QOLPSV scale has an excellent internal consistency, while the internal
consistency of the component scales are good, except for the Becoming component
which is excellent. All of the subcomponents scales of the QOLPSV have an internal
consistency that is fair, except for Psychological Being, Physical Belonging, and Leisure
Becoming, which have a good internal consistency.

The internal consistency of the

Social Belonging subcomponent of the QOLPSV is unacceptable.

Modi
fication of the QOLPSV
The QOLPSV was modified slightly after an examination of the item-to-total
correlations and internal consistency estimates (Cronbach's alpha). One item from the
Physical Being subcomponent scale was deleted, resulting in a 5-item scale.

The

following item was deleted: How important to you is good nutrition and eating the right
foods? The item-to-total correlation for this question was .13, and the internal consistency
of the scale improved from .69 to .74 after the item was deleted. The remaining 8
subcomponent scales were left unchanged and therefore consisted of 6items each.
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Table 10
Internal Consistency ofMeasures (N
Measure

=

120)
Chronbach's Alpha

Cicchetti's
(1994)
Guidelines

Outcome Measures
SWLS
LST-A

.81
.75

Good
Fair

Physical Health
ADL

.81

Good

Depression
GDS

.76

Fair

Meaning in Life
LAP-MLS
LAP-LP
LAP-WM
LAP-FM

.90
.86
.76
.78

Excellent
Good
Fair
Fair

Purpose in Life
LOT

.83

Good

Perceived Control
LAP-C

.80
Good
Note. SWLS = SatisfaOtion With Life Scale; LSI-A = Life Satisfaction Scale A;
AOL = Activity of Daily Living; GDS = Geriatric Depression Scale; LAP = Life Attitude
Profile: Meaning in Life Scale; LAP-LP = Life Attitude Profile: Life Purpose; LAPWM= Life Attitude Profile: Will to Meaning; LAP-FM = Life Attitude Profile: Future
Meaning to Fulfil; LOT = Life Orientation Profile; LAP-C: Life Attitude Profile: Control.
-
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Table 11
Internal Consistency of the QOLPSV (Short Form) (N = 120)
Measure

Chronbach's Alpha

Cicchetti's
(1994)
Guidelines

Total Scale

.95

Excellent

Components
Being
Belonging
Becoming

.89
.87
.91

Good
Good
Excellent

Being Subcomponents
Physical being
Psychological being
Spiritual being

.74
.80
.79

Fair
Good
Fair

Belonging Subcomponents
Physical belonging
Social belonging
Community belonging

.80
.66
.75

Good
Unacceptable
Fair

Becoming Subcomponents
Practical becoming
Leisure becoming
Growth becoming
Note. QOLPSV (Short Form)

=

.78
Fair
.82
Good
.79
Fair
Quality of Life Profile: Seniors Version (Short Form)
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Comparison qfResident and Community-Dwelling Elderly QOLPSVData
Description of Community-Dwelling Elderly Sample
The QOLPSV data from the current continuing care sample was compared to that
from the original sample of community-dwelling elderly on which Raphael et al. (1998)
first evaluated the measure. The community-dwelling elderly sample consisted of 205
individuals with amean age of 73 years (SD
sample were female, while 23% were male.

6.97).

=

Seventy-seven percent of the

In terms of marital status, 44% were

married, 42% widowed, 8% divorced, 6% single, and 3% separated.

Educational

information indicated that 26% of the sample ended their education after completing high
school, 34% completed some secondary education, and 40% did not complete high
school.

The researchers had the participants rate their perceived health on a 5 point

Likert scale and found that 15% rated their health as excellent, 30% as very good, 29% as
good, 22% as fair, and 4% as poor. This community-dwelling elderly sample was similar
to the present sample of continuing care residents in tern-is of gender and education. The
resident sample was significantly older that the community sample (t(323)
p<.Ol).

=

-10.00,

In terms of perceived physical health, significantly more residents rated their

health as poor (t(323)

=

4.11, p<.Ol), while more community-dwelling elderly rated their

health as excellent (t(323)

-2.23, p=.03). A higher percentage of the continuing care

=

sample were widows (t(323)

=

2.99, p<.Ol) and single (t(323)

community-dwelling elderly were married (t(323)

=

=

2.04, p=.04.), while more

-4.53, pKOl).
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Comparison ofInternal Consistency of the QOLPSV
A comparison of the internal consistency scores for the continuing care resident
and community-dwelling elderly samples for the subcomponents, components, and total
QOLPSV scale is provided in Table 12, Overall, the QOLPSV subcomponents and
components have ahigher internal consistency in the community sample than the resident
sample. In the former group, the internal consistency of all subcomponents and
components fell within the excellent or good range based upon Cicchetti's (1994)
guidelines. In comparison, the internal consistency ranged from fair to excellent in the
resident sample, except for one subcomponent that was in the unacceptable range.

In

both samples, the internal consistency of the entire QOLPSV scale was excellent.
Comparison ofMean Scores on the QOLPSV
Independent t-tests were conducted to determine if the mean basic scores of the
subcomponents, components, and total QOLPSV scale differed between the current
continuing care sample and Raphael et al.'s (1998) sample of community-dwelling
elderly. In order to protect against Type Ierror, aBonferroni adjustment was made. The
alpha was adjusted from .05 to .004 to account for the 13 t-tests that were conducted
(refer to Table 13). The elderly residing in the community rated their overall quality of
life, and quality of life on all of the components and subcomponents of the QOLPSV
higher than did the continuing care residents. All of these comparisons were statistically
significant.

The Communtiy-dwelling elderly rated all of the components and

subcomponents in the Very Acceptable range, except for Physical Belonging, which was
rated in the Exemplary range. In comparison, the residents rated the Being and Becoming
components, Physical Being, and the Becoming subcomponents in the Acceptable Range.

Table 12
Comparison of the Internal Consistency of the QOLPSVBasic Scores in Continuing Care Resident and Community-Dwelling
Elderly Samples
Cicchetti's (1994)
Guidelines

Excellent

Chronbach's Alpha
Continuing Care
Resident Sample
.95

.94
.94
.95

Excellent
Excellent
Excellent

.89
.87
.91

Good
Good
Excellent

Being Subcomponents
Physical Being
Psychological Being
Spiritual Being

.88
.90
.83

Good
Excellent
Good

.74
.80
.79

Fair
Good
Fair

Belonging Subcomponents
Physical Belonging
Social Belonging
Community Belonging

.88
.85
.86

Good
Good
Good

.80
.66
.75

Good
Unacceptable
Fair

Becoming Subcomponents
Practical Becoming
Leisure Becoming
Growth Becoming

.86
.87
.91

Good
Good
Excellent

.78
.82
.79

Fair
Good
Fair

Chronbach's Alpha
Community-Dwelling
Elderly Sample
.95

Cicchetti's (1994)
Guidelines

Components
Being
Belonging
Becoming

Measure

Total Scale

Excellent
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Table 13
Group Differences Between Continuing Care Resident and Community-Dwelling Elderly
Samples on QOLPSV Basic Scores

Variables
Being Items

Continuing Care
Residents
M
SD
0.44
0.71

CommunityDwelling Elderly

M .

SD

I

1.06

1.15

_5•34**

Physical
Being

0.10

0.89

1.21

1.33

_8.14**

Psychological
Being

0.60

0.79

0.93

1.30

2.52**

Spiritual
Being

0.61

0.79

1.00

1.13

3•33**

Belonging Items

0.65

0.64

1.28

1.06

5.91**

Physical
Belonging

0.63

0.84

1.63

1.13

8.42**

Social
Belonging

0.82

0.64

1.17

1.08

_3.23**

Community
Belonging

0.51

0.78

1.06

1.27

4.29**

Becoming Items

0.39

0.69

0.90

1.04

4•79**

Practical
Becoming

0.40

0.78

1.04

1.13

5.48**

Leisure
Becoming

0.38

0.80

0.85

1.11

4.06**

Growth
Becoming

0.39

0.75

0.80

1.17

3•45**

Total Scale

0.49

0.60

1.04

1.00

5•47**

Note. Community-dwelling elderly data from Raphael et al. (1998)
*p.. 05 **p.004
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Zero Order Correlations between all Measures and Quality ofLife
The zero order correlations among the four quality of life measures used in the
present study can be found in Table 14. As expected, all of these measures are highly
correlated with one another.

Table 15 shows that all the basic scores for the nine

subcomponents of the QOLPSV were significantly correlated with the SWLS and LSI-A.
In addition, all of these subscales were significantly correlated with each other. The zero
order correlations among the additional predictors of quality of life examined in the
present study and the SWLS, LSI-A, and QOLPSV are presented in Table 16.

Once

again all of these variables are significantly related to quality of life. Table 17 provides
the zero order correlations among the quality of life outcome measures (SWLS, LSI-A,
QOLPSV), demographic variables, and physical and mental health measures.

Age is

significantly related to quality of life as measured by the SWLS, indicating that the older
aresident is -the higher the quality of life they report.

Perceived physical health and

depression are negatively related to quality of life as measured by the SWLS, while
perceive physical health, functional health, and depression are negatively related to
quality of life when measured by the LSI-A and QOLPSV.
Regression Analyses
Even though the SWLS, LSI-A, and Avowed Happiness Scale were administered
as outcome measures of quality of life, only the SWLS was entered in the regression
analyses, and discriminate function analysis. Upon further consideration, it was
determined that the Avowed Happiness Scale was least representative of the construct
that was being examined in this study. Also, there is only one item on this scale, which
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Table 14
Zero Order Correlations Between Quality ofLife Measures
2

1. SWLS

1
1.00

2. LSI-A

.76**

1.00

3. AHS

.60**

.61**

4. QOLPSV

.63**

.66**

3

4

1.00
5Ø**

1.00

Note. SWLS = Satisfaction With Life Scale; LSI-A = Life Satisfaction Scale A; AHS
Avowed Happiness Scale; QOLPSV = Quality of Life Profile: Seniors Version.
-

**

p__.01

=

Table 15
Zero Order Correlations Between Subcomponents of the QOLPSV and Quality ofLife Outcome Measures
1

2

1.SWLS

1.00

2.LSI-A

.76**

1.00

3. Physical
Being

43**

.56**

4. Psychological
Being

•
47**

3

4

5

6

9

8

7

10

1.00
,59**

1.00

5. Spiritual
Being

.52**

54**

.60<

.68**

1.00

6. Physical
Belonging

.41**

.41**

.48**

.32**

.42**

1.00

7. Social
Belonging

49**

45**

.38**

45**

57**

50**

1.00

•
53*

•
55**

.52**

•
47**

•
49**

.62**

.63**

1.00

•
54**

.52**

55**

45**

51**

.36**

44**

54**

1.00

10. Leisure
Becoming

.50**

.50

.52**

.58**

.62**

.32**

.58**

.58**

.68**

1.00

11.Growth
Becoming

.51

.5l'

.60**

.70**

.64**

.41**

.60**

.68**

71**

8. Community
Belonging
9. Practical
Becoming

Note. QOLPSV = Quality of Life Profile: Seniors Version (Short Form); SWLS
Life Scale; LSI-A = Life Satisfaction Index-A.
**

p:_.01

11

=

Satisfaction Wi

1.00

Table 16
Zero Order Correlations Between Additional Predictors of Quality ofLfe and Quality of Life Outcome Measures
2,

1.SWLS
2. LSI-A

.76**

1.00

3. QOLPSV

.63**

.66**

1.00

4. LAP-MLS

47**

47**

.52**

5. LAP-LP

.64**

6. LAP-WM

34**

7. LAP-FM

5

4

3

1
1.00

7

6

8

1.00

.60**

.86**

1.00

.29**

.36**

.85**

.64**

1.00

.25*

.28**

38**

55**

.58**

55**

1.00

8. LOT

55**

.63**

.62**

53**

.66**

34**

.36**

1.00

9. LAP-C

.67**

55**

.60**

54**

61**

44**

35**

45**

Note. SWLS

=

.63**

9

Satisfaction With Life Scale; LSI-A

=

Life Satisfaction Scale

-

A; y0l,rSv =

1.00
yuanty

01

uiie

rrouie;

exi

Version; LAP-MLS = Life Attitudes Profile: Meaning in Life Scale; LAP-LP = Life Attitude Profile: Life Purpose; LAPWM= Life Attitude Profile: Will to Meaning; LAP-FM = Life Attitude Profile: Future Meaning to Fulfil; LOT =Life
Orientation Test; LAP-C: Life Attitude Profile: Control.
*p-. 05
**

p_.0l

Table 17
Zero Order Correlations Between Demographic Variables, Physical and Mental Health Variables, and Quality ofLife
Outcome Measures
3

4

7

6

5

8

9

2

1.SWLS

1
1.00

2. LSI-A

.76**

1.00

3. QOLPSV

.63**

.66**

1.00

.21*

.14

.07

1.00

5. Education

.23

.06

.11

-.03

1.00

6. Length of
Stay

.09

-.05

-.01

.21*

-.01

1.00

7.PPH

.38**

..47**

.48**

-.100

.01

.039

1.00

8.ADL

-.09

.24**

.28**

.08

-.03

-.02

.17

1.00

9. GDS

.38**

.50**

53**

.09

-.12

-.07

.36**

.16

1.00

.01

.04

.36**

.13

-.15

-.02

-.14

-.16

4. Age

10.MMSE

.16

9

1.00

Note. SWLS = Satisfaction With Life Scale; LSI-A = Life Satisfaction Scale A; QOLPSV = Quality of Life Profile Seniors
Version; Length of Stay = length of time residing in continuing care facility; PPH = Perceived Physical Health; ADL =
-

Activity of Daily Living; GDS
*

p

**

05

p.__.01

=

Geriatric Depression Scale; MMSE

=

Mini Mental Status Exam.
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limits the reliability of the measure.

There are several reasons why the SWLS was

chosen as the final outcome measure over the LSI-A. First, the SWLS is amore global
measure of quality of life than the LS I-A. It was aconcern that the content of some of the
items on the LSI-A were similar to the content of the items on the subcomponents of the
QOLPSV. This similarity had the potential to inflate the predictive power of the Being
Belonging and Becoming Model.

Second, even though the LSI-A has been used more

frequently with acontinuing care population, the SWLS had ahigher internal consistency
in the present sample. Third, the LSI-A and SWLS were quite highly correlated (r=.76),
indicating that the measures were assessing asimilar construct, further questioning the
value of running the analyses with both measures.
As indicated earlier, the goal of the regression analyses was to test the Being
Belonging and Becoming model in the present sample of continuing care residents and,
based on the theoretical literature, to develop a. stronger model by adding control,
meaning in life, and optimism to the model. In order to achieve this goal, astep-wise
regression was conducted first to identify the variables in the Being, Belonging, and
Becoming model that account for asignificant amount of unique variance in quality of
life. A stepwise regression is similar to aforward selection regression, as'predictors are
entered into the equation separately.

The predictor that has the highest zero-order

correlation with-the criterion is entered first. The next predictor to enter the regression
analysis is the one that produces the greatest increment to R2,after taking into account the
predictor already in the equation.

Unlike a forward regression analysis, a stepwise

regression analysis conducts tests at each step to determine the contribution of each
predictor already in the equation if it were to enter last. As such, in astepwise regression
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predictors can be identified that contributed to the predictive equation at an earlier stage
but lost their usefulness when additional predictors were brought into the equation.
The assumptions of normality, linearity, homoscedasticity, and independence of
residuals were met for the regression analyses that were conducted in the present study.
The step-wise regression analysis was conducted between quality of life, as measured by
the SWLS, as the criterion variable, and the nine subcomponents of the Being Belonging
and Becoming model as the predictors. The basic scores from the QOLPSV subscales
were ultilized to represent the subcomponents.

The results showed that Practical

Becoming, Spiritual Being, and Community Belonging together accounted for 41.1% of
the variance in quality of life. R Square for the regression was significant [R2 = .41, F
(3,116)

=

27.02, p < .01], indicating that these three factors accounted for asignificant

amount of variance in the SWLS. A more detailed break down of the R2 for each step of
the regression is shown in Table 18. The beta weight for Practical Becoming was
significant [B= 2.34, SEB

=

.78,

f3 .27, p< .01]. Thus, the things residents do, such as

caring for other, doing work around their room, and shopping, accounted for asignificant
amount of unique variance in quality of life. Spiritual Being, which refers to residents'
beliefs and values, also accounted for asignificant amount of unique variance in quality
of life [B= 2.18, SEB

=

.74, 3= .26, p<.Ol]. Finally, access to resources in the continuing

-care facility and larger community, Community Belonging, accounted for asignificant
amount of unique variance [B= 2.23, SEB

=

.77,

f

.26,

p< .01].

A second regression analysis was conducted, in an attempt to improve the Being
Belonging and Becoming Model of Quality of Life for continuing care residents by
adding the extra predictors examined in the present study. In order to achieve this goal, a
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Table 18
Best Subset ofPredictors for Quality of Life as Measured by the SWLS
Model
IPractical Becoming

R
.54

R Square
.29

Standard Error
5.76

2Practical Becoming;
Spiritual Being

.61

.37

5.44

3Practical Becoming;
Spiritual Being;
Community
Belonging

.64

.41

5.28
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standard regression was conducted in 2 blocks. The significant predictors that were
identified in the step-wise regression were entered in the first block (i.e. Practical
Becoming, Spiritual Being, and Community Belonging).

In the second block, the

additional predictors were entered (i.e. perceived control, optimism, will to meaning, life
purpose, and future meaning).
variance in quality of life.
(8,88)

Together these variables accounted for 58% of the

R Square for the regression was significant [R2 =0.58, F

=15.08, p< .01], indicating that these variables accounted for asignificant amount

of variance in the SWLS.

In the first block of the analysis, the beta weight for

Community Belonging (access to community resources) was significant
0.94,

13=

0.35, p

SEB

=

.01]. R Square change for the first block of predictors was significant

[R2 = 0.33, F (3,93)

=15.53,

weight for Life Purpose
Perceived Control

[= 3.04,

[=

[=

p < .01]. In the second block of the analysis, the beta

2.27, SEB

2.10, SEB

.

=0.54,

=0.75, 13=
3= 0.35, p

.40, p

.01], as well as that for

.01] were significant. R Square

change for the second block of predictors was also significant [iR2

0.24, F (8,88)

=

10.20, p< .01]. ReTer to Table 19 for more detailed information on this analysis.

Discriminate Function Analysis
A discriminate function analysis was conducted using 14 variables as predictors
of membership in two groups, high and low quality of life, as measured by the SWLS.
Taking into consideration the distribution of scores on the SWLS and in consultation with
Dr. Tak Fung, Mathematics and Statistics Professor, it was determined that the 30% of
residents that scored the highest on the SWLS would be placed in the high quality of life
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Table 19
Standard Regression with the SWLS as the Outcome Measure
Variable
Block 1

B

SEB

B

t-statistic

Spiritual Being

1.64

0.837

0.19

1.96

Practical Becoming

1.31

0.923

0.15

1.42

Community Belonging

3.04

0.940

0.35

3.24**

Spiritual Being

0.35

0.73

0.04

.48

Practical Becoming

0.27

0.79

0.03

.35

Community Belonging

1.45

0.81

0.17

1.79

Life Purpose

2.27

0.75

0.40

3•Ø5**

Will to Meaning

-0.46

0.58

-0.08

-0.80

Future Meaning

-0.84

0.46

-0.17

-1.84

Optimism

'0.11

0.11

0.09

0.92

Perceived Control

2.10

0.54

0.35

3.87**

Block 2

Note. iR2
*
**

.334

(p<.Ol) Block 1; iXR2

.244 (p<.Ol) Block 2.
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group, while the 30% that scored the lowest would represented the low quality of life
group. The high quality of life group consisted of 32 continuing care residents that scored
between 26 and 35 on the SWLS, while the low quality of life group consisted of 35
residents that scored between 5and 18. The predictors included the nine subcomponents
of the Being Belonging and Becoming model of quality of life, life purpose, will to
meaning, future meaning, optimism, and perceived control.

The discriminate function

analysis comparing the two groups yielded asignificant discriminant function
45.99, p< .01].

{2

(2)

=

Two of the 14 variables contributed to this significant group

discrimination: Perceived Control and Community Belonging. An individual is more
likely to be amember of the high quality of life group if they report ahigher level of
perceived control and community belonging, while lower levels of these variables make
membership in the low quality of life group more likely. Perceived control was the most
important variable in the prediction of group membership followed by community
belonging. The standardized canonical discriminant coefficients of these variables are .75
and .45 respectively. The overall accuracy of the discrimination was 82.1%,

Comparison Between Resident and StaffPerspectives on QOL
Residents Versus All Stqff
A multivariate analysis of variance was conducted to determine if importance
ratings given to each of the nine subcomponents of the QOLPSV differed between the
continuing care residents and staff.

Since the subcomponents were significantly

correlated with one another, this statistical approach was used rather than aseries of
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independent t-tests. As the size of the resident and staff samples were quite different, and
therefore it was questionable whether the variances of these two samples would be
similar, Mann-Whitney Tests were also conducted. The multivariate analysis of variance
and the Mann-Whitney Tests identified the same subcomponents as significant, and
therefore only the results from the multivariate analysis of variance are reported (refer to
Table 20). The assumptions of normality, linearity, and homogeneity were met for the
MANOVAs run in the present study. When all nine variables were examined
simultaneously, astatistically significant difference between the importance ratings of the
residents and staff was identified (A

=

.77; F(9,140)

=

4.65, p< .01). Spiritual Being was

rated significantly more important to quality of life by staff than by residents (F (1,148)
6.96, p < .01).

=

Residents rated Practical Becoming as significantly more important to

quality of life than the staff (F (1,148)

=

15.35, p< .01).

There were no significant

differences between residents and staff in the amount of importance they assigned to the
remaining subcomponents.
Residents

Versus Administrators,

Registered Nurses,

Nursing Assistants/Licensed

Practical Nurses
Analyses were conducted to determine if importance ratings given to each of the
nine subcomponents of the QOLPSV differed between residents and the three different
levels of staff (i.e. administrators, registered nurses, and nursing assistants/licensed
practical nurses). The multivariate analysis of variance and the Mann-Whitney Tests
identified the same subcomponents as significant, when residents' importance ratings
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Table 20
Group D[ferences Between Residents and Staff on QOLPSV Importance Scores
Residents
(N=60)
Variables

M.

Staff
(N=60)

SD

M

SD

df

E

Physical
Being

4.12

0.45

4.14

0.52

(1,148)

0.07

Psychological
Being

4.01

0.50

4.06

0.63

(1,148)

0.17

Spiritual
Being

3.76

0.52

4.06

0.62

(1,148)

6.96**

Physical
Belonging

3.99

0.42

4.17

0.62

(1,148)

3.54

Social
Belonging

4.05

0.61

4.06

0.64

(1,148)

0.01

Community
Belonging

4.12

0.48

4.06

0.68

(1,148)

0.33

Practical
Becoming

3.65

0.56

3.17

0.77

(1,148)

15.35**

Leisure
Becoming

3.57

0.66

3.81

0.65

(1148)

3.08

Growth
Becoming

3.60

0.59

3.60

0.70

(1,148)

0.00

(9,140)

4.65**

All Variables
*p. 05
**p.01
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were compared to that of the administrators and registered nurses. Therefore, the results
from the multivariate analysis of variance are reported for these two comparisons. In
contrast to the analyses run with the administrators and registered nurses, discrepancies
were identified between the results of the Mann Whitney Test and amultivariate analysis
of variance

comparing

the

importance

ratings

of the

residents

and

nursing

assistants/licensed practical nurses. Therefore, the results from the Mann Whitney Test
are reported.
When all nine variables were examined simultaneously, astatistically significant
difference between the importance ratings of the residents and administrators was
identified (A= .59; F (9,120)

=

8.34, p< .01). Two of the nine subcomponents were rated

significantly more important to quality of life by the administrators than by residents.
These subcomponents included Spiritual Being (F (1,128)
Belonging (F (1,128)

=

8.34, p < .01).

=

4.66, p= .03), and Physical

In comparison to the administrators, residents

rated Practical Becoming, referring to the things people do almost everyday, as
significantly more important (F (1,128)

=

28.35, p< .01). More detailed results for this

analysis can be found in Table 21.
In contrast to the previous analysis, a significant difference was not found
between the importance ratings of the residents and registered nurses, when all nine
variables were examined simultaneously (A= .92; F (9,120)

=

1.13, p = .35). When the

variables were examined individually, only one significant difference was identified.
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Table 21
Group Di
fferences Between Residents and Administrators on QOLPSVlmportance
Scores

Variables

Residents
N=60)
M
SD

Administrators
(N=10)
M
SD

df

F

Physical
Being

4.12

0.45

4.33

0.27

(1,128)

2.16

Psychological
Being

4.01

0.50

3.80

0.45

(1,128)

1.68

Spiritual
Being

3.76

0.52

4.13

0.50

(1,128)

4.66*

Physical
Belonging

3.99

0.42

4.40

0.56

(1,128)

8.34**

Social
Belonging

4.05

0.61

4.13

0.63

(1,128)

0.18

Community
Belonging

4.12

0.48

3.97

0.60

(1,128)

0.87

Practical
Becoming

3.65

0.56

2.67

0.59

(1,128)

28.35**

Leisure
Becoming

3.57

0.66

3.97

0.55

(1,128)

3.30

Growth
Becoming

3.60

0.59

3.47

0.69

(1,128)

0.48

(9,120)

8.34**

All Variables
*p< 05
**p.01
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More specifically, Psychological Being was rated as significantly more important to the
quality of life of the residents by the registered nurses than by the residents themselves (F
(1,128)

=

5.56, p .02). Refer to Table 22 for more detailed information on this analysis.
=

When the importance rating of the residents and nursing assistants/licensed
practical nurses were compared, no significant differences were identified on any of the
nine subcomponents. Refer to Table 23 for more detailed information on these analyses.
Comparison of Administrators, Registered Nurses, and Nursing Assistants/Licensed
Practical Nurses Perspectives on Quality ofLife
Multivariate analyses of variance were conducted to determine if importance
ratings given to each of the nine subcomponents of the QOLPSV differed when the
responses of administrators, registered nurses, and nursing assistants/licensed practical
nurses were compared two groups at atime. When all nine variables were examined
simultaneously, asignificant difference was found between the importance ratings of the
administrator and registered nurses (A = .29; F (9,10)

=

3.77, p = .03). The registered

nurses rated two of the nine subcomponents as significantly more important to resident
quality of life. These subcomponents included Psychological Being (F (1,18)
.02), and Practical Becoming (F (1,18)

=

9.09,

p

=

7.30, p=

<.01). Detailed information from this

comparison can be found in Table 24.
Similar to the comparison of the administrators and registered nurses, asignificant
difference was found between the importance ratings of the administrators and nursing
assistants/licensed
simultaneously (A

practical
=

nurses,

.27; F (9,10)

=

when

all

nine

variables

were

examined

3.02, p = .05). A comparison of the importance
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Table 22
Group Differences Between Residents and Registered Nurses on QOLPSVlmportance
Scores
Residents
(N=60)
Variables

M..

SD

Registered Nurses
(N=10)

M

SD

4f

I

Physical
Being

4.12

0.45

4.30

0.37

(1,128)

1.50

Psychological
Being

4.01

0.50

4.40

0.54

(1,128)

5.56*

Spiritual
Being

3.76

0.52

3.97

0.68

(1,128)

1.33

Physical
Belonging

3.99

0.42

4.17

0.59

(1,128)

1.57

Social
Belonging

4.05

0.61

3.97

0.68

(1,128)

.159

Community
Belonging

4.12

0.48

4.13

0.74

(1,128)

0.01

Practical
Becoming

3.65

0.56

3.60

0.78

(1,128)

0.08

Leisure
Becoming

3.57

0.66

3.80

0.65

(1,128)

1.07

Growth
Becoming

3.60

0.59

3.77

0.55

(1,128)

0.71

(9,120)

1.13

All Variables
.05
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Table 23
Group Differences Between Residents and Nursing Assistants/Licensed Practical Nurses
on QOLPSV Importance Scores
Variables

Nursing
Assistants
Mean Rank
44.90

Resident
Mean Rank

Mann
Whitney

Z value

p value

67.22

394.00

-1.87

0.06

Psychological
Being

62.95

65.71

574.50

-0.23

0.82

Spiritual
Being

77.15

64.53

483.50

-1.05

0.29

Physical
Belonging

57.80

66.14

523.00

-0.70

0.49

Social
Belonging

64.10

65.62

586.00

-0.13

0.90

Community
Belonging

61.40

65.84

559.00

-0.37

0.71

Practical
Becoming

45.05

67.20

395.50

-1.82

0.07

Leisure
Becoming

64.70

65.57

592.00

-0.07

0.94

Growth
Becoming

64.75

65.56

592.50

-0.07

0.95

Physical
Being

-

-

-
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Table 24
Group Differences Between Administrators and Registered Nurses on QOLPSV
Importance Scores

Variables

Administrator
(N=10)
M
SD

Registered Nurse
(N=10)
M
SD
df

F

Physical
Being

4.33

0.27

4.30

0.37

(1,18)

0.53

Psychological
Being

3.80

0.45

4.40

0.54

(1,18)

7.29*

Spiritual
Being

4.13

0.50

3.97

0.68

(1,18)

0.39

Physical
Belonging

4.40

0.56

4.17

0.59

(1,18)

0.82

Social
Belonging

4.13

0.63

3.97

0.67

(1,18)

0.33

Community
Belonging

3.97

0.60

4.13

0.74

(1,18)

0.31

Practical
Becoming

2.67

0.59

3.60

0.78

(1,18)

9.09**

Leisure
Becoming

3.97

0.55

3.80

0.65

(1,18)

0.38

Growth
Becoming

3.47

0.69

3.77

0.55

(1,18)

1.17

(9,10)

377*

All Variables
<.05
**p.01
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ratings of these two staff groups identified one significant difference.
rated Physical Being (F (1,18)

=

Administrators

5.43, p= .03) as significantly more important to quality

of life than the sample of nursing assistants/licensed practical nurses. Refer to Table 25.
In contrast to when the importance ratings of the administrators were compared to
that of the registered nurses and nursing assistants/licensed practical nurses, asignificant
difference was not found between the ratings of the latter two group, when all nine
variables were examined sirnultaneousl, (A= .54; F (9,10)

=

0.94, p= .53). In addition,

no significant differences between the individual subcomponents were identified when
the responses of the registered nurses and nursing assistance/licensed practical nurses
were compared. Refer to Table 26 for further details of these results. Table 27 presents a
summary of all the significant group differences identified on the QOLPSV importance
items.

Open-Ended Questions
Questions Responded to by Residents and Stqff
Continuing care residents were asked five open-ended questions, which were
analyzed through content analysis. Staff were asked two of the same questions, and
therefore the results from these questions will be discussed first, followed by the
remaining questions. In the first question, residents and staff were asked "What factors
provide you (residents) with the best quality of life?". Resident responses to this question
are presented in Table 28, total staff responses in Table 29, and responses across the three
levels of staff in Table 30.

Content analysis produced 38 categories of responses,
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Table 25
Group Djfferences Between Administrators and Nursing Assistants on QOLPSV
Importance Scores
Administrators
(N=10)
Variables

M .

SD

Nursing Assistants
(N=10)

M.

SD

4f

E

Physical
Being

4.33

0.27

3.80

0.67

(1,18)

5•43*

Psychological
Being

3.80

0.45

3.97

0.76

(1,18)

0.36

Spiritual
Being

4.13

0.50

4.07

0.72

(1,18)

0.06

Physical
Belonging

4.40

0.56

3.93

0.68

(1,18)

2.79

Social
Belonging

4.13

0.63

4.07

0.68

(1,18)

0.05

Community
Belonging

3.97

0.60

4.07

0.77

(1,18)

0.11

Practical
Becoming

2.67

0.59

3.23

0.69

(1,18)

3.94

Leisure
Becoming

3.97

0.55

3.67

0.75

(1,18)

1.03

Growth
Becoming

3.47

0.69

3.57

0.86

(1,18)

0.08

(9,10)

3.02*

All Variables
*P<05
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Table 26
Group Differences Between Registered Nurses and Nursing Assistants on QOLPSV
Importance Scores

Variables

Registered Nurses
(N=10)
M
SD

Nursing Assistants
(N=10)
M
SD

df

I

Physical
Being

4.30

0.37

3.80

0.67

(1,18)

4.28

Psychological
Being

4.40

0.54

3.97

0.76

(1,18)

2.16

Spiritual
Being

3.97

0.68

4.07

0.72

(1,18)

0.10

Phyical
Belonging

4.17

0.59

3.93

0.68

(1,18)

0.67

Social
Belonging

3.97

0.67

4.07

0.68

(1,18)

0.11

Community
Belonging

4.13

0.74

4.07

0.77

(1,18)

0.04

Practical
Becoming

3.60

0.78

3.23

0.69

(1,18)

1.24

Leisure
Becoming

3.80

0.65

3.67

0.75

(1,18)

0.18

Growth
Becoming

3.77

0.55

3.57

0.86

(1,18)

0.39

(9,10)

.54

All Variables
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Table 27
Summary of Group Differences on QOLPSV Importance Items
Groups Compared
Residents and All Staff

Descriptions of Significant Results
Spiritual Being rated higher by staff than residents
Practical Becoming rated higher by residents than staff

Residents and Administrators

Spiritual Being and Physical Belonging rated higher
by administrators than residents
Practical Becoming rated higher by residents than
administrators

Residents and Registered
Nurses

Psychological Being rated higher by registered nurses
than residents

Residents and Nursing
Assistants/Licensed Practical
Nurses

No significant difference

Administrators and Registered
Nurses

Psychological Being and Practical Becoming were
rated significantly higher by registered nurses than
administrators

Administrators and Nursing
Assistants/Licensed Practical
Nurses

Physical Being was rated significantly higher by
administrators than nursing assistants/licensed
practical nurses

Registered Nurses and Nursing
Assistants/Licensed Practical
Nurses

No significant differences

Table 28
Resident Responses to the Question "What Factors Provide You with the Best Quality ofLjfe?" (N = 60)
Response
Family
Leisure Activities
Care Received from nurses/NA
Physical health
Friends
Physical environment
Communicating with others
Food
Intimate relationships/Romantic partner
Religion/Spirituality
Autonomy/Control
Sensory functioning
Mobility/Physical functioning
Pets/Visits from animals
Psychological attitude
Privacy
Cognitive abilities
People getting along
Doctor
Health care system
Smoking/Alcohol
Finances
Education/Learning new things
Following instructions from staff
'

N of Responses
(N = 174)

% of Responses

% of Residents who
Endorsed Response

37
24
18
14
13
11
8
7
6
5
4
4
3
3
3
3
2
2
2
1
1
1
1
1

21.3
13.8
10.3
8.0
7.5
6.3
4.6
4.0
3.4
2.9
2.3
2.3
1.7
1.7
1.7
1.7
1.1
1.1
1.1
0.6
0.6
0.6
0.6
0.6

61.7
40.0
30.0
23.3
21.7
18.3
13.3
11,7
10.0
8.3
6.7
6.7
5.0
5.0
5.0
5.0
3.3
3.3
3.3
1.7
1.7
1.7
1.7
1.7
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Table 29
StaffResponses to the Question "What Factors Provide aResident with the Best Quality of
Li
fe? "(JV=30)
Response

N of Responses
(N = 130)

% of
Responses

% of Staff who
Endorsed Response

Care Received from nurses/NA
Family
Autonomy/Control
Leisure Activities
Physical environment
Privacy
Food
Personal safety
Having someone is assist with problems
Staff attitudes
Physiotherapy and other services
Friends
Communicating with others
Religion/Spirituality
Finances
Mobility/Physical functioning
Psychological attitude
Helping/Caring for other
Doctor
Cognitive abilities
Physical health
Recognition as an individual
Personal meaning
Spontaneity
Opportunity to live as before institutionalization
Discipline
Opportunity to go home
Organizational structure of continuing care facility
Different disciplines working together
Mental health

17
16
16
14
11
6
4
4
4
4
4
3
3
3
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1

13.1
12.3
12.3
10.8
8.5
4.6
3.1
3.1
3.1
3.1
3.1
2.3
2.3
2.3
1.5
1.5
1.5
1.5
1.5
0.8
0.8
0.8
0.8
0.8
0.8
0.8
0.8
0.8
0.8
0.8

56.7
53.3
53.5
46.7
36.7
20.0
13.3
13.3
13.3
13.3
13.3
10.0
10.0
10:0
6.7
6.7
6.7
6.7
6.7
3.3
3.3
3.3
3.3
3.3
3.3
3.3
3.3
3.3
3.3
3.3

Table 30
Administrators, Registered Nurses, and Z'Tursing Assistants/Licensed Practical Nurses Responses to the Question "What
Factors Provide aResident with the Best Quality ofLife?" (N=30)
Response

Autonomy/Control
Care received from nurses
Cognitive abilities
Communicating with others
Different disciplines working
together
Discipline
Doctor
Having someone to assist
with problems
Helping/Caring for others
Family
Finances
Food
Friends
Leisure activities
Mental health
Mobility/Physical
functioning
Opportunity to live as before
institutionalization
Opportunity to go home

ii of
Responses

Administrators
% of
Responses

Nurses
Nof
Responses

Nurse
% of
Responses

NA/LPN
N of Responses
(N = 44)

NA/LPN
% of
Responses

(N= 43)
5
5
0
3
0

11.6
11.6
0.0
7.0
0.0

(N= 43)
7
7
1
0
1

16.3
16.3
2.3
0.0
2.3

4
5
0
0
0

9.1
11.4
0.0
0.0
0.0

0
1
1

0.0
2.3
2.3

0
1
1

0.0
2.3
2.3

1
0
2

2.3
0.0
4.5

1
3
0
2
1
4
0
1

2.3
7.0
0.0
4.7
2.3
9.3
0.0
2.3

0
7
2
0
0
3
1
0

0.0
16.3
4.7
0.0
0.0
7.0
2.3
0.0

1
6
0
2
2
7
0
1

2.3
13.6
0.0
4.5
4,5
15.9
0.0
2.3

1

2.3

0

0.0

0

0.0

0

0.0

0

0.0

1

2.3

Administrators

.

Organizational structure of
Continuing care facility
Personal meaning
Personal Safety
Physical Environment
Physical Health
Physiotherapy and other
services
Privacy
Psychological Attitude
Recognition as an individual
Religion/Spirituality
Spontaneity
Staff attitudes

1

2.3

0

0.0

0

0.0

0
1
6
0
0

0.0
2.3
14.0
0.0
0.0

1
1
1
1
2

2.3
2.3
2.3
2.3
4.7

0
2
4
0
2

0.0
4.5
9.1
0.0
4.5

2
0
1
0
1
3

4.7
0.0
2.3
0.0
2.3
7.0

3
2
0
1
0
0

7.0
4.7
0.0
2.3
0.0
0.0

1
0
0
2
0
1

2.3
0.0
0.0
4.5
0.0
2.3
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with residents providing responses that were classified in 24 of these categories and staff
in 30 categories.
endorsed.

There were anumber of categories that only the residents or staff

The residents stated that having an intimate relationship/romantic partner,

good sensory functioning, and contact with animals was important to their quality of life,
while the staff did not provide such responses. In comparison, the staff stated that
personal safety, having someone to assist with problems, attitudes of the staff towards the
residents, and access to physiotherapy and other services was important to giving a
resident agood quality of life, while residents did not provide similar responses. The six
most frequent response provided by the residents included, (a) family, (b) leisure
activities, (c) care received from nurses and nursing assistants, (d) physical health, (e)
friends, and (t) nature of continuing care environment. In comparison, the six most
common responses provided by the entire staff sample included, (a) care received from
nurses and nursing assistants, (b) family, (c) having autonomy and control, (d) access to
leisure activities, (e) nature of the continuing care environment, and (f) having privacy.
The categories that were most frequently endorsed by the staff were relatively consistent
across the three levels of staff.
After answering the question "What factors provide you (residents) with the best
quality of life," residents and staff were asked to rank order their responses from most to
least important to the quality of life of residents. A procedure was developed in
collaboration with aMathematics and Statistics Professor at the University of Calgary,
Dr. Tak Fung, that took into consideration all rankings that one variable received. The
rank orders were determined by calculating amean score for each variable by multiplying
aresponse by aranking number, and dividing the sum of these ranking values by the total
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number of rankings for that variable. For the resident sample, the highest number of
rankings given by one individual was 5. Therefore, all responses ranked most important
were multiplied by 5, those ranked

2m1

by 4, those ranked 3' by 3, and so on. For

example, if 2individuals ranked avariable as most important and 4ranked it second the
mean score would equal 4.33 [{(2x5) + (4x4)}/6)]. Refer to Table 31 for the rankings.
When examining the resident and staff rankings, the most striking finding is that
autonomy/control, which is ranked as most important by the staff and was identified as a
significant predictor in the regression analyses, does not appear within the residents' top
5rankings. Similarly, physical health does not appear in the staff top five rankings, while
the residents ranked it second most important. In addition, friends only appeared on the
resident's list of top 5rankings and physical environment on the staff's list. In order to
determine if the variables were ranked significantly different by the residents and staff,
independent t-tests were conducted to compare the mean scores that were used to create
the rank orders. The results of these analyses can be found in Table 32. The mean score
for family was significantly higher for residents than staff (t (17.16) =2.14, p .047). As
=

only one staff participant endorsed physical health, at4est was not conducted for this
variable. The rank orders of the three levels of staff were not compared due to the small
sample size of each group, which resulted in a single response greatly impacting the
ranking avariable received.
In the second question, residents and staff were asked "What kinds of things could
be done to improve the quality of your (a resident's) life in the nursing home?" Resident
responses to this question are presented in Table 33, responses of all staff in
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Table 31
Comparison ofResident and Stq[f Rankings
Rank Order
First

Resident Responses
Family

Staff Responses
Autonomy/Control

Physical Health

Family

Third

Care from Nursing Staff

Care from Nursing Staff

Fourth

Leisure Activities

Leisure Activities

Friends

Physical Environment

Second

Fifth

115

Table 32
Comparison ofResident and Staff Rank Ordered Data
Residents
M
SD

Staff
M

SD

Variables

df

T

Autonomy/Control

3.75

0.96

4.38

1.02

18.00

-1.10

Care from Nursing
Staff

3.89

0.90

3.76

1.03

33.00

0.38

Family

4.73

0.65

4.00

1.25

17.16

2.14*

Friends

3.46

0.88

3.33

2.08

2.16

.105

Leisure Activities

3.63

0.95

2.72

1.49

14.23

1.84

Physical
Environment

3.45

0.82

2.70

1.42

19.00

1.51

*p<05

Table 33
Resident Responses to the Question "What Kinds of Things Could be Done to Improve the Quality of Your Life in the Nursing
Home?" (N-60)

(N = 87)

% of
Responses

% of Residents who
Endorsed Response

17
15
14
12
4
3
3
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1

19.5
17.2
16.1
13.8
4.6
3.4
3.4
2.3
2.3
2.3
2.3
1.1
1.1
1.1
1.1
1.1
1.1
1.1
1.1
1.1
1.1
1.1

28.5
25.0
23.3
20.0
6.7
5.0
5.0
3:3
3.3
3.3
3.3
1.7
1.7
1.7
1.7
1.7
1.7
1.7
1.7
1.7
1.7
1.7

Response

N.of Responses

More staff
Better quality of care/More personalized care
Improvements in food
More/Better leisure activities
Increased access to physiotherapy/other services
Increased Independence
Physical environment
Increased government funding for seniors/long-term care
Less rigid routine/More privileges
Staff speaking the resident's language
Improved mobility
Access to mobility aids
Church available in resident's religion
Dining with fellow residents with similar functional abilities
Being able to voice complaints
Allow pets
Increased resident patience
Smaller number of residents in nursing home
Better resident relations
More socializing that is 1-1
Access to doctor of choice
Private rooms
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Table 34, and abreak down of the responses across the three levels of staff in Table 35. Content
analysis produced 29 categories of responses, with residents providing responses that were
classified in 22 of these categories and staff in 17 categories. There were anumber of categories
that only the residents or staff endorsed; however, these categories were only endorsed by Ito 2
individuals. The 4most frequent recommendations provided by the residents in descending order
included: (a) more staff working at the same time, (b) better quality of care and more
personalized care, (c) improvements in food, and (d) more and better quality leisure activities. In
comparison, the staff made the following recommendations most commonly: (a) better quality of
care and more personalized care, (b) more staff working at the same time, (c) more and better
leisure activities, and (d) more government funding for continuing care/ access to more
physiotherapy and other services. The recommendations were relatively similar across the three
levels of staff.
Questions Responded to by Residents Only
In athird open-ended question residents were asked "What worries are uppermost in your
mind now, which you think are currently affecting the quality of your life?" Through content
analysis, 17 categories of worries were identified, and can be found in Table 36. The three most
commonly named topics that residents worry about in descending order of frequency included:
(a) physical health, (b) limited mobility and physical functioning, and (c) family.
In the fourth open-ended question, residents were asked "What specific concerns do you
have about your future quality of life, as you grow older?" Sixteen categories of concerns were
identified through content analysis (refer to table 37). Over one third of the responses to this

Table 34
StaffResponses to the Question "What Kinds of Things Could be Done to Improve Quality of aResident's Li
fe in the Nursing
Home?" (N=30)
Response
Better quality of care/More personalized care
More staff
More/Better leisure activities
More government funding for seniors/long-term care
More physiotherapy/other services
Physical environment
Increased Privacy
Increased Autonomy/Control
More Volunteers
Improvements in food
More family involvement
Access to mobility aids
Clear Vision, Goals, and Follow Through
Involve Residents in Community
More support for staff
Strengthen Partnership residents, family, friends, other
agencies
Remove Medical Model

jof Responses
= 100)

% of
Responses

% of Staff who
Endorsed Response

21
15
14
9
9
8
6
4
3
3
2
1
1
A
1
1

21
15
14
9
9
8
6
4
3
3
2
1
1
1
1
1

70.0
50.0
46.7
30.0
30.0
26.7
20.0
13.3
10.0
10.0
6.7
3.3
3.3
3.3
3.3
3.3

1

1

3.3

Table 35
Administrators, Registered Nurses, and Nursing Assistants/Licensed Practical Nurses Responses to the Question "What Kinds
of Things Could be Done to Improve Quality of aResident's Life in the Nursing Home?" (N30)
Response

Administrators

N of
Access to mobility aides
Better quality of care/more
personalized care
Clear vision, goals, and
follow through
Improvements in food
Increased privacy
Involve residents in
community
More autonomy/control
More/better leisure activities
More government funding
More physiotherapy/other
services
More staff
More support for staff
More volunteers
Physical environment
Strengthen partnershipsresidents, family, friends, and
other agencies
More family involvement
Remove medical model

Responses
(N=35)
0
8

Administrators
% of
Responses
0.0
22.9

Nof
Responses

Nurse
% of
Responses

NA/LPN
Nof Responses
= 27)

NA/LPN
% of
Responses

(N=38)
0
6

0.0
15.8

1
7

3.7
25.9

Nurses

0

0.0

1

2.6

0

0.0

1
2
1

2.9
5.7
2.9

1
3
0

2.6
15.8
0.0

1
1
0

3.7
3.7
0.0

2
3
4
3

5.7
8.6
11.4
8.6

2
6
3
4

5.3
15.3
7.9
10.5

0
5
2
2

0.0
18.5
7.4
7.4

4
0
1
3
1

11.4
0.0
2.9
8.6
2.9

4
1
2
4
0

10.5
2.6
5.3
10.5
0.0

7
0
0
1
0

25.9
0.0
0.0
3.7
0.0

1
1

2.9
2.9

1
0

2.6
0.0

0
0

0.0
0.0
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Table 36
Resident Responses to the Question "What Worries are Uppermost in Your Mind Now, which
You Think are Currently Affecting the Quality of Your Life?"
Response
Physical health
Limited mobility/Physical functioning
Concerns about family
Loss of independence
Financial status
Concerns about dying
Receiving needed care
Lack of visitors
Sensory impairment
Cutbacks in funding to continuing care
Not fitting into nursing home environment
Access to appropriate medications
Not being able to have apet
Mental health
Wanting to go home
Privacy
Situation in the world (war)

jof Responses
(N = 61)

% of Responses

% of Residents who
Endorsed Response

13
11
7
4
4
4
3
3
3
2
1
1
1
1
1
1
1

21.3
18.0
11.5
6.6
6.6
6.6
4.9
4.9
4.9
3.3
1.6
1.6
1.6
1.6
1.6
1.6
1.6

21.7
18.3
11.7
6.7
6.7
6.7
5.0
5.0
5.0
3.3
1.7
1.7
1.7
1.7
1.7
1.7
1.7
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Table 37
Resident Responses to the Question "What Speci
fic Concerns do You Have About Your Future
Quality ofLife, as You Grow Older?"
Response

Physical health declines
Care being available/Decreased quality of care
Declines in mobility/Physical functioning
Losing independence/having to rely on others
Reduction in number of staff
Concerns about family
Having someone, outside the nursing home, who is
readily available to provide social support
Sensory impairment
Having aplace to live
Financial Status
Cutbacks in funding to continuing care
Having to remain in the nursing home
Meaning in life
Mistreatment if becomes dependent
Continuing to live for anumber of years
Being able to do to best Ican in the future

N of
Responses
(N = 74)
24
10
8
6
4
3
3
3
3
2
2
2
1
1
1
1

% of Responses

% who Endorsed
Response

32.4
13.5
10.8
8.1
5.4
4.1
4.1

40
16.7
13.3
10.0
5.7
5.0
5.0

4.1
4.1
2.7
2.7
2.7
1.4
1.4
1.4
1.4

5.0
5.0
3.3
3.3
3.3
1.7
1.7
1.7
1.7
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question pertained to concerns that one's physical health would decline further in the
future. An additional 13.5% of the responses referred to concerns over the availability
and quality of nursing care, while 10.8% of the responses involved concerns related to
declines in mobility and physical functioning.
The final open-ended question, "What kinds of assurances do you need now that
would help you to preserve your quality of life in the future?," resulted in 18 categories
of responses. These responses are presented in Table 38. The three most commonly
mentioned assurances that residents wanted in descending order of frequency included:
(a) their physical health would remain the same or improve, (b) quality medical care
would be available, and (c) an adequate number of staff would be available to provide
services to residents.

Table 38
Resident Responses to the Question "What Kinds ofAssurances do You Need Now That Would Help You to Preserve Your
Quality ofLife in the Future?"
Response

N of Responses
(N = 73)

% of
Responses

% of Residents who
Endorsed Response

Maintained/improved physical health
Availability of quality medical care
Adequate number of staff
Sufficient finances
Having aplace to live
Family will do well
Services at nursing home will remain the same
Maintain/improve mobility/physical functioning
Increased government funding
Do everything the medical staff suggests to
maintain health
Knowing could go home again
Maintain/improve sensory functioning
Relocating to anursing home where Ifit in
Improvements in health
Get apet
Good mental health
Access to appropriate medication
Privacy

19
9
8
7
6
5
4
4
2
1

26.0
12.3
11.0
9.6
8.2
6.8
5.5
5.5
2.7
1.4

31.7
15.0
13.3
11.7
10.0
8.3
6.7
6.7
3.3
1.7

1
1
1
1
1
1
1
1

1.4
1.4
1.4
1.4
1.4
1.4
1.4
1.4

1.7
1.7
1.7
1.7
1.7
1.7
1.7
1.7
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Discussion
Overview of the Discussion
This research study provides landmark information on the conceptualization of
quality of life in continuing care residents. To this writer's knowledge, it is the first study
to investigate the applicability of the Being Belonging and Becoming Model of Quality
of Life to this population. In addition, this study successfully modified this model to more
thoroughly represent quality of life in continuing care residents. This section will discuss
the following, (a) the similarities and differences between the present sample's and
Raphael et al. (1998) community-dwelling elderly sample's responses to the QOLPSV,
(b) the conceptualization of quality of life in residents and the most important predictors
of this construct, (c) resilience in the continuing care environment and what resiliency
factors make residents most likely to experience agood quality of life, (d) results from
the open-ended questions, including acomparison of resident and staff perspectives, (e)
how the present results can be utilized to improve the quality of life of residents, and (f)
limitations of the present study and directions for future research.
Differences and Similarities in the Quality ofLife qf continuing Care Residents and
Community-Dwelling Elderly
A goal of this study was to examine whether differences exist between the quality
of life of elderly residing in an institutional environment and those residing in the
community.

It was hypothesized that the present sample of continuing care residents

would report apoorer quality of life than the community-dwelling elderly from Raphael
et al.'s (1998) study, as has been found by previous researchers (Loomis & Thomas,
1991; Vallerand, 0' Connor, & Blais, 1989). Relocating to and residing in acontinuing
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care facility likely jeopardizes an individual's quality of life. Relocation is amajor life
event that usually occurs due to anumber of important losses and results in anumber of
further losses. For instance, relocation to acontinuing care facility usually occurs when
individuals are unable to care for themselves at home, due .to declines in physical
functioning, complex physical health problems, cognitive impairment, and/or sensory
declines (Osgood, 1992). After relocating, individuals face anumber of additional losses
including personal control, proximity to friends and family, and privacy. In addition,
residents' compromised physical and sensory functioning may limit their participation in
leisure activities and their integration into the continuing care community.
Since a number of the losses that elderly experience upon relocation and
integration into acontinuing care facility are reflected in the subcomponents of the Being
Belonging and Becoming model, it was expected that residents would rate their quality of
life on all of the subcomponents and overall significantly lower than the communitydwelling elderly sample.

The results of this study supported this hypothesis. More

specifically, residents rated their overall quality of life in the adequate range, while
elderly residing in the community rated their quality of life as acceptable.

The

community-dwelling elderly rated all the subcomponents in the very acceptable range,
except for Physical Belonging (ie. how an individual fits with the physical aspects of
their environment), which was rated in the model or exemplary range-. In comparison, the
residents' subcomponent ratings were split between the adequate and very acceptable
range. Overall, it appears that relocating to a continuing care facility puts an elderly
individual's quality of life at risk, leading to aless satisfying existence. In addition, there
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were differences between the institutional and community samples, such as health and
marital status, which may also explain some of the differences.
The magnitude of the difference between resident and community-dwelling
elderly quality of life was not'as large as was expected based upon previous research and
older adults perceptions of the degree to which their quality of life is impacted after
relocation (Biedenham & Normoyle, 1991; Loomis & Thomas, 1991; Vallerand, 0'
Connor, & Blais, 1989). Few residents endorsed alow quality of life, and no residents
rated their overall quality of life below the Problematic Range on the QOLPSV. Although
these results are positive, they are also surprising. In particular, the results for the
Psychological Being and Physical Belonging subcomponents were surprising. Both
residents and community-dwelling elderly rated their quality of life on the Psychological
Being subcomponent as very acceptable. Considering that residents report ahigher rate of
mental health problems and cognitive impairment than elderly residing in the community
this is not the finding that one would expect (Blazer, 1998; Gerety et al., 1994; Parmelee,
et al., 1992). Similarly, residents rated their quality of life on the Physical Belonging
subcomponent as very acceptable, while the community-dwelling elderly rated it as
exemplary. It was expected that residents would rate this subcomponent much lower
considering the dramatic changes in privacy, space, and access to personal belongings
that occurs upon relocation to acontinuing care facility. Although quality of life was not
related to duration of residence, it is important to note that the majority of the residents in
this study had resided in the facility for more than ayear, which may have provided them
with time to adjust to the changes and losses in their lives. Even though the results of the
present study support the hypothesis that was made, one cannot ignore that some of the
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differences between the resident and community-dwelling sample may be due to the
QOLPSV not measuring quality of life as reliably in the resident as the community
sample. This issue is explored in more detail in alater section of this discussion.
Variables Related to Quality qf Life in Continuing Care Residents
The following variables were significantly correlated with the SWLS: (a) nine
subcomponents of the Being Belonging and Becoming model, (b) meaning/purpose in
life, (c) optimism, (d) perceived control, (e) perceived physical health, (f) depression, and
(g) age. Level of education, functional health, and length of stay in the continuing care
facility were not correlated with quality of life. In addition, cognitive status, as measured
by the MMSE, was not correlated with quality of life; however, the range of scores on
this measure was restricted.
The results of the present study are relatively consistent with the findings from
previous research examining the predictors of quality of life in this population (e.g., Cox
et al., 1991; Bowsher & Gerlach, 1990; Faulk 1988). This study also provides additional
support for there being asignificant relationship between quality of life and depression,
social support, leisure activities, and spirituality, which have been found inconsistently in
prior research, as indicated in Table 4.
Conceptualization of Quality ofLife in Continuing Care Residents
The Use qf the Being Belonging and-Becoming Model
A major goal of the present study was to clarify the conceptualization of quality
of life in continuing care residents. This construct has been defined in anumber of ways,
and numerous measures have been developed to measure quality oflife. The majority of
previous research has focused on providing operational definitions of quality of life,
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rather than providing a conceptual basis for the measures used (Raphael et al., 1994).
When measures are not based upon an established theory, it is more likely that the
measure will not fully assess aconstruct, since important variables are often missed. As
indicated earlier, one of the advantages of the Being Belonging and Becoming model is
that it provides one of the few conceptual frameworks of quality of life that have been
applied to the elderly. This model is influenced by the humanistic-existential tradition
that recognizes that people have psychological, physical, and spiritual dimensions
(Renwick & Friefeld,, 1996). In addition, it acknowledges that people need to belong, in
both aphysical and social sense, and to distinguish themselves as individuals by pursuing
their own goals in life. Therefore, atheoretical rationale exists for the inclusion of each
subcomponent in the Being Belonging and Becoming model.
Based upon the finding that all the subcomponents were highly correlated with
quality of life in the present study, the subcomponents of the Being Belonging and
Becoming model are all relevant to the quality of life of residents, as was hypothesized.
However, other findings suggested that the model could be modified to better represent
quality of life in this population, and this was confirmed through regression analyses.
First, the subcomponents were highly correlated with one another. Considering that all of
the subcomponents are intended to predict quality of life, significant correlations between
these variables was expected; however, some of the correlation coefficients were quite
high (ie. Growth Becoming and Psychological Being), which made it questionable
whether the subcomponents were measuring different constructs. Second, previous
research has suggested that perceived control, optimism, and meaning in life are
particularly important to the prediction of quality of life in the elderly, but perceived
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control and optimism are represented by only one item each on the Psychological Being
subcomponent, while meaning in life is poorly represented for aresident population. In
the present study, making perceived control/autonomy and optimism distinct variables,
led to amore accurate representation of quality of life. The results of this study suggest
that Practical Becoming does not fully measure purpose in the lives of residents, since
life purpose was also an important predictor in the modified model. Rather than
measuring purposeful activities, Practical Becoming may assess the ability to continue
completing activities that one was regularly involved in while residing in the community.
Third, when responding to the open-ended questions, residents and staff identified some
of the variables indicated to be underrepresented in the model as important to providing
residents with agood quality of life, including perceived control. Thus, including these
factors in the Being Belonging and Becoming model more accurately represents quality
of life in continuing care residents.
Although the Being Belonging and Becoming model was modified to more
accurately represent quality of life in continuing care residents, the present study was
unable to take all important factors into consideration when modifying the model.

An

examination of the resident and community-dwelling elderly internal consistency data for
the QOLPSV basic scores suggests that this measure is not as reliable at measuring
quality of life in residents, as it was in the community based sample upon which it was
developed. The questions that are used to measure some of the subcomponents that make
up the Being Belonging and Becoming model may not best reflect the construct in the
continuing care population. For example, the internal consistency of Social Belonging
was good in the community sample and unacceptable in the resident sample. Questions
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on the Social Belonging subscale refer to relationships with family, friends, and
acquaintances (Raphael et al., 1998), but does not include continuing care staff and
fellow residents. Therefore, it is likely that the conceptualization of social belonging
could be adjusted to better represent this construct in continuing care residents.
Therefore, steps should be taken to establish better construct and content validity of the
QOLPSV in this population.
Predictors of Quality of Life
Although the correlational analyses demonstrated that several variables are related
to quality of life, it was important to take the analyses astep further and determine which
set of variables best predicted quality of life in the present continuing care sample. In
addition, the intent was to identify asubset of variables that accounted for more variance
in quality of life then that accounted for in previous research. This goal was achieved as
the predictive model accounted for 57.8% of the variance in quality of life. This modified
quality of life model includes the following variables:

(a) Spiritual Being, which

embodies spiritual beliefs, the personal values and standards one lives by, and the
celebration of special life events; (b) Practical Becoming, which involves practical
activities that are completed on aregular basis (i.e. housework, self-care); (c) Community
Belonging, which refers to the link individuals have with resources in the community or
society at large; (d) indices of meaning in life; (e) optimism; and (f) perceived
control/autonomy. It is evident that this model accounted for more variance in the quality
of life of continuing care residents than previous research, which accounted for only 22%
to 46% of the variance (Bowsher & Kemp, 2000; Ghusn et al., 1996; Gould, 1992;
Mitchell and Kemp, 2000).
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There are afew possible explanations why the present study accounted for more
variance in quality of life than previous research. This study examined abroader range of
possible predictors of quality of life in continuing care residents, including some
variables that have not been previously investigated. For instance, it appears that this is
the first study to examine optimism and meaning/purpose in life simultaneously as
predictors of resident quality of life, two variables that have been identified by resilience—
positive psychology as leading to better adaptation to life circumstances (Klohnen, 1996;
O'Leary, 1998). Relocating to and residing in acontinuing care facility requires adapting
to many factors, such as living with unfamiliar people, sharing a small room, living
farther away from family and friends, and having limited control over your daily routine
and meal selection. Based upon the results of the present study, optimistic residents with
greater meaning in their lives enjoy abetter quality of life.
It is not surprising that optimism and meaning in life would be so important to the
prediction of quality of life in continuing care residents, when the unique characteristics
of this population are considered.

For instance, many of the activities that provide

individuals with meaning or purpose are unavailable or limited for residents, such as
volunteer or leisure activities, traveling, and further education. In addition, continuing
care residents are often faced with many losses or difficulties that make it challenging to
maintain an optimistic outlook on life, such as declining sensory and physical
functioning, health problems, widowhood, adeclining circle of friends, and leaving one's
home and community. Therefore residents that are able to overcome these obstacles and
maintain an optimistic attitude and find something to bring meaning or apurpose to their
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lives would be expected to experience agreater quality of life, while those who do not
feel less satisfied.

Resiliency in the Continuing Care Environment
In addition to developing amodel of quality of life that was applicable to the
continuing care population, another goal of the present study was to examine why some
residents experience agood quality of life in acontinuing care facility while others do
not, in spite of objectively similar circumstances. This goal was achieved by conducting
adiscriminant function analysis that enabled the comparison of the residents that reported
ahigh quality of life to those that reported alow quality of life. Therefore the results of
this analysis assist in identifying those residents that have the greatest risk of
experiencing alow quality of life, by identifying the variables that put them most at risk.
Previous findings from resilience-positive psychology indicate that individuals
that perceive or construct their experiences in apositive manner, and maintain apositive
view of the meaningfulness of their life are more resilient (Klohnen, 1996; O'Leary,
1998; Wagnild & Young, 1990). To this writer's knowledge this is the first study to
examine whether these findings generalize to the continuing care population. Resilience
appears to be acritical factor in explaining why certain residents obtain agood quality of
life in spite of serious threats to their adaptation. For instance, optimism has been
identified as especially important when individuals find themselves in situations of longterm commitment or difficult to reverse circumstances, which is reflective of the situation
faced by residents (Schneider, 2001). Based upon previous research, it was hypothesized
that residents reporting greater optimism and meaning in their lives would fall within the
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high quality of life group. This hypothesis was not supported, as only perceived control
and Community Belonging increased the likelihood of being in this group.

The

relationship between quality of life and meaning in life or optimism may vary from
examination of the entire sample to only the upper and lower thirty percentile.

Discussion of the Findings from the Open-Ended Questions
Variables Residents Identified as important to Their Quality ofLife
in addition to being asked quantitative questions concerning what was important
to their, quality of life, residents were also asked an open-ended question pertaining to the
same issue. The residents identified a number of different variables as important to
providing them with a good quality of life. The most frequently endorsed responses
included family, leisure activities, care received from staff, physical health, friends, and
physical environment. These responses were very similar to those provided by residents
in previous research studies (Aller & Coding, 1995; Guse & Masesar, 1999; Oleson et
al., 1994).

Considering the paucity of research conducted on this issue and the small

sample sizes utilized in previous research, the present study provided much needed
additional support for previous findings.
A number of the variables that were identified through the regression analyses as
important to predicting quality of life in the present resident sample, were not the
variables most commonly endorsed in the open-ended question. Examples of such
variables include perceived control, spirituality, meaning in life, and optimism. There are
a number of reasons why the discrepancy between the open-ended and quantitative
findings may have occurred. One reason for this discrepancy may be amethodological
one. Schwarz (1999) indicated that the way in which aquestion is asked influences the
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responses that are provided, and that this issue is quite apparent when the responses of
open and closed response formats are compared.

For instance, when participants are

presented with response alternatives the intended meaning of the question is often
clarified, and the alternatives may remind the individual of responses they may have
otherwise not considered providing. According to the findings of researchers in the area
of social cognition, people do not retrieve all information that may potentially be relevant
to aspecific topic (Bodenhausen & Wyer, 1987). Rather, once enough information has
come to mind to provide a response they limit the search for additional information.
Therefore, the response is based upon the relevant information that is most accessible.
For instance, for individuals, such as continuing care residents, who suffer from anumber
of health problems, responses involving their health are likely more accessible.
Another explanation for the discrepancy is related to the cut backs that were
occurring at the time the research data was being collected.

A number of the factors

identified by the residents when they were asked the open-ended question were related to
services that had been cut, such as nursing care and leisure activities. It is likely that these
responses were more salient in the minds of the residents, as they were frequent topics of
conversation in the continuing care facilities at the time the data was being collected.
Variables Important to Resident Quality of Life: Comparison of Resident and Staff
Perspectives
In addition to comparing the present sample of resident's perceptions of what is
most important to quality of life to prior research findings, acomparison of resident and
staff responses was also conducted. Open-ended questions and the importance items from
the QOLPSV were used to conduct this comparison.

The results from the present
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comparison of the open-ended responses were quite consistent with that from previous
research, which had determined that resident and staff perspectives of what is important
to quality of life are quite similar (Cohn & Sugar, 1991; Oleson et al., 1994). More
specifically, residents and staff both ranked relationships with family members, care from
nursing staff, and leisure activities within the five most important factors to resident
quality of life.

However, in prior research (Cohn & Sugar, 1991), residents tended to

place less importance on nursing care than staff,which was not the case in the present
study. This discrepancy is likely due to the fact that the present sample of residents were
residing in facilities that had recently decreased the number of staff per shift, which likely
impacted the efficiency and quality of care delivered. In an informal manner, anumber
of residents expressed concern to the researcher about the changes in the care they were
receiving, including longer waiting times for medical care and for assistance with
activities of daily living including toileting. Residents also spoke of being woken early in
the morning so that their personal care could be completed before the morning shift came
on duty.
A major discrepancy identified from the open-ended responses involved physical
health being ranked significantly higher by the residents than the staff participants. Only
one staff member identified this variable as important to the quality of life of residents,
while almost aquarter of the residents identified the variable. Considering the high rate
of chronic health problems in the resident population, it is rather surprising that more
staff did not provide physical health as aresponse (Loomis & Thomas, 1991). The staff
shortages may have resulted in staff responses focusing on the delivery of health services
for these physical health problems, rather than the health problems themselves. In
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addition, health problems are so normative in the continuing care environment that staff
may have overlooked them as important predictors of quality of life.
Similar to the responses from the open-ended question, there were anumber of
similarities and a few differences between the resident and staff responses on the
QOLPSV importance items.

Of particular interest is that the number of discrepancies

varied depending on the group of staff members being examined. The largest discrepancy
was found between the perceptions of the administrators and residents, while no
significant differences were identified between resident and nursing assistant/licensed
practical nurse importance ratings, and only one difference between nurses and residents.
In aqualitative research study, Cohn and Sugar (1991) also found that the responses of
nursing assistants were most similar to those of residents. Rousseau and Kukulka (2003)
suggest that the perceptions of nursing assistants/licensed practical nurses and nurses are
likely more similar to those of residents, as these staff members frequently interact with
the residents and come to know what they need, value, and desire in their lives.

It is

likely that the contact goes beyond physical care to include broader discussions of social
(e.g. family) and emotional issues. In addition, nursing assistants/licensed practical nurses
have been found to develop peer like relationships with residents, and empathize more
fully with residents' current life challenges (Brannon & Bodnar, 1988).
The findings from the comparison of resident and staff perceptions of what is
important to resident quality of life raises concern over how decisions are made in
continuing care facilities.

The results of the present study indicate that nurses and

nursing assistants/licensed practical nurses have knowledge that is important when
making decisions that impact residents' quality of life, as they are most aware of resident
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perceptions. However, administrators have the largest role in decision-making, but are
most removed from the day-to-day lives of residents.

One obvious adjustment to

decision making in the continuing care environment would involve providing nurses and
nursing assistants/licensed practical nurses with amore active role. Stein, Linn, and Stein
(1986) found that higher quality continuing care facilities provided their nursing
assistants with a more active role in decision making. This increased role could be
achieved through team building. Litchenberg, Strzepek, and Zeiss (1990) implemented a
team building approach called Interdisciplinary Team Training in Geriatrics in a
continuing care facility. The researchers found that nursing assistants/licensed practical
nurses became an important part of the care team after receiving training on team
development and functioning (e.g.

conflict resolution, assertive communication).

Through this team building approach nursing assistants/licensed practical nurses became
more empowered, and took amore active role in planning resident care. Considering that
these staff members' perceptions of quality of life are most similar to those of residents,
their increased involvement in care related decisions would likely lead to an improvement
in resident quality of life. Another important option is to increase resident involvement
in decision making, as research indicates that it is more accurate to collect information
pertaining to quality of life from the affected individuals themselves rather than collateral
sources (Bassett, Magaziner, & Hebel, 1990; Logsdon et al, 1999). In addition,increasing
resident involvement in the decision making process itself would likely increase resident
quality of life, as being apart of this process provides resident with an additional purpose
in life and increased control. Examples of programs that have increased resident
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participation in decision making will be discussed later (Agbayewa, Ong, & Wilden,
1998).
Recommendations for Improving Quality ofLife in the Continuing Care Environment
In addition to the factors that are important to providing residents with agood
quality of life, resident and staff recommendations for improving quality of life in the
continuing care environment were compared. The recommendations provided by the two
groups were quite similar, and included increased staffing, heightened quality of care and
more personalized care, and increased availability of quality leisure activities. The
responses provided by the three levels of staff were fairly consistent. There is limited
data to compare these findings to; however, the present responses varied somewhat from
Oleson et al.'s (1994) findings. These findings indicated that residents and staff thought
that the quality of life in the continuing care environment could be improved by focusing
on the following areas (a) professionalism/individuality, which included variables such as
being able to cope with stress, autonomy, self-worth, having aprivate space, and keeping
possessions at the facility; (b) connectedness, which consisted of interacting with family
and friends, pets, and religion; and (c) physical functioning, which referred to being able
to

complete activities of daily living and participate in leisure activities. The

recommendations made in the present study appear to be related to the areas in which cut
backs took place, while this study was being conducted.
Resident worries impacting their current quality of life and assurances needed to
preserve their future quality qf4fe
When asked what worries they had that were currently affecting their quality of
life, and what kinds of assurances they needed to help preserve their future quality of life
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residents provided complementary responses. For instance, the residents' most frequent
worry was their physical health, while the most common assurance they asked for was
that their physical health would improve or at least remain the same into the future. The
second most frequent worry pertained to limited mobility and physical functioning, which
is likely related to the concern that one will not be able to complete tasks independently
and will need assistance from staff.

This conclusion is supported by the residents'

frequent response that they needed the assurance that quality care would be accessible in
the future and that an adequate number of staff would be available to provide this care.
Contrary to the present study, other researchers have found that concern about the health
of loved ones was one of the most common worries for residents and communitydwelling elderly (Hertzsprung, Konnert, & Brinker, 2004; Skarborn & Nicki, 1996;
Wisocki, 1988).
Future Quality ofLife: Resident and Community-Dwelling Elderly Comparison
Based upon this writer's knowledge, this is the first study to examine resident
concerns related to future quality of life. The most frequent concerns identified by the
residents in descending order included, (a) declines in physical health, (b) quality care
being available, (c) decreased physical functioning and mobility, and (d) loss of
independence.

When compared to the concerns identified by Fry (2000b) with a

community-dwelling elderly

sample,

these concerns

were quite different.

More

specifically, the most common concerns stated in Fry's (2000b) study included, (a) dying
with limited finances, (b) having no social support at the end of life, (c) conflict and
tension in treatment by family members and in family relationships, (d) being completely
disabled, and (e) being the victim of violence or elder abuse. Fears around becoming
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physically disabled was the only concern identified frequently by both samples. It is
likely that the differences between the responses of the two older adult samples are a
reflection of their different living conditions. For instance, residents are likely not as
concerned about dying with limited finances, as they know that their basic needs will be
met through the continuing care facility with government subsidy if required.

Also,

concerns over having no social support at the end of life may not be as large aconcern for
residents as they do not reside alone, but rather in an environment with fellow residents
and staff that may provide such support. Even if residents have not formed close
relationships with staff or fellow residents, they know that they are less likely to die alone
when residing in acontinuing care facility. For instance, the facility in which this study
was conducted has volunteers that sit with residents when they are dying.

In addition,

living in an environment with access to support from fellow residents and staff, may
make one less concerned about conflict with family members. Community-dwelling
elderly may not fear losing their independence to the same degree as residents, as they do
not reside in an environment in which their independence has been limited and they do
not regularly witness other individuals becoming more and more dependent on others as
their health declines.
Implications for Improving the Quality ofLife of Continuing Care Residents
Assessing Resident Quality ofLife
The results of this study suggest that, in addition to assessing aresident's overall
quality of life, it would be beneficial to assess those areas that are predictive of a
resident's quality of life. While some of these areas are assessed regularly (e.g., physical
and functional health), others are not addressed (e.g., meaning in life, optimism), or
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addressed in asuperficial manner (ie. personal values and spiritual beliefs). In terms of
the facilities where the current sample resided, the areas that are regularly assessed are
those that nursing staff monitor, such as the amount of assistance that residents require to
complete activities of daily living, and health problems. These areas are assessed with
objective and subjective measures. Issues such as personal values and spiritual beliefs are
usually addressed through informal discussions between staff and residents.
A more extensive assessment that included assessing aresident's overall quality
of life plus areas that are predictive of resident quality of life would fulfill several
purposes. Assessing the areas related to quality of life would provide greater direction for
the implementation of specific interventions. This direction may be beneficial at an
individual and afacility level. Although residents have many similarities, they are also a
heterogeneous group and therefore certain variables may be affecting the quality of life of
one resident more so than another. Therefore, the most impactful intervention may vary
somewhat from resident to resident.

For instance, some residents may benefit from

finding meaning in their life, while others need to gain more control over their
environment. Similarly, it is likely that the areas continuing care facilities need to focus
on in order to improve the quality of their residents' lives is different across facilities, as
the structure, philosophies and available services often vary across continuing care
facilities. In addition, identification of residents with alow quality of life, facilities with a
lower overall quality of life, and specific areas that need to be focused on in order to
improve quality of life, assists in the allocation of funding, volunteer resources, and the
development of programs.
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In the United States of America continuing care facilities are required to use a
standardized resident assessment instrument, called the Minimum Data Set (MDS), which
could be utilized to assess factors related to resident quality of life (Zimmerman, 2003).
Facilities are required to administer the MDS to aresident upon admission, annually, and
when a significant change in status is noted. The MDS provides a comprehensive
assessment of residents' needs, and contains items pertaining to cognitive and
communication patterns, daily routine of residents, psychosocial well-being, and physical
functioning to name a few. Data from the MDS can be used to identify an area of
concern, and further assessment can be carried out to identify the specific problem, the
source of the problem, and develop an intervention (Zimmerman, 2003). In addition, to
providing information on aspecific resident, the MDS can also be used to obtain useful
infonnation on specific continuing care facilities. Researchers have utilized data from the
MDS to measure anumber of variables that may be related to quality of life. For instance,
in a study examining the quality of residents lives, Gilbart & Hirdes (2000) used the
MDS to measure cognitive status, social engagement (e.g. at ease when interacting with
others, participates in group activities), pain, and physical and cognitive deterioration.
The MDS is currently being considered for use in Alberta, which will likely assist in the
assessment of factors impacting the quality of life of continuing care residents.
Implications for Clinical Practice
Improving quality of life is seen as amuch desired outcome of service provision,
and research on quality of life can serve to guide the allocation of resources and the
implementation of impactful interventions (Raphael, Renwick, Brown, & Rootman,
1996).

Based upon the results of the present study, personal values/spiritual beliefs,
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access to community resources, carrying out practical daily activities, meaning in life,
optimism, and perceived control/autonomy are the main areas that should be targeted in
order to improve the quality of life of continuing care residents. Of these areas, meaning
in life and perceived control/autonomy should be targeted first, as these variables were
the most important predictors of quality of life in the present sample.
Considering the fiscal constraints that continuing care facilities currently face, it
would be unreasonable to propose that all interventions detailed in this section should be
aimed at every resident. Rather, these interventions should be directed towards residents
at risk of experiencing alow quality of life and those already reporting alow quality of
life. As discussed in the above section, at risk residents can be identified by assessing all
residents with aglobal quality of life measure, and assessing the variables, in particular
meaning in life and perceived control/autonomy, that have been identified as important to
the quality of life of residents.
Considering the findings of the present study, setting policies that encourage
perceived control/autonomy are necessary to improving quality of life in the continuing
care environment. Currently, residents' desires to become more autonomous often
conflict with the highly structured, resource-scarce environment of a continuing care
facility. Institutional environments generally run counter to the idea of autonomy, greatly
limiting the ability of an individual to control decision-making and other activities.
Stringent regulations and routines, as well as the physical and cognitive limitations of the
resident can create obstacles for resident decision-making (Frytak, 2000). Before resident
autonomy will increase, a shift must occur from the current perspective that staff are
responsible for making decisions in the best interest of residents (Winnette, 1989). The
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new perspective needs to integrate the concepts that residents are responsible for their
own decision making, and that staff fulfil an advisory role.
The fact that the promotion of resident autonomy is amajor focus of the Omnibus
Budget Reconciliation Act of 1987 (OBRA), further emphasises the importance of this
issue in the continuing care environment (OBRA, 1987). OBRA was developed to
improve continuing care regulations and services in the United States of America.
Restoring resident dignity and self-determination is a major focus of OBRA, which
attempts to shift continuing care from amedical model to one that emphasises quality of
life.
Researchers have found that providing residents with choice is one way in which
to increase autonomy and in turn quality of life. Martin and Smith (1993) identify several
ways in which autonomy/perceived control can be increased through leisure activities,
such as involving residents in activity planning, providing activities to choose from, and
offering activities based on individual needs and preferences. Duncan-Meyers and
Huebner (2000) found that greater choices pertaining to leisure activities led to high rates
of quality of life in continuing care (Duncan- Meyers, & Huebner, 2000). In addition, the
researchers found that increased choices around self-care also have asimilar affect on
resident quality of life.
Even though providing choices to residents can improve their quality of life, Nick
(1992) found that it was an action rarely taken by nursing assistants and licensed practical
nurses. For example, 30% of the staff did not provide residents with any choices while
assisting them with dressing, and 87.5% of the staff provided no choices about
participating in group activities.

Providing choices can be as simple as asking what a
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resident would like to wear, if he/she would like sugar in her/his coffee, and what group
outing he/she would like to attend. Critics may state that providing residents with choices
involves extra time that staff do not have to spare; however, Nick (1992) found that many
choice giving behaviours did not take extra time. In addition, researchers have found that
residents with greater perceived control are rated by staff as having better health status,
fewer functional and behavioural difficulties, and demand fewer medical services
(Mercer & Kane, 1979; Rodin & Langer, 1976; Timko & Moos, 1991). Therefore,
working to increase resident control/autonomy may actually reduce the amount of staff
time needed by residents.
Creating amore active role for residents in their unit or facility can also increase
resident control. For instance, establishing resident counsels and advocacy groups can
provide a venue in which residents' concerns are discussed and resolved. Agbayewa,
Ong, and Wilden (1998) implemented regular resident-staff meetings on a continuing
care unit, with the goal of providing aforum for discussing issues that affected the lives
of the residents. In addition, the meetings provided an opportunity for new residents to
introduce themselves and meet fellow residents and the staff. The researchers found that
the group empowered residents, created asense of community, and improved residentstaff relations, leading to increased quality of life.
In another control enhancing intervention study, Moran and Gatz (1987)
randomly assigned residents to atask-oriented group, insight-oriented group, or wait-list
control group. The task-oriented group designed and implemented awelcoming project
for newly relocated residents, while the insight-oriented group utilized a number of
themes to generate discussion on personal concerns. Both groups experienced a
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significant increase in control in comparison to the control group. In addition, the taskoriented group members reported asignificantly higher life satisfaction than the other two
groups.
Langer and Rodin (1976) conducted astudy that examined the effects of increased
self-responsibility and choice in the continuing care environment. The first group of
residents was given achoice of participation in specific activities, and was given alecture
on the importance of taking responsibility for their own care. The second group of
residents was given amore limited choice of participation, and was told to let the staff be
responsible for them. The residents were also given aplant. The first group was informed
that they were responsible for the plant, while the other group was told that staff would
care for it. General sense of well-being, alertness, and active participation improved
significantly in the first group, but not in the second. In asimilar study, Mercer and Kane
(1979) confirmed these findings.
In addition to increasing resident autonomy, steps must be taken to increase the
meaning or purpose in residents' lives. Although it is often achallenge for residents to
find something that provides them with meaning or a purpose due to their unique
circumstances, there are a number of avenues that can be explored.

For instance,

researchers have found that residents spend almost half of their day alone, even though
relationships and spending time with others creates meaning in one's life (Pruchno &
Rose, 2002). Therefore, continuing care facilities should focus on creating environments
in which residents can form friendships, promote more frequent visits from family and
friends, and assign volunteers to those residents with limited social contact. In addition to
relationships with other people, the meaning in resident's lives can also be increased
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through arelationship with God and spirituality. Many continuing care facilities have
spiritual care staff that lead chapel services and spend time discussing spiritual beliefs
with residents. However, these staff are limited, and therefore such opportunities are
minimal for individual residents.

In addition, many religious denominations are not

represented by the spiritual care staff. Continuing care facilities could provide residents
with more opportunities for worship, and discussion of spiritual beliefs by seeking out
volunteers from a variety of community churches that represent a range of religious
denominations.
Meaning and purpose in life can also be promoted through participation in
activities that help others, such as knitting blankets for less fortunate children and helping
children read. Altruistic behaviours have been found to increase an individual's meaning
in life.

For instance, Magen and Aharoni (1991) found that adolescents that were

involved in volunteer activities, such as Big Brothers and working with individuals with
disabilities, reported greater meaning in life than their peers who were not involved in
such activities. There are tasks that many residents can complete on their unit that would
provide them with asense of purpose, such as welcoming and orienting new residents to
the facility, caring for the unit pet, attending counsel meetings, and setting the tables for
meals.
Life review or reminiscence is a form of therapy that can potentially assist
residents in increasing the meaning in their lives by reaffirming a sense of identity,
reducing feelings of loss and isolation, and recalling what gave one meaning in the past
(Butler, 1963). The main technique in reminiscence and life review therapy is to have
continuing care residents reflect upon the key events of their lives. A number of
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researchers have examined the effect of life review or reminiscence therapy on the
quality of life of continuing care residents. Some researchers have found that this form of
therapy increased quality of life (Cook, 1998; Haight, Michel, & Hendrix, 2000), while
others did not find arelationship between life review or reminiscence therapy and quality
of life (Cook, 1991; Schafer, Berghorn, Holmes, & Quadagno, 1986).
A continuing care facility is acommunity within itself, and the main community
of which residents are members.

Due to their physical and cognitive limitations,

residents are often detached from the larger community in which their facility is located.
Increasing resident contact with this larger community will improve the quality of
residents' lives. In order to increase resident contact with their community, physical
accessibility must be improved.

This improvement may be achieved by developing

secure walkways and designing easy entrance and exits to the continuing care facility. In
addition, access to manual or automatic wheelchairs that are compact and easy to
maneuver would increase independent outings. For instance, facilities could have
automatic wheelchairs that residents are trained on and then rent for outings. For those
residents who are unable to venture into the community alone, volunteers to assist them
in doing so would be beneficial. Many residents participated in -organizations, such as
churches and recreational facilitates, prior to relocating to a continuing care facility.
Whenever possible, it would be beneficial to a resident's quality of life to continue
attending these organizations.

Unfortunately, some organizations are no longer

accessible to individuals once they move into acontinuing care facility.
There are several steps that can be taken to improve the quality of residents' lives;
however, the fact that most facilitates operate under amedical model makes taking these
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steps more difficult. The medical model emphasizes the treatment and isolation of
individual's physical and functional health problems, and provides the greatest authority
to medical staff (Kari & Michels, 1991). A number of researchers have designed alternate
models of care with the goal of improving quality of life in the continuing care
environment.

One such model comes out of the Lazarus Project, and is considered a

community model (Kari & Michels, 1991. Within this model, collaborative rather than
hierarchical relationships are built, and democratic governance is used to make decisions
and develop policy. Although medical professionals often have the technical information
required for decision making and policy development, all members of the community are
recognized to have knowledge that would contribute to these processes. Residents, staff,
family members, and volunteers are all considered part of the community and participate
and influence decision-making.
A -second model of care that attempts to move continuing care away from the
medical model is the Eden Alternative. Thomas (1996) developed this model of care,
with the intent to provide ahuman homelike environment for continuing care residents
that values caring and compassionate experience that is full of variety and spontaneity (as
cited in Tavormina, 1999). There are several qualities of an Eden-like continuing care
facility, including (a) recognition that boredom, helplessness, and loneliness lead to most
of the suffering in continuing care, (b) adoption of the human habitat model in which
children, pets, and plants are the axis around which daily life turns, (c) accessibility to
companionship, (d) promotion of resident participation in maintaining the human habitat,
(e) decreased emphasis on scheduled activities and promotion of spontaneity, (f)
decreased emphasis on the importance of medication, (g) provide residents and those
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closest to them with as much decision-making power as possible, and (h) focus on the
continual growth and maintenance of the human habitat. Hinman and Heyl (2002) found
that the Eden Alternative led to improved physical and social functioning in asample of
continuing care residents. In comparison, Coleman et al. (2002) found no improvements
in physical functioning after one year of implementing the Eden Alternative. Rather, the
researchers found increases in falls, nutritional problems, increased demand for nursing
care, and staff turnover. Coleman et al. (2002) stated that these negative results may
indicate that one year is not enough time to demonstrate the positive impact of the Eden
Alternative.
The Quality of Life Nursing Care model was also designed to enhance the lives of
residents by shifting the focus of nursing care from tasks and procedures to the holistic
needs of continuing care residents (Cox et al., 1991). The goal of this model is to provide
residents with greater control and participation in their own care. The Quality of Life
Nursing Care model consists of 4main components, including (a) staff provide residents
with the greatest amount of control and choice possible, (b) residents are permanently
assigned full-time nursing assistants to provide their care, (c) residents have a case
manager nurse who is responsible for the integration and management of their care, and
(d) scheduling of care and activities is based largely upon the residents' desires. Cox et
al. (1991) found that this model increased perceived control, choices, aiid -psychological
well-being, and resulted in declines in health status and self-care competence.
In addition to instituting new models of care, researchers also speak about the
importance of matching individuals to continuing care environments (Lawton, 1970;
Timko & Moos, 1991). Timko and Moos (1991) identified six distinct types of social
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climates that can be utilized to describe continuing care facilities. The researchers
highlight the importance of matching residents to the climate that will best meet their
personal needs and desires. It is assumed that doing so will lead to easier adaptation to
residing in acontinuing care environment and increased quality of life. Lawton (1970)
identified several areas that can be assessed to optimize the match between an individual
and continuing care environment, such as the specific medical services the individual will
require, functional health, ability to make decisions, and type and amount of social
contact desired. Considering the heterogeneity of the continuing care population,
matching residents to continuing care environments is an important concept. One
characteristic that has been considered when conducting such a match is selfdetermination or the degree to which 'residents strive to interact with their environment in
an autonomous manner.

O'Connor and Vallerand (1994) found that residents with a

higher desire for autonomy adjusted better to continuing care facilities that provided more
opportunities for choice and freedom, while residents with lower self-determination did
better in facilities that provided fewer choices and freedoms.
Although several recommendations for improving the quality of life of continuing
care residents were made in the present study, it is recognized that many of these
recommendations are dependent upon increases in government funding.

As became

evident during the course of conducting this research project, the amount of funding
provided to continuing care facilities does not cover the costs of the services desired by
the residents, and has even resulted in areduction in the services that facilities can offer.
The limited availability of funds has adirect impact on the quality of life of residents by
resulting in reductions in staff, services, and leisure activities.
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Many continuing care residents live on a fixed income consisting mainly of
government pension dollars, of which the majority goes towards covering their monthly
fee at the continuing care facility. This monthly fee usually covers basic needs including
nursing care, medications, and food. At the time this study was conducted, monthly fees
increased leaving many residents with limited spending money. Therefore most residents
did not have the extra income to independently fund goods and services that would
improve their quality of life. For instance, many residents would benefit from hiring a
personal companion afew hours aweek, obtaining additional physiotherapy, and joining
programs outside the continuing care facility. Government policies and societal attitudes
will have to change before an increase in resources will be made available to continuing
care facilities. While it is important that residents continue to advocate for change, other
parties must also take on this advocacy role including family, friends, health care
professionals, and society at large.

As governments will likely continue to face fiscal

constraints, it is imperative that citizens plan for their older years, so that they are able to
augment the goods and services provided to them in continuing care facilities.

Limitations of the Present Study
The present study had anumber of limitations. The first limitation is the size of
the resident, and, in particular, the staff samples.

Although the size of the resident

sample did not preclude conducting the major analyses that were planned for the present
study, it did prohibit carrying out additional analyses that would have been quite
informative. For example, it would have been useful to factor analyze the QOLPSV in
order to determine if the factor structure of this measure in the continuing care population
is consistent with the subcomponents of the Being Belonging and Becoming model. This
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additional analysis would have assisted in modifying the measure further for use with
continuing care residents, and assist in further clarifying the conceptualization of quality
of life in this population. In addition, the size of the resident sample limited the number
of independent variables that could be entered into aregression analysis. In particular, it
would have been of interest to run astep-wise regression with all the predictors examined
in this study, including the 9predictors from the Being Belonging and Becoming model,
perceived control, optimism, life purpose, will to meaning, and future meaning. This
analysis would have provided additional infonnation on which variables are most
predictive of quality of life in continuing care residents.
In comparison to the resident sample, the size of the staff sample posed alarger
concern.

Due to the small sample size, the reliability of the comparisons between

residents, administrators, registered nurses, and nursing assistants/licensed practical
nurses was influenced. More specifically, since there were only ten staff members per
group, the responses of one participant could potentially have a large impact on the
overall group response. In addition, the small staff sample precluded acomparison of the
rank orders across the three levels of staff. Another concern with the staff sample is that
the participants were not randomly selected. This was only aconcern for the registered
nurses and nursing assistants/licensed practical nurses, as all administrators were
sampled. The staff sampled mainly worked days, and it is possible that individuals that
work evenings may have different perceptions on quality of life. There may be additional
ways that the present staff sample varied from other continuing care staff. For instance,
staff that agreed to participate in this study may have been those individuals that were
more aware of and had greater concerns over issues related to resident quality of life.
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In general, sample sizes were small due to the unique challenges that are faced
when conducting research in acontinuing care environment and the exclusionary criteria
in the present study. Although consent was obtained from the vast majority of residents
that met criteria for the study, many residents could not be included in the study due to
severe cognitive impairment, impaired hearing, inability to communicate, frail health, and
a lack of fluency in English.

The requirement that individuals had to reside in the

continuing care facility for 6 months before they were eligible for the study further
decreased the number of residents appropriate for the study.

It appeared that many

residents met criteria for the study upon relocation, but after a6month period many had
experienced significant declines in health and cognitive functioning, or passed away. The
size of the staff sample was limited by the small number of administrators that were
employed within the program that provides services to the residents involved in the
present study.
A second limitation is the generalizability of the study. The current sample of
continuing care residents was select, as anumber of exclusionary criteria (e.g., cognitive
status) prohibited asignificant proportion of residents from participating. In addition, the
sample had no cultural variation, as 99.2% of the sample were Caucasian. Although this
lack of cultural variation is an issue for the generalizability of the findings, it is also a
limitation as this study does not include non-Caucasian residents who are likely at an
even higher risk for alow quality of life, particularly if English is not their first language.
The results from this study represent the conceptualization of quality of life in four
continuing care facilities administered by one organization; however, it is unclear how
accurately these results reflect quality of life in facilities run by other agencies. For
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instance, it is likely that continuing care agencies have distinct organizational structures,
philosophies of care, and approaches to providing residents with agood quality of life. In
addition, the present resident sample resided in non-profit continuing care facilities. It is
possible that the level of quality of life and the factors that impact quality of life vary in
private facilities.
The third limitation of the present study is the limited endorsement of avery low
quality of life on the QOLPSV by the residents. No residents scored below the
Problematic Range on the QOLPSV scale. The lowest total scale score was -.99, when
the lower limit of the scale is -3.33. Although it is positive that no residents scored in the
Problematic Range, arestricted range of scores statistically limits the ability to predict.
There are anumber of possible reasons why there was arestricted range on the QOLPSV,
including: (a) residents experiencing very low levels of quality of life may have been less
willing or able to participate, (b) residents may have overreported the quality of their life
due to concerns over confidentiality, (c) the exclusion criteria (i.e cognitive status,
aphasia, English second language) may have limited those with the lowest quality of life
from participating, (d) there may have been bias at the point at which staff provided the
list of potential resident participants, and (e) individuals residing in these continuing care
facilities do not experience an extremely low quality of life.
The fourth limitation pertains to the comparison made between the present sample
of continuing care residents and Raphael et al.'s (1998) sample of community-dwelling
elderly. Although significant differences in quality of life ratings overall and for all the
subcomponents of the Being Belonging and Becoming model were found, these groups
differed on a number of factors.

The continuing care sample was older, and alarger
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percentage were widowed or single, and rated their physical health as poor. In addition,
there was no information available on the cognitive status of the community-dwelling
elderly sample, but it is most likely that the resident sample had alower level of cognitive
functioning. So while an attempt was made to examine differences in quality of life in
two

elderly populations

residing in different circumstances

(institutional versus

community), the two samples were quite different on other characteristics.
The fifth limitation is that anumber of variables that were not included in the
regression analyses could he important predictors of quality of life in the continuing care
environment. Some of the variables that were identified through the open-ended
questions were not assessed with standardized measures, and therefore could not be
entered into the regression analyses. These variables include quality of care received
from medical staff, quality of food services, number of staff available to provide care,
and attitudes of staff towards residents (Glass, 1988; Guse & Masesar, 1999). Although
some of these variables are represented by one item on the QOLPSV under the
Community Belonging subcomponent, adding a subcomponent dedicated to quality of
care and related staffing issues could potentially increase the predictive power of the
modified quality of life model.
The final limitation of the present study is the time period in which data was
collected at the continuing care facilities. Around the time that the data collection was
initiated, the agency underwent funding cuts, which resulted in drastic staffing and
programming changes. A number of full-time nursing positions were eliminated, which
res
ulted in part-time and casual staff becoming more responsible for resident care.
Bitzan and Kruzich (1990) indicated that such ashift in staffing results in decreased staff
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awareness of residents' unique care needs, and diminishes the degree to which
relationships between residents and staff can be established.

In addition to nursing

positions, there was a large reduction in physiotherapy and occupational therapy
positions, resulting in many residents no longer receiving these services. Funding to the
recreational department was also cut significantly resulting in adramatic reduction in
recreational staff and programs. It is likely that the staff and programming changes the
facilities had undergone made certain issues, such as the need for more staff, government
funding, and leisure activities, more salient in the minds of residents and staff when they
responded to the questions from the present study.
Future Directions
The findings from the present study raise several issues that require further
research. This study extended an existing model of quality of life for continuing care
residents. It is important that the model is tested in another continuing care sample, and
preferably a sample that is not undergoing significant staff and program changes. In
addition, obtaining alarger sample of residents residing in facilities operated by more
than one continuing care provider would assist in determining the generalizability of the
present results. It is apparent that facilities vary in terms of the degree to which they
promote autonomy, and opportunities for meaningful activities. It may well be that the
predictors that are most impactful on residents' quality of life are to some extent settingdependent. For instance, if residents reside in afacility where great care is taken to assure
that residents have choice and daily routines are not controlled by staff, perceived control
may be the strongest predictor of quality of life.
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Considering the findings from previous research indicating that perceived control,
optimism, and meaning in life are important to the prediction of quality of life in
community-dwelling elderly and the results of the present study, it is likely that the
addition of these variable to the Being Belonging and Becoming model would also
increase its predictive power in community elderly. Therefore a study similar to the
present one, could lead to afurther clarification of the conceptualization of quality of life
in this population.
In terms of generalizability, culture is another issue that requires further
examination

in

the

continuing care environment.

As

the present

sample was

overwhelmingly Caucasian, it is unclear whether the predictors of quality of life are the
same across individuals of different cultural backgrounds residing in continuing care
facilities. This is atimely research question, as more non Caucasian individuals appear to
be relocating to continuing care facilities, and it is likely that these often non-English
speaking individuals are at an increased risk for alow quality of life. In acommunity
based study, Reker and Wong (1985) found that Chinese elderly perceived aging related
problems as more serious and rated their well-being lower than Caucasian elderly. The
researchers suggest that these results reflect the compounded effect of normal biological
changes associated with aging and the disadvantages associated with being from a
minority group. It is conceivable that Reker and Wong's (1985) findings will generalize
to the continuing care environment. Continuing care facilities have recently opened units
that exclusively serve specific ethnic groups (e.g. Asian elderly), in the hopes of
providing them with better services. It is important to examine quality of life in these
settings as opposed to traditional continuing care settings. Although no studies could be
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located that examined the conceptualization of quality of life in non-Caucasian residents,
this issue has been studied in community-dwelling elderly.

In one such study, the

researchers identified the following five dimensions of quality of life in a sample of
Asian elders, (a) harmony, (b) interdependence, (c) acceptance, (d) respect, and (e)
enjoyment (Ingersoll-Dayton, Saengtienchai, Kespichayawattana, & Aungsuroch, 2001).
Some of these dimensions overlap with the predictors of quality of life identified in
Caucasian elderly, while others do not.
Conducting astudy with alarger sample would also enable afactor analysis of the
QOLPSV and an examination of the items on this measure. This examination may result
in the identification of some items that are not as relevant to the continuing care
population, as they are to the community-dwelling sample upon which they were
originally designed. Replacement of some items with more appropriate items may lead to
ameasure that better assesses quality of life in the continuing care population.
Another area of future research involves the utility of using a quality of life
measure that obtains both importance and satisfaction ratings. Although, using both
ratings has intuitive appeal, weighted and un-weighted summary scores tend to correlate
very highly (Trauer & Mackinnon, 2001). By using the most parsimonious instrument to
assess quality of life, administration time would be reduced. This reduction is avaluable
benefit when conducting research with apopulation where data collection tends to take
longer and is often tiring for residents.

In the present study, the step-wise regression

results are quite similar when the combined importance-satisfaction scores are used and
when only the satisfactions scores are entered. However, administering the importance
items first may impact resident responses on the satisfaction items, and therefore astudy

160

needs to be conducted in which one sample responds to both the importance and
satisfaction items, and another sample only responds to the satisfaction items.
The present study presented some preliminary results on the perceptions of
different levels of staff, which make it evident that further research in this area would be
beneficial. In particular, this line of research may impact the process of decision making
in continuing care. This line of research would require carrying out large multi-site
studies in order to obtain alarge sample of administrators.
As the present study has lead to aclarification of quality of life in the continuing
care environment, it is important that researchers and continuing care staff take steps to
develop and implement interventions that have the potential to improve resident quality
of life. Researchers and continuing care staff may face obstacles as they work towards
this goal; however, the positive changes that residents experience in their lives will
outweigh the challenges that must be overcome.
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Appendix A
Continuing Care Resident Informed Consent Form

INFORMED CONSENT
(Resident Assessment)
Research Project Title: Quality of Life in the Continuing Care
Environment: Resident and Staff Perspectives
Investigators: Dr. Candace Konnert, Liza Stelmach, MSc.
Phone: 220-4975
This consent form, a copy of which has been given to
you, is only part of the process of informed consent. It
should give you the basic idea of what the research is about
and what your participation will involve. If you would like
more detail about something mentioned here, or information
not included here, you should feel free to ask. Please take
the time to read and listen to this form carefully and to
understand any accompanying information.
This study will assist in improving the quality of life of
continuing care residents by fulfilling four goals. First, this
study will determine the factors that are most important to
the quality of life of residents.
Second, this study will
examine why some residents experience a good quality of
life in a continuing care facility, while others do not, in spite
of similar living circumstances. Third, this study will compare
resident and staff views on quality of life in acontinuing care
facility, and will also compare resident and staff views on the
changes that could be made to improve resident's quality of
life. Fourth, this study will examine residents' concerns and
fears over their quality of life in the future.
To achieve these goals we would like to interview you
over one or two sessions, which will be no longer than one
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hour each. Initially, we will ask you about your background,
such as your birth date, your marital status, your education,
past occupation(s), and some questions about your memory.
We will also ask you about symptoms of depression,
physical health, the meaning you find in your life, how
optimistic you are about your life, how much control you feel
you have over your life, and some questions about factors
that may be related to the quality of your life and your
impression of your current and future quality of life. These
interview sessions will take place over atwo-week period, at
your convenience.
If there are questions you would prefer not to answer
that will be fine. Part of the interview may be audiotaped so
that we can go back and make sure that our information is
correct.
If you would prefer not to have your answers
audiotaped please let us know and we can omit that from our
procedure. You should know, as well, that the information
you give us will be kept confidential and will not be shared
with anyone you know.
Only persons working on this
research project will have access to the information you
provide in the assessment. We would also like to look at
your medical chart to obtain your birth date, and the date you
relocated to this continuing care facility. We will ask you to
indicate on this form whether we have your permission to do
so.
After you complete the interview, the questionnaire and
audiotape will be kept in a locked file at the University of
Calgary. This file will only be accessible to staff involved in
this research study. You will be given a number code and
will not be identified by name.
Furthermore, all the
information will be treated as group data and pooled across
many respondents. If you find the interview is too long
please let me know and we can stop and perhaps continue
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at a later time. Or, if you like, you can withdraw from the
study completely at any point in time. Whether or not you
choose to participate or continue in the study will have no
effect on the care you receive or on the attitudes of other
people towards you.
In the event that you suffer injury as a result of
participating in this research no compensation will be
provided for you by the University of Calgary, the Calgary
Health Region, or the researchers. You still have all your
legal rights. Nothing said here about treatment or
compensation in any way alters your right to recover
damages. Participation in this study does not involve risk or
discomfort other than the sensitivity and personal nature of
some of the questions. It has the potential to detect any
emotional difficulties you might be experiencing. In addition,
your participation may benefit other people residing in
continuing care settings by improving our ability to assess
and potentially improve quality of life. If you like, we will
provide you with a summary of our results at the end of the
study so that you can see how this research might help
others.
Your signature on this form indicates that you have
understood to your satisfaction the information regarding
participation in the research project and agree to participate
as a participant. In no way does this waive your legal rights
nor release the investigators, sponsors, or involved
institutions from their legal and professional responsibilities.
You are free to withdraw from the study at any time without
jeopardizing your health care. Your continued participation
should be as informed as your initial consent, so you should
feel free to ask for clarification or new information throughout
your participation. If you have further questions concerning
matters related to this research, please contact Liza
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Stelmach at 220-4975, or Dr. Candace Konnert at 2204976. If you have any questions concerning your rights as a
possible participant in this research, please contact Pat
Evans, Associate Director, Internal Awards, Research
Services, University of Calgary, at 220-3782.
YES

NO

Iconsent to participate in this
interview

YES

NO

Igive my permission for project
staff to view my medical chart.

Participant's
Signature:

Date

Print
Name:

Date

Legal
Guardian:
(if appropriate)

Date

Investigator and/or
Delegate's Signature

Date

Witness'Signature:

Date:

A copy of this consent form has been given to you to
keep for your records and reference.
Please check here if you would like to receive a
summary of the results of this study when we are
finished, in about two years time.
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Appendix B
Staff Recruitment Letter

Dear (name of staff member),
Promoting the quality of life of continuing care residents is becoming one of the most
important goals of continuing care.

As a doctoral student from the Department of

Psychology at the University of Calgary, under the supervision of Dr. Candace Konnert, I
am conducting aresearch study on the quality of life of residents. More specifically, this
study will examine resident and staff views on quality of life and the changes and
interventions that could be implemented to improve quality of life in the continuing care
environment.

Staff from a number of different positions in continuing care will be

interviewed for this study including, Site Leaders, Program Leaders, Registered Nurses,
Practical Nurses, and Nursing Assistants. You must have worked in continuing care for a
least one year in order to be eligible to participate.

Participation will involve being

interviewed for approximately 20 minutes in aprivate area at atime of your convenience.
All the responses that you provide in the interview will be kept confidential. If you are
interested in learning more about this research study please contact Liza Stelmach at 2204975 or lddalzel(Ziucalgaiy.ca.

Your participation in this study would be greatly

appreciated, and may impact the quality of life of continuing care residents in the future.

Sincerely,
Liza Stelmach, MSc., Doctoral Candidate
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Appendix C
Continuing Care Staff Informed Consent Form

-

INFORMED CONSENT
(Staff Assessment)
Research Project Title: Quality of Life in the Continuing Care Environment:
Resident and Staff Perspectives
Investiqator(s): Dr. Candace Konnert

Phone: 220-4976
Email: konnertucalgary.ca

Liza Stelmach, MSc.

Phone: 220-4975
Email: lddalzel©ucalgary.ca

This consent form, a copy of which has been given to you, is only part of
the process of informed consent. It should give you the basic idea of what the
research is about and what your participation will involve. If you would like more
detail about something mentioned here, or information not included here, you
should feel free to ask. Please take the time to read this carefully and to
understand any accompanying information.
This study will assist in improving the quality of life of continuing care
residents by fulfilling four goals. The first goal is to clarify the conceptualization
of quality of life in residents, and to determine which factors have the greatest
impact on residents' quality of life.
The second goal is to examine the
psychological construct of resilience in residents, and to determine why some
residents experience a good quality of life in a continuing care facility, while
others do not, in spite of objectively similar circumstances. Resilience is defined
as experiencing good outcomes in spite of serious threats to adaptation and
development. Third, this study will compare resident and staff views on quality of
life in-acontinuing care facility, and will also compare resident and staff views on
the changes and interventions that could be implemented to improve residents'
quality of life. Fourth, this study will examine resident's concerns and fears over
their quality of life in the future. You have been asked to participate in order to
fulfill the third goal of this study.
In order to fulfill goal three we will compare staff and resident responses to
questions on what factors are related to residents' quality of life, the importance
of certain factors to residents' quality of life, and what can be done to improve
quality of life in acontinuing care facility. Thus, we would like to interview you for
about 20 minutes to get your perspective on the quality of life of continuing care
residents.
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If there are questions you would prefer not to answer that will be fine. You
should know as well that the information you give us will be kept confidential and
will not be shared with anyone you know, including residents, or other persons
employed at Carewest. After you complete the interview, your questionnaire will
be kept in a locked file at the University of Calgary. This file will only be
accessible to staff involved in this research project. You will be given a number
code and will not be identified by name. Furthermore, all the information will be
treated as group data and pooled across many respondents.
In the event that you suffer injury as a result of participating in this
research no compensation will be provided for you by the University of Calgary,
the Calgary Health Region, or the researchers. You still have all your legal
rights. Nothing said here about treatment or compensation in any way alters your
right to recover damages. Your participation may benefit people who live in
continuing care facilities by improving our ability to assess and improve the
quality of life of residents. We will provide you with a summary of our results at
the end of the study so that you can see how his research might help continuing
care residents.
We can stop the interview at any time and perhaps continue at a later
time. Or, if you like, you can withdraw from the study completely. Whether or not
you choose to participate or continue answering questions will have no effect on
any aspect of your employment with Carewest, including your performance
evaluations.
Your signature on this form indicates that you have understood to your
satisfaction the information regarding participation in the research project and
agree to participate. In no way does this waive your legal rights nor release the
investigators, sponsors, or involved institutions from their legal and professional
responsibilities. You are free to withdraw from the study at any time. Your
continued participation should be as informed as your initial consent, so you
should feel free to ask for clarification or new information throughout your
participation. If you have further questions concerning matters related to this
research, please contact Liza Stelmach at 220-4975, or Dr. Candace Konnert
at 220-4976.
If you have any questions concerning your rights as a possible participant
in this research, please contact Pat Evans, Associate Director, Internal Awards,
Research Services, University of Calgary, at 220-3782.

Participant's Signature

Date
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Investigator and/or
Delegate's Signature

Date

Witness' Signature

Date

A copy of this consent form has been given to you for your records and'
reference.
If you would like to receive a summary of the results of this study when we are
finished, in about two years time, please fill out the information below:
Name:
Mailing Address:
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Appendix D
Demographic Measures
B. First Iwould like to learn something about your personal background:
Gender
Participant's gender:
1
Male
2
Female

Ethnicity
Participant's ethnicity (clarify if necessary):
1
Caucasian
2
Asian (please specify):
3
Native Canadian
4
East Indian
5
Black
6
Other (please specify):

Date of Birth
What is your date of birth? (confirm from medical chart)
1
Day
2
Month
3
Year

Age

What is your age?

years

Marital Status
What is your current marital status?
I
Single
2
Married
3
Widowed
4
Divorced
5
Separated
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Education
How far did you go in school? (Please indicate the highest level completed.)
1
0-4 years
2
5-8 years
3
high school incomplete
4
high school completed (grade 12
grade 11
)
5
post high school, business or trade school
6
1-3 years college
7
4years college completed
8
post-graduate college

Previous Occupation
What kind of work have you done most of your life? (Circle the most appropriate.)
1
never employed
2
homemaker
3
other (state the specific occupation in
detail)

Spouse's Previous Employment
Did your husband/wife work? (Question applies only to spouse to whom married the
longest.)
1
no
2
yes
3
never married

9. If yes, what kind of work did he/she do? (State the specific occupation in detail.)

195

Appendix E
Cognitive Status Measure

Mint-Mental State
by M.P. Foistein, S.E. Fotsteln
and P.R. McHugh

Patient's Name
Test Date

month

day

year

Testor Name

1.

Orientation.
"I am going to ask you some
questions and give you some
problems to solve. Please try to
answer as best as you can."

Year(exact answer only)
Season
Month
Date
Day (exact answer only)

1
2
3
4
5

Allow 10 seconds for each reply.

II. Registration.
"I am going to name 3objects. After
Ihave said all three objects, Iwant
you to repeat them. Remember what
they are because Iam going to ask
you to name them again in afew
minutes."

Country (exact answer only)
Province
City
Residence
Floor

6
7
8
9
10

"Ball"
"Car"
"Man"
Number of Trials

11
12
13

Score Ipoint for each correct reply
on the first attempt. Allow 20
seconds for reply. If participant did
not repeat all three, repeat until
they are learned or up to amaximum
of 5times.
UI. Attention and Calculation.
Spell the word "world" correctly.

Allow 30 seconds to spell backwards.
If cannot spelt "world" even with
assistance, score 0.
Record how subject spelled "world"
backwards
dlrow

Number of letters in
correct order (out of 5)

-

(_)

Say them slowly at approximately 1
second intervals.

"Now spell it backwards, please."

-

14-18
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IV. Recall
"Now what were the three Objects
that Iasked you to remember?

V. Language
naming:
Show the participant awrist
watch and ask him/her what it is.
Repeat for pencil. ("What is this
called?"). Allow 10 seconds.

"Ball"
"Car"
"Man"

19
20
21

Watch
Pencil

22
23

repetition: "I'd like you to repeat a
phrase after me: 'No ifs, ands, or
buts" Allow 10 seconds.

Repetition (exact answer only)

reading: "Read the words on this
page, and then do what it says."

Closes eyes

25

3-stage command.: Give the
participant apiece of plain blank
paper and say, (if left-handed) "Take
this paper in your right hand, fold it
in half once with both hands, and
put the paper down on. the floor."

Takes paper in correct hand
Folds paper in half
Puts paper on floor

26
27
28

writing- Hand participant apencil
and paper. "Write any complete
sentence on that piece of paper."

Writes sentence

29

Draws pentagons

30

....

24

Allow 10 seconds. Maximum of three
times.

Allow 30 seconds.
copying: Place design, pencil, eraser,
and paper in front of participant.
"Copy this design, please."
Allow multiple tries within 1minute.
Participant must draw a4-sided
figure between the two 5-sided
figures.
TOTAL (out of 30)

-

CLOSE

YOUR
EYES
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Appendix F
Qualitative Measure of Quality of Life
Qualitative Measurement of Present and Future Quality of Life (Fry, 2000b)
Now, Iwould like to ask you some questions about the quality of your life.

(1)What factors provide you with the best quality of life?
PROBE: What individual areas are most important to your quality of life?

Rank the above responses from the most too least important to your quality of life.

(2) What worries are uppermost in your mind now, which you think are currently
affecting the quality of your life?

(3) What specific concerns do you have about your future quality of life, as you grow
older?

(4) What kinds of assurances do you need now that would help you to preserve your
quality of life in the future?

(5) What kinds of things could be done to improve the quality of your life in the nursing
home?
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Appendix G
Quality of Life Profile: Seniors Version (Short Form)
Quality of Life Profile: Senior Version (Short Form)
(QOLPSV; Raphael, Renwick, & Brown, 1996)
Importance Ratings:
Iam going to name anumber of areas, and Iwant you to tell me how important they are
to the quality of your life.
Importance Rating Scale:

I= Not at all important
2= Not very important
3= Somewhat important
4= Very important
5= Extremely important

Physical Being:
How important to you is..?
1. Being physically able to get around your residence.
2. Exercising and keeping fit.
3. Having enough energy to do the things you want to.
4. Maintaining your personal hygiene.
5. Your overall physical health.
Psychological Being:
How important to you is..?
1. Making your own decisions.
2. Being able to remember things.
3. Being free of worry, stress, and sadness.
4. Coping with what life brings.
5. Feeling good about yourself.
6. Having apositive attitude towards life.
Spiritual Being:
How important to you is..?
I. Being caring towards other people.
2. Feeling peace within yourself.
3. Feeling that your life is accomplishing something.
4. Having hope.
5. Having religious beliefs.
6. Having things to look forward to.

Importance
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Importance Rating Scale:

I= Not at all important
2= Not very important
3= Somewhat important
4= Very important
5= Extremely important

Physical Belonging
How important to you is..?
1. Having enough room for yourself.
2. Living in asafe place.
3. Having aspace for privacy.
4. Having your own personal things.
5. Living in acomfortable place.
6. Living near your family or friends.

Importance

Social Belonging
How important to you is..?
1. Being able to count on family members for help.
2. Having friends.
3. Having people close by who can communicate with you.
4. Meeting in social/cultural/interest/faith groups.
5. Not being aburden to people in your family.
6. Spending time with adult members of your family.
Community Belonging
How important to you is..?
1. Being able to get medical services.
2. Being able to live in affordable housing.
3. Feeling staff are understanding of your needs.
4. Going to places in your neighbourhood (stores, etc.).
5. Having enough money to live comfortably.
6. Having transportation that allows you to get where you want
to be.
Practical Becoming:
How important to you is..?
1. The caring you do for other adults.
2. Doing work around your room (cleaning, tidying, ect.)
3. Doing things to take care of yourself.
4. Going to appointments (doctor, dentist, etc.).
5. Helping other people who live nearby.
6. Shopping for yourself or others.
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Importance Rating Scale:

1= Not at all important
2= Not very important
3= Somewhat important
4= Very important
5= Extremely important

Leisure Becoming:
Importance
How important to you is..?
1. Getting out with others (shopping, lunch, ect.)
2. Having hobbies (gardening, knitting, painting, ect.)
3. Having indoor activities (TV, reading, ect.)
4. Having outdoor activities (walks, sitting on apark bench, ect.)
5. Visiting and socializing with friends and neighbors.
6. Visiting and socializing with people in your family.
Growth Becoming:
How important to you is..?
I.
2.
3.
4.
5.
6.

Adjusting to changes in your personal life.
Creating new challenges/projects in your life.
Improving or keeping up your thinking and memory skills.
Improving or keeping up your physical health.
Learning about new things.
Solving your own problems.

Satisfaction Ratings:
Iam going to name anumber of areas, and Iwant you to tell me how satisfied you
currently are with them.
Satisfaction Rating Scale:

1=
2=
3=
4=
5=

Not at all satisfied
Not very satisfied
Somewhat satisfied
Very satisfied
Extremely satisfied

Physical Being:
Satisfaction
How satisfied are you with..?
1. Your physical ability to get around your residence.
2. Your ability to exercise and keep fit.
3. The amount of energy you have to do the things you want to.
4. How your personal hygiene is maintained.
5. Your overall physical health.

203

Satisfaction Rating Scale:

1=
2=
3=
4=
5=

Not at all satisfied
Not very satisfied
Somewhat satisfied
Very satisfied
Extremely satisfied

Psychological Being:
How satisfied are you with..?
1. Your ability to make your own decisions.
2. Your ability to remember things.
3. The amount of worry, stress, and sadness you experience.
4. Your ability to cope with what life brings.
5. How good you feel about yourself.
6. How positive your attitude is towards life.
Spiritual Being:
How satisfied are you with..?
1. How caring you are towards other people.
2. The peace you feel within yourself.
3. Feeling that your life is accomplishing something.
4. The amount of hope you have.
5. The religious beliefs you have.
6. The things you have to look forward to.
Physical Belonging
How satisfied are you with..?
1. The amount of room you have for yourself.
2. The safety of the place you live in.
3. The space you have for privacy.
4. Your own personal things you have here.
5. How comfortable the place is you live in
6. How near you live to your family or friends.
Social Belonging
How satisfied are you with..?
1. Being able to count on family members for help.
2. The friends you have.
3. The people you have close by who you can communicate with
4. The social/cultural/interestlfaith groups you meet in.
5. Feeling that you are not being aburden to people in your family.
6. The time you spend with adult members of your family.
-
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Satisfaction Rating Scale:

1=
2=
3=
4=
5=

Not at all satisfied
Not very satisfied
Somewhat satisfied
Very satisfied
Extremely satisfied

Community Belonging
How satisfied are you with..?
1. The medical services you are able to get.
2. How affordable the housing is that you are able to live in.
3. How understanding you feel the staff are of your needs.
4. Going to places in your neighbourhood (stores, etc.).
5. Having enough money to live comfortably.
6. The transportation you have that allows you to get where you
want to be.
Practical Becoming:
How satisfied are you with..?
1. The caring you do for other adults.
2. The work you do around your home (cleaning, cooking, ect.)
3. The things you do to take care of yourself.
4. Going to appointments (doctor, dentist, etc.).
5. How you help other people who live nearby.
6. The shopping you do for yourself or others.
Leisure Becoming:
How satisfied are you with..?
1. How often you get out with others (shopping, lunch, ect.)
2. The hobbies you have (gardening, knitting, painting, ect.)
3. The indoor activities you have (TV, reading, ect.)
4. The outdoor activities you have (walks, sitting on apark bench)
5. The visiting and socializing you do with friends and neighbors.
6. The visiting and socializing you do with people in your family.,
Growth Becoming:
How satisfied are you with..?
1. How you adjust to changes in your personal life.
2. The new challenges/projects you create in your life.
3. How you improve or keep up your thinking and memory skills.
4. How you improve or keep up your physical health.
5. Learning about new things.
6. How you solving your own problems.

____
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Appendix H
Formula to Calculate Basic Scores on the QOLPSV
Basic Score

Importance Rating

5

4

3

2

=

[(Importance Score! 3) x(Satisfaction Score

-

3)

Satisfaction Rating

Basic Score

5

+3.33

4

+1.66

3

0

2

-1.66

1

-3.33

5

+2.66

4

+1.33

3

0

2

-1.33

1

-2.66

5

+2

4

+1

3

0

2

-1

1

-2

5

+1.32

4

+0.66

3

0

2

-0.66

1

-1.32

5

+0.66

4

+0.33

3

0

2

-0.33

1

-0.66
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Appendix I
Perceived Physical Health Measure
Perceived Physical Health
(Center for the Study of Aging and Human Development, 1978)

How would you rate your physical health at the present time?
1 Excellent
2 Good
3 Fair
4 Poor
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Appendix J
Functional Health Measure
Activities ofDaily Living
(ADL, Morris et al., 1990)
Now I'd like to ask you about some of the activities of daily living, things that we all
need to do as part of our daily lives. Iwould like to know how much help you need with
the following activities: no help, alittle help, moderate help, alot of help, or total help,
that is, you can't do it at all on your own.
Code for performance during last month:
0= no help required (independent or no assistance)
1= alittle help (some assistance, mostly supervision/oversight)
2= moderate help (limited/intermittent supervision)
3= alot of help (extensive/constant supervision)
4= total help/can't do at all (total dependence/assistance)
How much help do you need with...
NOTE: Do not read bracketed material. Use only for determining rating if relevant
information is provided spontaneously by the resident.
a)

eating and drinking (regardless of skill)?

b)
using the washroom facilities (or commode, bedpan, urinal; transfers
on/off toilet; cleanses, changes pad, manages ostomy or catheter; adjusts clothes)?
C)
moving from, for example, your bed to achair (or wheelchair) or standing
up? (Excludes to/from bath/toilet.)
d)
moving around your room or around the unit, for example, up and down
the hallways and to and from common areas? (If in wheelchair, self-sufficiency once in
chair.)
e)
taking afull-body bath or sponge bath? (Make it clear to the resident
that tub transfer should not be included. Rating should be done only on the amount of
help needed, once in the tub.)
f)
dressing, undressing, and grooming yourself, including things like
fastening your clothes, combing your hair, brushing your teeth, shaving, and applying
make-up? (Including donning/removing prosthesis, if applicable).
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Appendix K
Depression Measure
Geriatric Depression Scale
(Yesavage et al., 1983)
Now Iwould like to ask you afew questions about how you have been feeling in general,
specifically questions about your mood and well-being.
Choose the best answer for how you felt over the past week (Y=Yes, N=No):
1.

Y(0)

N(l)

Are you basically satisfied with your life? (reverse)

2.

Y(1)

N(0)

Have you dropped many of your activities and interests?

3.

Y(1)

N(0)

Do you feel that your life is empty?

4.

Y(l)

N(0)

Do you often get bored?

5.

Y(0)

N(l)

Are you hopeful about the future? (reverse)

6.

Y(1)

N(0)

Are you bothered by thoughts you can't get out of your head?

7.

Y(0)

N(l)

Are you in good spirits most of the time? (reverse)

8.

Y(1)

N(0)

Are you afraid that something bad is going to happen to you?

9.

Y(0)

N(l)

Do you feel happy most of the time? (reverse)

10.

Y(i)

N(0)

Do you often feel helpless?

11.

Y( 1)

N(0)

Do you often get restless and fidgety?

12.

Y(1)

N(0)

Do you prefer to stay in your room, rather than going out and
doing new things?

13.

Y(1)

N(0)

Do you frequently worry about the future?

14.

Y(1)

N(0)

Do you feel you have more problems with memory than most?

15.

Y(0)

N(1)

Do you think it is wonderful to be alive now? (reverse)

16.

Y(1)

N(0)

Do you often feel downhearted and blue?

17.

Y(1)

N(0)

Do you feel badly about yourself (e.g. guilty)?
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18.

Y(l)

N(0)

Do you worry alot about the past?

19.

Y(0)

N(1)

Do you find life very exciting? (reverse)

20.

Y(l)

N(0)

Is it hard for you to get started on new projects?

21.

Y(0)

N(l)

Do you feel full of energy? (reverse)

22.

Y(1)

N(0)

Do you feel that your situation is hopeless?

23.

Y(1)

N(0)

Do you think that most people are better off than you are?

24.

Y(1)

N(0)

Do you frequently get upset over little things?

25.

Y(l)

N(0)

Do you frequently feel like crying?

26.

Y(1)

N(0)

Do you have trouble concentrating?

27.

Y(0)

N(l)

Do you enjoy getting up in the morning? (reverse)

28.

Y(l)

N(0)

Do you prefer to avoid social gatherings?

29.

Y(0)

N(l)

Is it easy for you to make decisions? (reverse)

30.

Y(0)

N(l)

Is your mind as clear as it used to be? (reverse)

Total score out of 30:
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Appendix L
Meaning in Life Measure
Meaning in Li
fe
(3 subtests of the Life Attitude Profile: Reker & Peacock, 1981)
The next questions ask about the meaning or purpose you feel you have in your life.
1= Strongly disagree
2= Disagree
3= Moderately disagree
4= Undecided
5= Moderately agree
6= Agree
7= Strongly agree
Life Purpose:
1.
My life is running over with exciting good things.
2.
Life to me seems very exciting.
3.
Basically, Iam living the kind of life Iwant to live.
4.
Iget agreat thrill out ofjust being alive.
5.
Every day is constantly new and different.
6.
Ihave discovered asatisfying life purpose.
7.
In thinking of my life Isee areason for my being here.
8.
The meaning of life is evident in the world around us.
9.
In achieving life's goals, Ihave felt completely fulfilled.
Will to Meaning:
1.
1think about the ultimate meaning of life.
2.
Iam seeking ameaning, purpose, or mission for my life.
3.
Over my lifetime Ihave felt astrong urge to find myself.
4.
I've been aware of an all powerful and consuming purpose towards which my
life has been directed.
5.
Aperiod of personal hardship and suffering can help give aperson abetter
understanding of the real meaning of life.
6.
Everyone is held accountable for their life.
Future Meaning to Fulfill:
1.
1feel that the greatest fulfillment of my life lies yet in the future.
2.
Iexpect the future to hold more promise for me than the past has.
3.
In my life Ihave very clear goals and aims.
4.
Before Iachieve one goal, Istart out towards adifferent one.
5.
1look forward to the future with great anticipation.
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Appendix M
Optimism Measure
Life Orientation Test
(LOT; Scheier & Carver, 1985)
DO NOT SAY THESE QUESTIONS MEASURE OPTIMISM. Iam going to read a
statement and Iwant you to tell me if you: show card or read options.

o

= Strongly disagree
I= Disagree
2= Neutral
3= Agree
4= Strongly agree

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

In uncertain times, Iusually expect the best.
It's easy for me to relax. (Filler item)
If something can go wrong for me, it will. (Reverse)
1always look on the bright side of things.
I'm always optimistic about my future.
Ienjoy my friends alot. (Filler item)
It's important for me to keep busy. (Filler item)
Ihardly ever expect things to go my way. (Reverse)
Things never work out the way Iwant them to. (Reverse)
Idon't get upset too easily. (Filler item)
I'm abeliever in the idea that "every cloud has asilver lining."
Irarely count on good things happening to me. (Reverse)
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Appendix N
Perceived Control Measure
Control
(subtests of the Life Attitude Profile: Reker & Peacock, 1981)
Iwould like to ask you some questions about how much control you feel you have over
your life.
I= Strongly disagree
2= Disagree
3= Moderately disagree
4=Undecided
5= Moderately agree
6= Agree
7= Strongly agree

Life Control:
1.
2.
3.
4.
5.
6.

My life is in my hands and Iam in control of it.
1determine what happens in my life.
Concerning my freedom to make my own choices, Ibelieved Iam absolutely
free to make all life choices.
My accomplishments in life are largely determined by my own efforts.
1regard the opportunity to direct my life as very important.
It is possible for me to live my life in terms of what Iwant to do.
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Appendix 0
Quality of Life Outcome Measures
Satisfaction with Life Scale
(SWLS, Diener, Emmons, Larsen, & Griffin, 1985)
Iam going to read astatement and Iwant you to tell me if you: show card or read
options.
1= Strongly disagree
2= Disagree
3= Slightly disagree
4= Neither agree nor disagree
5= Slightly agree
6= Agree
7= Strongly agree
1.
2.
3.
4.
5.

In most ways my life is close to my ideal.
The conditions of my life are excellent.
Iam satisfied with my life.
So far Ihave gotten the important things Iwant in life.
If Icould live my life over, Iwould change almost nothing.

L/à Satisfaction Scale
(LSI-A, Adams, 1969)
Iam going to read astatement and Iwant you to tell me if you: show card or read
options.

o Disagree
=

1= Agree
Don't know
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

As Igrow older, things seem better than Ithought they would be.
1have gotten more of the breaks in life than most of the people Iknow.
This is the dreariest time of my life. (Reverse)
Iam just as happy as when Iwas younger.
My life could be happier than it is now. (Reverse)
These are the best years of my life.
Most of the things Ido are boring or monotonous. (Reverse)
1expect some interesting and pleasant things to happen to me in the future.
The things Ido are as interesting to me as they ever were.
Ifeel old and somewhat tired. (Reverse)
1feel my age, but it does not bother me.
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12.
13.
14.
15.
16.
17.
18.
19.
20.

As Ilook back on my life, 1am fairly well satisfied.
Iwould not change my past life even if Icould.
Compared to other people my age, I've made alot of foolish decisions in my
life. (Reverse)
Compared to other people my age, Imake agood appearance.
1have made plans for things I'll be doing amonth or ayear from now.
When Ithink back over my life, Ididn't get most of the important things I
wanted. (Reverse)
Compared to other people, Iget down in the dumps too often. (Reverse)
I've gotten pretty much what Iexpected out of life.
In spite of what people say, the lot of the average man is getting worse, not
better. (Reverse)

Avowed Happiness Scale
(Bradburn, 1969)
Taking all things together, how would you say things are these days?
1= Not too happy
2= Pretty happy
3= Very happy
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Appendix P
Staff Demographic Information
Gender
Participant's gender:
I
Male
3
Female

Ethnicity
Participant's ethnicity (clarify if necessary):
1
Caucasian
2
Asian (please specify):
3
Native Canadian
4
East Indian
5
Black
6
Other (please specify):

Education
How far did you go in school? (Please indicate the highest level completed.)
1
0-4 years
2
5-8 years
3
high school incomplete
4
high school completed (grade 12
grade 11
)
5
post high school, business or trade school
6
1-3 years college
7
4years college completed
8
post-graduate college
What degree(s) or certificate(s) do you
hold:

Position:
(1)
(2)
(3)
(4)

Administration Position (Management Partner, Site Leader, ect.)
Team Leader or Registered Nurse
Practical Nurse/Nursing Assistant
Other (specify)

Duration of Employment:
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(1) How long have you been employed at the continuing care facility where you currently
work?

(2) In total, how long have you been employed in continuing care?
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Appendix

Q

Staff Qualitative Questions
Qualitative Questions on Quality of Life
(1)What factors provide aresident with the best quality of life?
PROBE: What individual areas are most important to aresident's quality of life?

Rank the above responses from the most too least important to quality of life.

(2) What kinds of things could be done to improve the quality of aresident's life in the
nursing home?
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Appendix R
QOLPSV-Brief Version Importance Scales
Quality of Life Profile: Senior Version (Brief Form)
(QOLPSV; Raphael, Renwick, & Brown, 1996)
Using the scale below rate how important each of the items are to aresident.
Importance Rating Scale:
I= Not at all important
2= Not very important
3= Somewhat important
4= Very important
5= Extremely important

Physical Being:
How important to aresident is..?
1. Being physically able to get around his/her residence.
2. Having enough energy to do the things he/she wants to.
3. His/her overall physical health.
Psychological Being:
How important to aresident is..?
1. Making his/her own decisions.
2. Being free of worry, stress, and sadness.
3. Having apositive attitude towards life.
Spiritual Being:
How important to aresident is..?
I. Feeling peace within himself/herself.
2. Feeling that his/her life is accomplishing something.
3. Having things to look forward to.
Physical Belonging:
How important to aresident is..?
1. Having enough room for himself/herself.
2. Having his/her own personal things.
3. Living near his/her family or friends.
Social Belonging
How important to aresident is..?
1. Being able to count on family members for help.
2. Having friends.
3. Spending time with adult members of his/her family.

Importance
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Using the scale below rate how important each of the items are to aresident.
Importance Rating Scale:
I Not at all important
2= Not very important
3= Somewhat important
4 Very important
5= Extremely important

Community Belonging
How important to aresident is..?
1. Being able to get medical services.
2. Being able to live in affordable housing.
3. Having enough money to live comfortably.
Practical Becoming:
How important to aresident is..?
1. Doing work around his/her home (cleaning, cooking, ect.)
2. Doing things to take care of himself/herself.
3. Shopping for himself/herself or others.
Leisure Becoming:
How important to aresident is..?
1. Getting out with others (shopping, lunch, ect.)
2. Having indoor activities (TV, reading, ect.)
3. Having outdoor activities (walks, sitting on apark bench, ect.)
Growth Becoming:
How important to aresident is..?
7. Adjusting to changes in his/her personal life.
8. Creating new challenges/projects in his/her life.
9. Solving his/her own problems.

