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Objectives: interRAI launched this study to introduce a set of standardized self-report measures through
which residents of long-term care facilities (LTCFs) could describe their quality of life and services. This
article reports on the international development effort, describing measures relative to privacy, food,
security, comfort, autonomy, respect, staff responsiveness, relationships with staff, friendships, and ac-
tivities. First, we evaluated these items individually and then combined them in summary scales. Second,
we examined how the summary scales related to whether the residents did or did not say that the LTCFs
in which they lived felt like home.
Design: Cross-sectional self-report surveys by residents of LTCFs regarding their quality of life and
services.
Setting/Participants: Resident self-report data came from 16,017 individuals who resided in 355 LTCFs. Of
this total, 7113 were from the Flanders region of Belgium, 5143 residents were from Canada, and 3358
residents were from the eastern and mid-western United States. Smaller data sets were collected from
facilities in Australia (20), the Czech Republic (72), Estonia (103), Poland (118), and South Africa (87).
Measurements: The interRAI Self-Report Quality of Life Survey for LTCFs was used to assess residents’
quality of life and services. It includes 49 items. Each area of inquiry (eg, autonomy) is represented by
multiple items; the item sets have been designed to elicit resident responses that could range from highly
positive to highly negative. Each item has a 5-item response set that ranges from “never” to “always.”
Results: Typically, we scored individual items scored based on the 2 most positive categories: “some-
times” and “always.” When these 2 categories were aggregated, among the more positive items were:
being alone when wished (83%); decide what clothes to wear (85%); get needed services (87%); and
treated with dignity by staff (88%). Areas with a less positive response included: staff knows resident’s
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life story (30%); resident has enjoyable things to do on weekends (32%); resident has people to do things
with (33%); and resident has friendly conversation with staff (45%). We identified 5 reliable scales; these
scales were positively associated with the resident statement that the LTCF felt like home. Finally, in-
ternational score standards were established for the items and scales.
Conclusions: This study establishes a set of standardized, self-report items and scales with which to
assess the quality of life and services for residents in LTCFs. The study also demonstrates that these scales
are significantly related to resident perception of the home-like quality of the facilities.
� 2017 Published by Elsevier Inc. on behalf of AMDA e The Society for Post-Acute and Long-Term Care

Medicine.
As we age, there may come a time when, as a consequence of
physical or cognitive loss, the support of others becomes integral to
our daily life.1e3 Typically, a family member will step in to help, and
over time, if capacity declines, family involvement will increase. For
some, there may come a time when the decision is made to move into
an assisted living environment, and finally, to a long-term care facility
(LTCF). This progression is not without its consequences. Residents in
such facilities may lose control of their lives, depression and social
isolation may become more common, and they may come to believe
that they are not respected or valued by those around them.4e8 It is,
therefore, crucial that we develop methods to evaluate residents’
quality of life (QOL) in LTCFs.

LTCFs are often criticized for not providing a home-like environ-
ment.9,10 Older people do not typically wish to live in what they
perceive to be “over-controlled” institutions, with fixed schedules of
daily activities, shared congregate space, and organized nursing
oversight.11e13 It is common knowledge that older adults have such
views and that such facilities exist. The culture change movement of
the past few decades has aimed to reverse how residents of LTCFs
perceive their lives, stressing improvements in both the physical and
social environment, the quality of care provided, enhanced resident
autonomy, noninvasive staff support, and humane care. Nursing home
initiatives to improve care have been suggested and documented by
many investigators.14e21

Powell Lawton22 in his early work defined quality of life of older
people as “the multidimensional evaluation, by both intrapersonal
and social-normative criteria, of the person-environment system of an
individual in time past, current, and anticipated.” Current “reality” and
future projections drive the person’s sense of fit in such a facility. The
literature suggests that a particular set of issues need to be assessed to
understand the lives of residents in LTCFs.23 At an operational level,
however, models to describe the more specific dimensions of quality
for LTCF residents vary.24e26 At a minimum, there is consensus that to
understand how the resident feels, the source of the data must be the
person27,28 and what we ask must have meaning.29,30 In addition,
measures must address issues pertinent to what Lawton called the
interface between the person and the environment,22 including
measures that relate to personal quality of life and the quality of care
provided to the person. Defining and measuring quality of life for
persons in LTCFs is, thus, complex and multidimensional.

In this context, our report examines how LTCF residents view their
life and the care they receive. Our first aim is to describe the steps
taken to create a new self-reported quality of life instrument (the
interRAI SQOL), which includes a series of subscales for use in LTCFs.
The items in this instrument are captured in a short, interviewer-
administered self-report survey created by the interRAI international
research collaborative with over 100 fellows in 34 countries (www.
interrai.org) and applied to a cross-national sample of LTCF resi-
dents. This survey, described later, focuses on how residents perceive
the life they live and the services they receive, examining issues of
privacy, food, security, comfort, autonomy, respect, staff responsive-
ness, relationships with staff, friendships, and activities.31 Under this
initial aim, we first evaluate these items both individually and as they
are combined in a number of summary scales. This step results in the
creation of a series of unique, reliable measures of quality of life and
services for residents of LTCFs.

Under our second aim, we examine how these quality of life and
service scales relate to whether the resident “self-reports” that the
LTCF inwhich they reside feels like home. By this comparative analysis
of the single subjective measure on whether the site is home like and
the 5 scales, we are able to illuminate specific aspects of life in an LTCF
environment that contribute to the feeling of being “home.”

Methods

Survey Instrument

The interRAI Self-Report Quality of Life Survey for LTCF (SQOL-
LTCF) is part of a larger suite of quality of life tools developed by
interRAI for use across a variety of settings including home care,
mental health facilities, and independent living facilities. As is the case
in other interRAI instruments, the SQOL-LTCF employs both “core”
items included in all the surveys designed for multiple sectors, as well
as items specifically aimed at LTCF residents.26

The instrument was developed over several years and in a number
of steps. The initial work for this effort occurred in the United States by
investigators at the University of Michigan (James and Fries) and
Hebrew SeniorLife in Boston (Morris); each site reviewed the litera-
ture, created items, and tested them through pilot studies.

These pilot data were next shared with a cross-national interRAI
work group, tasked to create the larger suite of survey tools. This work
group again reviewed the literature, identified key domains, consid-
ered the existing draft items, and created an instrument draft that was
likely to elicit resident responses that would range from highly posi-
tive to highly negative.

This draft tool was next reviewed by the full interRAI international
fellowship, representing persons with a diverse set of clinical and
research backgrounds (www.interrai.org). Domains and items were
reworked based on this input. interRAI fellows implemented projects
to administer the draft instrument in their countries.26,28,32 Following
this field process, we performed quantitative evaluation of psycho-
metric properties of the survey and evaluated qualitative feedback to
complete the current version of the survey tool.31

Data

The data used in this report include a small number of surveys
from early adopters and a more extensive cohort of survey data from
facilities in Europe (Belgium),33,34 Canada,26,28,32 and the United
States. For inclusion in the sample, the residents had to have the
ability to understand and respond to the questions.

In total, surveys are available for 16,017 LTCF residents. These data
include 7113 residents from 249 residential facilities in the Flanders
region of Belgium, 5143 residents from Canada, and 3358 residents
from the eastern and mid-western United States. Smaller data sets,
sometimes from a single facility, were collected from early adopters in
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Australia (20), the Czech Republic (72), Estonia (103), Poland (118), and
South Africa (87).

The 16,017 individuals surveyed reside in a total of 355 facilities. Of
this total, 249 facilities were in Belgium, 51 in the United States, 46 in
Canada, 3 in Estonia, 2 each in Poland and the Czech Republic, and 1
each in Australia and South Africa.

In these applications, the instrument was administered by a
trained interviewer as a standard part of the facility’s quality assur-
ance program effort. As such and to protect resident anonymity, we
were unable to gather information on resident demographics; thus,
we are unable to report, for example, on sex, age, and marital status.
Residents were asked to participate but were clearly informed that
they could decline without any consequences. The training of sur-
veyors occurred separately in each country, but in each instance
followed the model training protocol specified by interRAI.31 In-
terviewers asked residents for their opinions on the items as phrased.
Excluded were approximately 20% to 35% of the residents in a typical
LTCF who could not respond to the interviewer, usually because of
their cognitive deficits as measured by the interRAI Cognitive Perfor-
mance Scale, the equivalent of a Mini-Mental State Examination score
of about 10 or lower.35

Approvals for analysis were obtained from the Institutional Review
Boards of the University of Michigan, University of Waterloo, and
Hebrew SeniorLife, and relevant ethical research committees accord-
ing to rules in other countries.

Analysis

The analysis for aim 1 proceeded through a multistep process.
First, we assessed the distributional properties of the 49 items of the
SQOL-LTCF across the 5 response categories which range from
“never” to “always.” Because the most frequent responses were in
the “sometimes” to “always” range, and much less frequently at the
other end of the scale continuum, we collapsed the score range, with
“never” and “rarely” assigned the value 0, “sometimes” a score of 1,
“most of the time” a score of 2, and “always” a score of 3. Second, we
used factor analysis (with a varimax rotation of the principal
component factor solution) to assess how the items clustered within
distinct conceptual domains. This allowed us to create summary
scales by adding the collapsed scores of items that clustered. We
Fig. 1. Social Life Scale: Percentage of residents reporting
then examined the distribution of these scales for reasonably broad
dispersion. Third, we calculated the Cronbach’s alpha for each
summary scale to assess its internal consistency, using a minimum
value of 0.70 to be accepted. The alpha statistic has a possible range
of from 0 to 1.0, and it is generally accepted that for a summary scale
to be usable in real-world applications the scale must have a mini-
mum value of .70. More specifically, acceptable scales have an alpha
score range of from .70 to .79, good scales have a score range from .80
to .89, and excellent summary scales have a score range of .90 or
higher.

Fourth, we computed standard distributional properties for each
item and each scale at the 20th, median, and 80th percentile across
the facility sample, and report these values for the scales (distribu-
tional properties for the individual items are available from the cor-
responding author).

In the following, we describe how respondents differed across the
items within each scale domain, and then across scale domains.

Finally, under aim 2, to identify which summary scales were most
associated with quality of life, we assessed how the scales related to
the resident self-report item “this place feels like home to me.”

Results

The factor analysis of the 16,071 SQOL-LTCF surveys identified a
total of 5 scales, representing separate domains of quality of life.
Three scales reference how residents perceive their usual quality of
lifedthe Social Life Scale, Personal Control Scale, and Food Scale;
the 2 remaining scales reference aspects of caredthe Caring Staff
Scale and Staff Responsiveness Scale. Figures 1e5 display the items
involved in each of the 5 scales, providing for each item the percent
in the “most of the time” and “always” categories. Table 1 provides
characteristics of the 5 scales, including for each the scale range,
mean and standard deviation (SD), median and 20th to 80th
quintiles (Q20eQ80) of facility level mean scores, and Cronbach’s
alpha.

Social Life Scale

Figure 1 describes the items in the 10-item Social Life Scale,
including activity participation, friendship, interests, and engagement
statements to be true “most of the time” or “always.”



Fig. 2. Personal Control Scale: Percentage of residents reporting statements to be true “most of the time” or “always.”
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with others. The scale is highly reliable (Cronbach’s alpha ¼ 0.80).
One-third or more of residents on 7 of the 10 items responded that
these positive conditions are present most or all of the time. An
average of less than 1 in 5 residents (18%) reported that these condi-
tions were always relevant to their daily lives now that they are in a
LTCF. However, residents were not always in contact with friends and
they did not always find it is easy to make friends (78%). In addition,
they did not always have meaningful things to do (81%) or enjoyable
things to do on weekends (87%).

When the collapsed scores for these 10 items in this area are
summarized, the Social Life scale has a possible range of 0e30 (where
30 would be the most positive); the observed mean score of 12 is
slightly more positive than the midpoint on the scale (11.7) and the
scale is skewed toward lower values (not shown).
Fig. 3. Food Scale: Percentage of residents reporting sta
Personal Control Scale

Figure 2 displays the 8 items in the resident Personal Control Scale.
For 7 of the items, 40% or more of the residents reported that the
condition always applies to their daily life. The items reference
discrete choices residents make without the help of others (eg, how to
spend time, what clothes towear; when to go to bed) and daily control
over their movements (eg, when to be alone, easy to go out). About
70% or more of the residents reported that they had control in these
areas most or all of the time. For 5 items, one-half or more of the
residents also reported that this was always true in exercising these
choices. The items with a relatively lower percent of positive re-
sponses included controlling who came into their room, going out on
the spur of the moment, or deciding when to bathe or shower. The
tements to be true “most of the time” or “always.”



Fig. 4. Caring Staff Scale: Percentage of residents reporting statements to be true “most of the time” or “always.”
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latter of these itemswas themost problematic for residents in the data
collected; only 25% reporting that they always had control of when
they took a bath or shower.

The Personal Control Scale was formed by summing up the
collapsed scores for these 8 items. The scale has a possible range of 0 to
24 and an acceptable Cronbach’s alpha reliability level of 0.76. The
observed mean scale score in our sample was 16.

Food Scale

Figure 3 describes the 3-item set that references how residents
perceive their quality of life and services in relation to the food served.
Forty percent of residents reported they always had enough variety in
their meals, 35% always enjoyed mealtimes, and 27% always got their
favorite foods. When we added those who responded “most” of the
Fig. 5. Staff Responsiveness Scale: Percentage of residents repor
time or “always,” the percent of positive responses ranged from 57% to
73%. A Food Scale summing these 3 rescored items ranged from 0 to 9,
with a mean of 6.5, and had a Cronbach’s alpha of 0.80.

Figures 4 and 5 move from residents’ perceptions of their personal
quality of life to their perceptions concerning staff and the services
they receive.

Caring Staff Scale

Figure 4 includes 5 items that focus on what we have labelled as
“Caring Staff.” On average only a little over 40%e50% of residents said
that these statements were true most or all of the time. The highest
positive response was for the item that asked whether staff acted on
resident suggestions: 20% said “always” and 30% “most of the time.”
Other items with similar response frequencies included whether a staff
ting statements to be true “most of the time” or “always.”



Table 1
Distributional Properties and Internal Consistency of interRAI QOL-LTCF Scales

Scales Range Sample Mean
(SD)

Facility Median
(Q20eQ80)

Cronbach’s
Alpha

Social Life 0e30 12.0 (6.6) 11.7 (9.0e13.9) 0.80
Personal Control 0e24 16.4 (5.5) 17.3 (14.2e19.5) 0.76
Food 0e9 6.5 (3.0) 6.6 (5.2e7.8) 0.80
Caring Staff 0e15 6.9 (3.7) 6.9 (5.0e8.6) 0.73
Staff Responsiveness 0e24 17.8 (4.9) 18.8 (16.3e20.6) 0.86
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member was a friend, whether staff asked how needs could bemet, and
whether the resident and staff had friendly conversations. The item
with the lowest positive response was whether staff knew the resi-
dent’s life story, which was “always” true for only 12% of residents.

Given these distributions, the total scale mean of 6.9 is just slightly
lower than the midpoint in the 0e15 score range, and the scale has a
Cronbach’s reliability of 0.73.
Staff Responsiveness Scale

Figure 5 references 8 items associated with Staff Responsiveness,
which we formed into a scale with a very reliable Cronbach’s alpha
0.86. Of the 5 scale domains reported in this report, residents rated
these items most positively. Adding the “always” and “most of the
time” rating, on average about 80% of residents reported staff acted
responsively on all 8 measures. More specifically, the residents were
treated with dignity by staff, they got the health servcies they needed,
and in general they got the services they needed. The lowest positive
response ratings in this domain were for how quickly staff respond:
39% reported staff always responded quickly and 33% said staff
responded quickly most of the time. The overall scale mean was 17.8,
which is about three-quarters the way along the 0e24 point score
continuum (where, once again, a high response is best).
Association With “Feels Like Home”

The next analyses, under aim 2 of this report, demonstrates that
there is a strong relationship between how these subjective quality of
Fig. 6. Mean LTCF Quality of Life Scale Scores by re
life and services scales relate to residents’ perception of the “home like
feel” in their current LTCF. Residents who said that the facility “never/
rarely” felt like home hadmuch lowermean scores on the 5 QOL scales
(Figure 6) (note all relationships are significant at .001 or lower). For
example, on the Social Life Scale where the mean equaled 12.0 (on a
scale that has a range of 0e30), residents who said that where they
lived “never/rarely” felt like home had amean Social Life Scale score of
8.6. This score is 3.4 points (0.51 SDs) below the grand mean.

Conversely, residents who reported that the facility “always” felt
like home hadmuch highermean scores on all 5 of these scales and on
a parallel item that is not shown: the “would you recommend the site
to others.” These residents had an average scale score that was one-
third to about one-half of a SD above the grand mean for the scales.
For example, on the Staff Responsiveness Scale where the grand mean
equaled 17.8 (on a scale that has a range of 0e24), residents who said
the LTCF in which they lived “always” felt like home had a mean Staff
Responsiveness Scale score of 20.6 (2.8 points higher and 0.56 SDs
above the grand mean).

Benchmark Standards for the QOL Scales

With 355 LTCFs represented in our data, it was possible to develop
benchmarks for our 5 subjective quality of life scales. In Table 1, we
presented 3 facility benchmark standards for each measure: the 20th
percentile (the lower performing sites), the median (the average
performing sites), and the 80th percentile (the top performing sites).
For example, the standards for the Personal Control Scale are as fol-
lows: 20th percentile¼ 14.2, median¼ 17.3, and 80th¼ 19.5. Thus, for
this measure there is a 5-point difference between the 20th and 80th
percentiles.

In a similar way, it is also possible to benchmark the performance
of individual items from the survey. For example, Figure 7 shows the
percentage of residents reporting that they “would recommend the
site to others” in 41 Canadian homes, compared with the international
benchmarks for that item obtained from this study. The international
median was about 80% reporting the statement to be true most or all
of the time. The lower benchmark (Q20) was about 68% and the upper
benchmark (Q80) was over 90%. Most of the Canadian homes fell
within the benchmark range, but 10 homes were at or below the 20th
sidents’ ratings of the “feels like home” item.



Fig. 7. Benchmarking Report for “would recommend site to others”: Mean facility rates (9 nations) of residents responding “most of the time” or “always” compared with the
median and 20the80th percentiles of all facilities.
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percentile of the international distribution. Benchmark standards for
the individual items are available from the corresponding author.

Discussion

The interRAI SQOL-LTCF has undergone a long period of interna-
tional development and testing. Pilot studies were carried out in
multiple nations, and it is now in use as a truly international tool in
LTCF facilities in North Americaefacilities in Massachusetts and
several Canadian provinces, Europeeall Flemish facilities in Belgium,
most facilities in Finland, South Africae1 facility in Cape Town, and
New Zealandeall facilities.

LTCFs serve older residents, and especially the oldest-old in our
society: those with challenged functional and cognitive status, and
complex health and mental health needs. Seen from this perspective,
the proportion of persons over 65 years of age in LTCFs varies by
country.36e38 Examples include: 8.0% in Iceland; 5.9% in Flanders and
the United States; 4.0% in Denmark; 2.3% in Estonia; and 2.0% in the
United Kingdom and Sweden. Residents stay for several weeks to
years, and for many the LTCF will be the last place they live. As such,
this residential alternative, at this point in the life of the person, has
great meaning. The research in this report assesses how residents in
such residential facilities perceive their life (3 scales) and services (2
scales). We know that most would not have preferred to spend their
end of days in such a setting, but once there, what can our data tell us
about the quality of that life?

First, residents indicated that they had a caring staff. Positively,
about 80% of the residents surveyed reported that staff were
responsive most or all of the time. Almost 90% of the residents re-
ported they were treated with dignity, and 60% reported that this
applied all the time. Similarly, 86% of the residents received the ser-
vices they need, with about 60% saying that this was always true.

At the same time, for the second service related scale, only about
one-half or fewer of the residents said that staff were caring all or
most of the time. Thus, although the resident perceived that their
service needs were being met, the response by staff was more task
related than personal. In this vein, only about 45%e50% of residents
said that staff act on their suggestions or that staff ask the resident
how they might meet their needs. Only a minority of residents said
that a staff member is a friend (with 24% saying this was always true).
Finally, only 12% of residents said that a staff knows the story of the
resident’s life. Thus, although residents reported that they were
respected and they received the services they needed, the nature of
their relationship may be characterized as formal rather than per-
sonal. For approximately 1 in 2 residents, staff follow the “letter-of-
the-law”when it comes to service provision and fail in reaching out to
residents to better understand their history, individual needs, and
preferences.

Residents had a mixed reaction to the food they received. Although
having food choices are basic expectations of all of us, in the facilities
included in our study residents’ responses are quite mixed and the
challenges are real (eg, residents’ reaction to their medication can
affect how they perceive the food they consume, as can age-related
loss of taste). Only 27% of the residents always get their favorite
foods, and including the responses of those who said “most of the
time”, the percent of positive responders rises to only 57% of all res-
idents. The response is a little more positive when residents were
asked whether they received enough variety in their meals; 73% said
this was true most or all of the time.

In terms of personal control, an area in which there has been a
heightened interest over the past few decades, facilities seem to be
reasonably responsive. On average, a little over 70% of residents
responded that they had personal control over key activities most or
all of the time. Over 80% said they could be alone when they wanted,
they could decide the clothes they wore, and decide how to spend
their time. At the other extreme, there was only 1 area in which res-
idents said that they really lacked control: only 43% of residents said
that they could decide when to bathe most or all of the time. Insti-
tutional rules, whether rational or not, seem to be the more prevalent
driving force in this one area. In all other areas, the typical facility has
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found a way to be responsive to the natural desire of adults to have a
reasonable level of control over their lives.

Of all of the questions asked in our survey, the 10 in the Social Life
domain provided the most disturbing responses, with as low as 16%
given a rating of “most of the time” or “always” for the items involved.
The 1 exception is the question of the resident’s being able to
participate in religious activities that had meaning to the resident,
where 69% said this was true most or all of the time. There may be
several reasons for this finding: some facilities are supported by
religious denominations, others may have scheduled times for reli-
gious services or chaplaincy visiting programs, or perhaps more per-
sonal solutions predominate.

Of the other Social Life domain items, only 22% of the residents said
that it was always easy to make friends and that another resident was
a friend. Satisfaction with activity options was also problematic: 18%
said they always had the opportunity to be engaged in meaningful
activities; 13% always had enjoyable things to do onweekends; and 6%
were always approached by others for help or advice. At the same
time, such exchanges become more problematic as activities of daily
living dependency and cognitive loss become more prevalent.
Although these measures are not available in this study, their impor-
tance is unquestioned. This of course is no “excuse” for not trying to
improve the resident’s social life. Most residents are not totally
functionally impaired, most can communicate, and most retain some
level of cognitive decision making. Thus, it is rather sad to think of
residents who retain such skill sitting alone and unaddressed from
one day to the next. Staff are not their friends and other fiends have
not been brought into their social lives. It appears that the next
frontier for LTCFs is to identify what it will take to create the emotional
climate that facilitates meaningful relationships among staff and
residents, between residents, as well as maintains (or mends) long-
standing social relationships with the community beyond the walls.
This is a huge undertaking.

Another way to look at these data is from the perspective of resi-
dents’ perception that the LTCF feels like home, which we consider to
represent an overall measure of personal quality of life. Thirty-eight
percent of residents said this was always true and 25% said this was
true most of the time. For residents who said that this was true all the
time, we saw much higher (positive) scores on all 5 of the summary
QOL scales reported in this paper. This association suggests that
multiple intervention avenues may have to be followed to improve
resident quality of life.

Conclusions

Societal changes have increased the need for developing methods
to evaluate residents’ quality of life in LTCFs. The interRAI SQOL-LTCF
instrument consists of 49 self-report items that permit us to collect
data on the quality of life of residents in LTCFs. In our work, factor
analysis identified a total of 5 scales, representing separate domains of
quality of life and services. Three scales show how residents perceive
their usual quality of life: the Social Life Scale, Personal Control Scale,
and Food Scale. Two scales reference aspects of care: the Caring Staff
Scale and Staff Responsiveness Scale. The study also demonstrates that
the 5 scales are significantly related to resident perception of the
home-like quality of the facilities. As such, these scales and the indi-
vidual SQOL-LTCF items allow for benchmarking of facility quality.

LTCFs as well as governments can, thus, use this instrument to
monitor and ameliorate the QOL of residents. They can also use our
experience to ask where does one go from here in improving the living
experience of residents in LTCFs?

We found a strong relationship between residents seeing the site
as homelike and their willingness to recommend the site to others.
This would seem to be the dual key: change the environment to be
more home-like and strive to increase the positive response of
residents to the 5 scales reported in this report. At the same time, the
operational steps will not be easy. In our work, facilities that are more
home-like have a positive positon on all 5 of the quality of life and
services scales. To reach such an all-encompassing position one should
start with a review of where a site is doingwell across the 5 scale areas
and where there are challenges. It is in the latter areas where a sys-
tematic improvement may be warranted.

Yes, facilities could do better, but these data suggest that whatever
the future might hold, large numbers of facilities have a positive base
on which to build their future corrective activities to afford residents
an improved quality of life.
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