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  RÉSUMÉ 
 La qualité de vie (QV) dont bénéfi cient les résidents des centres d'hébergement de soins de longue durée (SLD) est un 
résultat important des soins. Cette étude descriptive transversale a examiné la qualité de vie auto-declarée de résidents 
des établissements de SLD au Canada, tout en utilisant l'auto-évaluation interRAI Nursing Home Quality of Life 
Survey. Un objectif secondaire était de tester les propriétés pschométriques de l'instrument. Les tests psychométriques 
de l'instrument ont soutenu sa fi abilité et la validité de sa convergence et de son contenu pour l'évaluation de QV des 
résidents. Les résultats ont montré que les résidents ont évalués positivement plusieurs aspects de leur vie, comme 
d'avoir la vie privée lors des visites (76,9%) et l'honnêteté du personnel en traitant avec eux (73,6%). Les résidents 
ont accordé des taux inférieures à d'autres aspects, comme l'autonomie, la liaison entre le personnel et les résidents, 
et les relations personnelles. Les résultats suggèrent des lacunes importantes entre les philosophies de soins dans les 
établissements et leur traduction dans un environnement de soins ou les soins sont vraiment dirigés aux résidents. En 
outre, les résultats ont des implications potentielles pour la planifi cation de soins aux résidents, la programmation de 
l'installation, le développement de la politique sociale et de la recherche future.   

 ABSTRACT 
 Quality of life (QoL) of long-term care (LTC) facility residents is an important outcome of care. This cross-sectional, 
descriptive study examined the self-reported QoL of LTC facility residents in Canada using the interRAI Self-Report 
Nursing Home Quality of Life Survey instrument. A secondary purpose was to test the instrument’s psychometric 
properties. Psychometric testing of the instrument supported its reliability and its convergent and content validity for 
assessing the residents’ QoL. Findings showed that residents rated positively several aspects of their life, such as having 
privacy during visits (76.9%) and staff’s being honest with them (73.6%). Residents gave lower ratings to other aspects 
such as autonomy, staff-resident bonding, and personal relationships. The fi ndings point to gaps between facility 
philosophies of care and their translation into a care environment where care is truly resident-directed. Moreover, the 
fi ndings have potential implications for resident care planning, facility programming, social policy development, and 
future research.  
   

     *      Funding for this study was not sought from any source. Residents and LTC facilities were not compensated for their participa-
tion in this study. The authors gratefully acknowledge the participation of LTC facilities, residents, and surveyors; the collab-
oration of the Canadian Institute for Health Information, the provincial health authorities, and the LTC facilities in accessing 
residents’ RAI-MDS 2.0 data; and the support of interRAI for the use of the interRAI QoL Survey instrument for the primary 
data collection. We also thank John Morris for sharing his preliminary results from his pilot study, providing helpful advice, 
and supporting this research study.  

https://doi.org/10.1017/S0714980814000579 Published online by Cambridge University Press

https://doi.org/10.1017/S0714980814000579


 150   Canadian Journal on Aging 34 (2) Vahe Kehyayan et al.

             Clinicians, policy makers, and researchers increasingly 
recognize the importance of quality of life (QoL) as 
a health outcome in residents of long-term care (LTC) 
facilities (Burack, Weiner, Reinhardt, & Annunziato, 
 2012 ; Carr & Higginson,  2001 ; Kane,  2001 ; Kanwar 
et al.,  2013 ). QoL is associated with health status and 
physical and cognitive functioning (Abrahamson, Clark, 
Perkins, & Arling,  2012 ; Abrahamson et al.,  2013 ; 
Andersen, Wittrup-Jensen, Lolk, Andersen, & Kragh-
Sørensen,  2004 ; Degenholtz, Rosen, Castle, Mittal, & 
Liu,  2008 ; Drageset et al.,  2009 ); autonomy and 
self-determination (Duncan-Myers & Huebner,  2000 ; 
Lachapelle et al.,  2005 ); and social engagement and 
support (Degenholtz, Kane, Kane, Bershadsky, & Kling, 
 2006 ; Kuehner & Buerger,  2005 ). Quality of life is also 
affected by organizational factors, such as staffi ng 
levels, stability, and leadership (Castle & Engberg, 
 2006 ; Castle & Engberg,  2008 ; Chaneb,  2008 ). 

 Canada’s aging population will create greater demands 
for LTC services, including admission into LTC facil-
ities (Kanwar et al.,  2013 ). Admission to LTC facil-
ities may be a disempowering experience for residents 
due to their increasing dependence on facility staff 
for all aspects of their care (Tu, Wang, & Yeh,  2006 ). 
Current cultural transformation initiatives in LTC 
facilities have already become evident (Koren,  2010 ; 
White-Chu, Graves, Godfrey, Bonner, & Sloane, 
 2009 ). Institution-like models of care are being trans-
formed into “nurturing environments that are person-
directed” (Burack et al.,  2012 ). Such change is in part 
due to shifts in government policy and regulatory 
mechanisms placing greater emphasis on resident 
outcomes, including QoL, as well as unremitting 
advocacy efforts (Koren,  2010 ; White-Chu et al.,  2009 ). 
These advocacy actions, combined with the lived 
experience of vocal residents, have helped shape the 
content ( what  is provided), process ( how  it is pro-
vided), and outcomes of residents’ care, including 
their QoL. These actions will add increasing support 
to the cultural movement in LTC for more home-like 
environments, person-centred care, and practices 
where personal autonomy and decision making drive 
the transformation of residents’ care from a medical 
to a more consumer-directed model (Robinson & 
Reinhard,  2009 ). Person-centred care emphasizes “main-
taining personhood in spite of declining cognitive 
ability, striving to take the viewpoint of the patient, 
acknowledging personal experiences of life and rela-
tionships and including the social environment as 
a therapeutic agent” (Edvardsson, Koch, & Nay, 
 2010 , p. 55). Person-centred care revolves around 
residents’ personal and individualized experience 
and emphasizes relationships and communication 
(Savundranayagam,  2012 ). Consideration of residents’ 
self-reported QoL as a measure of their experience in 

the LTC facility would make a vital contribution to 
the successful implementation of person-centred 
care in LTC facilities. 

 As QoL is a complex, multifaceted, and subjective con-
cept, clinicians and researchers might rely upon sev-
eral sources of information for assessing the QoL of 
residents in LTC facilities. There is growing support 
that a direct assessment of residents’ perception of QoL 
is preferred due to its subjective nature. As an individ-
ual’s subjective world is idiosyncratic, it is not directly 
understood by others, even by close relatives. Direct 
measurement of QoL is also preferable to using exter-
nal predictors (Degenholtz et al.,  2006 ) or proxy sources 
(Kane et al.,  2005 ). Individuals with moderate dementia 
and associated cognitive impairment are still able 
to report on their QoL, even when they have poor 
insight into and awareness of their dementia (Gerritsen, 
Steverink, Ooms, de Vet, & Ribbe,  2007 ; Logsdon, 
Gibbons, McCurry, & Teri,  2002 ; Novella et al.,  2001 ). 
It is estimated that 60 per cent of the residents would 
be able to reliably report on their QoL (Kane,  2003 ). 
Thus, self-reports may be regarded as the “gold 
standard” approach to evaluating QoL. 

 Yet, despite an increased interest in the topic, there is 
relatively little research on residents’ self-reported 
QoL. The primary purpose of this study was to exam-
ine the self-reported QoL of LTC facility residents in 
Canada using the interRAI Self-Report Nursing Home 
Quality of Life Survey instrument. A secondary purpose 
is to test the instrument’s psychometric properties. 
This study will contribute to the cultural transfor-
mation efforts in LTC facilities by measuring QoL 
purely from the perspective of residents. It will also 
guide the development of evidence-informed clin-
ical practice for making decisions about appropriate 
resident-directed interventions (Gerritsen et al.,  2007 ; 
Varricchio & Ferrans,  2010 ). This study may also con-
tribute to shaping public policy in mobilizing person-
centred models of care in LTC facilities (McGilton et al., 
 2012 ).  

 Methods  
 Design and Settings 

 This was a cross-sectional, descriptive study of a con-
venience sample of 928 residents from 48 volunteer 
LTC facilities in the Canadian provinces of Alberta, 
British Columbia, Manitoba, Nova Scotia, Ontario, 
and Saskatchewan. While most of the participating 
LTC facilities were recruited by the researcher, a small 
number of facilities that became aware of the study 
volunteered to participate. In Ontario, an advertise-
ment was placed in the electronic newsletters of 
the Ontario Long Term Care Association and the 

https://doi.org/10.1017/S0714980814000579 Published online by Cambridge University Press

https://doi.org/10.1017/S0714980814000579


Self-Reported Quality of Life in LTC La Revue canadienne du vieillissement 34 (2)   151 

Ontario Association of Non-Profi t Homes and Services. 
Other facilities self-initiated contact with the researcher 
upon learning of the study from others. A recruit-
ment letter was prepared and e-mailed to those who 
expressed an interest. Overall, a convenience sample 
of 48 LTC facilities volunteered to participate within 
the recruitment timeframe of the study.   

 Ethics 

 This study received full ethics clearance from the 
Offi ce of Research Ethics, University of Waterloo. While 
some LTC facilities obtained their own research ethics 
clearance using internal mechanisms, most accepted the 
University of Waterloo’s ethics clearance in lieu of 
conducting their own ethics review. The Offi ce of 
Research Ethics also gave clearance to the training 
program for surveyors and LTC facility staff, which 
was specifi cally designed for this study. 

  Training of Surveyors and LTC Facility Representatives 
 Long-term care facilities designated potential sur-
veyors who were to interview residents in their respec-
tive facilities. The designated surveyors did not need 
to have any professional credentials, except for the 
following, which were deemed as necessary qualities: 
(1) good interpersonal and communication skills, 
(2) ability to establish good rapport with residents, 
and (3) ability to put residents at ease. 

 The primary author provided the training program 
to the designated surveyors and LTC facility repre-
sentatives through a series of webinar sessions. The 
training included a description of the scope and 
nature of the QoL study, the procedure for recruiting 
potential residents and obtaining informed consent, 
methods to conduct interviews without infl uencing 
residents’ responses, and instructions on completing 
the interRAI QoL Survey form. One essential rule 
that was stressed to the surveyors was that they 
could not conduct interviews with residents who 
depended on them for their personal or clinical care. 
A registry of the names of trained surveyors, their 
credentials, and their position in the LTC facility was 
developed. In addition to the training, a dedicated 
project website was developed where surveyors and 
LTC facility representatives could access all infor-
mation relevant to the QoL study project, including 
the training material.    

 Criteria for Inclusion of LTC Facility and Resident 
Participants 

 LTC facilities were included in the study if they 
had been using interRAI’s Resident Assessment 
Instrument – Minimum Data Set 2.0 (RAI-MDS 2.0) 
( www.interRAI.org ) for at least one year to allow for 

full and quarterly assessments. LTC facilities also 
had to provide a written consent for participation in 
the study and for researchers to have access to RAI-
MDS 2.0 data. 

 Residents were included if they met the following cri-
teria: (1) ability to communicate in English, (2) having 
a complete RAI-MDS assessment, and (3) a Cognitive 
Performance Scale (CPS)  1   score between 0 (intact) 
and 3 (moderate impairment) (Morris, Fries, Mehr, & 
Hawes,  1994 ). The choice of CPS scores between 
0 and 3 was made deliberately in recognition that 
some residents with mild to moderate cognitive im-
pairments may be able to self-report on their QoL 
(Kane et al.,  2003 ; Logsdon et al.,  2002 ). 

 LTC facility RAI coordinators fi rst identifi ed poten-
tial residents who met these inclusion criteria. Next, 
trained LTC facility staff most familiar with the residents 
explained the purpose of the study using a script 
provided with the training materials. Residents who 
agreed to participate signed the study consent form. 
Of the 1,828 residents who were originally approached, 
55 per cent ( n  = 1,008) agreed to participate. How-
ever, of those who agreed to participate, only 928 
were able to complete the QoL interview (comple-
tion rate = 51%). Anecdotal reports of reasons for the 
inability to complete included “fatigue”, “changed 
my mind”, and “needed a break”.   

 Source of Resident and LTC Facility Profi les 

 The RAI-MDS 2.0 was the source for data on resi-
dents’ socio-demographic and clinical characteristics. 
In Canada, RAI-MDS has been implemented for use 
in LTC facilities in seven provinces (Alberta, British 
Columbia, Manitoba, Newfoundland, Nova Scotia, 
Ontario, Saskatchewan), and the Yukon Territory. Of 
the six provinces that agreed to participate in this 
study, only Manitoba, Nova Scotia, and Ontario sub-
mit RAI-MDS 2.0 data to the Canadian Institute for 
Health Information (CIHI), which is a repository for 
health data from all health sectors, including RAI-MDS 
data from LTC facilities. Accordingly, three primary 
sources for the RAI-MDS 2.0 data were used: (1) CIHI 
for Manitoba, Nova Scotia, and Ontario; (2) provincial 
health authorities for Alberta and Saskatchewan; and 
(3) LTC facilities in British Columbia.   

 Measurement of QoL 

 The interRAI QoL Survey instrument (Morris,  2009 ) 
consists of 50 items grouped under 10 domains with 
four to six items in each domain (see  Table 5 ). These 
domains include privacy, food/meal, safety/security, 
comfort, making daily decisions (autonomy), respect, 
responsive staff, staff-resident bonding, activity option, 
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and personal relationships (presence of friends). 
The 10 domains refl ect items from Maslow’s ( 1962 ) 
hierarchy of human needs, such as physiological 
needs (e.g., food, comfort), safety (e.g., freedom from 
harm), love (e.g., affection, meaningful relations), esteem 
(e.g., being appreciated by others), and self-actualization 
(e.g., self-fulfi llment, learning). These domains and 
items describe various aspects of QoL that have sub-
stantial relevance to LTC facility residents and allow 
for the comprehensive assessment of their experi-
ence in an LTC facility. 

 The choice of the interRAI QoL Survey instrument 
was supported by several factors. The instrument is 
a companion to interRAI’s suite of assessment instru-
ments comprising an integrated health information 
system (Gray et al.,  2009 ; Hirdes et al.,  1999 ). The 
research team designing the QoL instrument included 
collaborators from several countries, making the con-
struction of the instrument’s items sensitive to cultural 
considerations. Another consideration was the instru-
ment’s comprehensive content, which is a necessary 
element in the design of assessment instruments 
(Fayers & Machin,  2007 ). In addition, the instrument 
includes a global dispositional measure, “I tend to be 
happier than most other people”, which can be used as 
a “risk adjuster” to account for personality differences 
in QoL ratings (see, for example Stones et al.,  1996 ). 
Another item, “I would recommend this site or organi-
zation to others”, is considered a proxy measure for 
overall QoL rating, which is also desirable in the 
design of QoL instruments. 

 The interRAI QoL Survey instrument has a 5-point 
ordinal scale with response categories: (0) Never, 
(1) Rarely, (2) Sometimes, (3) Most of the time, 
and (4) Always. Participants also have the option of 
a “Don’t know” (6) response. In addition to these 
participant responses, surveyors may also use “Refused” 
(7) or “No response or cannot be coded from response” 
(8) codes as appropriate. Response categories 6, 7, 
and 8 were recoded as “Sometimes” with a value of 
2 (Fayers & Machin,  2007 ). This recoding avoided 
the more extreme values (0, 1, 3, 4) and was also 
used in the pilot study of the interRAI QoL Survey 
instrument in Boston, Massachusetts, with accept-
able results (Morris,  2009 ). Thus, in calculating resi-
dents’ QoL scores, only ratings on the 5-point (0 to 4) 
scale were used. Two levels of scores were calcu-
lated: a domain-specifi c score, and an overall aggre-
gate score for the whole instrument. To compute 
residents’ overall QoL scores, 49 of the 50 items included 
in the 10 domains were used. The global disposi-
tional item was not included in the calculation of the 
overall QoL score. This item was used to examine the 
psychometric properties of the interRAI QoL Survey 
instrument, which will be discussed later in this article.   

 Procedure for Assessing Residents’ QoL 

 Resident interviews by trained surveyors were con-
ducted between March and June 2010. Residents were 
interviewed in a manner that was sensitive to their com-
fort and privacy. A total of 103 surveyors were involved, 
including 68 per cent management staff, students, and 
volunteers; 22.3 per cent paraprofessionals (e.g., social 
workers, recreation staff, pastoral care); and 9.7 per cent 
registered nursing staff and personal support workers. 

 To help residents through the interview process and 
cue them to the possible response options, we pro-
vided them with a large-print copy of the six possible 
response options (ratings 0 to 4, plus “don’t know”) 
(Bradburn, Sudman, & Wansink,  2004 ). Surveyors 
recorded residents’ responses on a scannable copy of 
the interRAI QoL Survey. Interviews were expected to 
be about 30–40 minutes in length, subject to residents’ 
comfort and preferences. Anecdotal reports received 
from surveyors confi rmed completion of interviews 
within this timeframe with a few exceptions. 

 Each completed interRAI QoL Survey was reviewed 
for completeness, electronically scanned to generate an 
electronic data fi le, and assigned a unique study iden-
tifi cation number for anonymity and confi dentiality.    

 Data Analyses 
 Descriptive analyses were performed using SAS 
software, version 9.2 (SAS Institute Inc., 2002–2003). 
The distributional properties of resident and facility 
characteristics and residents’ self-reported QoL rat-
ings were examined using frequencies, percentages, 
means, and standard deviations. The distribution of 
surveyors’ position in LTC facilities was examined 
to determine if their position had any infl uence on 
residents’ self-reported QoL ratings. Frequencies, per-
centages, overall mean QoL scores, and 95 per cent 
confi dence intervals were calculated. 

 Two specifi c tests were conducted to establish the 
interRAI QoL Survey instrument’s reliability: test-
retest and internal consistency. To establish the sta-
bility of the instrument over time, residents other 
than the 928 residents who participated in the general 
study were recruited. Of the 48 facilities involved in 
the study, 5 agreed to participate in this phase of the 
study: one in Alberta, one in British Columbia, and 
three in Ontario. For a critical effect size of 0.70, at 
5 per cent level of signifi cance, 90 per cent power, 
and using a two-tailed test, the approximate number 
of subjects required would be 16 (Knickman & Snell, 
 2002 ). A total of 22 residents agreed to participate, 
exceeding this minimum requirement. 

 The same informed consent procedure was used 
and written consents obtained. Each resident was 
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interviewed twice by the same surveyor with an 
interval ranging from 3 to 26 days, with 77 per cent 
within 14 days, 14 per cent in 22 days, and 9 per cent 
in 26 days, depending on the availability of residents 
and the scheduling of the “retests” by the surveyors. 
Expert opinion on the time interval between test-retest 
suggests from one hour to a year, but a retest interval 
of 2 to 14 days is considered usual (Streiner & Nor-
man,  2008 ). The level of agreement between the ini-
tial and retest QoL item scores was measured by 
calculating weighted kappa coeffi cients (Bowling, 
 2009 ; Landis & Koch,  1977 ; Streiner & Norman,  2008 ). 
To test its internal consistency, Cronbach’s alpha 
was calculated. 

 The convergent validity of the instrument was assessed 
by two methods. First, the residents’ domain-specifi c 
mean QoL scores were compared with their ratings 
of the global disposition item. Second, the associa-
tion between the overall mean QoL scores and the 
global disposition ratings was evaluated by calcu-
lating Pearson’s correlation coeffi cients. The under-
lying hypothesis was that residents who reported 
high scores in their global disposition would also 
report high QoL in each of the domains and in overall 
QoL, but expecting that correlations with domain-
specifi c scores would be lower than the correlation 
with the overall QoL score. 

 To assess the content validity of the interRAI QoL 
Survey instrument, a content validity matrix (Streiner, 
 1993 ; Streiner & Norman,  2008 ) was constructed. Its 
domains and items were mapped against two other 
QoL instruments, namely, the Quality of Life Index 
(Kane,  2003 ) and the Ontario Hospital Association’s 
(OHA) LTC Resident and Family Member Evaluation 
Surveys (Ontario Hospital Association,  2001 ). Kane 
et al.’s ( 2003 ) QoL Index has evidence of acceptable 
performance in both reliability and concurrent valid-
ity (e.g., Cronbach alphas ranged from .76 to .52; 
correlation with overall satisfaction item in instru-
ment). The OHA’s survey instrument was designed 
by content experts and an advisory panel vetted its 
face validity (Ontario Hospital Association,  2001 ). 
The OHA survey is used across health care facilities 
in Ontario to directly measure patient and family 
perspectives on the care they receive.   

 Results 
 A convenience sample of 928 residents from a conve-
nience sample of 48 LTC facilities from six Canadian 
provinces were involved in this study. The primary objec-
tive of the study was to describe residents’ QoL from their 
perspective. These results are discussed after those of the 
secondary objective, which was to test the psychometric 
properties of the interRAI QoL Survey instrument.  

 LTC Facility and Resident Characteristics 

 Forty-eight LTC facilities from six provinces in Can-
ada participated. The majority was privately owned 
(66.7%), for-profi t (62.5%), urban (87.5%), and accred-
ited (91.7%). The number of beds in these facilities 
ranged from 10 to 357 (mean = 135.3, standard devia-
tion [ SD ] = 65.9, median = 129), with medium-size 
facilities (95 to 159 beds) representing the largest cat-
egory (45.8%). 

  Table 1  shows the distribution of participating resi-
dents’ socio-demographic characteristics. Almost 
75 per cent of the residents were aged 75 or older; 
the mean age was 80.2 ( SD  = 11.1). Almost two-thirds 
of the sample was female and only 21 per cent was 
married, refl ecting the older age of the participants. 
The majority of the sample (60%) was not involved 
in religious practices. Almost 45 per cent of the resi-
dents had not completed high school and over 
60 per cent of the residents had been in the LTC facility 
for one year or longer.     

 Forty-six per cent of the residents were assessed with 
mild to moderate impairment (see  Table 2 ) and over 
half required extensive assistance or were totally 
dependent in their activities of daily living. The majority 
of the resident sample (over 80%) had relatively 
stable health, but 22 per cent reported daily pain. 
Over half (53%) had a high level of social engage-
ment. Minor to major depressive symptoms were 
present in 14.3 per cent, and 11 per cent had severe 
depressive symptoms. On behavioural measures, 
only 23 per cent of the resident sample showed one 
or more signs of aggression. Almost 40 per cent suf-
fered from frequent bladder incontinence but only 
18 per cent from bowel incontinence. Sixty-six per 
cent had adequate vision, and 76 per cent had ade-
quate hearing.       

 Psychometric Properties of the interRAI QoL Survey 
Instrument 

 The psychometric properties of the instrument were 
examined by assessing its reliability and validity.  

 Reliability 
 The level of agreement (weighted kappa coeffi cients) 
between the initial and retest QoL item scores ranged 
from –0.10 to 0.80. Based on the interpretation cate-
gories proposed by Landis and Koch ( 1977 ), 58 per 
cent ( n  = 29) of the coeffi cients refl ected moderate to 
substantial agreement and 22 per cent ( n  = 11) fair 
agreement. In 27 of the 50 items, there was stronger 
agreement between the two ratings for residents who 
were re-interviewed within 14 days compared to inter-
vals longer than 14 days, but it did not change the 
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agreement category. Based on these fi ndings, the inter-
RAI QoL Survey may be considered to have moderate 
test-retest reliability. 

 The internal consistency of the instrument was mea-
sured by Cronbach’s alpha, with coeffi cients for each 
domain ranging from .60 (Comfort domain) to .82 
(Food/Meal domain); and an overall alpha coeffi cient 
of .93 (see  Table 3 ). Values of .70 or higher indicate 
good internal consistency (Streiner & Norman,  2008 ). 
The Cronbach’s alpha coeffi cients in this study were 
compared to the ones computed by Morris ( 2009 ) in his 
pilot study of the interRAI QoL Survey in an LTC facility 
in Boston, Massachusetts. As shown in  Table 3 , with 
a few exceptions, the Cronbach alpha values in our 
study were comparable to those reported by Morris 
(domain alpha values ranging from .48 to .76; overall 
value .91) and demonstrated good internal consistency.       

 Convergent Validity 
 Most residents (60.3%) scored positively, that is, 
reported “most of the time” or “always” to the global 

 Table 1:      Resident socio-demographic characteristics in long-
term care facilities in six Canadian provinces  

Variables  ( n )  1   %  

 Age (years)    
< 65 10.6 (77) 
65–74 14.6 (106) 
75–84 31.5 (228) 
85 and older 43.3 (314) 
 Gender   
Male 34.5 (292) 
Female 65.5 (555) 
 Marital Status   
 Married 21.0 (161) 
 Other 79.0 (607) 
 Primary Language   
 English 95.7 (694) 
 Other 4.3 (31) 
 Religiosity   
Usually attends church, temple, synagogue, etc., 

 or  fi nds strength in faith 
14.5 (112) 

Neither attends church, temple, synagogue, etc., 
 nor  fi nds strength in faith 

60.3 (466) 

Both (usually attends church, temple, synagogue, 
etc.,  and  fi nds strength in faith) 

25.2 (195) 

 Education (highest level)   
 Less than high school 44.9 (220) 
 High school 26.5 (130) 
 Post-secondary 28.6 (140) 
 Length of Stay   
< 90 days 7.6 (64) 
90 days–364 days 31.1 (263) 
1 year or more 61.4 (520)  

     Note:   
   1  Not all sample sizes ( n ) for the characteristics in this table add 
up to 928 (the study sample) due to missing data in RAI MDS.    

 Table 2:      Resident clinical characteristics in long-term care 
facilities in six Canadian provinces  

Variables  ( n )  2   %  

 Cognitive Performance Scale    
0 = Intact 31.1 (263) 
1 = Borderline intact 22.7 (192) 
2 = Mild impairment 26.0 (220) 
3 = Moderate impairment 20.3 (172) 
 Activities of Daily Living Hierarchy Scale   
0 = Independent 12.2 (103) 
1 = Supervision 14.6 (124) 
2 = Limited impairment 19.0 (161) 
3–4 = Extensive assistance 40.9 (346) 
5+ = Dependent/total dependence 13.3 (113) 
 Changes in Health, End-Stage Disease, 

and Signs and Symptoms (presence 
of symptoms)  

 

0 = No health instability 52.3 (416) 
1 = Minimal health instability 30.8 (245) 
2 = Moderate health instability 13.3 (106) 
3+ = High health instability 3.5 (28) 
 Pain Scale   
0 = No pain 51.0 (409) 
1 = Less than daily pain 26.6 (213) 
2–3= Daily pain (not severe to severe) 22.4 (180) 
 Index of Social Engagement 

(psychosocial well-being)  
 

0–2 = None to low level of social engagement 15.0 (126) 
3–4 = Moderate level of social engagement 31.4 (264) 
5–6 = High level of social engagement 53.6 (450) 
 Depression Rating Scale   
0 = No symptoms indicative of depressive disorder 46.3 (392) 
1–2 = Some depressive symptoms 28.5 (241) 
3–4 = Symptoms indicative of minor to major 

depressive disorder 
14.3 (121) 

5 or more = Symptoms indicative of severe 
depressive disorder 

11.0 (93) 

 Aggressive Behaviour Scale   
0 = No signs of aggression 77.0 (652) 
1+ = Aggression 23.0 (195) 
 Bladder Continence   
0 = Continent 38.3 (324) 
1–2 = Usually/occasionally continent 23.0 (195) 
3–4 = Frequently incontinent/incontinent 38.7 (328) 
 Bowel Continence   
0 = Continent 59.9 (507) 
1–2 = Usually/occasionally continent 22.6 (151) 
3–4 = Frequently incontinent/incontinent 17.6 (149) 
 Vision   
0 = Adequate 65.9 (540) 
1 = Impaired 25.9 (212) 
2+ = Moderately/severely impaired 8.3 (68) 
 Hearing   
0 = Adequate 75.6 (620) 
1 = Minimal diffi culty 18.5 (152) 
2+ = Hears in special situation only/highly impaired 23.3 (48)  

     Note:   
   2  Not all sample sizes ( n ) for the characteristics in this table 
add up to 928 (the study sample) due to missing data in 
RAI MDS.    
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disposition item (“I tend to be happier than most 
other people”). These residents reported signifi cantly 
higher domain-specifi c mean QoL scores compared 
to residents with lower global disposition ratings. 
As expected, we found the correlation of the global 
item was higher with the overall QoL score ( r  = .46; 
 p  < .0001) than with the domain-specifi c scores ( r  = .21 
to  r  = .39;  p  < .0001). These  r  values are indicative of 
good convergent validity between the global dispo-
sition item and QoL subscales. 

 On the global item “I would recommend this site 
or organization to others”, almost 80 per cent of the 
residents rated positively. Domain-specifi c mean QoL 
scores were signifi cantly higher for each domain in 
residents who rated this global recommendation 
item higher. The Pearson’s correlation between the 
domain-specifi c QoL ratings and the global recom-
mendation item was moderately strong, ranging from 
 r  = .30 to  r  = .70 ( p  < .0001). The correlation between 
the global recommendation item and the overall mean 
QoL score was fairly strong with a Pearson’s  r  = .55 
( p  < .0001). This provides additional evidence for the 
convergent validity of the QoL subscales.   

 Content Validity 
 In comparing the interRAI QoL Survey with Kane’s 
( 2003 ) QoL Index and OHA’s (2001) LTC Resident and 
Family Member Evaluation Survey, we found consid-
erable overlap between the interRAI QoL domains and 
items and Kane’s and OHA’s survey instruments, 
but with a few distinct differences (see  Table 4 ). For 
instance, Kane’s QoL Index places greater emphasis 
on spirituality with the inclusion of four items in this 
domain; the interRAI QoL Survey has only one item 
on spirituality under its “activity” domain, and OHA’s 
survey does not include any items on spirituality. 

OHA’s survey, however, places greater importance on 
residents’ environment than do the other two instru-
ments. Kane’s QoL Index does not include a global dis-
positional item. In contrast, the interRAI QoL Survey 
includes a global dispositional item and OHA’s survey 
includes an overall quality rating. Based on the analysis 
of the psychometric properties of the interRAI QoL 
Survey instrument, we concluded that the instrument 
has suffi cient content validity for assessing LTC facility 
residents’ QoL.        

 Distribution of Residents’ QoL Ratings 

 The distribution of residents’ responses for each of the 
interRAI QoL Survey instrument items is shown in 
 Table 5  where positive scores (“always/most of the 
time”) were combined. Most residents rated positively 
having privacy during visits (76.9%), receiving care 
(85.1%), and the privacy of their personal information 
(74.1%). Although two-thirds of residents liked the 
food and enjoyed mealtimes (71.5%), only 43.9 per cent 
reported positively about getting their favourite foods, 
and only 48.5 per cent reported that they could eat 
whenever they wanted. The majority of residents felt 
that their possessions were safe (77.8%), but fewer res-
idents felt they had control over who accessed their 
personal things (60.8%). Most residents felt safe when 
alone (91.0%) and that they could get help when 
needed (71.3%).     

 Almost 60 per cent of the residents reported that 
the facility felt like home, and almost 80 per cent 
reported they would recommend the facility to others. 
Regarding decision-making autonomy about daily 
aspects of life in the facility, 74.5 per cent reported 
positively about having control over when to go to 
bed or get up, 56.6 per cent reported being able to go 
where they wanted on the “spur of the moment”, 
and 62.3 per cent reported having control over who 
entered their room. However, only 35.2 per cent of 
residents reported positively about being able to have 
a bath or shower as often as they wanted. In terms of 
being treated with respect, positive scores ranged 
from a low of 52.9 per cent (for being careful about 
what they say around staff) to a high of 85.9 per cent 
(for being treated with dignity by staff). 

 The majority of residents also reported positively on 
staff responsiveness when assistance was requested 
(73.6%), but only 46.9 per cent reported that staff acted 
on their suggestions. Nearly 70 per cent reported 
positively the promptness of services received, and 
69.5 per cent reported positively about having the sup-
port needed to help them live their life in the way they 
wanted in the facility. Regarding opportunities for 
staff-resident bonding, only 38.7 per cent reported pos-
itively that staff knew about the story of their life, 

 Table 3:      interRAI QoL Survey’s internal consistency  

InterRAI_QoL Items 
by Domain  

No. of 
Items

Cronbach’s Alpha 

Current Study 
Sample 

Morris 
( 2009 )  

1. Privacy  4 0.68 0.48 
2. Food/Meal 5 0.82 0.75 
3. Safety/Security 5 0.68 0.66 
4. Comfort 6 0.60 0.62 
5. Make Daily Decisions 

(Autonomy) 
6 0.70 0.70 

6. Respect 5 0.66 0.69 
7. Responsive Staff 4 0.76 0.76 
8. Staff-Resident Bonding 5 0.75 0.73 
9. Activity Option 5 0.73 0.66 
10. Personal Relationships 

(presence of friends) 
5 0.76 0.75 

 Total   50  0.93  0.91   
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but 73.6 per cent reported that staff were open and 
honest with them. For activity options, 41 per cent of 
the residents had enjoyable things to do on weekends, 
69.7 per cent did things that kept them mentally active, 
50.9 per cent participated in meaningful activities, and 
73.9 per cent could participate in religious activities 
that had meaning to them. 

 In the “personal relationships” domain, only 45.7 per 
cent of residents reported positively about having 
another resident in the facility as their close friend. 
Similarly, only 28 per cent reported positively as being 
sought after by others for help or advice, and only 43.5 
per cent reported playing an important role in people’s 
lives. The lowest reported QoL level was related to 
affection or romance, with only 20.7 per cent reporting 
positively in this area. On the two global items, the 
majority of residents reported positively (60.3%) on the 

global disposition item, and 79.4 per cent would rec-
ommend their LTC facility to others. 

 QoL ratings were highest in relation to “privacy” and 
“safety/security” domains, with standardized scores 
of 3.2 (see  Table 6 ). These were followed by “respect” 
and “responsive staff” with standardized scores of 2.9. 
Residents’ QoL ratings were not as positive in the other 
domains. Residents reported lowest QoL scores in rela-
tion to “personal relationships”, one of the higher basic 
human needs in Maslow’s ( 1962 ) hierarchy of needs.     

 The examination of the relationship between surveyor 
status in the LTC facility and the distribution of mean 
QoL scores by interRAI QoL Survey domains showed 
that surveyors’ status did not infl uence how residents 
rated their QoL. Although the overall mean reported 
QoL was higher in the group of residents who were 
interviewed by volunteers, it was not signifi cantly 

 Table 4:      Content validity matrix: Comparing interRAI QoL Survey to Kane’s QoL Index and OHA’s Long-Term Care Facility Resident & 
Family Survey  

Domains  interRAI QoL Items within 
Domains

Kane’s QoL Index OHA’s LTC Facility Resident & Family Survey  

Privacy  4 5 2 (1 item in “Environmental Living” domain; 
1 item in “Dignity” domain) 

Food/Meal 5 3  3  9 
Safety/Security 5 5 1 (in “Living Environment” domain) 
Comfort 6  4  6 5 (in “Environmental Living” domain) 
Make Daily Decisions 

(Autonomy) 
6 4  5  10 

Respect 5 See “Dignity”  6  2 (two items in “Dignity” domain relate to respect) 
Responsive Staff 4  7  See “Dignity” 9  8   
Staff-Resident Bonding 5 2 (in “Staff Domain”) 
Activity Options 5 5  9  10 
Personal Relationships 5 5  10  1 (in “Dignity” domain) 
Functional Competence 5  
Spiritual Well-Being  11   One item under “Activity Option” 

relates to “religious activities”
4  

Living Environment 9 
Dignity One item under “Respect” 

relates to dignity
5  12  9 

Global Quality Rating  13   One item in “Comfort” relates 
to global disposition

3 

 TOTAL   50  47  59   

     Notes:        OHA = Ontario Hospital Association; LTC = long-term care; QoL = quality of life  
      3       Domain name is “Enjoyment”.  
      4       One of the items states “This place feels like home to me”, which aligns with OHA’s “[The facility] is a wonderful place”.  
      5       Domain name in Kane’s QoL Index is “Autonomy”.  
      6       One item in Kane’s “Dignity” domain relates to respect.  
      7       interRAI items align with Kane’s “Dignity” domain items.  
      8       OHA’s domain name is “Staff Domain”.  
      9       Domain name in Kane’s QoL Index is “Meaningful Activity”.  
      10       One item aligns with interRAI’s “Staff Resident Bonding”.  
      11       Only available in Kane’s QoL Index; interRAI has one item under “Activity Options” about religiosity.  
      12       All fi ve items in Kane’s “Dignity” domain relate to how staff treat residents.  
      13       One of the three global quality indicator questions is about recommending the facility to others; the second one is about the 

facility being a wonderful place.    
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 Table 5:      Long-term care facility residents’ reports of quality of life by item and domain  

Domain  Item Always/Most of the Time % ( n ) Sometimes % ( n ) Rarely/Never % ( n )  

 P
ri

va
cy

   Able to be alone 75.3 (698) 17.7 (162) 7.3 (68) 
Can visit in private 76.9 (713) 14.9 (139) 8.2 (76) 
Privacy respected by staff 85.1 (790) 12.2 (113) 2.7 (25) 
Privacy of personal information 74.1 (688) 23.6 (220) 2.2 (20) 

 Fo
o
d
/M

ea
l  Like the food 66.1 (613) 23.6 (218) 10.5 (97) 

Enjoy mealtimes 71.5 (664) 16.9 (157) 11.6 (107) 
Favourite foods 43.9 (407) 31.4 (292) 24.7 (229) 
Eating when want 48.5 (450) 18.3 (169) 33.3 (309) 
Variety in meals 69.6 (646) 15.6 (145) 14.7 (137) 

 Sa
fe

ty
/

Se
cu

ri
ty

  

Safety of possessions 77.8 (722) 12.2 (113) 10.1 (93) 
Feelings of safety 91.0 (844) 6.7 (62) 2.4 (22) 
Permission asked 60.8 (564) 27.1 (250) 12.3 (114) 
Feeling safe among staff 91.0 (844) 8.0 (74) 1.0 (10) 
Getting need help 71.3 (662) 19.6 (182) 9.1 (84) 

 C
o
m

fo
rt

  

Getting needed services 84.9 (787) 11.4 (105) 3.9 (36) 
Recommend site or organization 79.4 (737) 12.4 (116) 8.1 (75) 
Place feels like home 59.0 (547) 16.9 (157) 24.1 (224) 
Free to go outdoors 67.5 (626) 14.7 (137) 17.8 (165) 
Noise bothersome 17.4 (162) 20.8 (192) 61.9 (574) 
Happier than most 60.3 (560) 29.2 (270) 10.5 (98) 

 A
u
to

n
o
m

y
  

Decision going to bed 74.5 (691) 12.4 (115) 13.1 (122) 
Decision spending time 84.2 (781) 11.6 (108) 4.2 (39) 
Free to go 56.6 (525) 19.5 (181) 23.9 (222) 
Control access to room 62.3 (578) 19.3 (180) 18.4 (170) 
Can have bath or shower 35.2 (327) 16.5 (152) 48.3 (449) 
Spending money 65.4 (607) 18.8 (175) 15.8 (146) 

 R
es

p
ec

t  

Staff attention 80.6 (748) 15.8 (147) 3.6 (33) 
Expressing opinion 75.3 (699) 18.4 (170) 6.3 (59) 
Treated with dignity by staff 85.9 (797) 11.2 (104) 2.9 (27) 
Careful what I say 52.9 (491) 23.1 (215) 24.0 (222) 
Likes are respected 76.3 (708) 19.6 (182) 4.1 (38) 

 R
es

p
on

si
ve

 
St

a
ff

  

Staff responsiveness 73.6 (683) 18.5 (171) 8.0 (74) 
Receiving needed service 69.6 (646) 22.5 (209) 7.9 (73) 
Living my life way I want 69.5 (644) 19.5 (180) 11.2 (104) 
Staff act on suggestions 46.9 (435) 39.4 (365) 13.8 (128) 

 St
a
ff

-
R
es

id
en

t 
B
o
n
d
in

g
  

Staff know my life story 38.7 (359) 31.5 (291) 30.0 (278) 
Conversation with staff 57.8 (536) 25.3 (234) 17.1 (158) 
Meeting my needs by staff 49.5 (459) 26.9 (249) 23.7 (220) 
Staff member my friend 59.2 (550) 20.9 (194) 19.9 (184) 
Staff openness and honesty 73.6 (683) 20.2 (186) 6.4 (59) 

 A
ct

iv
it
y
 

O
p
ti
o
n

  

Enjoy activity on weekends 41.0 (380) 29.4 (272) 29.8 (276) 
Mental activity 69.7 (646) 20.8 (192) 9.7 (90) 
Can attend off-unit activities 62.3 (578) 21.1 (196) 16.6 (154) 
Activities are meaningful 50.9 (472) 22.9 (212) 26.3 (244) 
Participate in meaningful religious activities 73.9 (686) 15.0 (139) 11.1 (103) 

 P
er

so
n
a
l 

R
el

a
ti
o
n
sh

ip
s  Another resident my friend 45.7 (424) 17.8 (165) 36.5 (339) 

People to do things with 42.9 (398) 29.1 (269) 28.1 (261) 
People ask help or advice 28.0 (260) 32.3 (300) 39.7 (368) 
Playing important role 43.5 (403) 31.8 (295) 24.8 (230) 
Opportunity for romance 20.7 (192) 24.0 (223) 55.2 (513)  
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different from the ratings in the other groups. There 
were no signifi cant differences between the mean QoL 
scores among the other groups.    

 Discussion 
 This study was one of the largest of its kind in 
Canada to describe what residents in LTC facilities 
had to say about their QoL. The interRAI QoL Sur-
vey instrument was used successfully in measuring 
residents’ self-reported QoL, including residents with 
mild (26%; CPS = 2) and moderate cognitive impair-
ment (20.3%; CPS = 3). This study affi rms other 
research fi ndings that direct measurement of QoL is 
the preferred approach (Crespo, Bernaldo de Quirós, 
Gómez, & Hornillos,  2012 ; Kane et al.,  2005 ). The 
residents’ self-reported QoL ratings confi rmed pre-
viously published reports that LTC facility residents 
value their autonomy, personal choice, and autonomy 
(Boisaubin, Chu, & Catalano,  2007 ; Iris, DeBacker, 
Benner, Hammerman, & Ridings,  2012 ; Wulff et al., 
 2013 ) and that LTC facility staff may inadvertently 
neglect residents’ sense of autonomy in the course of 
delivering care (Mullins & Hartley,  2002 ). In our 
study, only 35 per cent of residents provided posi-
tive ratings on their ability to have a bath or shower as 
often as they wanted, and only 62 per cent reported 
positively that they could control who entered their 
room. Whereas most LTC facilities have adopted 
resident-centred philosophies of care and have instituted 
measures in their physical design and programming 
to create “home-like” environments (Burack et al., 
 2012 ; White-Chu et al.,  2009 ), only 59 per cent of the 
respondents in this study reported positively that 
the LTC facility felt like home to them. These are impor-
tant fi ndings considering that, for most residents, the 
LTC facility becomes their permanent residence for 
the balance of their lives (Holtkamp, Kerkstra, Ribbe, 
Van Campen, & Ooms,  2000 ). 

 It is apparent from these fi ndings that, despite well-
intended policy directions and efforts by LTC operators, 
there is a gap between philosophies of care and their 
translation into a care environment where care is truly 
resident-directed. While quality care has been a trans-
formational goal in LTC and recognized as a necessary 
condition for QoL, residents may still not experience 
positive QoL (Edelman, Fulton, Kuhn, & Chang,  2005 ). 
Evidence-based QoL measures should complement 
quality care measures to enhance residents’ QoL. For 
instance, active involvement in decisions concerning 
their care, exercising autonomy in aspects of their daily 
lives, and opportunity for personal relationships will 
contribute to shaping residents’ QoL. Older adults are 
more or equally likely to be concerned about their QoL 
as they are about the length of their lives (Kanwar 
et al.,  2013 ). While life expectancy in LTC facilities is 
relatively short, a great deal could still be accomplished 
to improve residents’ QoL by assessing their self-
reported QoL, identifying gaps or problems, and, with 
the active engagement of the resident, instituting and 
implementing a plan of care to address these gaps. 
Further, identifying and implementing institutional 
or organizational measures are also necessary in cre-
ating resident-centred cultures in LTC facilities.  

 Psychometric Testing of the interRAI QoL Survey 
Instrument 

 Psychometric testing of the instrument provided evi-
dence in support of its reliability and validity for assess-
ing LTC facility residents’ QoL. Test-retest showed 
moderate reliability. Internal consistency was consid-
ered good based on overall Cronbach’s alpha coeffi cient 
(alpha = .93), but with variance in the values of the dif-
ferent domains (alpha values ranging from .60 to .82). 

 The instrument also showed good convergent valid-
ity by correlating domain-level QoL scores with the 

 Table 6:      Standardized *  overall quality of life scores in long-term care facility residents by domain  

Domain (number of items)  Mean (95% Confi dence Interval) Range of Possible Scores Standardized Mean Scores  

Privacy (4)  12.9 (12.7–13.1) 0–16 3.2 
Food/Meal (5) 13.2 (12.9–13.5) 0–20 2.6 
Safety/Security (5) 16.0 (15.8–16.2) 0–20 3.2 
Comfort (6) 14.8 (14.5–15.0) 0–20 2.5 
Autonomy (6) 16.3 (16.0–16.6) 0–24 2.7 
Respect (5) 14.5 (14.3–14.7) 0–20 2.9 
Responsive Staff (4) 11.4 (11.2–11.6) 0–16 2.9 
Staff-Resident Bonding (5) 13.0 (12.7–13.3) 0–20 2.6 
Activity Option (5) 13.5 (13.2–13.8) 0–20 2.7 
Personal Relationships (5) 9.9 (9.5–10.2) 0–20 2.0 
 Total Items  (50)   

       *      As the items in each of the domains in the interRAI QoL Survey instrument varied from 4–6, standardized mean QoL values were 
calculated.  

  LTC = long-term care; OHA = Ontario Hospital Association; QoL = quality of life    
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embedded global item: “I would recommend this 
site or organization to others”, and a global disposi-
tion item: “I tend to be happier than most other 
people”. While the inclusion of a global disposition 
item is supported (Michalos,  1991 ), there is a poten-
tial risk when comparing QoL scores with such an 
item and particularly one measuring happiness. The 
items in the interRAI QoL Survey instrument refl ect 
aspects of residents’ daily life and closely align with 
Maslow’s ( 1962 ) hierarchy of needs. On the other 
hand, the global disposition item has a different con-
struct. Happiness is viewed as stable over the life 
course (Stones, Kozma, McNeil, & Worobetz,  2011 ), 
while aspects of daily life as measures of QoL may 
be less stable due to possible changes in residents’ 
health and functional status, medications, or psy-
chological well-being (e.g., depression). 

 Findings from the psychometric testing of the full 
interRAI QoL Survey instrument in this study contrib-
uted to interRAI’s deliberations, which resulted in 
shortening the instrument and refi ning some of its items 
(Morris,  2009 ). It is now being piloted in several LTC 
homes in Canada and internationally.   

 Residents’ QoL Ratings 

 Based on the results of this study, most residents 
seem to be positive about various aspects of their 
QoL in the LTC facility where they reside. However, 
the fi ndings also point to various aspects of resi-
dents’ experience that require particular attention. 
For instance, residents gave lower scores on their 
food and mealtime experience. Residents consider 
food and eating an important aspect of their daily 
life in LTC (Lengyel, Smith, Whiting, & Zello,  2004 ). 
Dissatisfaction with food often results in reduced 
food intake leading to malnutrition risk, morbidity, 
mortality, and depression (Carrier, West, & Ouellet, 
 2009 ; Crogan & Evans,  2006 ; Lengyel et al.,  2004 ). 
There could be several factors for residents not being 
very satisfi ed with their food or mealtime. They may 
not have a choice in menu planning or dining compan-
ions (Carrier et al.,  2009 ), and the physical environ-
ment of the dining room, such as noise and crowding, 
may not be appealing or conducive to pleasurable 
dining (Chaudhury, Hung, & Badger,  2013 ). LTC 
facilities serving culturally diverse residents may 
fi nd it challenging to plan menus that recognize res-
idents’ cultural diversity and accommodate diverse 
preferences (Ducak & Keller,  2011 ). Aging-related 
changes in the oral cavity may be associated with 
loss of taste (Timiras,  2007 ), which in turn may lead 
to lack of enjoyment and, hence, less satisfaction 
with food. A resident-centred approach combined 
with a holistic model of care may be most responsive 
to residents’ needs. 

 From Maslow’s ( 1962 ) hierarchy of basic human needs, 
personal relationships are very important for QoL, 
particularly in LTC facilities where residents may be 
isolated from their familiar relationships and may fi nd 
it diffi cult to form new relationships in their new sur-
roundings. The fi ndings of this study showed that per-
sonal relationships remain a substantial area of concern 
for the majority of residents. LTC facilities need to 
create meaningful social engagement opportunities 
for residents. The fi nding supports previous studies 
showing that social engagement has been associated 
with QoL in older adults (Degenholtz et al.,  2006 ). 

 QoL ratings in the “responsive staff” domain also 
require particular attention considering that LTC facil-
ities are mandated to be resident-centred in their care 
planning. These fi ndings support the work of other 
researchers who reported that life in LTC facilities is 
disempowering (Boisaubin et al.,  2007 ; Iris et al., 
 2012 ; Wulff et al.,  2013 ). It appears from the fi ndings 
of this study that despite best efforts from facility 
staff, residents do not feel that they have a voice in 
matters affecting their personal life in the LTC facility.    

 Strengths and Limitations 
 The resident sample size and the number of partici-
pating LTC facilities from six provinces made this study 
one of the largest of its kind in Canada. This study suc-
cessfully demonstrated that conducting a large-scale, 
national survey on QoL in LTC was possible. It further 
demonstrated that residents’ QoL could be assessed 
through self-reports, including reports from those with 
mild to moderate cognitive impairments. 

 Trained surveyors with a variety of associations with 
the facility (e.g., volunteers, students, and administra-
tive staff) conducted the QoL surveys. It is a common 
concern in QoL research that residents’ responses may 
be biased due to social desirability or possible intimi-
dation (Streiner & Norman,  2008 ), particularly when 
surveyors are clinical staff providing direct care to 
them. However, in our study, surveyors’ status in the 
facility did not have a signifi cant impact on residents’ 
overall QoL ratings. 

 While this study had several strengths, it also had lim-
itations. One limitation was the cross-sectional nature 
of the data. However, as an aim of the study was to 
describe the distribution of LTC facility residents’ self-
reported QoL, this design was appropriate to meet 
that objective. Resident sample recruitment was another 
limitation. Because of the large and cross-national 
scope of the study, LTC facility staff members were 
responsible for recruiting residents into the study. While 
facility staff members were provided with a script to 
standardize messaging during recruitment, the extent 
of adherence was not determined. There were no 
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measures to determine if facility staff were selective in 
their choice of the residents whom they approached, 
with the exception of eligibility criteria for cognitive 
function (CPS score of 0–3). This may have contributed 
to selection bias due to differences in perceptions of 
QoL in those residents who were invited compared to 
those who were not. Another limitation was the choice 
of a convenience rather than representative sample of 
residents and LTC facilities, with implications for the 
generalizability of the study fi ndings. Exclusion of res-
idents with CPS scores greater than three (i.e., those 
with greater than moderate impairment) also infl u-
enced the generalizability of our fi ndings. The propor-
tion of residents with cognitive impairments who are 
being admitted into the LTC facilities is increasing 
given the introduction of alternative community-based 
models of care (e.g., aging in place). Research has sug-
gested that individuals with moderate dementia are 
able to report on their QoL, even when they have poor 
insight into and awareness of their dementia (Crespo 
et al.,  2012 ; Logsdon et al.,  2002 ). Future studies on 
QoL in LTC facility residents should explore the inclu-
sion of residents who have more severe cognitive 
abilities (i.e., CPS score greater than 3). 

 Although the interviews were conducted by trained 
surveyors, there were no procedures in place to assess 
their qualifi cations for participation in the study, or to 
monitor the quality of the interviews they conducted. 
Other researchers have also recognized the importance 
of monitoring the quality of interviews (Degenholtz 
et al.,  2006 ). Finally, refusal of residents to participate 
in the study may have also introduced non-response 
bias, with respondents not representative of all eligible 
LTC residents. Reasons for refusal were not docu-
mented. Although a 51 per cent response rate is rela-
tively low, in a population-based study on QoL in the 
United Kingdom researchers achieved a response rate 
of 62 per cent with representative results (Bowling & 
Gabriel,  2004 ). As well, other researchers have argued 
that QoL data obtained from a representative sample 
of LTC facilities would result in QoL ratings similar to 
those from a non-representative sample (Degenholtz 
et al.,  2006 ). However, future studies should analyze 
reasons for refusal to participate.   

 Potential Implications 
 The results of this study are of relevance to LTC facility 
staff, educators, policy makers, and researchers. Infor-
mation from this study will benefi t facility care staff by 
raising their awareness of the importance of residents’ 
self-reported QoL and what residents have to say 
about their life in the facility. QoL domains that did not 
receive high ratings could be targets for intervention as 
noted above. As the interRAI QoL Survey instrument 
allows for QoL assessment from a multidimensional 

perspective, it will assist facility staff to identify issues 
and concerns from a diverse set of measures. Early 
identifi cation of reported gaps in QoL could lead to 
timely interventions and improved QoL. 

 The study fi ndings can also inform educators on the 
design of appropriate curricula in the preparation of 
health care professionals for a dedicated career in LTC. 
Such curricula could potentially include gerontology, 
QoL, quality care, and fostering positive attitudes 
towards working with older adults in either institu-
tional or community settings. Research has identifi ed 
lack of gerontological knowledge as the most frequent 
barrier for fostering positive attitudes to working with 
older adults (Fox,  2013 ). In the work setting, employers 
must create an organizational culture where staff can 
apply evidence-based knowledge in their practice rather 
than simply adhering to organizational routines. To 
enhance continued competence, current and prospec-
tive facility staff should be offered ongoing continuing 
education programs. The fi ndings of this study have 
the potential to inform the content of such programs 
as well. To increase the capacity of LTC facility staff to 
be sensitive to residents’ QoL and to design targeted 
interventions, the facility leadership should adopt 
strategies for sustained knowledge transfer, such as 
management support, designated time for QoL activ-
ities, and availability of staff skilled and trained in 
QoL (Stolee et al.,  2009 ). Research on factors associ-
ated with the effectiveness of continuing education in 
LTC underscores the important role that management 
and organizational support play in introducing inno-
vation in the workplace environment (Stolee et al., 
 2005 ). For QoL to be integrated into the care and ser-
vice environment of LTC facilities, the model of com-
munities of practice of the Seniors Health Research 
Transfer Network (SHRTN), which is designed to 
improve the health and care of seniors, could be adopted 
(Conklin et al.,  2011 ). 

 Further, the fi ndings of this study can inform public 
policy development. First, this study demonstrated 
that measurement of QoL on a large scale nation-
wide is possible. Given the importance of QoL as an 
outcome measure, public policy could support the 
adoption of a standardized QoL assessment instru-
ment. The interRAI QoL Survey instrument was shown 
to have reliability and validity. Ongoing efforts by 
interRAI resulted in a shorter version of the survey 
used in this study that will be more amenable for accep-
tance by LTC facilities. As well, policy makers may 
recognize the use of standardized instruments for 
measuring QoL for public reporting of LTC facility 
performance. The use of standardized instruments 
will ensure consistency of reporting; however, fair 
comparisons would require risk adjustment to con-
trol for confounding factors and their distribution 
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across facilities (Mor, Angelelli, Gifford, Morris, & 
Moore,  2003 ; Rosen et al.,  2001 ). As subjective self-
appraisals are considered by many to be the “gold 
standard” for QoL measurement (Bankole et al., 
 2007 ), their adoption for use in LTC facilities will 
contribute to resident empowerment. Such a process 
will support and encourage residents’ active engage-
ment in decisions that affect their care and daily life 
in the LTC facility. This study demonstrated that res-
idents do have a voice, and they are not shy about 
expressing views about their care and relationships. 
As baby boomers age and become the future resi-
dents of LTC facilities, they will be vocal about their 
wishes, and will be strong advocates in shaping the 
environment where they will receive care, services, 
and accommodation. The availability of a standard-
ized QoL measurement instrument may provide them 
with the means to do so.   

 Recommendations for Future Research 
 Future research should consider addressing the afore-
mentioned limitations. Residents may not always have 
the choice of the facility into which they are admitted. 
Future studies should include a qualitative component 
to assess whether the facility was a resident’s fi rst 
choice, and if not, what its impact on their relation-
ships with family and friends has been. Residents’ per-
ception of admission to an LTC facility should also be 
explored, and its relationship to QoL should be evalu-
ated as it may have a profound effect on their QoL. 
Future research should also be directed at risk adjust-
ment. Such research would contribute to identifying 
those QoL factors that would need to be adjusted to 
make fair comparisons between facilities to support 
choice of facilities and public reporting. 

 As public policy will support aging at home with 
appropriate community support, the design of future 
QoL assessment instruments should allow for assess-
ment of future residents who may be more frail and 
have more severe cognitive impairments. The pre-
sent study excluded residents with severe cognitive 
impairment. Further research should include these 
residents to test the reliability and validity of QoL 
instruments. Sample selection in this study was also 
limited to English-speaking residents. As cultural 
diversity increases in LTC facilities, future research 
should test the application of such an instrument in 
different languages. 

 The cross-sectional design of this study was appropriate 
for its intended purpose; however, future research needs 
to move beyond cross-sectional analyses. The effect of 
nursing interventions on the QoL of residents in LTC 
facilities, for instance, should be investigated through 
longitudinal studies. The interRAI QoL Survey may 

be a useful new tool for evaluating the impact of initia-
tives aimed at improving QoL in randomized trials.   

 Conclusion 
 This study makes a unique contribution to the mea-
surement of LTC facility residents’ QoL. The use of 
a dedicated, standardized instrument that measures 
residents’ QoL purely from their perspective is an 
important development in the LTC system. Psycho-
metric testing of the instrument provided evidence in 
support of its reliability and validity for assessing LTC 
facility residents’ QoL. Residents with mild to mod-
erate cognitive impairments were able to participate in 
direct measurement of QoL and self-report on their life 
in the LTC facility from their own perspective. In addi-
tion, this study demonstrated that QoL assessment on 
a large scale is possible. 

 The fi ndings of this study have the potential to con-
tribute to the cultural transformational efforts in the 
LTC sector for improving residents’ quality care through 
a resident-centred approach. The results clearly 
demonstrated how residents perceived their QoL in 
LTC facilities. Residents rated positively many aspects 
of their daily lives, but also identifi ed some serious gaps 
that, if addressed, may potentially enhance their 
QoL. The study fi ndings have the potential to inform 
evidence-based practice for the care of older adults 
in LTC facilities and LTC policy development for the 
adoption of a standardized QoL assessment instru-
ment integral to a quality care information system.    

  Note 
     1      Equivalent to average 25–15 Mini-Mental State Exami-

nation scores (MMSE); CPS scores of 0 to 3 are equiva-
lent to MMSE scores of 25 to 15 respectively (Morris 
et al.  1994 ;).   
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