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Objective: The purpose of this study was to evaluate
the effects of small-scale living facilities in dementia
care on residents, family caregivers, and staff.

Design: This was a quasi-experimental study including
2 types of institutional nursing care: small-scale living
facilities (experimental group), and regular psycho-
geriatric nursing home wards (control group). Three
measures were conducted: at baseline and follow-
ups after 6 and 12 months.

Setting: Twenty-eight houses in small-scale living fa-
cilities and 21 regular psychogeriatric nursing home
wards.

Participants: In total, 259 residents were included in
the study: 124 in small-scale living facilities and 135
controls, matched on cognitive and functional status.
Furthermore, 229 family caregivers were included
and 305 staff members.

Measurements: For residents, main outcome mea-
sures were quality of life, neuropsychiatric symptoms,
and agitation. Main outcome measures for family
caregivers included perceived burden, satisfaction,
and involvement with care. Main outcome measures
for staff were job satisfaction and motivation.
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Results: No effects were found for residents’ total
quality of life, neuropsychiatric symptoms, and agita-
tion. Family caregivers in small-scale living reported
significantly less burden (adjusted mean difference
0.8, 95% CI 0.1–1.5) and were more satisfied with
nursing staff (0.3, 0.2–0.5) than family caregivers in
regular wards. No differences were found in their in-
volvement with care. Overall, no significant differ-
ences were found for staff’s job satisfaction and
motivation, although subgroup analyses using con-
trast groups (regarding typical small-scale living and
regular wards) revealed more job satisfaction (2.0,
0.5–3.5) and motivation (0.6, 0.0–1.3) in small-scale
living compared with regular wards.

Conclusion: This study was unable to demonstrate
convincing overall effects of small-scale living facili-
ties. Because governmental policies and, in some
countries, financial support, are increasingly aimed
at providing small-scale, homelike care, it is suggested
that this may not be a final solution to accomplish
high-quality dementia care and that other options
should be considered. (J Am Med Dir Assoc 2010; -:
-–-)
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Dementia care is currently being redesigned and deinstitu-
tionalization has become common policy. A recent study
conducted by the Organization for Economic Cooperation
and Development (OECD), for example, stated that policies
should be aimed at enabling people with dementia to remain
at home for as long as possible. Furthermore, when required,
institutional dementia care should be as homelike as possi-
ble.1 Dementia is still an incurable syndrome and causes pro-
gressive deterioration in cognition, functional abilities, and
behavior. As the disease progresses, institutional nursing
care is often inevitable. The World Health Organization re-
gards dementia as the number 4 cause for disability adjusted
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life years in people aged 60 or older.2 Worldwide, the number
of people with dementia is rapidly increasing to an estimated
81 million by 2040.3 This burden challenges all people in-
volved: those suffering from dementia, their families, and pro-
fessional caregivers. Because current treatments cannot cure
or even stop the progression of dementia and the develop-
ment of new drugs takes years to be tested and developed, pro-
vision of high-quality care and good practice must be
a priority.4,5

Promoting overall well-being of residents is currently lead-
ing in institutional dementia care. Values such as preserving
autonomy, enabling residents to continue their own lifestyle,
and focusing on quality of life (QoL) are of vital importance.
Integrated dementia care programs, like person-centered
care, tailored to individual needs of residents, are designed
to support these values.5,6 Moreover, outcomes relating
to family caregivers and staff (eg, caregiver burden and
satisfaction) are also essential processes suggested to
contribute to residents’ QoL.7 The focus on deinstitutional-
ization and well-being has resulted in the development of
new dementia care settings by combining changes in both
physical environment and care programs, directed toward
small-scale and homelike care environments.8,9 Various
countries have implemented this, for instance group living
in Sweden,10 group homes in Japan,11 the Green House pro-
ject in the United States,12 and small-scale living in the
Netherlands,13,14 all aimed at providing nursing care in
small groups (6–10 residents per house) emphasizing
normalization of daily life and encouraging residents to
participate in meaningful activities. In some countries,
such as the Netherlands, governmental policies and
financial support have encouraged its development, which
brought small-scale living to form a significant part (eg, ap-
proximately 25% in the Netherlands) of institutional care.8

Despite its increase, research into the effects of small-scale
living on residents, family, and staff is hardly available and
suffers from methodological limitations such as small sample
sizes, lack of comparison groups, no or short periods of follow-
up, and large variation in cognitive and functional abilities of
residents.8 Evidence from controlled studies on best-care
practices is therefore urgently needed. Therefore, this study
investigated the effects of small-scale living compared with
regular care in nursing homes in the Netherlands, focusing
especially on residents’ QoL and behavior, family caregivers’
experience burden, involvement with care, and satisfaction
and nursing staff’s job satisfaction and motivation. Unique
to this study is the combination of a large sample size, baseline
resident matching, a long follow-up period of 12 months, and
simultaneous assessment of residents, family caregivers, and
nursing staff outcomes.
METHODS

Design and Sample

A quasi-experimental study was conducted from April
2008 to January 2010 (recruitment period April 2008–
December 2008), including 3 measurements: at baseline
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and follow-ups after 6 and 12 months. A detailed report of
the rationale and study design was published elsewhere.14

Two types of long-term institutional nursing care settings
were included: small-scale living facilities and regular psycho-
geriatric wards in nursing homes. The experimental condi-
tion consisted of 28 houses in small-scale living, which
were selected on the following: (1) at most 8 residents per
house; (2) a joint household, with activities centered around
daily life and all meals prepared by staff together with resi-
dents and/or family caregivers; (3) staff performing multiple
tasks (eg, medical and personal care, organizing activities,
and domestic chores); (4) a small, fixed team of staff caring
for residents; (5) organization of daily life mainly by residents,
family, and staff; and (6) facilities’ resemblance of an arche-
typal home. The control condition consisted of 21 regular
wards selected on: (1) at least 20 residents per ward; (2) staff
having differentiated tasks, focusing on residents’ medical
and personal care; and (3) organization of residents’ daily
life largely by routines of the nursing home.

Residents were eligible if they had a primary diagnosis of
dementia, based on the criteria established by the Diagnostic
and Statistical Manual of Mental Diseases, fourth edition,15 re-
sided for at least 1 month in the facility, and their legal guard-
ian had provided written informed consent. Residents in
regular wards had to match the cognitive and functional sta-
tus profile of residents in small-scale living, as assessed by
2 subscales from the Resident Assessment Instrument Mini-
mum Data Set (RAI-MDS), ie, Cognitive Performance
Scale (CPS) and Activities of Daily Living-Hierarchy scale
(ADL-H).14,16–18 This matching procedure increased the
comparability of groups at baseline. A family caregiver in
this study was defined as someone who voluntarily had
responsibility for a resident. All nursing staff involved in
direct care and working on a permanent basis were eligible
to participate.

The Medical Ethics Committee of the University Hospital
Maastricht/Maastricht University and all local ethical com-
mittees of participating facilities approved the study.

Measures

The primary outcome measures for residents were QoL,
neuropsychiatric symptoms, and agitation. QoL was assessed
with QUALIDEM, a validated dementia-specific QoL instru-
ment designed for use in institutional care and rated by prox-
ies.19,20 QUALIDEM focuses on observable behaviors,
contains 37 items rated on a 4-point scale (never–seldom–
sometimes–often; range 0–3) and comprises 9 subscales:
care relationship (7 items), positive affect (6 items),
negative affect (3 items), restless tense behavior (3 items),
positive self-image (3 items), social relations (6 items), social
isolation (3 items), feeling at home (4 items), and having
something to do (2 items). Higher scores indicate a higher
QoL. A mean total score (range 0–27) was calculated by
adding the mean score of each subscale (range 0–3; ie, total
subscale score divided by the number of its items). Neuropsy-
chiatric symptoms were assessed with the neuropsychiatric in-
ventory, nursing home version (NPI-NH),21 which measures
frequency and severity of 12 domains (range 0–144):
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Table 1. Participants’ Baseline Characteristics

Small-Scale
Living

Regular
Wards

Residents n 5 124 n 5 135
Age, y 82.4 (7.9) 83.1 (6.5)
Women 99 (80) 95 (70)
Living condition before
admission*
At home 37 (30) 80 (59)
Other institution/

unknown
87 (70) 55 (41)

Length of stay, mo† 15.7 (11.3) 24.4 (22.0)
Dementia type
Alzheimer’s disease 33 (27) 44 (32)
Vascular dementia 19 (15) 24 (18)
Other 20 (16) 27 (20)
Not otherwise specified/

unknown
52 (42) 40 (30)

Global Deterioration Scale 5.3 (1.1) 5.1 (1.0)
Mini Mental State
Examination

11.1 (7) 10.5 (6.6)

Cognitive Performance Scale 3.5 (1.4) 3.4 (1.4)
Activities of Daily
Life–Hierarchy Scale

3.1 (1.7) 3.3 (1.4)

Comorbid diseases 4.3 (2.3) 3.8 (1.9)
Use of psychotropic drugs‡
Yes (1 or more) 72 (58) 100 (74)
No 37 (30) 28 (21)
Unknown 15 (12) 7 (5)

Family caregivers n 5 106 n 5 100
Age, y 58.1 (9.7) 57.9 (11.2)
Women 77 (75%) 66 (66%)
Relationship with resident
Spouse 11 (10%) 14 (14%)
Child 66 (63%) 65 (65%)
Other/unknown 29 (27%) 21 (21%)

Nursing staff n 5 114 n 5 191
Age, y 40.7 (11.5) 42.8 (10.1)
Women§ 110 (97) 170 (89)
Level of education
Level 1 6 (5) 3 (2)
Level 2 18 (16) 29 (15)
Level 3 64 (57) 128 (67)
Level 4 21 (19) 26 (14)
Level 5 3 (3) 3 (2)

Employment in nursing
home type, mok

23.1 (18.4) 85.2 (72.8)

Years working in elderly care 14.7 (10.25) 16.7 (10.65)
Contract hours per week 26.4 (7.0) 26.9 (6.6)

Data are mean (SD) or number (%).
* P 5 .001.
† P 5 .047.
‡ P 5 .038.
§ P 5 .021.
k P 5 .001.
delusions, hallucinations, aggression/agitation, depression,
anxiety, euphoria, apathy, disinhibition, irritability, aberrant
motor behavior, sleep, and eating disturbances. Higher scores
indicate more symptoms. Agitation was measured with the
Cohen-Mansfield Agitation Inventory (CMAI),22 contain-
ing 29 items that assess frequency (from never, 1, to several
times an hour, 7) of agitated behaviors during the past 2 weeks
(range 29–203), with a higher score indicating more agita-
tion. Furthermore we recorded sociodemographic (age, gen-
der, living condition before admission, and length of stay)
and clinical information (dementia severity, type of demen-
tia, psychotropic drug use, comorbid diseases, cognition,
functional status). Dementia severity was measured with
the global deterioration scale (range 1–7),23 with higher
scores indicating more severe dementia. Type of dementia,
psychotropic drug use (according to the anatomical thera-
peutic chemical classification system),24 and number of co-
morbid diseases (International Classification of Diseases,
version 10) were derived from medical records. Cognition
was assessed with the Mini-Mental State Examination
(MMSE; range 0–30)25; higher scores indicate better
cognitive performance) and CPS.16 Functional status was
measured with the ADL-H.17

The primary outcome measures for family caregivers were
perceived burden, involvement, and satisfaction with care.
Perceived burden was assessed with the Self Perceived Pres-
sure From Informal Caregiving (SPPIC), a 9-item scale
(range: 0–9).26 A higher score indicates more burden. In-
volvement with care was defined as frequency (number of
visits) and length of visits (minutes) in the past 2 weeks
and number of activities during a visit. Satisfaction with
resident contact and nursing staff contact were measured on
a 4-point scale, with higher scores indicating more satisfac-
tion. Furthermore, age, gender, and relationship with resident
were assessed.
The primary outcome measures for nursing staff were job

satisfaction and motivation, assessed by 6 items,27 scored on
a 5-point scale ranging from totally disagree to totally agree.
Total scores ranged from 4 to 20 (job satisfaction) and 2 to 10
(motivation), with higher scores indicating more satisfaction
and motivation respectively. Finally, sociodemographic vari-
ables (age, gender, education level, months of employment in
facility type, and years working in elderly care and contract
hours per week) were measured.
The QUALIDEM was rated both by family caregivers and

2 nursing staff members, ie, registered nurses (RNs) or certi-
fied nursing assistants (CNAs), who were in charge of the res-
idents and were most involved in their care. These RNs/
CNAs also rated the NPI-NH and CMAI. Data concerning
family caregivers and nursing staff were collected using self-
report questionnaires. To measure contrast between experi-
mental and control groups, an 18-item questionnaire was
developed that measured the extent to which a nursing
home facility fulfilled the criteria for small-scale living.14

Items relate to a unit’s organizational, social, and physical en-
vironment and were measured on a 5-point scale, ranging
from 1, ‘‘not at all,’’ to 5, ‘‘completely’’ (range 18–90) and
rated by 2 observers independently. An example item is:
ORIGINAL STUDIES
‘‘To what extent is the staff part of the household?’’ Higher
scores indicate more adherence to small-scale living.

Statistical Analyses

Differences in characteristics between the 2 groups at base-
line were tested with c2-tests for categorical variables, indi-
vidual sample t tests for normally distributed continuous
variables, and Kruskal-Wallis tests for continuous variables
Verbeek et al 3



Fig. 1. Flow chart study design and participants.
with skewed distributions Study hypotheses were tested with
mixed-model multilevel analyses, according to the intention-
to-treat principle. Multilevel analyses are robust against miss-
ing data on outcome variables. Therefore, all participants
having a baseline measurement were included, regardless of
availability of data at follow-up. All sociodemographic char-
acteristics of participants (see Table 1 for specification per
participant group) were included as covariates in the model.
Missing data for only these covariates were imputed using
multiple imputation. First, fixed effects for group by time in-
teraction were tested for significance. If this interaction was
not significant, it was removed from the model and only fixed
effects for group and time were tested. Based on a priori sam-
ple size calculation, the power for these analyses was suffi-
cient, as a number of 84 participants per group was required.14

Subgroup analyses were conducted. Based on their median
score on the contrast questionnaire, 2 groups were created:
4 Verbeek et al
highest scoring small-scale living (contrast group 1) versus
lowest scoring regular wards (contrast group 2). Contrast
group 1 consisted of 14 houses with total scores above the me-
dian (.66); contrast group 2 consisted of 10 regular wards
with total scores below the median (\40). The power for
these analyses is limited, owing to an insufficient number of
participants in the contrast groups (less than 84 participants
per group), resulting in an increased chance of type-II errors.
All tests used a 2-sided significance level of .05. All statistical
analyses were conducted using Predictive Analytics SoftWare
(PASW) version 17 from SPSS (SPSS Inc., Chicago, IL).

RESULTS

Figure 1 describes the number of participants at each stage
of the study, including reasons for nonparticipation. In total,
259 residents were included, 124 in small-scale living and 135
in regular wards. Family caregivers were available for 253
JAMDA – - 2010



Table 2. Primary Outcomes for Residents

Baseline Follow-up, 6 mo Follow-up, 12 mo

Residents*
Total score QUALIDEM subscale Care relationships (range 0–21)
Small-scale 15.0 (4.5) 14.6 (4.4) 14.5 (4.4)
Regular ward 15.5 (4.6) 15.8 (4.8) 15.8 (4.6)

Total score QUALIDEM subscale Positive affect (range 0–18)
Small-scale 14.5 (3.7) 13.8 (3.9) 13.7 (3.7)
Regular ward 14.0 (4.0) 13.8 (3.7) 13.7 (4.1)

Total score QUALIDEM subscale Negative affect (range 0–9)
Small-scale 6.6 (1.9) 6.6 (2.3) 6.6 (2.4)
Regular ward 5.8 (2.2) 5.7 (2.4) 5.7 (2.3)

Total score QUALIDEM subscale Restless behavior (range 0–9)
Small-scale 5.4 (2.8) 5.3 (2.8) 4.8 (2.8)
Regular ward 5.7 (2.7) 5.5 (3.0) 5.8 (2.8)

Total score QUALIDEM subscale Social isolation (range 0–9)
Small-scale 6.6 (2.0) 6.4 (2.3) 6.1 (1.9)
Regular ward 6.8 (2.3) 6.8 (2.3) 6.9 (2.2)

Total score QUALIDEM subscale Positive self-image (range 0–9)
Small-scale 7.1 (2.1) 7.2 (2.3) 7.1 (2.2)
Regular ward 7.4 (2.1) 7.6 (2.1) 7.7 (2.0)

Total score QUALIDEM subscale Having something to do (range 0–6)
Small-scale 2.7 (2.1) 2.3 (2.0) 2.2 (2.0)
Regular ward 1.9 (2.0) 1.6 (1.7) 1.4 (1.6)

Total score QUALIDEM subscale Feeling at home (range 0–12)
Small-scale 9.7 (2.7) 9.8 (2.5) 9.5 (2.9)
Regular ward 9.8 (2.6) 10.1 (2.4) 10.4 (2.0)

Total score QUALIDEM subscale Social relations (range 0–18)
Small-scale 12.4 (3.8) 10.7 (3.9) 11.0 (3.9)
Regular ward 11.3 (4.1) 11.6 (3.8) 10.3 (3.7)

Mean total QUALIDEM score (range 0–27)
Small-scale 18.8 (3.5) 18.3 (3.7) 17.5 (3.8)
Regular ward 18.8 (3.8) 18.6 (3.9) 18.4 (3.6)

Total score NPI-NH (range 0–144)
Small-scale 16.2 (14.0) 13.5 (12.0) 16.6 (14.9)
Regular ward 15.7 (13.7) 14.3 (12.7) 14.8 (12.1)

Total score CMAI (range 29–203)
Small-scale 40.3 (14.2) 37.3 (11.5) 39.6 (13.5)
Regular ward 40.6 (14.0) 38.5 (11.7) 35.3 (8.0)

Data are unadjusted scores (SD).
CMAI, Cohen-MansfieldAgitation Inventory; NPI-NH,Neuropsychiatric Inventory–NursingHome;QUALIDEM, a validateddementia-specific

QoL instrument designed for use in institutional care and rated by proxies.
*nsmall-scale5 124, nregular wards5 135; Follow-up after 6months nsmall-scale5 111, nregular wards5 111; Follow-up after 12months nsmall-scale5 93,

nregular wards 5 97.
residents, of whom 229 were willing to participate: 114 in
small-scale living and 115 in regular wards. Finally, 305 nurs-
ing staff members participated in the study, 114 from small-
scale living and 191 from regular wards.
Participants’ baseline sociodemographic characteristics are

presented inTable 1.Groupswere comparable onbaseline char-
acteristics, except for living condition before admission, length
of stay, and use of psychotropic drugs (residents’ level), gender,
and years of employment in nursing home type (staff’s level).
Unadjusted means for all outcome measures are shown in

Table 2 (residents) and Table 3 (family caregivers and nurs-
ing staff). Figure 2 (residents), Figure 3 (family caregivers),
and Figure 4 (nursing staff) present adjusted scores for
both groups (small-scale living versus regular wards) at 3
measurements.
Subgroup analyses (data not shown) based on the contrast

questionnaire confirmed overall outcomes, except for nursing
staff’s job satisfaction and motivation. For these outcome
ORIGINAL STUDIES
measures, results for both overall and contrast analyses are
presented.

Residents

No significant group by time interaction effects were found
for all subscales and the total score of QUALIDEM.No differ-
ences were found in total QoL, as scored by nursing staff
(Figure 2). Group effects were found on 2 subscales scored
by nursing staff: negative affect and having something to
do. Residents in small-scale living had a higher QoL with re-
spect to having something to do (adjusted mean difference
0.9, 95% confidence interval [CI] 0.5–1.2; P \ .001) and
a lower QoL regarding negative affect than residents in regu-
lar wards (0.7, 0.2–1.2; P5 .01). Total QoL scored by family
caregivers was slightly higher for residents in small-scale liv-
ing than in regular wards, but this difference did not reach sig-
nificance (adjusted mean difference 1.0, 95% CI –0.1–2.1;
P 5 .076). Group effects were found on 3 subscales: feeling
Verbeek et al 5



Table 3. Primary Outcomes for Family Caregivers and Nursing Staff

Baseline Follow-up, 6 months Follow-up, 12 months

Family caregivers*
Perceived burden (range 0–9)
Small-scale 2.8 (2.9) 2.6 (2.8) 2.7 (2.6)
Regular ward 3.5 (2.8) 4.0 (3.2) 3.5 (3.2)

Number of visits (range 0–14)
Small-scale 5.3 (4.0) 4.8 (3.4) 4.4 (3.5)
Regular ward 5.6 (4.1) 5.6 (4.2) 5.0 (3.2)

Duration of visits (in minutes)
Small-scale 99.9 (52.7) 104.9 (71.2) 97.5 (43.5)
Regular ward 100.8 (46.3) 90.6 (45.0) 92.4 (47.4)

Number of activities during visit (range 0–14)
Small-scale 3.0 (1.6) 3.1 (1.8) 3.2 (2.0)
Regular ward 2.7 (1.4) 2.8 (1.5) 2.6 (1.3)

Satisfaction with contact resident (range 0–4)
Small-scale 3.2 (.7) 3.1 (.8) 3.1 (.8)
Regular ward 3.1 (.8) 2.9 (.8) 3.0 (.8)

Satisfaction with contact nursing staff (range 0–4)
Small-scale 3.7 (.5) 3.6 (.7) 3.5 (.9)
Regular ward 3.3 (.6) 3.3 (.5) 3.4 (.7)

Nursing staff†
Job satisfaction (range 4–20)
Small-scale 16.5 (2.8) 16.5 (2.9) 16.2 (2.8)
Regular ward 15.8 (2.7) 16.3 (2.4) 16.2 (2.8)

Job motivation (range 2–10)
Small-scale 8.3 (1.5) 8.4 (1.4) 8.3 (1.3)
Regular ward 8.1 (1.3) 8.4 (1.2) 8.4 (1.3)

Data are unadjusted total scores (SD).
* Family caregivers: nsmall-scale 5 106, nregular wards 5 100; Follow-up after 6 months nsmall-scale 5 75, nregular wards 5 64; Follow-up after 12

months nsmall-scale 5 67, nregular wards 5 51.
†Nursing staff: nsmall-scale5 114, nregular wards5 191; Follow-up after 6months nsmall-scale5 72, nregular wards5 109; Follow-up after 12months

nsmall-scale 5 69, nregular wards 5 87.
at home (1.0, 0.1–2.0; P 5 .023), having something to do
(0.5, 0.1–0.9; P 5 .018), and social relations (1.1, 0.2–2.0;
P5 .02), with residents in small-scale living having a higher
QoL on these aspects.
No significant differences were found in neuropsychiatric

symptoms (NPI-NH). Both groups scored rather low. A group
by time interaction effect was found for agitation (P 5 .04).
Total agitation scores (CMAI) for residents in small-scale liv-
ing remained stable over time, whereas these scores for resi-
dents in regular wards decreased. Only at measurement 3
(follow-up after 12 months) did this result in a significant
difference between groups (adjusted mean difference 4.6,
95% CI 0.3–8.9; P 5 .035) (Figure 2).
Family Caregivers

No group by time interaction effect was found for experi-
enced burden; both groups remained stable over time. A signif-
icant group effect was found (Figure 3): family caregivers in
small-scale living facilities experienced less burden than
family caregivers in regular wards (adjusted mean difference
0.8, 95% CI 0.1–1.5; P 5 .034). Furthermore, a significant
group effect was found in satisfaction with nursing staff
(adjustedmeandifference 0.3, 95%CI0.2–0.5;P\.001). Fam-
ily caregivers in small-scale livingweremore often very satisfied
than family caregivers in regular wards, who were more often
fairly satisfied. No effects were found for involvement with
care. No significant differences were found for frequency and
6 Verbeek et al
length of visits and amount of activities during a visit between
groups in the last 2 weeks (Figure 3).No differences were found
for satisfaction with resident contact (Figure 3).

Nursing Staff

No significant differences were found for job satisfaction
and motivation. Both groups scored relatively highly on these
scales. However, subgroup analyses using contrast groups re-
vealed significant differences. Nursing staff in contrast group
one, typical small-scale living, were significantly more satis-
fied with their job (adjusted mean difference 2.0, 95% CI
0.5–3.5; P5 .009) and showed a significantly higher motiva-
tion (0.6, 95%CI 0.0–1.3; P5 .05) than nursing staff working
in contrast group 2, typical regular wards (Figure 4).

DISCUSSION

We were unable to demonstrate convincing overall effects
of small-scale living facilities for our primary outcome mea-
sures. No difference in residents’ total QoL was found and
only few dimensions significantly differed. No effects were
found for neuropsychiatric symptoms and agitation. Family
caregivers in small-scale living were less burdened and were
more satisfied with nursing staff contact than family care-
givers in regular wards. No effect was found for nursing staff’s
job satisfaction and motivation in the total group, although
contrast analyses with respect to small-scale living versus
regular wards showed higher satisfaction and motivation for
JAMDA – - 2010
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Fig. 2. Adjusted mean scores for residents’ outcome measures, as
assessed by nursing staff.
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Fig. 3. Adjusted mean scores for outcomes on family caregivers.
nursing staff working in typical small-scale living facilities
compared with typical regular wards.
Some limitations regarding this study must be considered.

We did not conduct a randomized controlled trial, owing to
major ethical and practical drawbacks making random
assignment of residents, their families, and staff to a care set-
ting impossible. This study’s major strength, over previously
conducted studies, is the successful matching of resident
groups on baseline cognition andADL capacity, which has re-
sulted in resident groups who are on average in an equal stage
of dementia. Participants in both groups were also comparable
on other baseline characteristics. We would prefer to restrict
inclusion to newly admitted residents, but this would have
increased the study period substantially. Furthermore,
QUALIDEM is quite a new instrument to measure resi-
dents’ QoL. Despite its proven reliability and validity,19,20

responsiveness to change over time has not been studied yet.
For nursing staff, a natural selection process could have bi-

ased our results. Nursing staff are free to choose a facility at
which to work and probably choose the type in which they
thrive best. This may result in an underestimation of effects,
especially because results from the contrast analyses suggest
higher job satisfaction and motivation for nursing staff in typ-
ical small-scale living. Nursing staff in small-scale living are
ORIGINAL STUDIES
suggested to have more job control, fewer demands, and
more social support from their coworkers,28 which may ac-
count for these results. Future research should examine this
in more detail.
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Fig. 4. Adjusted mean scores for outcomes on staff.
Contrary to other studies,12,29,30 we did not find
convincing effects for small-scale living when compared
with regular wards. Dutch policy and organization of nursing
home care may partly account for this, because the govern-
ment encourages small-scale living, both financially and
conceptually. As a result, regular institutional care is in a tran-
sition toward small-scale, homelike environments. Therefore,
it may be more difficult to detect differences between both
care settings, as all outcome measures are rather positive in
both groups. For example, in our study neuropsychiatric
symptoms and agitation were rather low for both groups
and in fact comparable to a successful intervention imple-
menting person-centered care in an Australian study on insti-
tutional care.6 We believe that generalization of our results is
appropriate to countries with a similar level of health care and
organizational system to the Netherlands.
Our results have important implications for dementia care

policy and practice and show that small-scale living facilities
8 Verbeek et al
are not necessarily a better care setting for all residents with
dementia. Because governmental policies and, in some
countries, financial support are increasingly aimed at provid-
ing small-scale, homelike care, we suggest that small-scale liv-
ing facilities are not a final solution and other options should
be considered. Policy makers and health care professionals
should contemplate carefully what they regard as good care
and QoL for people with dementia and not blindly focus on
small groups or a homelike environment. Both a care program
focusing on family and staff’s attitudes toward residents in
combination with environment and appropriate medical
care are needed to improve dementia care. More research is
required to disentangle this challenge.
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