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in assisted living facilities after a brief 30-minute walk-through. The OIQ-AL was tested
in 207 assisted-living facilities in two states using classical test theory, generalizability
theory, and exploratory factor analysis. The 34-item scale has a coherent six-factor struc-
ture that conceptually describes the multidimensional concept of care quality in assisted
living. The six factors can be logically clustered into process (Homelike and Caring, 21
items) and structure (Access and Choice; Lighting; Plants and Pets; Outdoor Spaces) sub-
scales and for a total quality score. Classical test theory results indicate most subscales and
the total quality score from the OIQ-AL have acceptable interrater, test—retest, and strong
internal consistency reliabilities. Generalizability theory analyses reveal that dependability
of scores from the instrument are strong, particularly by including a second observer who
conducts a site visit and independently completes an instrument, or by a single observer
conducting two site visits and completing instruments during each visit. Scoring guide-
lines based on the total sample of observations (N = 358) help guide those who want to use
the measure to interpret both subscale and total scores. Content validity was supported by
two expert panels of people experienced in the assisted-living field, and a content validity
index calculated for the first version of the scale is high (3.43 on a four-point scale). The
OIQ-AL gives reliable and valid scores for researchers, and may be useful for consumers,
providers, and others interested in measuring quality of care in assisted-living facilities.

Keywords: assisted living; residential care; nursing homes; quality of care;
generalizability theory; reliability and validity

the 1990s with an estimated 33,000 facilities caring for approximately 800,000

residents (NCAL, 2001). While the concept of assisted living is not new, having
its roots in congregant housing in the 1960s (Pruchno & Rose, 2000), today’s assisted-
living facilities provide housing and supportive services with some capacity to meet both
scheduled and unscheduled health care needs of an older and more frail adult population
(Allen, 1999; Brummett, 1997). Today’s assisted-living facilities also emphasize the social
model of care rather than the medical model of care. Frail older adults and their families
are attracted to homelike environments that do not resemble hospitals or traditional nursing
homes and that stress independence, autonomy, and continuation of prior lifestyles.

Quality of care or life has been only minimally addressed in the slowly growing body
of research literature related to assisted-living facilities. Quality of life in assisted-living
facilities has been linked to the facility’s social environment and whether that environ-
ment encourages social participation and family involvement (Mitchell & Kemp, 2000)
and to positively rated resident—staff communication and staff involvement in care plan-
ning (Zimmerman et al., 2005). Surveys of resident satisfaction related to staff, direct
care, services, activities, amenities, and environment in assisted-living facilities have been
conducted in four states as elements of state-sponsored quality-improvement initiatives
(Lowe, Lucas, Castle, Robinson, & Crystal, 2003). Quality of care in assisted living has
had some exploration that resulted in a preliminary measure of quality of care in this long-
term care environment (Aud, Rantz, Zwygart-Stauffacher, & Manion, 2004).

The question for prospective residents, their families, and health care professionals is
this: When you walk into one of these assisted-living facilities, how do you know that the
care is of high quality? Although the assisted-living facility philosophy places a high value
on individualized services provided to older adult residents in a homelike environment,
there is great variation in operation of assisted-living facilities across the United States.
This is due in part to the absence of federal regulations that delineate minimal standards of
practice and by the absence of a national consensus on the definition of an assisted-living

The number of assisted living facilities in the United States increased rapidly during
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facility. Instead, several states have promulgated their own regulations for the assisted-
living segment of institutional long-term care while other states have not, resulting in wide
variation across states. Variation among states begins with the naming of such facilities—
approximately 26 different names are in use—then continues with variations in services
allowed or disallowed and in admission/discharge criteria (Mollica, 2003).

Unlike federally regulated skilled nursing facilities, quality indicators have not been
developed for assisted living facilities (Aud & Rantz, 2004). Consumers and health care
professionals alike are perplexed by the absence of a single published standard of practice.
The absence of a single standard also impedes the establishment of a reliable and valid
method to measure care quality in assisted-living facilities.

To rectify the absence of a reliable and valid method of care quality, Rantz and col-
leagues adapted her Observable Indicators of Nursing Home Care Quality Instrument
(OIQ-NH; Rantz et al., 2000, 2006; Rantz & Mehr, 2001; Rantz & Zwygart-Stauffacher,
2005; Rantz, Zwygart-Stauffacher, & Flesner, 2005), creating a 34-item tool to measure
assisted-living facility care quality. Two panels of experts assessed the validity of this ini-
tial adaptation. Interrater and test-retest reliability were assessed with a modest sample of
35 facilities with promising results (Aud et al., 2004). This article describes the subsequent
revision and more extensive psychometric testing of the Observable Indicators of Nursing
Home Care Quality—Assisted Living Version (OIQ-AL).

PREVIOUS CONTENT VALIDITY EVIDENCE FOR THE OIQ-AL

A panel of experts reviewed the initial assisted-living/residential-care facility version
for content validity: Do the instrument’s items cover the domain we want to measure?
Relevance of each item was rated on a four-point scale: not relevant, somewhat relevant,
quite relevant, very relevant (Waltz, Strickland, & Lenz, 2005). The content validity index
for the total scale was 3.43 with only five items having average ratings less than 3.00, none
of which were less than 2.0 (Aud et al., 2004).

Development of the OIQ-AL

After the initial field-test in 35 facilities, the instrument was revised but retained its overall
structure of a five-point rating scale for each question with anchoring descriptors for each
point. Similar to the nursing home version, there is a user’s guide that provides directions
about how to perform a 20-30 minute tour of a facility prior to answering the questions.
Items include topics of resident grooming, personalization and cleanliness of resident
rooms, odors, conversations between staff and residents, and others.

After field-testing version 1 in the 35 residential care facilities, we carefully reviewed
the results of the reliability and validity studies for possible item revisions to improve item
and subscale performance. Two of the original 34 items were dropped. Two items asking
separately about pets and plants were combined. The statistician expressed concern that
responses to several items were clustered at one end of the five-point scale rather than
distributed among the range of responses. Therefore, the anchors of these items with poor
distribution of response were revised.

A new panel of five assisted-living/residential-care facility experts met as a focus group
to discuss the revised instrument’s items and whether additional items were indicated. The
experts suggested inclusion of items related to food choices, availability of snacks, access
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to telephones, and access to e-mail and computers. The research team drafted new items
and a second version with 41 items was ready for evaluation.

Study Purpose

The primary aim of the study was to advance the development of the OIQ-AL for use
by researchers studying the dimensions of care quality in assisted living. A secondary
study aim was to assess the psychometric properties of the OIQ-AL when used by nurse
observers.

METHODS

Sample

A major field-study of the OIQ-NH was funded by the National Institute of Nursing
Research (NINR) of the National Institutes of Health (NIH) to further develop the nurs-
ing-home version of the quality of care measurement instrument (Rantz et al., 2005, 2006;
Rantz & Zwygart-Stauffacher, 2005). The nursing-home study facilitated data collec-
tion in assisted-living facilities in two states, Missouri and Wisconsin. Both freestanding
and assisted-living facilities located on campuses with nursing homes that in many cases
included independent living were contacted to participate in a field test of the OIQ-AL.
Facilities were required to have more than 12 residents and have a primary population of
older adults to be included in the study. Registered nurse (RN) observers made initial and
return visits to tour assisted-living facilities and completed the instrument following the
directions in the user’s guide developed for the OIQ-AL.

A total of 207 assisted-living facilities were visited, 189 in Missouri and 18 in
Wisconsin; of these, observations from 207 different assisted-living facilities were com-
plete and usable for analyses. To measure interrater reliability and test-retest stability,
simultaneous visits by two RNs were made to 73 assisted-living facilities, and return visits
by one of the RNs were made to 77 assisted-living facilities. One return visit was excluded
from the analysis due to excessive time between initial and return visit, resulting in 76
usable test-retest visits. Return visits followed the initial visit by an average of 8 days
(SD = 3) with a minimum of 6 days and maximum of 20 days. Table 1 summarizes the
visits made in each state by RN observers.

Overview of Data Analysis

Analysis of the field-testing of the 40-item second version of the assisted-living/.
residential-care facility version of the OIQ included the following: item analysis with

TABLE 1. Summary of Visits Made by State

Facilities Used  Facilities in

Observer Facilities in Interrater Test—Retest
State (n) Visited Total Visits Reliability Reliability
Missouri 12 189 308 57 61
Wisconsin 4 18 50 16 16

Total 16 207 358 73 77
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review of Spearman Rho and weighted Kappa statistics for interrater and test—retest reli-
ability for each item, exploratory factor analysis, recalculation of interrater and test—retest
reliability for the full scale and subscales, calculation of Cronbach’s alpha for the full
scale and subscales, generalizability theory (GT) analysis of sources of error, and a deci-
sion study (D-study) to estimate the numbers of raters and visits necessary to maximize
dependability of the instrument. The outcome of these analyses is a 34-item instrument
that can reliably assess care quality in assisted-living facilities. Because the 34-item ver-
sion of the instrument was closely linked to version 10 of the nursing home OIQ-NH
instrument, it was officially denoted as OIQ-AL Version 10AL. The following describes
the steps of the analysis and results of each step.

Psychometric Analyses

Items with insufficient variability do not discriminate between facilities, so the initial
step in the psychometric analysis was to examine the frequency distribution of each item.
Spearmdn’s rank correlation coefficient and weighted Kappa coefficients were calculated
to evaluate the interrater and test-retest stability of each item.

Factor Analysis Procedures. Following the item analysis, a number of exploratory
factor analyses (EFAs) were performed to evaluate the dimensionality of the instrument.
The total sample size for the EFA was 207, with each facility used only once in the analy-
sis. In the case of multiple observers or visits, the first visit from only one observer was
used for the factor analysis. This sample size was judged as adequate, as Gorsuch (1983)
suggested that sample size in EFA is somewhat uncertain because one cannot know in
advance the strength of the latent variables. In any case, he proposed an “absolute mini-
mum ratio of five individuals to every variable, but not less than 100 individuals” (p. 332).
The lower boundary of N = 100 might work, he said, if item communalities are high and
each factor has “many” indicators.

Factor extraction used the iterated principal factor method followed by an oblique
Promax rotation. Factor solutions consisting of four to nine factors were considered.
Choosing the number of factors was guided primarily by the interpretability and simple
structure of the factor solutions. A variety of parallel analysis (Horn, 1965) was also per-
formed to contrast expert judgment with a data-driven approach to identifying the number
of factors.

The idea behind parallel analysis is that estimated eigenvalues differ from their popula-
tion values because of sampling error and that simulation methods can be used to estimate
this error. The eigenvalues of correlation matrices for randomly generated data should be
close to 1.0 and exceed unity only because of sample variation. The implementation of par-
allel analysis used here was to simulate uncorrelated item scores for the same number of
items and with the same marginal frequency distributions as in the study data. Correlation
matrices were calculated and eigenvalues extracted for 100 simulated data sets each with
the same number of observations (n = 207) as in the study data. The mean and 95th percen-
tiles of the simulated eigenvalues were overlaid on a scree plot with the eigenvalues from
the OIQ-AL data. A guide to the number of factors to retain is that point at which the plot
of real eigenvalues rises above the plot for the mean or 95th percentile of the eigenvalues
from random data (Hayton, Allen, & Scarpello, 2004). In this study the choice to use the
mean or 95th percentile made no substantive difference. Although there is literature sup-
porting the use of parallel analysis to choose the number of factors (e.g., Hayton, Allen, &
Scarpello, 2004; Zwick & Velicer, 1986) we stress that in this study parallel analysis was
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used as an adjunct to expert judgment and not as the sole tool for identifying the number
of factors.

Generalizability Theory (GT) Analysis Procedures. Observed scores usually include
multiple sources of error. Variability across facilities, occasions, raters, and the sampled
items are all sources of error. In classical test theory (CTT) these are addressed by examin-
ing test—retest and interrater reliability. A shortcoming of CTT is that there is no overall
evaluation of error in which all the sources of error can be evaluated simultaneously.
Generalizability theory (GT; Brennan, 2001) represents an extension of CTT that allows
for a more comprehensive evaluation of measurement error. With GT, observed score varia-
tion is partitioned into variation due to differences in the objects of measurement (assisted-
living facilities), plus differences among raters (RNs), occasions (visits), and variation due
to items. Furthermore, with GT any specific set of items is regarded as a sample from a
conceptually infinite pool of items and thus also represent a source of variation.

Because the full data set for this study contained the multiple items of the OIQ-AL
collected by two observers on a single visit and by one observer on two occasions, a GT
study was conducted to combine these three sources of error (items, raters, occasions, and
their interactions) into a single coefficient. Once calculated, the G-coefficient has similar
properties as the conventional reliability estimate; it ranges from 0.00 to 1.00, with larger
values indicating greater reliability. If measurements were error free, then all variability
in observed scores would be attributable to differences in the objects of measurement,
the assisted-living facilities in this current study. If most of the variability is attributable
to error, that is, sources other than differences in assisted-living facilities, then the G-
coefficient would be close to zero. Thus the G-coefficient represents the proportion of total
variation in observed scores attributable to differences in the facility, sometimes also called
the proportion of dependable variance.

GT also makes a distinction between the dependability of relative judgments versus
absolute judgments and provides coefficients for both circumstances. Relative judgments
focus on consistent rank ordering of measured objects. Absolute decisions are those that
interpret the magnitude of individual scores without regard to their rank ordering. In
educational testing, this distinction is usually termed norm-referenced versus criterion-
referenced. Norm-referenced scores take meaning by giving an object an ordered position
relative to others. Criterion referenced scores are used to establish a passing grade or to
demonstrate mastery, without consideration of the performance of others. GT provides
reliability-like coefficients for both relative and absolute decisions. It was decided that
absolute decisions are not meaningful in the context of this study, and so only the
G-coefficient for relative decisions is provided. We treated the number of items in each
scale as fixed and estimated the G-coefficient for relative decision for each combination
of one to five raters and one to five visits to an assisted-living facility.

RESULTS

Exploratory Factor Models

The review of item frequency response distributions revealed that all items showed suffi-
cient variability to be retained for further analysis. One item (about staff seeming to know
the residents so they are able to provide care) was excluded during the initial analysis
because of low interrater agreement (p = 0.09; k = 0.13). All other items were retained for
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intervals. Five of the six subscales and the total scale had very good interrater reliability,
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the exploratory factor analysis. Factor solutions with oblique rotations consisting of four
to nine factors were considered. Both expert judgment and the parallel analysis pointed to
a six-factor solution as representing the highest degree of interpretability and consistency
with clinical judgment. Two items were deleted because they lacked sufficient loading
(2 0.3) on any factor, and an additional four items were discarded because of strong and
roughly equivalent cross-loadings on two factors. Other items that loaded on more than
one factor were assigned to the factor with the higher loading if the difference between
factor loadings was greater than 0.10. Table 2 is a summary of the six factors and the range
of factor loadings. Details of factor loadings for the individual items are available from
the authors.

Interrater Reliability

After the factor analyses, the final 34-item instrument was analyzed using the simultane-
ous interrater observations made by two RNs to 73 assisted-living/residential-care facili-
ties. Table 3 displays the Spearman’s Rho correlations with upper and lower confidence

while the plants and pets subscale showed substandard interrater reliability.

TABLE 2. Six Factors of the OIQ-AL With Range of Factor Loadings

Range of Factor

Factor Number Number of Items Factor Name Loadings
1 12 Homelike 0.55-0.79
2 9 Caring 0.42-0.87
3 7 Access and choice 0.36-0.65
4 2 Lighting 0.67-0.73
5 2 Pets and plants 0.72-0.81
6 2 Outdoor spaces 0.38-0.76
Total scale 34

TABLE 3. Interrater Reliability (Spearman’s Rho) (73 Assisted-Living Facilities)

Spearman’s Rho

Subscales Number of Items  Correlation Lower CI Upper CI

1 Homelike 12 0.94 0.90 0.96

2 Caring 9 ' 0.56 0.38 0.70

3 Access and choice 7 0.68 0.52 0.78

4 Lighting 2 0.70 0.56 0.80

5 Plants and pets 2 0.33 0.10 0.52

6 Outdoor spaces 2 0.73 0.59 0.82
Total scale 34 0.76 0.64 0.84

Note. CI = confidence interval.
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Test—Retest Reliability

There were return visits to 77 assisted-living/residential-care facilities. One observation
was excluded because of an extended period between observations. The remaining 76
return visit observations were used in the test—retest analysis; the average time between
visits was 8 days (SD = 3) with a range of 6 to 20 days. Table 4 displays the test-retest
results, which demonstrate generally good test—retest reliability of scores from the instru-
ment. As before, the pets and plants subscale was the lowest correlation.

Internal Consistency

Items remaining after the factor analysis were also used in calculation of Cronbach’s coef-
ficient alpha for the six subscales and the full scale. The sample was the complete sample
of first visits to 207 different assisted-living/residential-care facilities in Missouri and
Wisconsin. Table 5 displays the Cronbach’s coefficient alpha that reveals excellent internal
consistency for five of the six subscales and the total scale. The outdoor spaces subscale
has poor internal consistency.

Generalizability Theory

Because different forms of reliability estimates in CTT (the above interrater, test-retest,
and internal consistency) use different definitions of score consistency, there is no way
to combine the various sources of error into an “overall” value. Generalizability theory

TABLE 4. Test—Retest Results (Spearman’s Rho) (76 Assisted-Living Facilities)

Spearman’s Rho

Number of
Subscales Items Correlation  Lower CI Upper CI
1 Homelike 12 0.91 0.86 0.94
2 Caring 9 0.64 0.48 0.75
3 Access and choice 7 0.85 0.78 0.90
4 Lighting 2 0.77 0.66 0.85
5 Plants and pets 2 0.60 043 0.73
6 Outdoor spaces 2 0.71 0.57 0.80
Full scale 34 0.82 0.72 0.88

Note. CI = confidence interval.

TABLE 5. Cronbach’s Coefficient Alpha (207 Assisted-Living Facilities)

Subscales Number of Items Cronbach Coefficient Alpha
1 Homelike 12 0.94
2 Caring 9 0.92
3 Access and choice 7 0.78
4 Lighting 2 0.86
5 Plants and pets 2 0.88
6 Outdoor spaces 2 0.47

Full scale 34 0.94
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(GT), however, provides such a framework, since it allows examining and summarizing
multiple sources of measurement error that make up the total variation in a score (Brennan,
2001). This GT analysis used 230 observations made by more than one observer from 79
different assisted-living/residential-care facilities; facilities that were visited only once by
one observer were not used. Table 6 displays the G-coefficients for the subscales and the
total scale for different numbers of raters and different numbers of visits. The value of this
analysis is that one can project how the dependability of the instrument’s scores might
be improved by increasing the numbers of observations or the number of raters. What is
learned from this analysis is that increasing the number of raters from one to two does
increase the dependability of the scores. For example, the total score for one rater going for
one visit has a G estimate of 0.73; this is estimated to improve to 0.83 by going a second
time, but little is gained by going three times (0.88). Similarly, increasing the visits of one
rater from one to two will improve the dependability estimate from 0.73 to 0.83; but little
is gained by sending a third rater (0.87). So before making a judgment about quality, some-
one using this instrument may want to visit the facility twice or have someone accompany
him or her on one visit. It should be noted that with multiple raters or multiple visits the
reliability of most subscales and the total score is very reliable with coefficients over 0.90.
Figure 1 is a graphical display of the improvement in scores by increasing numbers of rater
or numbers of visits, improving the dependability of the instrument.

Both the GT and the internal consistency results argue for the deletion of the outdoor
spaces subscale; however, both interrater and test-retest correlations are good for this
subscale. The raw data reveals very little variation in our sample of facilities for the scores
of this subscale. Another conflicting result is the pets and plants subscale; it has good GT
results and poor interrater results. The research team made the decision to retain the items of
the outdoor spaces and the pets and plants subscales until the instrument is used more exten-
sively in assisted living. Experts in assisted living who participated in our content validity
panels believe outdoor spaces as well as pets and plants are important to quality of care.

Scoring Guidelines

Interpreting performance is an essential step for assisted-living facilities to take to deter-
mine actions to improve quality of care and for consumers to compare facilities as they
make crucial choices for long-term care. To guide those interested in using the Observable
Indicators Instrument, we used all data from all raters in both states to construct ranges
of scores from which to guide interpretation of scores from the instrument. Examining
the distribution of scores for all observations (n = 358), the research team decided to use
the score at the 20th percentile as suggestive of quality problems in a facility, the score
at the 80th percentile as suggestive of a quality facility, and the scores between as typical
of most assisted-living facilities. This approach of selecting the 20th and 80th percentiles
as benchmarks for interpretation of quality is similar to upper and lower control limit
setting used by others (Dearmin, Brenner, & Migliori, 1995; Katz & Green, 1997; Kiefe,
Woolley, Allison, Box, & Craig, 1994) and was the approach used in developing guide-
lines for the nursing home version, OIQ-NH (Rantz et al., 2006). The range of scores for
the OIQ-AL observations is 57 to 167, with 116 at the 20th percentile and 151 at the 80th
percentile. Therefore, the guidelines for interpretation of the OIQ total score are:

* A score above 151 suggests a quality facility.
* Scores between 116 and 151 suggest the typical assisted-living facility care quality.
* A score below 116 suggests a facility with quality problems.
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G-Relative: One Visit By Multiple Raters and One Rater
With Multiple Visits

1.0

G-Relative

T 1 T T T T T 1 T T

1 2 3 4 5 6 7 8 9 10
Number of Visits

Type 6—6—O Rater @—@--@ Visit

Figure 1. Display of G-relative results.

Detailed scoring guidelines for each subscale are available from the first author, as is
the complete instrument and user’s guide. The instrument and user’s guide can be ordered
at no charge via the Internet at www.nursinghomehelp.org, a Web site maintained by our
research team for providers, consumers, regulators, and other researchers.

DISCUSSION

After field-testing in 207 assisted-living facilities, the OIQ-AL has been reduced
from 41 to 34 reliable and discriminating items for researchers or others interested in
directly observing and quickly evaluating (within 30 minutes of observation) quality
of care in assisted-living facilities. The scale has a coherent six-factor structure that
conceptually describes the multidimensional concept of care quality in this long-term
care setting. These six factors can be logically clustered into process (Homelike and
Caring, 21 items) and structure (Access and Choice; Lighting; Plants and Pets; Outdoor
Spaces) subscales and for a total quality score that are the classic constructs of quality
(Donabedian, 1969, 1988).

CTT results indicate the total quality score from the OIQ-AL has acceptable interrater
and test-retest reliabilities (0.76 and 0.82, respectively), and strong internal consistency
(0.94). Most subscales demonstrate strong internal consistency as well, and two subscales
(Outdoor Spaces, Access and Choice) demonstrate weak internal consistency. GT analyses
reveal that dependability of scores from the instrument can be improved by including a sec-
ond observer who conducts a site visit and independently completes an instrument, or by a
single observer conducting two site visits and completing instruments during each visit. GT
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analyses also indicate little additional benefit from increasing either observers or visits by
more than two. Other researchers such as Hintze and Matthews (2003) have found similar
effects in other instruments. Importantly, the results of the GT analysis reveal that with
multiple observers or multiple visits (or a combination of these), the OIQ-AL is a depend-
able measure. Scoring guidelines based on the total sample of observations (n = 358) help
to guide those who want to use the measure to interpret both subscale and total scores.

From a validity perspective, two expert panels of people experienced in the assisted-living
field reviewed and advised on additions made to the version of the instrument that was field-
tested in this study. The initial version of the OIQ-AL was derived from the OIQ-NH, which
had extensive qualitative and quantitative development (Rantz et al., 1998, 1999, 2000, 2005,
2006; Rantz & Mehr, 2001; Rantz & Zwygart-Stauffacher, 2005), and a content-validity
index calculated for that version was high (3.4 out of a maximum of 4) (Aud et al., 2004).
Because there are no national assisted-living resident-assessment data such as the Minimum
Data Set assessment instrument that is used in nursing homes, known group analysis for
additional construct validation was not attempted. These analyses would likely be helpful
and were done with the OIQ-NH (Rantz et al., 2006) as other comparative quality data are
available for nursing homes. As other quality measure data become available for assisted
living, additional validity testing should be conducted with the revised OIQ-AL.

The field-testing in this study was done with RN observers using the OIQ-AL.
Therefore, we know the instrument is highly reliable when used by these trained observers.
Additional field-testing needs to be done with other groups of observers, such as consum-
ers or regulators, as was undertaken with the large-scale study of the OIQ-NH. Still, it is
likely that the OIQ-AL will be helpful to those who are interested in Jjudging quality of
care, such as consumers and providers of assisted-living services. Prospective assisted-
living facility residents and their families may want to use the OIQ-AL while comparing
assisted-living facilities for themselves or their loved ones. Based on the success of the use
of the OIQ-NH for consumers of nursing home services, it is likely the OIQ-AL will help
consumers of assisted-living services as well.

Assisted-living facility administrators and staff may want to include the instrument in
quality-improvement programs. Although in some states assisted-living facilities are not
highly regulated, in those states that do license and survey assisted-living facilities, the
state surveyors may find the instrument a useful supplement to their inspection protocols
and assessments of regulatory compliance. Using the OIQ-AL in addition to other inspec-
tion or quality-improvement tools can bring to light quality of care issues of great interest
to residents and families as well as long-term care providers and regulators. The OIQ-AL
should be of interest to researchers who wish to measure outcomes of interventions target-
ing any or all of the instrument’s six dimensions of care quality.
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