Nursing Home Care Quality: A
Multidimensional Theoretical Model

This exploratory study was undertaken to discover the defining dimensions of nursing home care
quality and to propose a conceptual model to guide nursing home quality research and the
development of instruments to measure nursing home care quality. Three focus groups were
conducted in three central Missouri communities. A naturalistic inductive analysis of the
transcribed content was completed. Two core variables (interaction and odor) and several related
concepts emerged from the data. Using the core variables, related concepts, and detailed
descriptions from participants, three models of nursing home care quality emerged from the
analysis: (1) a model of a nursing home with good quality care; (2) a model of a nursing home with
poor quality care; and (3) a multidimensional model of nursing home care quality. The seven
dimensions of the multidimensional model of nursing home care quality are: central focus,
interaction, milieu, environment, individualized care, staff, and safety. To pursue quality, the
many dimensions must be of primary concern to nursing homes. We are testing an instrument
based on the model to observe and score the dimensions of nursing home care quality. Key words:

nursing care, nursing homes, quality improvement, quality measurement
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LTHOUGH MUCH has been written about
the topic of nursing home care quality,
little attention has been paid to carefully
defining it. Even less attention has been paid
to developing a theoretical model of the di-
mensions of nursing home care quality. This
exploratory study was undertaken to discov-
er the defining dimensions of nursing home
care quality and to propose a conceptual
model to guide nursing home quality re-
search and the development of instruments
to measure nursing home care quality.

BACKGROUND

While authors agree that quality is a mul-
tidimensional concept laden with personal
perceptions and judgment,!-> most authors
immediately leap to defining criteria or indi-
cators of quality without defining quality.5-®
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Glass!® points out that efforts to evaluate
nursing home quality have been hampered
by the lack of a conceptual model that spec-
ifies the dimensions of quality in nursing
homes. Based on an extensive review of the
literature, Glass recommends a conceptual
model with four major dimensions of nursing
home quality: (1) staff intervention, (2) phys-
ical environment, (3) nutrition/food service,
and (4) community relations.!? While Glass's
model is an important first step in under-
standing the dimensions of nursing home
quality, no empirical evidence to support the
model is reported. Further, the Glass model
does not include all of the critical dimensions
of actual care for residents in nursing homes.
A comprehensive definition and conceptual
model of care quality are important because
people primarily reside in nursing homes to
obtain care and services for serious function-
al disabilities that tend to be of long dura-
tion.!!'!? Care quality is important to them
and their families.

Donabedian advised that evaluation of
quality of care be approached in three ways:
by examining structure, process, and out-
comes of care.!314 Following thatadvice, most
authors organize their discussions of quality
of care using these three categories to cluster
potential quality measures or indicators. His-
torically, investigators have primarily used
structure and process measures. However,
more recently, outcome measures to evalu-
ate nursing home care quality have received
substantial emphasis.®®!5>2?! Viewing quality
through the dimensions of structure, pro-
cess, and outcomes is helpful and guides
consideration of multiple measures for deter-
mining care quality. However, it begs the
question of the definition of nursing home
care quality.

In a comparative analysis of 24 models of
nursing home quality assessment, Sainfort
and associates?? concluded that specific nurs-
ing home quality assessment measures tend

Nursing Home Care Quality 31

to measure only limited attributes of nursing
home quality. They believe that quality is
under-operationalized in each model. They
found that the models typically contained
more elements of structural quality such as
attributes of the physical plant, staffing, own-
ership, size, reimbursement rate, and per-
centage of private pay rather than resident
level process or outcome elements. One of the
models examined in depth by Sainfort and
colleagues?? is the Quality Assessment Index
(QAI) for measuring nursing home quality.?
The QAI is a judgment-based index with
seven dimensions of quality weighted in terms
of relative importance. These dimensions re-
flect outcome, as well as process and struc-
ture criteria. The dimensions are: (1) direct
resident care—outcome, (2) resident care—
process, (3) recreation activities, (4) staff, (5)
facility, (6) dietary, and (7) resident/commu-
nity ties. Categories of items such as groom-
ing, mood, awareness/orientation, physical
condition, plan of care, volunteer program,
and others are listed for each dimension.
However, specific criteria for each of the
items are not presented, nor are the theoret-
ical relationships among the dimensions de-
scribed.

Thus, the dimensions and operationaliza-
tion of nursing home care quality remain
largely undefined and untested. As a re-
search team we set out to explore the concept
and dimensions of nursing home care quali-
ty, propose a conceptual model of nursing
home care quality for further testing and
evaluation, better operationalize all dimen-
sions of the model, and develop new instru-
ments for measuring nursing home care qual-

ity.
METHOD
Nursing home care quality is a complex

multidimensional concept that can be per-
ceived in many ways. The focus group meth-
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od is a particularly helpful strategy for ex-
ploring complex concepts because it taps into
human tendencies, attitudes, and percep-
tions related to products, services, or pro-
grams.? Focus groups are intended to pro-
mote self-disclosure among the participants.
The process of discussion facilitates this
disclosure. To include multiple perspectives,
abroad base of participants should be select-
ed who have a variety of experiences in rela-
tion to the discussion topic. Focus groups
have been suggested as an appropriate re-
search technique for nursing,?* health servic-
es research,?®?® and as a technique to im-
prove research and evaluation in health
education.?” Focus groups are not without
disadvantages: they are time consuming and
require researchers skilled in group process
and qualitative research.?* However, the meth-
od is a sound way to explore research ques-
tions such as the ones for this study: “What
is nursing home care quality? What concep-
tual model reflects all of the dimensions of
nursing home care quality? And, what mea-
sures of nursing home care quality are logi-
cally derived from the conceptual model?”

Sample

Following approval of the research by the
university’s institutional review board, pur-
posive samples of participants with a variety
of experiences of providing care in nursing
homes were solicited. The samples included
nursing home administrators, directors of
nursing, social workers, activity directors,
activity personnel, ombudsmen, physicians,
nurses, state regulators, long-term care con-
sultants, professional home care staff, pro-
fessional hospice personnel, professional
mental health personnel, and graduate nurs-
ing students specializing in long-term care
and chronic illness. Home health, hospice,
and mental health personnel either provided
services in nursing homes or referred clients

to nursing homes. Several participants had
prior work experience as nursing assistants
in nursing homes. Participants had experi-
ence with nursing home care delivery in rural
and urban locations, small and large facili-
ties, and profit and not-for-profit homes.
Potential participants were told that the pur-
pose of the focus groups was to discuss
quality in nursing homes. It was explained
that participation was voluntary, the groups
would be videotaped and audio-taped for
analysis, and reports from the analysis would
not reveal individual participant identity.

Procedure

Three focus groups were conducted in three
central Missouri communities. Twenty-two
people participated in the first group in a
major mid-Missouri city. This group was
larger than expected. Krueger? recommends
that focus groups be limited to no more than
12 participants so that each person has the
opportunity to share insights and observa-
tions. However, the primary researcher was
experienced in conducting focus groups and
ensured that all participants were able to
share their points of view; many of them
rather extensively.

The primary researcher greeted partici-
pants, made them feel comfortable, and ar-
ranged chairs in a circle so that everyone
could see each other. A video camera was
placed behind the researcher so that it was
unobtrusive and provided a view of all partic-
ipants’ verbal and nonverbal discussions.
The group began with members briefly intro-
ducing themselves and explaining why the
topic of quality care in nursing homes was
important to them. Participants were told,
“We want to understand, from your point of
view, what quality care is in a nursing home.
We want to understand how you know when
you are in a facility that delivers what you
think is good quality care.” Then, the re-



Participants were told, “We
want to understand, from your
point of view, what quality care
is in a nursing home.”

searcher began the discussion, “I would like
you to recall a nursing home you recently
visited that you think does a particularly
good job in giving quality care. What made
you think the care was particularly good,
what did you see, what did you hear, what did
you sense when you were there?” After paus-
ing and waiting for nonverbal cues that peo-
ple were recalling the location of good facili-
ties, the researcher solicited examples and
descriptions of good facilities. Participants’
descriptions were probed for sights, sounds,
smells, and feelings. Extensive discussion
ensued.

To expand the discussion beyond the ini-
tial images of the good facilities, the research-
er probed for specifics about how quality
might be measured and what resident out-
comes might be used to monitor quality.
Expanding the discussion was important to
glean ideas about outcome measures and to
prevent participants from relating mirror
images of good quality homes when the re-
searcher refocused the discussion on poor
quality. To solicit information about poor
quality nursing home care, the researcher
directed the group, “Think about the last time
you visited a facility and thought, ‘Wow, this
place delivers poor quality care. I sure would
not want me or my family here.” What made
that place particularly bad?” Again, the re-
searcher paused for people to visualize such
a facility. Following their nonverbal cues, the
researcher initiated a discussion that gener-
ated participant descriptions of their experi-
ences in poor quality facilities. Content was
again probed for insights and participants
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continued the discussion until the topic was
exhausted and all insights of apparent im-
portance to them were shared.

The same procedures for conducting the
first group were used in the two subsequent
focus groups. Krueger® recommends plan-
ning for four groups, with evaluation after the
second and third groups. If new insights are
provided in the third group, a fourth and
additional groups should be conducted as
needed. In this study, a second group with
five participants in the second largest city in
mid-Missouri provided new information so a
third group was conducted in a rural commu-
nity. Eleven nursing home providers, staff,
and advocates participated in the third group.
Since no new information was gleaned, no
further groups were conducted.

Analysis

Focus groups were videotaped and tran-
scribed for analysis. The videotape enabled
the researcher to watch participants’ nonver-
bal communication while listening to the
verbal communication. The use of videotape
during focus groups has been shown to be
effective.?®-3° A naturalistic inductive analy-
sis of the transcribed content was completed
by the researcher, using the method of con-
stant comparison and analytic induction of
the naturalistic paradigm described by Lin-
coln and Guba®' and Munhall and Boyd.*?
The analytic method began with a review of
the video and transcripts to identify informa-
tion and categories that assisted in answer-
ing the research questions. Words from the
participants were analyzed and clustered in
six rounds of progressive inductive analysis.
Two core variables and several related con-
cepts emerged from the data. Using the core
variables, related concepts, and detailed de-
scriptions from participants, three models of
nursing home care quality emerged and were
constructed during the seventh round of
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analysis. A detailed audit of the inductive
analysis in the development of the models
was maintained by the researcher and re-
viewed for dependability and confirmability®!
by a second researcher familiar with nursing
home care and qualitative analytic methods.
Additionally, the models were presented to
other experts in nursing home care for reac-
tion and critique. Based on that critique,
further reflection, and review of the data, the
models were slightly refined and are present-
ed in this article for testing and evaluation by
others interested in evaluating nursing home
care quality.

FINDINGS AND DISCUSSION

The two core variables that emerged from
the data are interaction and odor. Other relat-
ed concepts that emerged are environment,
milieu, individualized care and treatment,
safety, staff, and quality measures.

According to Munhall and Boyd a core
variable recurs frequently in the data; links
the various data together; explains much of
the variation in the data; has implications for
a more general or formal theory; moves the
theory forward; and permits maximum vari-
ation in analysis.?? Interaction is one of two
core variables that emerged as central to the
understanding of nursing home care quality.
Participants said:

Staff interaction is the most important thing in the
whole nursing home. If1 were a resident I could live
with a little egg on my shirt if I knew that the staff
really care about me, like me, and interact with me.

Staff really seem like they are listening to what
residents say to them.

Staff touch or put their arms around someone who
is distraught and resident allows staff to touch
them and it seems to help.

Staff really interact with residents and residents
are not just sitting in hallways with people ignoring
them.

Odor was the other core variable that was
discussed in detail by every group. Partici-
pants said:

Odors are the pivotal thing to decide when you
walk in if you could stay here or not.

1 associate the odors of urine and stool with poor
quality because there is generally some reason
that the odors are strong; residents are inconti-
nent, they are not being toileted, they are not being
changed when they are incontinent, they are not
getting appropriate hygienic care.

Odors are strongly correlated with care issues. If
there are strong odors the staffl are not doing the
care properly.

When I go into facilities without these strong odors,
1 find that residents are toileted, they are not lying
in stool or a wet bed or wet diapers.

There should be the absence of odors of urine,
stool, or disinfectants.

Some places are just unbearable that they smell so
bad; I know when I walk in that I cannot imagine
having to live there.

Using the core variables, related concepts,
and detailed descriptions from participants,
three models emerged from the analysis: (1)
a model of a nursing home with good quality
care, {2) a model of a nursing home with poor
quality care, and (3) amultidimensional model
of nursing home care quality.

MODELS OF NURSING HOMES WITH
GOOD AND POOR QUALITY CARE

The models of a nursing home with good
quality care and a nursing home with poor
quality care are illustrated in Figures 1 and 2.
The models contain five components that
illustrate the differences in good and poor
quality care homes: central focus, staff, mi-
lieu, care and treatment, and environment.



* Clean
¢ No odor

Milieu:

¢ Calm, but active and friendly

* Presence of community,
volunteers, animals, and
children

* Residents engaged in age-
and functionally appropriate

activities

Staff:

Environment:

* Maintained
» Bright and good lighting

+ Knowledgeable, professional

* Busy interacting and working
with residents

Open and listen to family

RNs involved in care

Education encouraged

Low turnover
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Care and Treatment:

» Attentive, caring, listens to
residents

¢ Treated as individuals

¢ Restorative care, ambulating

¢ People up, dressed, clean,
and well cared for

* Food is good

CENTRAL FOCUS:
Residents
and Family

Figure 1. Model of nursing home with good quality care.

The central focus of the nursing home with
good quality care is clearly the residents and
their families. Participants agreed:

Good facilities have a philosophy that permeates
from the administrative staff that the focus of care
is on the residents and their families and that the
staff are expected to provide appropriate care in a
caring way to meet individualized needs.

The central focus of the nursing home with
poor quality care is not clear. Perhaps it is
survival of the agency, a leadership void, ora

focus on financial gain without regard for or
understanding of services needed by resi-
dents. Participants explained:

They just don't treat their residents well. It seems
like they really didn't care about them. It was just
their job and they were there to put in their time
and so what if this person falls and breaks a hip or
something (pause), it's just money, not a person.
They treated residents as one big mass instead of
this is a person, this is a person, and this is a
person. They did the same thing for every resident
and they didn't treat them as individuals.
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feces

Milieu:

e Chaos!

* Residents screaming and
no one paying attention

¢ Unfriendly atmosphere

» An institution, not a home

Staff:

Environment:
* QOdor of urine and/or

* Shadowed, lighting poor

* Interact inappropriately or
ignore residents
* Visitors can't find staff

Care and Treatment:

» Residents unkempt, exposed,
not clean, unshaven,
disheveled, clothes dirty,
poor nail care

¢ Complaints from residents

about care, lying in urine, not

being taken to toilet

CENTRAL FOCUS:
? Survival of agency
? Leadership void
? Financial gain without
regard or understanding
of services needed by
residents

Figure 2. Model of nursing home with poor quality care.

The staff component contains the impor-
tant core variable of interaction. In nursing
homes with good quality care, staff interact
positively with residents and help residents
meet their needs. Staff appear knowledge-
able and registered nurses (RNs) are involved
in resident care delivery. In homes with poor
quality care, the active involvement of staff in
the care of residents is not so apparent.
Visitors often complain they cannot find staff
to help them or residents they are visiting.
Staff ignore or interact inappropriately with

residents. For example, one participant ex-
plained:

In bad nursing homes, staff do not talk to the
residents or treat them as people; they just do what
they have to do to them and get it over with so they
get their work done; it feels like they are on a
production line, not like they are caring for people.

In the good nursing home I am thinking about.
every last one of the staff members were involved
with each resident they were working with, whoev-
er was coming by, whoever was crying out and
asking for something.



The contrast with milieu is strong. Poor
quality homes are described as CHAOS! with
residents screaming and no one paying any
attention to them. The unfriendly atmosphere
makes the agency feel like an institution, not
a home. On the other hand, facilities charac-
terized as having good quality care were
described as calm, but active friendly places
where people live; there is a sense that the
place is home to the people who live there.
Residents, staff, and volunteers are engaged
in activities that are appropriate for age,
function, and resident interest. Participants
explained:

The good one I am thinking about had an air of
dignity about it. It had a calm, serene kind of feel
to it and just felt like a place that would be nice,
comforting, and relaxing. Staff came up to you and
asked if they could help you or direct you to certain
places. There wasn't a look of indifference on
people’s faces, everyone looked like they cared.

It didn't feel like a nursing home, it was an active
place where people lived. A lot of vital activity was
going on. There were volunteers everywhere help-
ing out in the facility. Everyone was acting as if
everyone was still fully human rather than some
kind of vegetable or patient. They were people
living in a community.

Care and treatmentis an important catego-
ry. Residents are living in nursing homes
because they need care and treatment. The
manner and extent to which care and treat-
ment are carried out distinguish good and
poor quality homes. In homes with good
quality care, residents are up, dressed, clean,
and look well cared for. They are treated
attentively and as individuals. It is apparent
that residents are listened to and cared for in
a caring way. They receive active restorative
care. In homes with poor quality care, resi-
dents are unkempt, exposed at times, not
clean, unshaven, and may be wearing dirty
clothes. Hygiene needs are not consistently
met. Residents are not toileted at regular and
frequent intervals, are frequently inconti-
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The environment of good quality
homes is described as clean,
well maintained, and odor-free.
The home appears bright, airy,
and well lighted.

nent, and may lie in urine-soaked bed linens
or adult diapers for hours. One participant
explained:

In the good home, the residents were all dressed
nice and looked well kept. Residents’ hair was set,
people were up, many of them were ambulating,
There were restorative care activities taking place,
you could see them . . . Family members were
encouraged to eat with the residents and the food
smelled and looked good.

The environment component contains the
other important core variable from the data
analysis: odor. Pervasive urine or feces odor
is a key descriptor of the home with poor
quality care. Additionally, these homes are
characterized as heavily shadowed because
of poor lighting. The environment of good
quality homes is described as clean, well-
maintained, and odor-free. The home ap-
pears bright, airy, and well lighted.

MULTIDIMENSIONAL MODEL OF
QUALITY IN NURSING HOME CARE

The third model that emerged from the
inductive analysis is a more complete identi-
fication of the dimensions of nursing home
care quality. The dimensions are accompa-
nied by a list of potential quality measures
that are derived from the model and suggest-
ed by the focus group participants. Although
the contrasting models of homes with good
and poor quality care explain many of the
features of care quality, it was apparent from
the data that additional features needed to be
explained to more fully describe the complex
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nature of nursing home care quality. There-
fore, a multidimensional model of nursing
home care quality was constructed that in-
corporates the features in the contrasting
models and other features from the data.

The seven dimensions of the multidimen-
sional model of nursing home care quality
are: central focus, interaction, milieu, envi-
ronment, individualized care, staff, and safe-
ty. The model is presented in a sphere with
explanatory arrows and sample descriptive
statements to illustrate the multidimension-
al nature (see Figure 3).

Interaction

Staff really talk with residents
and take time with them

Residents engage in activities
and conversations with staff

Residents

In this model, central focus is foundational
to care quality (see box, “Dimensions of the
Multidimensional Model of Quality in Nurs-
ing Home Care”). It must be very clear to all
who work in the nursing home and all who
come in contact with the nursing home that
the central focus of the home is residents and
their families. Participants were clear that
the reason the agency exists is to serve resi-
dents and their families and meet resident
needs. That fundamental reason must be
clear to everyone and must be understood by
every staff member.

Individualized
Care

Staff know individual resident needs
as well as personal and health
history; staff ensure those needs are
met and incorporate past into
conversations, activities, room
furnishings, and health care

Residents engage in activities and
conversations with staff

Milieu and Staff

| =g |

Calm but active and friendly Fa mi l 1es Staff knowledgeable, well trained,
professional

place where people live

Presence of community,
volunteers, children, and pets

Environment

Lack of odor (poor care is
associated with odors of urine,
feces, or disinfectants)

Clean, well maintained, well
lighted

NTRAL FOC

RNs involved in care decisions and
care delivery to residents

Safety

Residents feel safe and secure

Cognitively impaired have safe place
to wander indoors and out-of-doors

Figure 3. Dimensions of quality in nursing home care.
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Dimensions of the Multidimensional Model of Quality in Nursing Home Care:
Explanatory Descriptive Statements of Participants

Central focus

¢ residents and their families are the central
focus of the agency

* the reason the agency exists is to serve
residents and families and meet resident
needs

Interaction

¢ staff attentive, caring, and listen to what
residents say

¢ staff really talk with residents and take
time with them

e staff and residents smile at each other

¢ residents accept physical touch

¢ staff prompt and responsive to resident
and family needs

¢ residents engage in activities and
conversations with staff

o staff talk with cognitively impaired
residents; they don't ignore them

¢ absence of:
- talking down to residents
- talking as if residents are not present
- referring to residents as “Baby, Sugar,

Honey, Grandma”
- pushing residents to an area to get them
out of the way

- ignoring residents calling out or yelling

Milieu

¢ calm but active and friendly place where
people live

e presence of community, volunteers, and
children

e plants, dogs, cats, birds

¢ lots of activities

Environment

¢ lack of odor (poor care is associated with
odors of urine, feces, or disinfectants}

¢ rooms personalized for each resident with
items from his or her past

» space for privacy

* clean and well maintained

¢ grounds, furniture, and floors in good
condition

* good lighting

e windows for residents to view outside
space for residents to be outdoors

Individualized care

¢ active, restorative care; residents
ambulating

¢ residents are up, dressed, clean, and look
well cared for

e consistent staff care for residents

e staff know residents well so if something is
medically wrong they detect early signs and
get treatment initiated

¢ staff know individual resident needs and
personal and health history; staff ensure
those needs are met and incorporate past
into conversations, activities, room
furnishings, and health care

¢ residents and families involved and have a
voice in care

¢ families feel comfortable talking with staff
about care and concerns

¢ residents involved in activities that are
appropriate for age, function, and
individual interest

* food is good and attention is paid to
individual preferences

Staff

¢ staff knowledgeable, well trained,
professional

¢ RNs involved in care decisions and care
delivery to residents

¢ education encouraged so nursing
assistants become LPNs or RNs and LPNs
become RNs

e physicians and advanced practice nurses
are involved in care decisions and help
improve the clinical skills of staff

e staff education and staffing levels are
related to resident outcomes—better staff,
better care, better outcomes

¢ enough staff are present to provide
individualized care

¢ low staff turnover; without stable staff
cannot have quality care

e appropriate interaction with residents and
families can be taught and role modeled for
staff

Safety

¢ residents and families have confidence
residents will be cared for 24 hours a day

¢ residents feel safe and secure

e cognitively impaired have safe place to
wander indoors and out-of-doors

¢ safe place for residents who choose to be
out-of-doors
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In this model, interaction and the quality
and focus of the interactions between resi-
dents and staffemerged as a corevariableand
the primary dimension of quality in nursing
home care. For example, participants ex-
plained that it is essential that staff be atten-
tive and caring with residents and truly listen
towhatresidents say, that staffreally talk with
residents and take time with them, and that
residents accept and respond positively to
touch initiated by staff. Explanatory descrip-
tive statements of participants from the data
are listed in the boxes. It is important that
residents, even those who are cognitively
impaired, are engaged in activities and con-
versations with staff. Ignoring or dismissing
cognitively impaired residents or treating them
in a less than humane and respectful way is
perceived as poor quality care.

Not seeing or hearing some types of inter-
actions is as important as what is seen or
heard. Participants noted that the absence of
talking down to residents, talking as if resi-
dents are not present, ignoring residents
calling out or yelling, and not referring to
residents as “Baby, Sugar, Honey, or Grand-
ma” is equally important to care quality in a
nursing home.

Milieu refers to the overall setting and
sensations of the nursing home. In a quality
facility, it feels calm, but it is an active and
friendly place where people live. There is a
presence of community, volunteers, and chil-
dren. There are plants, dogs, cats, birds, and
other things that are active and alive. There
are lots of activities. On the other hand, there
is absence of residents calling out or yelling
and no one paying attention to them or trying
to help or engage them in conversation or
activities.

Environment in a nursing home with qual-
ity care has many important components.
Residents’rooms are personalized with items
from the past and present that are meaning-
ful to each resident. Perhaps a favorite chair,

dresser, or other furniture is used instead of
institutional furniture. Personal items, such
as pictures or other mementos, decorate and
personalize each room. There are spaces for
privacy; places where aresident and family or
friend can visit comfortably or persons can
spend time alone if they choose. The environ-
ment is clean and well maintained; the
grounds, furniture, and floors are in good
condition. There is good lighting so visibility
is good and shadows are minimized. There
are windows for residents to view the outside
and space for residents to be outdoors.
Odor is an extremely important aspect of
the environment. It emerged as the second
core variable in the analysis. Virtually every
participant talked about odor, or the lack of
odor. The lack of unpleasant odors and the
presence of pleasant smells are strongly as-
sociated with quality. Participants clearly as-
sociated poor care with the odors of urine,
feces, or disinfectants. Odors accompany not
bathing residents well or frequently enough,
not toileting residents, and not changing
clothes and linens frequently enough. In the
participants’ opinion, these odors are not
dissipated by disinfectants and chemicals,
although some facilities try to cover the odors
rather than deal with the root cause: poor care.
The perspectives of the participants are
consistent with the observations made by
Keyser-Jones.??34 Sights, sounds, and smells
of the environment are described as they
affect the quality of care in nursing homes.
Many of the descriptors of Keyser-Jones are
identical or very similar to the statements of
the participants in this study.
Individualized care requires that staff know
residents well and plan to meet individual
needs. There should be visible active restor-
ative care taking place in the facility. Resi-
dents who are able should be ambulating;
those who can no longer ambulate should
have other active restorative interventions
and be encouraged to improve their remain-



ing abilities. When walking about the facility,
one should observe that residents are up,
dressed, clean, and look well cared for.

Individualized care also means that staff
know each resident well so if something is
medically wrong, they detect early signs and
implement treatment. Staff should be able to
detect early signs that a resident’s condition
is changing. They should conscientiously
pursue relaying changes in medical condi-
tions and ensure that residents obtain the
treatment they need. For this to happen
successfully, it is essential that consistent
staff care for residents. Consistent staff can
detect the subtle changes that often indicate
something is medically wrong.

In facilities delivering high-quality care,
staff know individual resident needs and
each person’s history. They make sure indi-
vidual needs are met and incorporate each
person’'s past into conversations, activities,
and room furnishings. When observing staff
talking with a resident, references to unique
features of the resident’s past can be heard.
Residents are involved in activities of interest
to them. If asked, residents who can respond
can explain that they choose to be involved in
the activity. If they cannot respond, the activ-
ity should appear to be appropriate to age,
function, and restoration potential.

Other features of individualized care in-
clude that residents and families are involved
and have a voice in care. If asked, residents
and families can relate how they are involved
in care and that they have choices. Food is
critically important. If asked, residents re-
spond that the food is good and that attention
is paid to individual preferences. Those res-
idents who cannot respond should eat the
food offered and appear to be enjoying meals.
The food should appear appetizing.

Staff is the next dimension of quality in
nursing home care. It is important that staff
be knowledgeable, well trained, and profes-
sional. Participants were clear that registered
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nurses (RNs) must be involved in care deci-
sions and care delivery. Attempting to deliver
complex care to frail, chronically ill nursing
homeresidents without the active involvement
of RNs in care delivery placesresidents at risk.
Care delivery in nursing homes is a team ef-
fort. Much of the direct care is provided by
nursing assistants and licensed practical
nurses (LPNs). However, participants were
clear that RNs must be actively involved in
meeting individual health care and personal
needs. From their perspectives, the active
involvement of RNs in care delivery is critical
to positive resident outcomes.

Their perspectives have support in the
literature. Some studies suggest that in-
creased registered nurse staffing improves
the quality of nursing home care.5!7:3537 A
significant and positive relationship between
nursing home quality and the ratio of RN
hours to LPN hours was identified in data
from 455 Medicare-certified skilled nursing
facilities in California.?® For every 25 percent
increase in the ratio of RN to LPN hours, there
was a decrease of 0.53% in the number of
health-related deficiencies in the facilities.
Similarly, in a cohort study of 390 veterans
RN staffing was one of four nursing home
quality indices significantly and inversely
related to mortality.® Higher levels of RN
staffing were associated with better care qual-
ity as measured by an index of outcome
measures of decubitus ulcer development,
catheterization, urinary tract infections, and
rates of antibiotic use.?® Spector and Taka-
da®” found that higher staff levels and lower
RN turnover were related to functional im-
provement in residents. The Institute of Med-
icine Committee on the Adequacy of Nurse
Staffing in Hospitals and Nursing Homes!'?
concludes from their extensive review of re-
search that RN coverage in nursing homes is
essential to quality of care.

According to participants, education is
encouraged in quality facilities so it is com-
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mon for nursing assistants to become LPNs,
or RNs, and for LPNs to continue their educa-
tion and become RNs. It is an environment of
learning and continuing staff education is
encouraged. Again, the perspectives of par-
ticipants have support in the literature. Or-
ganizational researchers have known for many
years that work environments must challenge
workers to contribute to the mission of the
organization and continuously grow and
learn.3%!

Participants believe that staff education
and staffing levels are related to resident
outcomes. Clearly, if staff are stretched to the
limit, care suffers. To ensure that staff know
each resident well, it is essential to have low
staff turnover. Without stable staff, individu-
alized high-quality care cannot be achieved.
The literature supports their beliefs. In an
analysis of 2,500 residents in 80 Rhode Is-
land nursing homes, higher staff levels and
lower RN turnover were related to functional
improvement.?” In a later analysis of data
from the National Medical Expenditure Sur-
vey, Spector*? found that having a greater
number of RNs was associated with fewer
deaths annually and having more LPNs was
associated with improvement in activities of
daily living. In a recent study of staffing in
Maryland nursing facilities, as the ratio of
total staffing increased a quality of care index
increased and a survey deficiency index de-
creased.*? In another study comparing three
nursing homes, residents on units with a
higher staffing ratio of licensed personnel had
fewer instances of behavior disturbances.*
Staffing makes a difference for residents and
their outcomes.

Another aspect of the staff dimension of
quality nursing home care that was made
clear by study participants is that appropri-
ate interaction with residents and families
can be taught. Administrators and others in
leadership and education positions in each

nursing home can teach courtesy and guest
relations and insist that staff behave in cour-
teous and caring ways. Staff will respond to
the challenge if leaders explain, teach, and
role model that the central focus of the facility
is high-quality care; that residents and fam-
ilies are the reason they (the staff) are there;
and that all staff (including themselves) are
expected to behave respectfully, courteously,
and appropriately. Examples of the way staff
are to behave and examples of inappropriate
interactions can be role modeled in training
sessions so it is clear what behaviors should
and should not be used with residents and
families.

The last dimension of quality in nursing
home care is safety. Residents and families
need to have confidence that residents will be
cared for 24 hours a day, that staff will
assume responsibility for helping each resi-
dent, and that staff will consistently meet
residents’ needs. Families need to feel that
they can talk with staff about any concerns
they have about the care or environment.
Residents need to feel safe, secure, and free
to talk to staff and get help when they need it.
They need to be free from fear of harm from
staff or other residents. In a quality nursing
home environment, the cognitively impaired
have a safe place to wander, ideally where
they can also wander safely and enjoy the
out-of-doors.

QUALITY MEASURES

The multidimensional model of nursing
home care quality provides direction for qual-
ity measures. The box, “Potential Measures
of the Multidimensional Model of Quality in
Nursing Home Care” is a list of examples of
potential measures derived directly from the
model and from participant suggestions. The
dimension that is tapped is noted following
each potential measure; whether the item is



measuring structure, process, or outcome is
alsoindicated. It is important to note that the
potential measures include structure, pro-
cess, and outcome. Process measures are
particularly emphasized. This is not surpris-
ing when one considers that care delivery is
heavily dependent on processes carried out
by nursing home staff.

The first ten on the list could be measured
by making observations in nursing homes.
The last five would require additional data
collection from facilities. Comparative facility
outcomes for care problems such as inconti-
nence, skin breakdown, declining activities
of daily living, restraint use, and medication
use could be analyzed from assessment data
collected by facilities and submitted for state-
wide or nationwide analysis. Results of a
standardized, benchmarked resident and
family satisfaction survey could potentially
tap all dimensions of the model of nursing
home care quality.
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IMPLICATIONS AND FUTURE
DIRECTIONS

Understanding the dimensions of quality
nursing home care is an important step
toward achieving quality. Much of what was
learned in the study would seem to be achiev-
able. Nursing home care quality is multidi-
mensional and can be explained in a concep-
tual model. To pursue quality, the many
dimensions must be of primary concern to
the nursing home. Central focus, interaction,
milieu, individualized care, staff, environ-
ment, lack of odor, and safety all must be
considered seriously and resources must be
committed to operationalizing each dimen-
sion. Paying attention to these dimensions,
making it clear that the central focus of the
agency is residents and families, and com-
mitting to the pursuit of nursing home care
quality is sure to improve the quality of care
residents receive.

¢ rooms personalized for each resident with
items from his or her past (environment,
structure)

¢ grounds, furniture, and floors clean and in
good condition (environment, process)

¢ lack of odor (environment, process)

¢ presence of community, volunteers, and
children (milieu, process)

¢ staff and residents smile at each other
(interaction, process)

¢ residents engaged in activities and
conversations with staff (interaction,
process)

* active restorative care, ambulating
(individualized care, process, outcome)

¢ residents are up, dressed, clean, and look
well cared for (individualized care, process)

* residents involved in activities of choice,
age and functionally appropriate
(individualized care, process)

Potential Measures of the Multidimensional Model of Quality
in Nursing Home Care

¢ cognitively impaired have safe place to
wander (safety, structure)

* RNs involved in care decisions and care
delivery to residents (staff, structure,
process)

¢ consistent staff and low staff turmover
(staff, structure, process)

* physicians and advanced practice nurses
involved in care decisions and help improve
the clinical skills of staff (staff, structure,
process)

e comparative facility outcomes for care
problems such as incontinence, skin
breakdown, declining activities of daily
living, restraint use, medication use
(individualized care, outcome)

¢ standardized benchmarked resident/family
satisfaction survey (potentially all
dimensions)
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We are further developing and testing the
model using participant observation meth-
ods in nursing homes. We are also testing an
instrument based on the model to observe
and score the dimensions of nursing home
care quality. Validity and reliability studies
using the instrument are in process. Prelim-
inary results are encouraging.

An important future step is to interview
residents and families about their perspec-
tive of nursing home care quality. Families
have expressed interest in sharing their points
of view, and the focus group method will most
likely be used. Some residents may find
participating in a focus group too physically
demanding, so individual interview may be
necessary.

Another step being considered is to con-
duct homogeneous focus groups of nursing
assistants, the primary provider of direct
care services in nursing homes. While some
of the participants in this study had experi-
ence as nursing assistants, groups conduct-
ed only with nursing assistants may prove
insightful. Their perspectives explained in
groups with their peers are likely to further
illuminate the care quality model.

With input from families, residents, and
more nursing assistants it is likely that the
model will be revised and refined. Important-
ly, we may find the model may also be helpful
for potential residents and their family mem-
bers to use when selecting a nursing facility.
Instruments developed from the multiple di-
mensions of the model could guide families to
assess areas they might not have considered.
More informed consumers and their families
can only help improve care quality in nursing
homes.
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