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Abstract

Purpose — The purpose of this paper is to explore perceptions, perspectives and meaning of quality of life for
a sample of older residents, care staff and family caregivers in two nursing homes in Lebanon.
Design/methodology/approach — A classic grounded theory study was conducted between 2010 and 2011
in two nursing homes in Beirut. The semi-structured interviews were undertaken with a theoretical sample of
20 residents, 8 family caregivers and 11 staff. The constant comparative method was used to analyze the data.
Findings — Three distinct but interrelated properties of quality of life emerged from this process: “maintaining
self,” “maintaining identity” and “maintaining continuity”. The dynamics that exist within and between each of
these properties provide an indicator about shared and distinct meanings and the implications for care practice.
Research limitations/implications — The study was conducted in one city in Lebanon; accordingly, the
transferability of findings may be challenging.

Practical implications — Implications for nursing and nursing policy — improving Lebanese national
standards and regulations applicable to nursing home residents may help to enhance residents’ care needs
and quality of life.

Social implications — There was limited guidance aimed at helping older residents to voice and increase
their choice and control.

Originality/value — This paper provides new insights into the process of outlining the properties attached to
the phenomenon of quality of life in nursing homes in Lebanon. It will be of interest to those in nursing home
care as well as to policy makers.
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Introduction

It is estimated that the old-age group currently represents 7.3 percent of Lebanon’s population.
This is the highest percentage in the region. This is projected to increase to 12.0 percent and
21.0 percent by the years 2030 and 2050, respectively (Sibai et al., 2015). Contemporaneously,
the ageing population creates a greater need for nursing services (Bou Harb, 2005) which are
often provided in residential care facilities. At present, the demand for the services provided by
nursing homes significantly exceeds the current supply and, as a result, the number of nursing
homes in Lebanon is increasing each year due to societal demand (Naja, 2012). In Lebanon, an
estimated 1.4 percent of its older population now lives in nursing homes (Naja, 2012). The issue
of quality of life carries great relevance for the residents of such homes; hence, the emerging
emphasis on the issues that determine such factors (Adra et al., 2015).

The aim of this study was to explore the meaning of quality of life as perceived by older residents
living in nursing homes in Lebanon, their family caregivers and staff. The knowledge of this
phenomenon has the potential to have impact upon the care approaches in this setting and
enhance the quality of life for the residents. In this paper, the three distinct but interrelated
properties of quality of life that emerged from this process are presented.

Review of literature

Despite its complexity, lack of a comprehensive definition (Crespo et al., 2012) and authoritative
measurement tools (Burack et al., 2012), the concept of quality of life has gained popularity in

DOI 10.1108/QA0A-01-2016-0002 VOL. 18 NO. 2 2017, pp. 145-156, © Emerald Publishing Limited, ISSN 1471-7794

QUALITY IN AGEING AND OLDER ADULTS

Marina Gharibian Adra is a
Clinical Assistant Professor at
the Hariri School of Nursing,
American University of Beirut,
Beirut, Lebanon.

John Hopton is based at the
School of Nursing, Midwifery
and Social Work, University of
Manchester, Manchester, UK.
John Keady is a Professor of
Older People’s Mental Health
Nursing at the Division of
Nursing, Midwifery and

Social Work, University of
Manchester, Manchester, UK.

Received 12 January 2016
Revised 26 July 2016

14 February 2017
Accepted 5 April 2017

PAGE 145



PAGE 146

recent years due to its association with almost every aspect of daily life (Degenholtz et al., 2014).
The concept is particularly relevant for residents of nursing homes who are often characterized as
being of advancing age, having higher levels of dependency, and being unable/unwiling to
complain about poor conditions, or having modest care expectations (Murphy et al., 2007).
The research findings regard quality of life for older adults as a complex phenomenon related to all
aspects of human life, and closely associated with older residents’ living conditions
(Bowling, 2007). Most investigators have based their concepts and measures of quality of life
on experts’ opinions, rather than those of lay people (O’Rourke et al., 2015). Consequently, there
is little empirical data on the extent to which the existing definition and the items included in most
measurement scales have any relevance to people and their everyday lives (Bowling, 2007).
There is a general agreement that quality of life is subjective, individualistic and multidimensional,
as there are a number of different factors associated with it, all with their own significance
(Mollenkopf and Walker, 2007; Bowling et al., 2015). In addition, one’s feelings and judgment
about his/her quality of life are embedded in his/her personal values, goals, histories, cultures and
life experiences (Kwong et al., 2014).

According to the World Health Organisation’s (2016) definition, quality of life is “individuals’
perceptions of their position in life in the context of the culture and value systems in which they live
and in relation to their goals, expectations, standards and concemns.” As a result, measuring the
quality of life is challenging, especially in the case of older people if they have difficulty in
expressing themselves and their needs.

In previous studies (Murphy et al., 2007; Cooney et al., 2009), older residents in general
from nursing homes in Ireland and South West England perceived that care environment and
ethos care (promoting resident autonomy and choice, promoting and maintaining residents’
independence, staff and physical environment), activities and therapies (opportunities to pursue
meaningful and purposeful activities), functional status (ability to perform activities of daily
living and ability to engage in leisure activities for the sake of pleasure) were important for
good quality of life. They also identified some unique concerns for quality of life while
living in nursing homes, including connectedness (community, family and religion), individuality
(private space, personal possessions), personal identity (maintaining a sense of self
and appearance) and professionalism (working attitude of nurses and individual care)
(Kwong et al., 2014).

The western literature has addressed a variety of objective and subjective indicators of quality of
life of older residents (Mollenkopf and Walker, 2007). However, up until the reporting of this
study, the contemporary research literature has lacked a Middle-Eastern perspective on the
meaning and construction of quality of life in nursing homes. The findings of this study,
therefore, will bring new insights, and future research will build upon the foundation presented
in this study. There is a significant gap in our knowledge about the conditions of older people
living in nursing homes in Lebanon (Doumit et al., 2014), and the challenge for the Lebanese
society has been the provision of an environment that supports quality of life for residents in
these settings. The policy makers, practitioners and consumer groups need to obtain a
preliminary profile on the major health, social and economic problems that are encountered in
such environments. The health service users have been identified as the most appropriate
people to identify the strengths and limitations of health service provision (Center for Studies on
Aging, 2010). Therefore, it is both a timely and necessary step to explore the meaning of quality
of life from, first and foremost, the standpoint of the older residents, and second, from other key
stakeholders, in order to design and shape supportive programs that aim at enhancing and
personalizing service improvement.

Up until the start of this study, no comprehensive information existed about the day-to-day
lives of nursing home residents in Lebanon (Doumit and Nasser, 2010). This limited the
ability of care providers in Lebanon to make evidence-based and informed decisions
about everyday care practice. This study has started to map out this territory and explore
how nursing home residents, their family caregivers and care staff define quality of life
and its distinct and interrelated properties for each of the key stakeholders. In the emergent
quality of life model, these properties and qualitative methodology are used to underpin
model development.
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Interview guide:

1.

Older resident:

® How would you describe quality of life?

® What do you understand by the term “quality of life”?

® What kind of things does the term quality of life make you think of?
®m Tell me what is important to you living in this nursing home?

® What do you like most about being in this nursing home?

® What kind of activities do you enjoy most here?

m \What are the three or four things you feel essential for having a good quality of life living in
this nursing home?

® What in your current life is going well?

® |f anything what could make your life feel better?

® What do you look forward to in the day/week?

®  What kind of things do you miss about your life before you moved in here?
Staff member:

® What do you understand by the term “quality of life”?

® To what extent do your residents here enjoy that sort of “quality of life”?

® What things are important to a good quality of life for the older persons living in this
nursing home?

® How do you measure good quality care in your nursing home?
® What do you do in your work here to ensure residents enjoy a good quality of life?
® What mechanisms do you have in place to check that those interventions are effective?

® What else could nurses do to help in creating a good life for older persons living in this
nursing home?

®  What other things would you like to be able to do to enhance the residents’ quality of life?
®  What prevents you from being able to do those things?

Family carer:

® How would you describe quality of life?

m \What is your life like now, now that your relative is in a nursing home?

®  What do you think makes a good quality of life for your relative living in this nursing home?
® [f anything, what could improve your relative’s life?

®  Can you describe your role in helping to support quality of life of your older relative?

®m Do you still think of yourself as a carer? If so, in what way?

® What, if any, pleasure do you get from visiting your relative in the nursing home?

® How would you describe your relationship with your older relative?

® How much support are you given by health care professionals?

m How often do you receive any practical support you need?

® How satisfied are you with the treatment that your older relative receives?

® What factors did you think about when you were choosing a suitable nursing home/
helping your relative choose a suitable nursing home?
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The study

Aim

The overall aim of this study was to explore perceptions, perspectives and meanings of quality of
life for a theoretical sample of older people living in Lebanese nursing homes, care staff and

visiting family caregivers, and to produce an explanatory theoretical model of experience using
the classic approach to generating grounded theory (Glaser and Strauss, 1967; Glaser, 2001).

Design

Sample and setting. The sample recruited for the study was selected from two nursing homes in
Beirut, identified as nursing home A and B, where residents included both people with and
without dementia. These homes were selected on the basis of their contrasting bed size and
willingness to participate in the study.

Older residents. The sample comprised 11 women and 9 men, aged between 65 and 91 years
with a mean age of 73.7 years. Most of the residents had chronic health problems with the main
reason for admission being failing physical health and family members’ inability to provide care
at home. The decision on whether participants would be approached to take part in the study
was made in consultation with the geriatrician “in charge,” the family caregiver, the nurse
manager and the researcher’s own assessment of capacity to consent. In the course of her
nursing practice, the researcher has accumulated experience in taking care of older adults.
Moreover, she comes from the same cultural background as the older residents participating in
this study; and hence, she was qualified to assess capacity to consent. The participating
residents had lived in the nursing home for a period of between ten months to nine years and all
spoke Arabic.

Staff members. In all, 11 staff members were interviewed from nursing homes A and B.
The majority were registered nurses (n = 8), two of whom were nurse managers, while three of the
participants were licensed practical nurses. Eight of the participants were female and three were
male, with an age range of 23-50 years and with clinical experience ranging between 1 and
14 years. All were permanent paid staff of the nursing home, had been employed for at least
six months and spoke Arabic as their first language, and caring for the residents was the main focus
of their work. They were identified with the help of the nurse manager in both nursing homes.

Family caregivers. All informants had relatives in one of the nursing homes. A family caregiver was
defined as the person most involved in care of the resident who visited the nursing home regularly
and had the authority to act as an informal advocate for the resident. The eight family caregivers
were aged from 32 to 70 years. While all had cared for their older relative prior to admission to the
nursing home, they had visited their relative in the nursing home for a period of one to six years.
Family members were identified with the help of the social worker and the nurse manager.

Nursing home A was selected because it has a community reputation for “admitting complex
cases.” It includes four sections for older people, for men and women separately, with a total
population of 258 residents. The beds are always permanently occupied by residents. Nursing
services are provided by 57 nurses of whom one-third are registered nurses, whereas the other
staff comprise nursing assistants, and a team of social workers and ergo therapists. The main
objective of this long-term care institution is to ensure health, medical and nursing care, and social
services to older residents.

Nursing home B provides traditional care and has a 70-bed capacity. It is a non-profit
organization and seeks the provision of comprehensive health and social services to its older
residents. The home provides medical care, nursing care, social and recreational care,
rehabilitation, rest and security. The activities of nursing home B are carried out by a
multi-disciplinary team of health care professionals including 40 full-time staff members,
2 medical doctors and 3 part-time staff members. All residents are visited twice daily by the
geriatrician, and a comprehensive geriatric assessment is conducted as a weekly follow-up.
The necessary treatments are administered to those needing them, while the follow-up on
prescribed treatments is ensured by the nursing staff on a 24-hour basis.
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Ethical considerations. The permission to conduct the study was granted by the Institutional Review
Board (IRB) and Ethics Committee in two universities: The American University of Beirut (reference:
NUR.MA.02) and The University of Manchester, UK (reference: 09/1021/NMSW). This was
necessary as the first author was receiving research supervision from staff at The University of
Manchester (JH and JK in the authorship). The IRB recommended that a withess be present during
the process of gaining consent from the older residents, since the study focused on a vulnerable
population that may be living with dementia. In the event, all participants gave written consent to take
part in this study. Assurances of confidentiality and anonymity were provided at the time of entry into
the study and such anonymity is preserved in this paper whenever quotations are used.

Data collection and analysis. This study commenced with an appreciation that there was
limited understanding about resident quality of life in Lebanon (Doumit and Nasser, 2010).
This under-researched area was therefore one suited to investigation using classic grounded
theory (Glaser and Strauss, 1967; Glaser, 2001) as theory and theory development are grounded
in empirical data and in acts of everyday social life, such as that experienced in the nursing home.

The principal method of data collection was conducting semi-structured interviews. This method was
chosen so that participants could tell their story in their own words within a loose but time-limited
structure. Early interviews focused on encouraging participants to tell their stories whilst later
interviews became more focused as concurrent data analysis guided further data collection.
All interviews were conducted by the first author in colloquial Lebanese (the participants’ mother
tongue), and were conducted in a private location at the nursing home. The interviews were digitally
tape-recorded and lasted between 35 and 60 minutes.

The audio taped interviews were transcribed and translated into English by a nurse holding a
master’s degree in nursing who was fluent in both languages. The first author listened to the
recordings, checked the transcriptions for accuracy and contextual meaning, and re-edited them
where necessary. The final set of transcriptions (Arabic-English) was checked once again by an
academic colleague at the American University of Beirut who was proficient in both languages.

Each interview was read completely at first, then line by line. Holistic reading allowed the
identification of main statements on the participant’s experience. This provided the first author
with an opportunity to interact with details embedded in the data and thereby to grasp the
underlying meaning of these data.

The key ideas were translated into more abstract concepts. The author then developed a set of
tentative coding categories and pinpointed the examples of respondents’ statements indicative of
these categories. The next step in the analysis process involved examining the relationships between
categories and properties of indicators for quality of life in terms of contexts, actions, interactions and
consequences. Theoretical memos were kept by the author following each interview and their use
helped the author to shape the process of data analysis, particularly in the search for basic social
processes and their role in explaining relationships in the data. As the categories began to fill, those
that were most dense became core categories (Glaser, 2001) which conceptualized relationships
between the identified categories and their properties. Then, the researcher raised the conceptual
level of those ideas towards a developing theory. The developing theory from interview data was
achieved by constant comparison, comparing incidents against other incidents in the data for
similarity and difference (Glaser, 2001). Consequently, the process of theory development stemmed
from the analysis of interview data and constant comparison of incidents, supported by observation,
field notes, ongoing literature review and analysis of memos (Hunter et al., 2011).

In the presentation of quotations in the findings section, the resident is represented by the letter R,
staff by S and family by F. A number indicates the interviewee allocation. The nursing home
location is identified by placing the letter A (representing nursing home A) or B (representing
nursing home B) at the end of the code.

Findings

Constant comparative analysis of data generated led to the emergence of three interrelated
properties of process: “maintaining self,” “maintaining identity” and “maintaining continuity” which
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support the foundations of quality of life and explain the experience of the older resident,
the staff member and the family caregiver in their movement towards achieving and sustaining
this goal. Figure 1 provides a visual representation of these relationships and the findings are
discussed in this diagrammatic context.

Maintaining self

“Maintaining self” involved the recognition of older residents as persons, as well as their ability to
maintain their previous experiences and to express their identity. According to all participants,
“maintaining self” was integral to enhancing the quality of life of the older residents and included such
properties as health and functional well-being, maintaining safety, forging new ties, participating in
purposeful activities and the continuity of spiritual comfort. The residents shared a belief that
“maintaining self” brings about life satisfaction and described how “good care” helped to preserve
their everyday life pattern and sense of personal esteem. For example, R3-B was reserved and
professional in his manner. He spent hours sitting and watching others in the nursing home lobby.
Upon approach, he was a warm and gentle man and shared the following observation:

| am happy when | am healthy and independent. | always exercise, eat healthy food and talk with
people and discuss with them health problems, and, of course | pray every day, sometimes | attend
church services and | get spiritual comfort. This is quality of life. | don’t want to be dependent on
anybody, the ability to carry out significant tasks greatly matters to me.

Most of the residents shared similar stories. For instance, R 11-A, a female resident, said:

| stay with the residents who have no family to check on them. Take the lady who is sitting in front of us.
| keep her company at times so she doesn’t get bored. | want to bring her comfort. | am the type of
person who goes to the residents’ rooms to and see how they are doing. | kiss them, tell them stories.
Even men. They do enjoy it alot. Helping to take care of others is my second nature, the preservation of
personal relationships plays a major role in my existence.

The older residents derived a sense of being useful from helping fellow residents they believed to
be more disabled than themselves.

The staff thought that “maintaining self” involved an understanding of the residents’ perspectives
and feelings, and was a necessary basis for constructive helping relationships. The staff believed
that caregiving was a social duty and should occur in a relationship in which the resident and the
nurse established good everyday knowledge about one another:

Nurses should love older people in order to work with them; they should spend time with them. | wish
schools of nursing would raise awareness in nursing students about this growing population in our country.
Imagine that they give birth to us, help us to start our lives and now we are helping them to finish theirs.

Figure 1 Quality of life and its properties of process

Maintaining
self

Quality
of life

Maintaining Maintaining
continuity identity
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My mother and father helped me face the world and succeeded; they helped me build myself and start on
my own, and now | am helping them to die in retum. Do you see the difference? (S7-A).

Relationships between residents and staff are essential to residents’ experiences in nursing homes.
Strong and positive relationships between nurses and residents is of great importance for some
residents and influences their “life’s meaning” (S1-B).

Families saw themselves as providing links with the outside world and with the resident’s past;
thus, helping to maintain the resident’s sense of self. Some family caregivers were willing to
provide whatever care they could:

When | am here my role is, if she needs to go to the bathroom I'll take her, if she needs to change her
clothes I'll help her do that, | help her while eating, and | tell her about her grandchildren (F2-A).

Many family caregivers stated that their responsibility to the residents was “to be their voice,”
“to fight their battles for them” and to be a “mediator,” so that they could ensure “proper care,”
“good care” and “that the physical and psychological needs of the residents were looked after,” thus
maintaining their sense of self.

Maintaining identity

Maintaining identity encompassed considering each resident as a real person rather than as a
diagnostic category, as well as working with each older resident as an individual with a life history that
is significant, remembered and cherished. Maintaining the resident’s identity represented an essential
property of quality of life for the participants. Factors that had an impact on maintaining identity
included: fostering respect and well-being, creating a home-like environment, delivering quality care
and encouraging participation in meaningful activities. During the interviews it became apparent that
residents who were used to being independent were apprehensive about experiencing chronic
disability that would make them heavily dependent, making their quality of life poorer:

In the past | used to run a business and then | had this stroke thing which has kept me down; | had to
give the business up in the end. | was really sorry about that. It really affected me (R19-B).

On the other hand, residents, who needed a lot of help with daily activities, strove to accept
their situation:

My quality of life now consists of adjusting to my current condition. When | have thoughts about
my past life | feel upset, but then | accept reality and God’s will. | say to myself that | have no other
choice than accepting my situation as is, my daughter got me my favorite movies | watch them and this
is how | get satisfaction (R8-B).

The staff considered the concept of respect to be a key element in their interaction with residents
and crucial to maintaining the resident’s identity. This was evident through staff acknowledging
the resident’s concerns and including them in decision making:

| think from the time they are admitted you have to make them feel that they are respected, they are
individuals, and that you just want to help them, maintaining the older residents’ identity represents an
essential determinant of his life satisfaction (S4-A).

Acknowledging the older person’s concern or distress was also considered to be a form of
empowerment while the extent to which a resident felt empowered had a significant impact on
the resident’s identity:

| think empowering starts right from the minute the resident is admitted to the nursing home, even for
somebody who has very little control. There are small ways you can empower them by giving them
choices. For example, you can give them a choice between wearing their own clothes or wearing those
provided by the institution. | think that is empowering them (S5-A).

The family caregivers sought a personalized relationship with the staff in the sense that the care
team had an empathic understanding of the caregiver’'s situation. In the absence of a
personalized relationship, it was more difficult for family caregivers to believe that their experience
was understood and considered important by the health care providers:

It is really important for me to trust the staff and that they know every detail about my brother, otherwise
your conscience will not be clear. They are the ones who actually are taking care of him. They usually
consult me before any treatment or before taking a decision involving my brother (F3-A).
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For certain families, attention paid by staff to their loved one’s tastes and habits could make a
major difference in their perception of both personalized care and being listened to in order to
assure maintaining the identity of their loved one.

Maintaining continuity

Maintaining continuity implicated staff supporting and facilitating family visits, staff-relative
partnership, staff responsiveness to family caregiver's knowledge, empathic awareness and
personalized care for the older relative. This property was associated with staying in contact with
the family, receiving personalized care, living in a safe and homely environment, and family and
staff collaboration. Continuity was maintained by the family through maintaining their emotional
bond by providing residents with regular updates about family events and by continuing
pre-established care giving activities. In the family caregivers’ view, they were experts on the
needs, values and expectations of their relative. The most positive experiences were when family
caregivers remained involved in direct care of their relative by working in partnership with staff to
ensure that their relative’s views and opinions were taken into account when planning their care.

Evoking past achievements had an invigorating effect on some residents. They referred to a life of
“independence” and “hard work” they had previously lived, but the loss of both created a vacuum
and uncertainty about a future that would be partially determined by others:

| spent my life sewing for people and then | had this stroke thing. Now | am sitting here and feeling
bored, | would like to continue what | have been doing in the past (R7-B).

Staff mentioned that the majority of older residents enjoy talking about their lives, and that being
listened to afforded “personhood, identity and significance” to the resident. They considered
maintaining the continuity of the residents’ sense of self as central to upholding their quality of life.
Staff described examples of care that involved “doing something” for a resident that was
important to them individually. The following example illustrates the case of a resident who enjoys
listening to classical music and is given the opportunity and means to do this:

There is this older resident who loves listening to classical music. | have arranged for him to buy a tape
recorder so he will be able to listen to classical music, it is very important for the older resident to
maintain the lifestyle before being admitted to the nursing home (S2-B).

While some family members only visited their relative, there were others who participated in the
communal life of the nursing home and whose contribution to the communal life was valued by
other residents and staff. In turn, staff made it clear that they valued their contributions to the
home community, while family caregivers understood that staff had to maintain continuity with all
the residents:

| think the staff attitude has changed a lot. Before, they just used to deliver physical care to my father,
but now they are talking to him more. | think their relationship is better, and regarding communication,
there has been a big progress. Now there is respect; they encourage the verbalization of feelings; they
prioritize nursing care activities in response to the residents’ care needs, they also attend to their
psychosocial needs (F7-B).

| am eager to continue to carry some responsibility, especially in areas of personal care and activities
for my father and | regard myself as a connection with the outside world and with his past (F2-A).

In the nursing home, the advocacy role of the family caregiver appeared to be characterized by
serving as role model in the fulfillment of certain tasks, developing relationships with the staff to
make a commitment with them to resolve problems, and monitoring the care of their relative.
As such, “maintaining continuity” had future-looking properties that upheld the importance of
quallity of life as the resident’s needs changed over time.

Discussion

The present study collected data on resident’'s quality of life from three different sources:
the resident, the family caregivers, and the care staff in the nursing home(s). The emergent model
seen in Figure 1 suggests that quality of life is a dynamic, personal construction that is enhanced
by maintaining self, identity and continuity. When residents are unable to sustain these social
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actions, quality of life is diminished. For example, as seen in the data, older residents enhanced
their quality of life when they watched their favorite movie, engaged in communal singing.
These seemingly mundane everyday events are powerful affirmations of self, identity, continuity
that become an opportunity to maintain well-being and quality of life.

Despite the limited educational and research base relating to older people in Lebanon, the findings of
this study support previous research from the West that highlights the complexity of the concept of
quality of life (Crespo et al., 2012). For example, the findings highlight the importance of relating
oneself to the personal living environment by spatial orientation, contentment with daily routines and
maintaining personal safety. Residents maintained social continuity via updates on their children’s
and grandchildren’s activities, birthdays, and accomplishments and on daily news. Preserved
relationships inside and outside the nursing home had a positive impact on quality of life, as also
reported in other studies (Cooney, 2012).

To create a sense of seff and identity, staff needed to understand significant moments in the
resident’s life. As staff listened to family caregivers teling stories about the resident’s lives, they
began to understand how significant moments influenced the residents’ dalily life. Storyteling has
been found to encourage staff to see beyond the immediate physical needs of residents and to
ensure significant details were included in personal care routines (Brown Wilson and Davies, 2009),
and individualize the care of the resident. This suggests that reflecting what is significant to a resident
in their care, not only contributes to improved quality of life but may also promote a sense of purpose
for staff. Indeed, Degenholtz et al. (2014) demonstrated that an individualized assessment and care
planning system can produce meaningful and lasting improvements in resident quality of life.

Developing personal knowledge about the resident enabled staff to create a sense of continuity.
According to Newson (2011), recognizing a resident’s personhood is a way of maintaining their
identity, and is key to forming effective caring relationships with them. Staff described how they
initiated conversations about a resident’s past which gave the resident pleasure and made them
feel as if they were able to deliver a more personalized and holistic form of care.

Developing an increased sense of self and identity and personal safety since moving into the nursing
home is underlined by the residents and their family. The findings of Kwong et al. (2014) show a
relationship between experiencing a sense of comfort and safety on the one hand, and quality of life on
the other. This was also linked to a sense of belonging, security, independence, and purposefulness
(Cooney, 2012; Kwong et al., 2014). Comfort and security promoted peace of mind in the resident,
thus enabling them to personalize their own living area and thereby enhance their well-being.
This exploration of quality of life in residents in a nursing home milieu evident in this studly is reflected in
other literature on related themes (see, e.g. Bowers et al., 2009: Brown Wilson et al., 2013).

Leahy (2013) confirms that participating in meaningful activities such as arts programs improved
quality of life under the domains identified in the quality of life literature such as sense of self,
identity and continuity. Family caregivers also suggested that the nursing home should be
“homelike” and that the environment should move away from large communal spaces which
made it feel “institutional.” They also stressed that residents should be more involved in
decision-making processes. The need for nursing home environments to be more homelike was
also identified by Murphy (2007) and Nasser and Doumit (2011) who suggested that such
environments were more likely to be friendly, interpersonally safe and relaxed.

To enhance quality of life, maintaining self, identity and continuity for the residents can be met by
implementing self-care routines that are similar to the person’s past routines and habits
(Register and Scharer, 2010). This study also suggests that more flexible daily routines which
assimilate the biographical preferences of the resident will impact on the person’s quality of life, a
finding echoed in the international literature (Cooney, 2012; Leahy, 2013). Similarly, Edvardsson
et al. (2010) suggest that nursing home staff should be encouraged to plan care in accordance
with the residents’ needs, and not their own, and that the fulfillment of tasks should not take
priority over time spent with the residents and their family caregivers.

The “maintenance of self” comprises many different dynamics such as the bond to the family,
community, nature, the Creator, land, environment, ancestors, and traditional lifestyle and spirituality.
Spirituality, though often ambiguous, has a definite impact on who we are, what we become, and
how this is accomplished (Wiliams, 2008). Moreover, previous research findings suggest that
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spirituality contributes significantly to hope (Erichsen and Bussing, 2013), and is linked to positive
states of well-being, a reduction in depression and morbidity, and an increased life expectancy of
residents (Burack et al., 2012). Interpersonal relationships, sense of belonging, connectedness with a
higher being or some purpose greater than self, may be especially important in the lives of residents
and their families (Hill, 2006), especially in the Middle-Eastern cultural context.

Finally, quality of life was sustained and restored by the types of relationships residents held with
fellow residents, staff, their families, and the community, and was related to residents achieving each
of the properties displayed in Figure 1. Consequently, as seen in this study, nursing care involves
finding ways to facilitate and support these three properties among the three stakeholder groups.

Study limitations

The findings of this study are limited by sample size and setting, namely two nursing homes in Beirut.
The sample is comprised of more able residents and it is therefore unknown whether the findings
apply in the same way to all residents. Moreover, the nursing homes participating in this study were
chosen for their geographical accessibility and their willingness to take part in the research and may
not represent the “typical” nursing home in Lebanon. Another limitation of the study could be due to
the translation process of the interviews where some interpretations may have been lost.

Implications for nursing practice and policy

On the basis of the findings presented in this paper, a number of strategies could be implemented
in practice. Staff members’ flexibility with respect to timetables and options allows the residents
to enjoy a higher measure of autonomy. The reduction of the number of persons per room may
also ensure better privacy and mitigate the problems of noise, light and disagreements.

The findings of the study and specifically the importance of maintaining self, identity and continuity
should be incorporated within the nursing curricula and the continuing education programs to
help develop better familiarity with the older residents needs in a nursing home milieu. Nursing
homes should be acknowledged as learning environments for nursing staff and students;
however, their teaching role needs to be enhanced with increased financial investment.

These findings about quality of life and the residents’ priorities have implications for the staff members
and for optimal practice. First, the findings about the importance of family members’ visits indicates
that it is desirable to promote open-door visiting policies, with the allocation of proper visiting spaces
that respect privacy in nursing homes. This in turn can facilitate nursing home staff encouraging family
members to participate in the life and culture of the nursing home. The involvement of family
caregivers in nursing homes should be encouraged and seen as a measure of good practice.

The authors suggest, on the basis of the findings presented in this paper, that nurses providing long-
term care reassess their perception of the role of family caregivers and develop new ways of working
with them; recognizing their role as partners in care who have a lot to contribute to promoting
understanding of their relatives’ strengths and needs and what would make their lives in care more
comfortable and satisfying for them. A more fundamental issue is identifying what kinds of
relationships between family caregivers and the nurses that can lead to this type of partnership. Very
clear statements were made in this study by family members; they wanted relationships in which
they could express their ideas freely and also to listen to the perspectives of staff. Specifically, they
expected the nurses to listen attentively to them and take into account their comments, objections
and suggestions. In summary, the collaborative efforts made by the nursing staff and family
caregivers should be channeled into building and cementing a trusting relationship between them.

The authors also suggest that the scope of nursing home activities be broadened and
customized to reflect the personal interests, needs and life history of each resident and that
occupational cultures that are too driven by routine and fixed time schedules should be replaced
with more flexible approaches to daily living.

The Lebanese national standards and regulations applicable to nursing home residents should
be improved to allow for the fulfilment of residents’ care needs, such as the creation of a
home-like design.
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Conclusion

The findings how quality of life is a complex phenomenon and that, in the care process, recognizing
the specific role of “maintaining self, identity and continuity” is crucial to improving the quality of life of
nursing home residents in Lebanon. An important consideration that can be drawn from the findings
of this study is the perception of the older residents as not only patients, but also as persons, who
deserve to live the latter days of their health team members about the older residents life in dignity and
to be treated with respect in an empowering and enabling milieu, not subject to undermining conduct
of some people involved in their care. It is incumbent on policy makers, nursing management and staff
members to embrace appropriate change and where necessary, to re-define their roles in the context
of advancing the quality of life of the older residents. The substantive grounded theory that was
developed in this study has informed the development of an accessible theoretical model that takes
into account nursing actions. The model may be useful to nurses in enabling them to conceptualize
and develop practice approaches from a scientific foundation and to meet the needs of residents in
similar contexts. Undertaking further qualitative studies with frail residents is likely to offer a more
focused perception of the paths leading to well-being and their intersection with quality of life.
These studies can be used as a means for assessing the policies and practices followed by the
stakeholders involved in improving care.
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