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ABSTRACT

The purpose of this study was to determine the
perceptions of residents, family members, and nursing staff
regarding quality of care and the physical environment in
the nursing home. Relationships among quality of care, the
physical environment, and selected organizational
characteristics were then described. The Quality of Care
Scale (QoCS) and the Environment Description Scale (EDS)
were given to a convenience sample of 100 subjects.

A significant difference in perceptions of quality of
care was found between the nurse assistants and residents.
Significant relationships were obtained between perceptions
of quality of care and the physical environment for
Registered Nurses, Licensed Practical Nurses, and families.
Defining quality of care and determining the significance of
the physical environment from the consumer perspective may
contribute to both quality of life and quality of care in

the nursing home.



CHAPTER I

INTRODUCTION

Nursing homes are the dominant setting for government
subsidized (e.g., Medicaid) long term care (Rivlin, Weiner,
Hanley & Spence, 1988) and a cause for serious concern
regarding standards and quality (Butler, 1975; Institute of
Medicine (IOM), 1986; Kelly, 1991; Robbins, Stum & Sarver,
1991). Quality of care is intimately associated with
quality of life for residents in nursing homes; therefore,
deficiencies have received increasing attention by
researchers, legislators, and the public (Bowers & Becker,
1991; Savishinsky, 1991; Ullmann, 1985). Additionally,
large numbers of Americans are expected to be affected as
almost a third of the population is projected to spend at
least some portion of their later years in nursing homes

(Alwin, 1991).

Background of the Study

In the past, assessment of quality of care focused on
structure and process (Brook, Davies-Avery, Greenfield,
Harris, Lelak, Solomon & Waye, 1977). The structural
perspective included such factors as ratio of staff to

residents and the composition or mix of skill levels of
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staff (Linn, 1974; Spector & Takada, 1991), determination of
optimal nursing home bed size (Greenwald & Linn, 1971; Kart
& Manard, 1976; Penchansky & Taubenhaus, 1965; Riportella-
Mﬁller & Slesinger, 1982; Tobin, 1974), and organizational
characteristics such as public or private financial status
(Epstein, 1981; Greenwald & Linn; Linn, 1966, 1974).

Process orientations were directed toward the manner of care
delivery, e.g., custodial versus restorative care, and
conformance to regulatory requirements (Greenwald & Linn;
Levey, Ruchlin, Stotsky, Kinloch & Oppenheim, 1973; Stryker-
Gorden, 1979; Sheehy, 1988; Spector & Takada). Furthermore,
previous attention has been on eliminating unacceptable or
poor care, rather than achieving high quality of care
(Williams, 1990).

Since neither the structural nor process approaches
have provided much useful information as to which ways
overall quality could be improved, investigators have
recently sought to evaluate quality of care in terms of
outcomes (Jahnigen, Kramer, Robbins, Klingbeil & DeVore,
1985; Linn, Gurel & Linn, 1977; Schipper, Clinch & Powell,
1990; Sheehy, 1988; Thorburn & Meiners, 1986; Weissert &
Scanlon, 1985). For example, mental and functional status
have been associated with resident outcomes (Lichtenstein,
Federspiel & Schaffner, 1985; Liu & Manton, 1983, 1984) and

reduction of catheter use and inclusion of skin care
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programs have been related to improved resident outcomes
(Spector & Takada, 1991). For persons who are
institutionalized in nursing homes, their perceptions of
care also constitute an important outcome. The process of
institutionalization and becoming a nursing home resident
frequently changes the expectations and the perceptions of
needs, as well as, the status and actual needs of the
resident (Tobin, 1974; Williams, 1990). Resident input is
also an important dimension of resident rights (National
Citizens’ Coalition for Nursing Home Reform (NCCNHR, 1985).
Subjective measures are relevant to paradigms of quality
(Schipper, et al., 1990). Further, a critical dimension of
quality is that "...care be conducted in a relationship of
mutual respect and agreemept" (Williams, 1990, p. 221).

This is particularly important because for many, the nursing
home is their home, not a temporary abode from which they
will be discharged (IOM, 1986).

A contributing factor to quality of care and life in
nursing homes (and which differs from quality considerations
in hospitals) is the setting in which the care is provided
(IOM, 1986). The nursing home setting is intended to be
homelike. However, the nursing home is a unique environment
composed of characteristics of a home and an institution
(Litwak, 1985). The home is a world in which individuals

can create a material environment that defines what they
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consider significant (Csikszentmihalyi & Rochberg-Halton,
1981). One’s home or domicile is a symbol of self; it is a
shelter that defines self-symbolic environment (Cooper,
1974; Csikszentmihalyi & Rochberg-Halton). Because one’s
sense of home or abode is so important and since a nursing
home represents a home for residents, it might be suspected
that the physical environment of the institution would have
an influence on perceptions of quality care and life there.

Residents, their families, and care providefs all may
have different perspectives and expectations as to what
constitutes quality of care (Bowers, 1988). By considering
quality of care as an outcome, and by gathering information
from nursing staff, residents, and residents’ families, some
consensus of what constitutes quality may be reached thereby
leading to improvement of care (Kruzich, Clinton & Kelber,
1992; Sheehy, 1992). Relating these views of quality of
care to impressions of the physical environment of the
nursing home may serve to further expand the understanding

of the concept of quality.

Statement of the Problem

The problem investigated in this study was perceptions
of residents, family members of residents, and nursing staff
with regard to quality of care in the nursing home setting.

Were their perceptions related to impressions of the nursing
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home’s physical environment, and was there a relationship
among quality of care, perceptions of the environment, and
selected organizational characteristics? The data used in
the present study are from the larger, funded study, "The

Contextual Environment of Nursing Homes" (Sheehy, 1992).

Purpose and Research Questions

The purpose of this study was threefold: 1) to compare
the perceptions of residents, family members and nursing
staff regarding quality of care, 2) to determine the
relationship between perceived quality of care and
perceptions of the physical environment of the nursing home,
and 3) to determine the relationship among quality of care,
perceptions of the environment, and selected organizational
characteristics of the nursing home.

The following research questions were posed:

1. What are the perceptions of residents, families of
residents, and nursing staff members on quality of
care?

2. How do these perceptions of residents, families of
residents, and nursing staff members on quality of care
compare to one another?

3. What is the relationship between residents, families of

residents, and nursing staff members’ perceptions of
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quality of care and their perceptions of the physical
environment of the nursing home?

4. What are the relationships among quality of care,
perception of the environment, and selected
organizational characteristics of facility bed size,
facility ownership, and resident-to-nursing staff

ratio?

Significance of the Study

The demand for long term care is increasing and is
expected to increase dramatically with the aging of the U.S.
population. Current projections estimate that, of the 2.2
million people who became 65 in 1990, at least one third
will spend three months in a nursing home, 24% one year, and
9% will spend five or more years residing in nursing homes
(Kemper & Murtaugh, 1991). Nursing home utilization by the
elderly is expected to increase 76% over the next 30 years
with associated costs tripling by the middle of the 21st
century (Alwin, 1991).

Nursing home care in the United States is inconsistent
and frequently less than adequate. The Institute of
Medicine released a report in 1986 with recommendations for
improvement in areas of quality of care, quality of life,
physical environment, and nursing care (NCCNHR, 1985). To

effect changes in these areas, some consensus must be
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reached on what defines quality to the consumer and
caregivers in the nursing home. Improvihg understanding and
developing mutuality of perceptions are key to achieving and
sustaining quality of care (Sheehy, 1992).

Health care consumers are more knowledgeable than ever
and are demanding assurance of quality care. Additionally,
with the advent of quality assurance, health professionals
must demonstrate their accountability in providing care to
clients, to their place of employment, and to regulatory
agencies (Buck, 1987; Roberts, LeSage & Ellor, 1987). The
nursing home is largely a nurse managed health care setting,
one in which nursing personnel (i.e., Registered Nurses
(RNs), Licensed Practical Nurses (LPNs), and Nursing
Assistants (NAs), provide the majority of care and can
therefore make the greatest impact on the quality of care
(Mezey & Lynaugh, 1989). Information gained from assessing
quality can identify educational needs of the nursing staff,
decrease exposure to liability, recognize staff successes,
improve the documentation of nursing care, and provide the
potential for improving nursing practice and hence, quality
of care (Roberts, et al., 1987). It is incumbent upon
nurses to assess and strive to improve the quality of care
and hence the quality of life for residents in nursing

homes.
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Theoretical Framework

Litwak’s (1985) theory that the nursing home represents
a union of primary and formal groups and Bowers’ (1988)
purposes of caregiving provided theoretical frameworks for
this research. These two frameworks coalesced to form a
third, which undergirded this study (Figure 1). 1In this
framework, formal and primary groups combine their efforts
to ensure quality of care, which consisted of preservative,
preventive, anticipatory, supervisory, and technical
components of caregiving, in the nursing home. Given the
essential five components of caregiving, quality of care is
likely to vary among nursing homes. A formal organization
is a composite of characteristics, some of which are common
to all bureaucracies and others which are unique to a
particular facility. Certain characteristics inevitably
impact the quality of care in the nursing home, and it is
this relationship which must be clarified. Furthermore, the
physical environment is a product of the organization and
provides the setting in which care is delivered. It is this
setting which is a contributing factor to quality of care
and quality of life in nursing homes (IOM, 1986).

Primary groups consist of family and friends who
exchange services on the basis of affection, duty or
respect. Caregiving that occurs in primary groups is based

on love or friendship, face-to-face contact, and long term
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Figure 1. Theoretical Framework for Quality of Care in the Nursing Home
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commitment (Litwak, 1985). Caregiving in primary groups is
based on affective ties rather than expertise to perform the
tasks. A single individual can perform many tasks,
regardless of expertise, and in accordance with the
recipient’s wishes. That same primary care member usually
has only one individual to care for, thus giving the
caregiver greater flexibility in managing non-uniform or
unpredictable tasks that meet the recipient’s needs (Litwak,
1985).

By contrast, formal organizations are characterized by
a group of individuals who are recruited on the basis of
technical expertise, a division of labor, governed by rules
and hierarchies, and motivated by economic incentives and
impersonal ties (Weber, 1947). Subdividing tasks into
smaller tasks with each performed by a certain individual
increases the efficiency and economy of the system (Litwak,
1985).

With seemingly contradictory structures, it does not
seem possible for the two organizational forms to coexist in
the nursing home setting. However, Litwak (1985) purported
that not only do they coexist, but that primary groups are
necessary in order for formal organizations to function
well. Some tasks can be accomplished using everyday

experience (primary groups) and others require special
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expertise (formal groups) for completion. Hence, primary
and formal groups have complimentary goals.

Building on the work of Litwak (1985), Bowers (1988)
sought to further explain the contributions of formal and
informal groups. In a study on family caregiving in homes,
Bowers (1988) concluded that family members did not define
their caregiving work as a series of tasks, but rather they
distinguished the type of care by its purpose. Family
caregiving based on purpose included: (1) protective/
preservative care which included preserving the parent’s
self-concept and the parent-child relationship;

(2) preventive care or preventing physical harm;

(3) anticipatory care which included anticipating and
preparing for future events related to the parent;

(4) supervisory care or the coordination or supervision of
care provided by others; and (5) instrumental/technical care
or the performance of direct physical care (Bowers, 1988).
When this framework was applied to the families of residents
in the nursing home setting, findings again confirmed the
five purposes outlined for perceptions of care and the
appropriateness of the organizing scheme for another
setting. Family members expected that both preservative and
technical care would be components of all tasks performed by

nursing home staff (Bowers, 1988).
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In formal organizations, caregiving consists of
performing tasks which must be routinized in the interests
of efficiehcy and economy (Litwak, 1985). In the nursing
home, labor is divided according to skill, with certain
individuals performing either a single task or select parts
of one task depending upon their expertise. The result is a
fragmentation of caregiving with many and often different
individuals providing care.

Most tasks require both primary and formal groups in
order to accomplish goals. In the nursing home, the formal
organization is primarily represented by the nursing staff,
as they provide direct resident care on a daily basis, and
family members are the predominant primary group.

Caregiving in the nursing home consists of both uniform and

~non-uniform aspects of care, thereby necessitating an

interaction of both primary and formal groups for goal
attainment (Litwak, 1985). Non-uniform or unpredictable
tasks (e.g., toileting needs), are most effectively managed
by primary groups who provide face-to-face, continual
contact with the resident, whereas uniform tasks (e.g.,
bathing and feeding) can be more easily routinized by formal
groups. Bowers (1988) found that good quality of care was
perceived to be a collaborative process between family and

staff rather than just a division of tasks between them.
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Litwak (1985) hypothesized that caregivers who are
economically rather than affectively motivated will discover
methods of making the work more manageable, predictable, and
efficiént. In the nursing home, economically motivated
workers may cut cérners risking the quality of care (Bowers
& Becker, 1991). Conversely, staff members may perceive
scheduling routines to be mandatory for the completion of
their work, whereas individualizing care is viewed as
spoiling the resident (Bowers, 1988). By contrast, Bowers
(1988) found that family members perceived that
qualitatively good care in the nursing home should include
attention to preservative, preventive, anticipatory, and
supervisory, as well as, technical aspects of care.

Families perceived that staff did not provide preservative
care and generally related poor care to a failure to provide
one or more types of that care (Bowers, 1988).

To achieve the desired goals, in this case quality of
care, it is necessary to maintain both the primary and
formal groups. In order to do this, both formal and
informal groups must modify their structures to minimize
conflict (Litwak, 1985). Through a process of matching, a
formal group task may be changed to resemble a primary group
task or a primary group task may be converted to a routine
(formal) task. For example, the routinization of such

tasks as eating, room furnishing, and emotional support can
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be partially compensated for if the resident’s family
provides special foods on occasion, special items for the
room, and emotional support with weekly contacts (Litwak,
1985). It is through mutual interest and goal-directed
efforts that the primary group (families) and the formal
group (nursing staff) should strive to provide quality of
care, which must consiét of preservative, preventive,
anticipatory, supervisory, and technical components of

caregiving, for the nursing home resident.

Definition of Terms

Nursing Home Physical Environment: Physical environment was

measured by the Kasmar Environment Description Scale (1970)
which yields a quantifiable impression of the overall
physical environment.

Quality of Care: Quality of care was operapionalized by the
Quality of Care Scale (Sheehy, 1992). The scale is
organized and based on the five purposes of quality of care
identified by Bowers (1988) to be of most importance to
families: preservative/protective, preventive,
anticipatory, supervisory, and technical/instrumental care.
Perceptions: Perceptions was defined as the ability to
perceive, comprehend, and understand, by means of the

senses, a concept or a specific idea (Guralnik, 1970).
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Organizational Characteristics: Organizational
characteristics were defined as the distinguishing traits
and features of a systematized whole; a consolidation of
elements which form a structure (Guralnik, 1970). For this
study, the systematized structure was the nursing home and
the selected characteristics were facility bed size,
facility ownership, and resident-to-nursing staff ratio.
Information regarding these organizational characteristics

was obtained from facility records.

Summary

The concept of quality of care has been studied from
structure and process perspectives and most recently in
terms of outcome. In an attempt to quantify quality of care
delivered in the nursing home, outcomes such as resident
functional status have been measured. The physical
environment of the nursing home, and its meaning as both a
home and institution differs significantly from acute care
hospitals; thereby complicating the measurement of certain
outcomes. Quality of life is intimately associated with the
quality of care in the nursing home. By studying quality of
care as an outcome and by examining the perceptions of
residents, family members, and nursing staff, better

understanding of what constitutes good quality of care can



be gained. This knowledge can then be used in effecting

positive changes in the nursing home setting.

24
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CHAPTER II

REVIEW OF THE LITERATURE

Introduction

The selected review of the literature for this study
was organized according to Litwak’s (1985) framework of
formal and informal groups, Bowers’ (1988) purposes of
caregiving, and the researcher’s framework which
conceptualized quality of care in the nursing home as the
sum of purposes of caregiving provided by both formal and
informal groups. This chapter is organized as follows:
perceptions of quality of care, quality of care and quality
of life, the physical environment, and organizational

characteristics and quality.

Formal Organizations

Family and Resident Perceptions of Quality of Care

Bowers (1988) used a grounded theory approach to
investigate family caregiving in the nursing home setting.
In a study of family members (N=28) of nursing home
residents, family members were asked to evaluate the care
provided by the staff through direct observation, indirect
observation, and assessment of outcomes. On the basis of

family interviews, Bowers (1988) ascertained that quality of
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care by the staff should include both preservative and
technical care. Furthermore, families perceived quality
care to be a collaboration between staff and family, not a
division of labor between the two groups. Because of their
access to biographical expertise, the family members not
only claimed responsibility for teaching staff members how
to deliver high quality care but implemented this strategy
with respect to teaching the preservative care aspect.
Families also considered that assisting their relative to
maintain control over their environment was another vital
aspect of preservative care.

Robbins, et al. (1991), interviewed family members
(N=25) of nursing home residents regarding quality of care
and analyzed the content of the interviews using the
Minnesota Contextual Content Analysis (MCCA) computer
analysis program. The authors found that families often
shared similar perceptions of quality and were satisfied
overall with both the gquality of care and life for the
residents. Specifications of what constituted quality were
not elucidated.

Stein, Linn and Stein (1986) studied how the stress of
institutionalization impacted the residents’ perception of
quality of care. The 20-item Stresses in Institutional Care
Scale, including five subscales (r=.62 to0.93), was

administered to residents (N=111) upon admission to the
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nursing home, at one month, and at three months after
admission. All nursing homes were independently rated from
excellent to poor by a social worker and nurse who were
familiar with the facility and care, but who were not
employed by the facility. The global rating was based on
their experience with that home. Intraclass correlation
between the two raters was performed (r=.80). The authors
found that for those in nursing homes rated excellent, the
residents’ perceived quality of care with regard to their
need for tender loving care, declined in one month and again
in three months. For those in good and poor homes, time did
not appear to increase or lessen their level of concern
regarding this measure.

Quality of Care and Quality of Life

Quality of life is a recurring theme in the quality of
care literature. The NCCNHR (1985) interviewed residents
(N=455) of nursing homes with the purpose of defining
quality of care as interpreted by the resident and
explicating how to achieve both quality of life and care for
them. The respondents identified staff to be the most
important indicator of quality of care with environmental
factors ranking second. According to the residents, quality
care consisted of individualized and persohalized care and
allows independence and autonomy. One limitation of this

study was that the sample was not solely representative of
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the elderly, as residents from 20—102 years of age were
included.

Harel (1981) interviewed residents (N=125) on seven
measures of well-being, which included continuity with
things and people, personal life, integration, basic needs,
and social needs gratification. The residents ranked
continuity of social ties with one’s own cohort as the most
important to their life satisfaction.

In an attempt to examine both organizational and
resident variables and their relationship to residents’
satisfaction with nursing homes, Kruzich, et al. (1992),
studied residents (N=289) from 76 different nursing home
units. Additionally, nurse aides (N=283), all charge
nurses, directors of nursing, and home administrators were
surveyed. Nursing home satisfaction was measured by the 17-
item Satisfaction with Nursing Home Scale, which has a
reported reliability coefficient of .88 (Kane & Kane, 1987).
The MEAP (Moos & Lemke, 1984) was used for environmental
assessment. In addition to organizational variables,
resident variables were assessed with a variety of
instruments, including ADL scales and a health index. With
respect to organizational variables, there was a lack of
predictive power on resident functions. Organizational
variables explained 11% of resident satisfaction with the

home and resident variables explained 17% of the variation.
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When combined, 21% of the variation was accounted for in
nursing home satisfaction. Additional findings associated
with higher resident satisfaction with the nursing home
included: environmental attractiveness, lower proportion of
skilled nursing residents on their unit, and residents who
made the choice to live at a particular facility (Kruzich,
et al., 1992).

The Physical Environment

When evaluating quality of care in nursing homes,
elements of the physical environment must be considered.
Aspects of the physical setting contribute to one’s overall
impression of the environment and the ways in which it
influences people (Sheehy, 1992). Some environments are
more conducive to positive affective states, whereas others
may elicit more negative emotional responses (Alexander,
Anninou, Black & Rheinfrank, 1987).

People are sensitive to perceptual cues within their
architectural environments (Kasmar, 1970). Such cues, which
include the purpose of a space, the behavior appropriate to
the space, and the type of persons who live in a given
space, may be interpreted differently by individuals
(Kasmar, 1970). ©Neutra (1954) purported that architecture
not only shapes and conditions human responses, but reflects
one’s behavior and living. In studies of milieu therapy,

researchers found that impressions of a psychiatric hospital
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varied greatly for mental health clients and "normal"
clients (Baker, Davies & Sivadon, 1959; Berger & Good,
1963). In recognizing that individuals are sensitive to the
environment and its influence, it becomes important to
elicit individual impressions to develop a safe and pleasing
home and work environment for nursing home residents and
nursing staff.

Numerous studies in environmental psychology have
focused on the importance of environmental symbélism, or the
notion that physical objects and places acquire social
meaning through time and experience (Csikszentmihalyi &
Rochberg-Halton, 1981; Stokols & Shumaker, 1981). Symbols
have aspects of differentiation and integration. Those of
differentiation are symbols of the self, the uniqueness of
the individual, whereas symbols of integration represent the
shared self or similarity between oneself and others
(Csikszentmihalyi & Rochberg-Halton). In a study of
families (N=82), Csikszentmihalyi and Rochberg-Halton (1981)
found that the most cherished objects in the home were
furniture, visual artwork, photographs, books, and
television in descending order of importance. These objects
served as expressions of our image of ourselves (Cooper,
1974) .

In a review article, Garling (1982) described numerous

studies done in Sweden on the meaning of environment,
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affective response and activation level, and how these
related to perceptions of pleasantness or negativity of the
environment. The influenée of light and illumination have
been studied particularly in regard to seasonal changes and
on affective illness, such as depression (Wehr & Rosenthal,
1989). The amount of physical space has been shown to
correlate with affective states. 1In a study of community
dwelling older adults, the incidence of depression decreased
as the number of rooms in their abode increased (Murrell,
Himmelfarb & Wright, 1983).

Color may evoke emotions or affect mood. The color red
corresponds to greater warmth and less calming effect, while
blue connotes calmness (Wright & Rainwater, 1962). Kwallek
and Robbins (1988) found higher anxiety and stress scores in
a study of 36 persons who spent time typing in a red colored
room as opposed to those who spent time typing in a blue
colored room. Although the samples for these studies were
small, other researchers have confirmed the supposition that
red produces a higher arousal state by measuring skin
resistance and conductance levels (Jacobs & Suess, 1975;
Wilson, 1966).

In a study focusing on the affective meaning of colors
and lines, individuals (N=40) selected adjectives that best
conveyed the meaning of color and lines in artwork shown to

them (Hevner, 1935). Straight lines conveyed sadness and
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dignity, angles conveyed robustness, and curves were more
serene and lyrical.

Music evokes a variety of moods, feelings and emotions
(Hevner, 1936, 1937).‘ Two modes of music have been
identified and correlated with affective moods. The major
mode suggests gaiety and happiness, whereas the minor mode
connotes sadness and melancholy. Hevner (1935) found that
even those individuals with no musical ability or traihing
could correctly identify the major and minor modes of music
when given a list of descriptive adjectives.

There are few studies on how environment affects older
persons. Kahana (1982) interpreted the concept of
congruence, or person—environment match, between
environmental characteristics and individual needs. 1In a
study testing different congruence models, Kahana, Liang and
Felton (1977) concluded that individual preference and
institutional control correlated with morale in a sample
{(N=124) of elderly persons, with morale being higher for
those persons whose needs were met in a particular
institutional environment. Adapting the physical
environment to the individual decreases stress and
ultimately contributes to a sense of well-being for the

older person.
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Organizational Characteristics and Quality

Numerous studies have focused on the relationship
between quality and organizational characteristics of the
nursing home. Facility size and its relationship to quality
of care has been a variable of interest. Just how nursing
home size affects quality of care is not clear (Riportella-
Muller & Slesinger, 1982). Using the 71-item Nursing Home
Rating Scale (NHRS) in 26 nursing homes, Greenwald and Linn
(1971) found that as nursing home size increases, the
overall favorable impression of the home decreases. Linn
(1974) demonstrated similar findings for nursing homes
(N=40) ; as size increased, quality ratings declined (p=.01).

Riportella-Muller and Slesinger (1982) used data from
462 Wisconsin nursing homes regarding state regulatory
violations and complaints registered with the state
ombudsman. For this study, the complaint data were equated
with perceived quality of care by nursing home residents and
staff members. The results demonstrated that the larger
nursing homes had both more complaints and violations with
the total number of violations (r=.18) correlating
significantly (p<.001) with complaints. Kosberg and Tobin
(1972) analyzed data from the state Welfare Council,
Hospital Planning Council, and other local and state
agencies for 214 nursing homes to determine the extent of

resources in a nursing home facility with regards to nursing






