Quality of Life Research 13: 611–624, 2004.
Ó 2004 Kluwer Academic Publishers. Printed in the Netherlands.

611

Finding a useful conceptual basis for enhancing the quality of life of nursing
home residents
D.L. Gerritsen1, N. Steverink2, M.E. Ooms1 & M.W. Ribbe1
1
Department of Nursing Home Medicine, VU University Medical Centre/Institute for Research in Extramural
Medicine, Amsterdam, The Netherlands (E-mail: dl.gerritsen.emgo@med.vu.nl); 2Departments of Internal
Medicine and Geriatrics, University Hospital Groningen, Groningen, The Netherlands
Accepted in revised form 2 April 2003

Abstract
In this article it is depicted that before nursing home staﬀ can eﬀectively contribute to optimising the
quality of life (QOL) of nursing home residents, it has to be clear what exactly QOL is and how it can be
enhanced. The aim is to identify a QOL framework that provides tools for optimising QOL and can form
the basis for the development of guidelines for QOL enhancement. For that purpose, a framework should
meet three basic criteria: (1) it should be based on assumptions about comprehensive QOL of human beings
in general; (2) it should clearly describe the contribution of each dimension to QOL and identify relationships between the dimensions; (3) it should take individual preferences into account. After the criteria
are deﬁned, frameworks identiﬁed from a literature search are discussed and evaluated according to these
criteria. The most suitable framework appears to be the QOL framework of the theory of Social Production
Functions. The implications of this framework in understanding the QOL of nursing home residents are
described and recommendations for further research are discussed.
Key words: Nursing homes, Quality of life, SPF theory, Theoretical models

Introduction
This article focuses on the quality of life (QOL) of
elderly people whose problems in the physical,
social and psychological domains of life are so
severe that they have to live in a nursing home.
These people, in particular, are a signiﬁcant group
because, due to their frailty, they probably need
help to maintain a high level of QOL. Moreover,
many residents are not able to communicate to
others their wants, needs or satisfaction. This
makes it especially important for caregivers and
relatives to know what constitutes QOL in this
population and how it can be maintained or increased. This knowledge provides them with tools
to support the residents adequately in optimising
their QOL. Furthermore, it can serve as a conceptual basis for the development of eﬀective

guidelines on which the nursing home staﬀ can
base their QOL-enhancing policies.
In the literature there is widespread agreement
that QOL concerns wellbeing in a broad sense,
and that it consists of various dimensions. However, for eﬀectively optimising QOL, it is necessary to know what these dimensions are and what
they include, what their speciﬁc sub-dimensions
are, and also how diﬀerent (sub-)dimensions
combine to constitute QOL. For example, do all
(sub-)dimensions contribute to QOL to the same
extent, can QOL still be high when one or more
(sub-) dimensions are impaired or have been lost,
and, do losses in one (sub-)dimension also aﬀect
the contribution to QOL of other (sub-)dimensions?
The aim of this article is to review and evaluate
existing QOL frameworks that focus on the en-
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tire elderly nursing home population, in order to
determine whether these can provide practical
tools for QOL-enhancement and serve as a basis
for guidelines to assist the nursing home staﬀ in
optimising QOL. The existing frameworks or approaches will be evaluated according to three criteria that are deemed essential for frameworks
serving as a basis for QOL-enhancement in nursing home residents.
The ﬁrst criterion is the prerequisite that any
framework should be based on assumptions about
the comprehensive QOL of human beings in general.
A basically restricted view on QOL that is not
comprehensive (such as health-related QOL) may
result in erroneously excluding relevant aspects of
QOL. Furthermore, to have a universal base, thus,
to start with human beings in general (instead of,
for instance, patient-speciﬁc or group-speciﬁc
QOL) is necessary to thoroughly evaluate the relevance of diﬀerent (sub-)dimensions of the
broader concept. Although diﬀerences between
groups in the relative importance of certain (sub-)
dimensions may exist, at present there is no evidence to show that QOL in nursing home residents
is fundamentally diﬀerent. When starting from a
perspective that is both comprehensive and based
on human beings in general, i.e. has a universal
base, it is possible to determine which dimensions
are aﬀected by the resident’s condition, and which
are still intact and may therefore contribute to the
resident’s QOL. As intact dimensions may serve as
‘strengths’ that compensate for losses in other dimensions, tools for optimising QOL should not
only focus on impaired or lost dimensions, but
also on intact dimensions. Hence, a framework of
QOL should focus on both.
The second criterion is that a framework should
not only deﬁne the dimensions of QOL, but should
also explain how and to what extent each (sub-)
dimension contributes to QOL and how these dimensions are inter-related. For instance, if QOL is
considered to consist of a physical, a psychological
and a social dimension, it should be clear whether
each dimension contributes to QOL to the same
extent, or if, for instance, the physical dimension is
more important than the other two dimensions. It
should also be clear how the other dimensions and
QOL in general change when a certain dimension
of QOL is aﬀected. Can QOL remain stable or be
recaptured? For example, when a resident loses

her1 spouse, the framework should explain what
(sub-)dimensions are aﬀected, how this aﬀects her
QOL, and whether and how she can inﬂuence it.
The third and ﬁnal criterion is that a framework
should also provide insight into how inter-individual diﬀerences can be represented. When trying
to optimise QOL, the nursing home staﬀ must be
able to take the individual preferences of a resident
into account. At the individual level there may be
considerable diﬀerences in the relative signiﬁcance
and content of a (sub-)dimension. Social support,
for instance, may be a speciﬁc sub-dimension of a
social dimension, but individuals may diﬀer in
their need for support and from whom they would
want it (a spouse, a child, a priest, or nursing home
staﬀ). Thus, to achieve eﬀective QOL enhancement
that is tailored to individual residents, the framework should take individual preferences into account.
Summarising, only a QOL framework that is
based on a broad and universal perspective, that
illustrates how (sub-)dimensions contribute to
QOL, how (sub-)dimensions are inter-related, and
how individual preferences relate to speciﬁc dimensions, can provide the nursing home staﬀ with
the necessary tools to decide on how to support the
residents in optimising their QOL. This framework
can also be used as a tool to evaluate existing QOL
measurement instruments with regard to their
applicability to the nursing home setting, or to
structure the development of an instrument that
can be used to evaluate QOL-enhancing interventions in nursing home care. Ultimately, it can be
the basis in the development of guidelines for effective QOL-enhancement in nursing homes.
This paper ﬁrst describes the search strategy that
was used to identify the frameworks. Subsequently, the identiﬁed frameworks will be brieﬂy
discussed and evaluated according to the criteria
mentioned above. Although this brief description
will probably not do justice to all that has been
written about the frameworks, the aim is to explicate their essence, so that the evaluation process
is transparent. In the discussion of the frameworks, the original terminology will be adhered to.
For instance, the (sub-)dimensions of QOL are
1
As female nursing home residents are in the majority, persons
and individuals are referred to in the feminine form to simplify
reading. Ofcourse, male residents are also included.
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referred to as sectors, domains, factors, etc. Finally, the framework that meets the criteria best
will be described in more detail, the conclusions
will be summarised and recommendations for future research will be discussed.

Search strategy
Published literature on frameworks relating to the
elderly nursing home population or to frail or
disabled elderly persons was considered relevant.
As authors use diﬀerent names for their theoretical
frameworks, several keywords were used in addition to ‘frameworks’ in the search. The keywords
approach, model, framework or theory in combination with QOL and frail or disabled elderly, or
nursing home(s); care home(s); residential home(s);
long-term care facility(-ies) or long-term care institution(s), were applied to all available Psychinfo
(1887-), Pubmed/Medline (1966-) and Socioﬁle
(1974-) databases running until April 2001. In total, 791 references were identiﬁed. First, it was
checked which of these needed to be excluded because the abstract unmistakably showed that the
publication was not about a framework for QOL.
It appeared that many utilized QOL as an outcome
measure of a behavioural or pharmaceutical intervention or epidemiological study, which led to
exclusion. Another group of publications was excluded because these pertained to quality of care
and care methods, and QOL was only mentioned
as one of the relevant goals. Then the abstracts of
the remaining 34 publications were checked to
determine which of the frameworks clearly did not
apply to the nursing home population in the
broadest sense but to a speciﬁc selection, such as
dementia patients, stroke patients or people with
developmental disabilities. This led to the exclusion of 23, which left 11 publications of which the
complete text was retrieved [1–11].
After reading the publications and related research carried out by the authors, another ﬁve
publications were excluded. Albrecht and De Vlieger’s [8] study was excluded because the mean age of
their study population was 53. Such a young population will, in general, not be comparable to the
older nursing home population, which is characterised by multiple pathology and loss of functions.
The research carried out by Kivnick [5], in collab-

oration with Erikson and Erikson [12], was excluded because it appeared to refer to QOL only
implicitly. Finally, the Raphael et al. study [11] was
excluded because it focuses on community-dwelling
elderly people and is not applicable to frail elderly
people without further elaboration (D. Raphael,
personal communication). Consequently, six potentially suitable frameworks could be examined in
further detail on the basis of the three criteria.

Describing and evaluating the frameworks
In the following, ﬁrst the reports on the six
frameworks will be brieﬂy summarised, in chronological sequence of publication. Each framework will then be evaluated according to the three
criteria that a QOL framework should meet if it is
to serve as a basis for QOL-enhancement. The
criteria will be numbered, to facilitate reading.
Lawton’s four sectors of the good life
Lawton [2, 13] adapted his original framework of
the good life [13] to include frail elderly people [2]
and dementia patients [14, 15]. He deﬁnes the QOL
of frail elderly people as ‘the multidimensional
evaluation, by both intra-personal and social-normative criteria, of the person–environment system of
an individual in time past, current, and anticipated’
([2, p. 6]; see Figure 1). On theoretical grounds, he
distinguishes four sectors of QOL that partly
overlap. He considers every sector as an independent possible indicator for QOL measurement: (1)
behavioural competence, i.e. the individual’s ability
to hold her own in functional and social respect.
Behavioural competence is a hierarchy of competence categories that is based on a system view of
human beings. It represents social normative
evaluations of the person’s functioning in the
health, cognitive, time-use and social dimensions.
(2) Domain-speciﬁc perceived QOL is considered to
be a person’s subjective evaluation of function in
the behavioural competence dimensions. The
method of itemisation determines the speciﬁc
content of the sector, as is the case with the
behavioural competence sector. Lawton considers
behavioural competence and perceived QOL to be
the central sectors of QOL. The other two are not
central sectors, but essential components of ‘a
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Figure 1. Lawton’s four sectors of the good life: Republished
with kind permission of the Gerontological Society of America
from ‘environment and other determinants of well-being in
older people’ by M.P. Lawton, The Gerontologist 1983, 23,
p. 355; permission conveyed through Copyright Clearance
Center, Inc.

loose causal model’ [2, p. 10]. (3) Objective environment consists of both physical and inter-personal domains. What aspects of the objective
environment are relevant to a particular person
depends on their relevance to both behavioural
competence and domain-speciﬁc perceived QOL.
Some aspects are prerequisites to, i.e. building
blocks for, dimensions of behavioural competence
or domain-speciﬁc perceived QOL, others are
catalysts. (4) Psychological wellbeing is ‘the ultimate outcome in a causal model of the open type’ [2,
p. 11]. It is deﬁned as ‘the weighted evaluated level
of the person’s competence and perceived quality in
all domains of contemporary life’ [2, p. 11]. A
structure that integrates past, present and future
experiences, the self, does this weighting.
Criteria
(1) Comprehensiveness and universality: The ﬁrst
criterion is met by Lawton’s framework. In one of
his ﬁrst publications on the good life [13], Lawton
mentions QOL as ‘a grandiose construct, presuming
to account for all of life which subsumes all that we
deﬁne as legitimate personal and social goals. Its
sectors together include every aspect of behaviour,
environment and experience’ [13, p. 349].
(2) Inter-relatedness: The contribution of the
(sub-)dimensions to QOL and the inter-relations

of the (sub-)dimensions are ambiguous in Lawton’s sector approach. Firstly, he considers the
sector psychological wellbeing to be the ultimate
outcome, but it remains uncertain as to whether
this is the same as QOL. Secondly, although he
regards psychological wellbeing to be the weighted
evaluation of the two central sectors (behavioural
competence and perceived QOL) and thus suggests
a hierarchical approach with behavioural competence and perceived QOL as determinants, this
relationship is not represented in his visualisation
of the framework as four overlapping circles (see
Figure 1). The statement that objective environment (sector 3) is a prerequisite or catalyst for
behavioural competence and domain-speciﬁc perceived QOL (sectors 1 and 2) does not correspond
with Figure 1 either. Moreover, he states that
domain-speciﬁc perceived QOL is the subjective
evaluation of behavioural competence. How that
relates to psychological wellbeing as the weighted
evaluation of the two is not clear. It is also not
clear if and how losses in one of the sectors inﬂuence other sectors.
(3) Individual preferences: In Lawton’s view, the
sectors of behavioural competence and perceived
quality are weighted into psychological wellbeing,
which is dependent on the (interpretation of the)
individual. Therefore, it appears that psychological wellbeing, the central outcome, is dependent on
individual preferences and circumstances. He also
states in his 1991 publication that ‘the intra-personal aspects of QOL express one essential ingredient of a comprehensive conception, that each
individual has internal standards and evaluations of
life that are idiosyncratic and not totally accountable to any external standard’ [2, p. 7]. Clearly,
Lawton attributes importance to individual preferences. However, it is not clear to what ‘intrapersonal aspects’ he refers. Moreover, because it is
not clear how these aspects are related to other
‘aspects’ of QOL, there are no indications as to
how to use them to optimise QOL.
Faulk’s board and care home hierarchy of needs
In 1988, Faulk [3] introduced a hierarchical model
of QOL factors relating to board and care homes
for the elderly (see Figure 2). The model is based
on Maslow’s hierarchy of human needs [16] and
Tyne’s adaptation of it to mentally handicapped
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growth needs
activities, social agency contact

self-esteem needs

Social Integration Needs

getting out of home into commuity
home pre-occupancy visit

love & belonging needs
closeness to other residents, contact
with family and friends

safety and security needs

Material Resource Needs

facility condition, size, cost, fair
treatment, enough money, privacy

physiological needs
nutrition, health, help with ADL

Figure 2. Faulk’s board and care home hierarchy: From Faulk LE. Quality of life factors in board and care homes for the elderly: A
hierarchical model. Adult Foster Care Journal 1988, 2, p. 104, Ó Human Science Press. Reprinted with kind permission of Human
Science Press.

people in residential settings [17]. In Maslow’s
view, human beings strive to realise their inner
potential, so-called self-actualisation. Visualised as
a pyramid, beneath self-actualisation there are
four other kinds of needs. From bottom to top,
these are: physiological needs (food, water); safety
needs; needs for belongingness and love; and esteem needs. People place a greater value on higherorder needs, but will only strive for those when
lower-order needs are satisﬁed. Higher-order needs
produce more desirable subjective results, such as
more profound happiness [18, 19]. Tyne [17] divided the various levels of Maslow’s pyramid into
two kinds of need-levels: the lower-level resource
needs (physiological and safety needs) and the
higher-level needs for social integration. Faulk
uses Tyne’s ideas to formulate his board and care
home hierarchy of needs (see Figure 2). He assumes that board and care residents will need assistance in meeting their material resource needs as
well as their social integration needs. The level of
QOL for these residents will thus be dependent on
the degree to which they are able, with assistance,
to meet those needs.
Faulk tested his model empirically by measuring
the degree to which material resource needs and
social integration needs were met, and operationalised the ﬁve categories of needs with resident-speciﬁc needs for which there was
considerable policy and theoretical interest at that
time (see Figure 2). His assumption that ‘the more
one settles for only meeting lower level resource

needs, the less one inﬂuences QOL’ [3, p. 114], was
supported by the data.
Criteria
(1) Comprehensiveness and universality: As Faulk
adapts Maslow’s universal and comprehensive hierarchy to include the special needs of board and
care residents, his approach meets criterion one.
This is also made explicit in his statement that
‘what distinguishes board and care residents most
from other persons is not that they have diﬀerent
needs, but that they require some assistance in
meeting their own needs’ [3, p. 102].
(2) Inter-relatedness: In Faulk’s approach QOL
depends on the degree to which the residents are
able, with assistance, to meet their material resource needs and their social integration needs.
The fulﬁlment of each need will contribute positively to QOL. According to Maslow, meeting
needs start with the lowest level, and when those
needs are met, the next level is addressed. Clearly,
this is a one-way direction ending in growth. The
question remains what happens when a lower-level
need is not met: does this inﬂuence the level of
QOL, are the higher-level needs still important and
achievable, have they become unattainable, or do
they then no longer exist? This is crucial, because if
meeting higher-level needs is highly important for
achieving QOL, and if they can be met despite the
fact that a lower-level need is not met, resident
care policies may choose not to address a particular lower-level need but to instead target a higher
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need. Furthermore, Faulk does not elaborate on
the needs within one level, which levels are interrelated and how they relate; the levels of the hierarchy need to be further developed.
(3) Individual preferences: It is not clear if and
how there is room for individual variation in the
levels of the hierarchy, for instance whether the
relative importance of diﬀerent needs can vary
between persons.
Hughes’ QOL-network
Green and Cooper [6] applied Hughes’ framework
for QOL in gerontology to the nursing home [20],
but did not adapt it. Therefore, this paper will
discuss Hughes’ framework itself.
Hughes aimed to identify the components of
QOL that are central and universal. In her view, the
concept of QOL is multidimensional and the deﬁnition of QOL may vary, depending on the type of
research (e.g. theoretical, applied, policy), but QOL
cannot be reduced to a series of objectively deﬁned
standards, nor can it be encompassed entirely by
the subjective satisfaction expressed by the individual [20, see also 21]. She proposes a network

Personal Autonomy
choice; decisionmaking; control;
privacy

approach, ‘an interacting system of factors, which
together deﬁne and assess QOL’ [20, p. 54]. She
identiﬁed eight factors that can be linked to subsystems: personal autonomy; expressed satisfaction; physical and mental wellbeing; social–economic status; quality of the environment;
purposeful activity; social integration and, lastly,
cultural factors (see Figure 3). No clear deﬁnition
of the eight factors is given, but it is stated that each
factor contains a sub-system of related factors that
have to be deﬁned and translated into operational
indices by the researcher. She gives examples of
these sub-systems of related factors (Figure 3). All
factors in the network are related directly or indirectly to one another. Their integration determines
the level of QOL for an individual.
Criteria
(1) Comprehensiveness and universality: Given
Hughes’ aim to identify the components of QOL
that are central and universal as well as her opinion that the quality of a good life for elderly people
cannot be considered to be intrinsically diﬀerent to
that of the rest of the population, criterion one
appears to be met.

Expressed satifsfaction
life satisfaction; affect
balance; psychological
wellbeing; positive self-

image; consumer views

Cultural factors
age, gender,
class, race,
religion

Social integration
social contacts;
family contacts;
social roles;
citizenship

QUALITY
OF
LIFE

Purposeful activity
activities of daily living;
recreation; work;
interests

Physical and
mental well-being
e.g. physical health;
handicap; functional
abilities; dependency

Socio-economic status
income; former occupation;
material status; housing;
standard of living; nutrition

Quality of environment
warmth; comfort;
security; personal space;
décor; amenities;
routine and rules

Figure 3. Hughes’ quality of life network: From Hughes B. Quality of Life. In: Peace SM (ed.), Researching Social Gerontology:
Concepts, Methods and Issues, London: SAGE, 1990, p. 55, Ó SAGE Publishers. Reprinted with kind permission of Sage Publishing
Ltd.
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(2) Inter-relatedness: Hughes places QOL in the
centre of a network of interacting factors that together deﬁne QOL (Figure 3), which suggests that
these factors determine QOL. The question that
remains, however, is: how? Moreover, although
she states that factors can form sub-systems, the
relationships are not clear.
(3) Individual preferences: Although Hughes attaches importance to a person’s entire life experience and the probability of common aspects in old
people’s lives, it is not clear how the individual
aspects are involved.
Katz and Gurland’s challenges to adaptation
In the book edited by Birren et al. [1], Katz and
Gurland wrote a chapter on the concept of holism,
which proposes that the quality of the lives of
older people is made up of an irreducible combination of three parts: (1) the elders themselves (i.e.
their make-up in terms of body, mind and spirit),
(2) their animate and inanimate environments, (3)
their life experiences in space and time, and the
functions or powers created by the interwoven
parts. They are of the opinion that, in order to
understand the QOL of elders, one must understand the network of the combined parts, as the
process of living is not explained by one of the
parts alone. This network provides the ‘structure
within which the individual performs the required
developmental tasks at various stages of life; and the
degree of success with which tasks are performed,
and crises met, spells the diﬀerence between good
and impaired health’ (Bennett, cited in [22, p. 340]).
Katz and Gurland [22–24] regard QOL as an
individual’s ability to adapt and is explained by
objective (observable) and subjective (internal
state) features that are independent of each other.
Intact QOL is regarded as emanating from adaptive responses, and impaired QOL from maladaptive responses. The severity of maladaptation
is determined by its intensity, i.e. the level of impairment, and by it’s extensity, i.e. the degree to
which impairment pervades the elder’s daily life.
The execution of adaptive tasks is seen as the integration of skills, each of which can be arranged
in a hierarchy reﬂecting an increasing potential for
adaptation. The successive level of adaptability
requires the lower-order skills to be intact. On the
basis of previous research on (measurement in-

struments for) QOL they formulated 19 domains.
The domains consist of ‘distinctive challenges to
adaptation, as well as sets of responses that reﬂect
the elder’s eﬀorts to meet each challenge’ [23, p.
197], thereby focussing in particular on functional
skills. The domains are inter-connected, and have
to be taken into account in order to obtain a
complete and authentic picture of QOL.
Criteria
(1) Comprehensiveness and universality: Katz and
Gurland apply the idea that QOL is a holistic
phenomenon to the elderly, making reference to
the work of Bennett and Cath [22]. Therefore, it
can be concluded that they founded their work on
the concept of comprehensive QOL applying to
human beings in general.
(2) Inter-relatedness: It remains unclear how the
domains, i.e. adaptive tasks, relate to the hierarchy
of skills, and whether these skills are also components of QOL. As a consequence, it is impossible
to determine what the eﬀects of not completing a
certain adaptive task are on the other domains and
on the level of QOL.
(3) Individual preferences: When formulating a
speciﬁc deﬁnition of QOL in dementia [23], Katz
and Gurland apparently recognised that the concept of QOL may vary across speciﬁc population
groups. Whether it also varies between individuals
is not clear.
The QOL approach based on the theory of social
production functions
Two publications that were identiﬁed focus on the
theory of social production functions (the SPF
theory) as a comprehensive theory for QOL [9, 10].
Initiated by Lindenberg [25, 26], regarding human
beings in general, Ormel et al. [9, 10] used the
theory as the conceptual framework in their survey
of elderly people in the community, Steverink applied the theory to a population of frail elderly
people [27], as well as to successful ageing in general [28].
According to the SPF theory [25, 26], every individual’s behaviour is aimed at being well. An
individual strives to ‘realise’ wellbeing through
reaching particular universal and more speciﬁc
goals, within the constraints she faces. The theory
proposes a hierarchical approach to goals (see
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Top level

Universal goals

First-order
instrumental
goals

Subjective Wellbeing

Physical Wellbeing

Stimulation/
Activation

Comfort

(absence of
physiological
(optimal level of
needs; pleasant
arousal)
and safe
environment)

Social Wellbeing

Status
(control over
scarce
resources)

Behavioral
Confirmation
(approval for
‘doing the right
things’)

Affection
(positive inputs
from caring
others)

Activites and
endowments
(means of
production for
instrumental
goals)
(examples)

Physical and
mental
activities
producing
arousal

Absence of pain,
fatigue, thirst,
hunger; vitality;
good housing,
appliances,
social welfare,
security

Occupation, life
style, excellence
in sports or work

Compliance with
external and
internal norms

Intimate ties,
offering
emotional
support

Resources
(examples)

physical &
mental effort

food, money,
health care

education,
social class
unique skills

social skills,
competence

spouse,
empathy,
attractiveness

Figure 4. Quality of Life hierarchy of the SPF theory: From Ormel J, Lindenberg S, Steverink N, Verbrugge L. Subjective well-being
and social production functions. Social Indicators Research 1999, 46, p. 67, Ó Kluwer Academic Publishers. Reprinted with kind
permission of Kluwer Academic Publishers.

Figure 4). From bottom to top, each level in the
hierarchy is instrumental to the level above. High
in the hierarchy, the goals are assumed to be universal, i.e. referring to all human beings. It is assumed that subjective wellbeing (i.e. QOL, or
psychological wellbeing [29]) is the ultimate and
overall goal for an individual and is the result of
the realisation of physical and social wellbeing.
The more social and physical wellbeing that can be
achieved, the higher the level of QOL will be.
Physical and social wellbeing are considered to be
universal goals that are aimed for and achieved by
realising other, lower level goals. On the ﬁrst level
below the universal goals there are ﬁve ﬁrst-order
instrumental goals. Two are formulated for physical wellbeing: stimulation is a pleasant amount of
stimulation and activation; comfort refers to the
satisfaction of basic physical needs and the absence of health complaints, unsafety and fear.
There are three ﬁrst-order goals for social wellbeing: aﬀection refers to being loved as a person by
oneself and by others; behavioural conﬁrmation
refers to doing the right thing in the eyes of oneself
and others; and status is the accomplishment of
appreciation from oneself and others as a conse-

quence of having certain positive distinctive characteristics.
All goals in the hierarchy are realised by using
resources, which are considered as things that
people have and do to achieve goals. Lower in the
hierarchy, when goals have been achieved, they
can subsequently be used as resources to achieve
higher goals. However, resources are held to be
scarce, which implies that the individual is limited
in achieving her goals. Steverink [27, 28] described
that with increasing age, an individual is probably
confronted with losses, and is not always able to
maintain all ﬁve ﬁrst-order instrumental goals. A
goal that is costly and depends on many or speciﬁc
resources will be discarded ﬁrst. By substituting
(i.e. compensating for) lost resources and instrumental goals with other, as yet available resources
or attainable goals, an individual may still be able
to achieve a high level of physical and social
wellbeing. Physical and social wellbeing are not
entirely inter-changeable; it is assumed that a certain amount of each is necessary in every individual. In recent years, several studies have provided
empirical evidence to support the SPF theory [27,
30–32].
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Criteria
(1) Comprehensiveness and universality: As the SPF
theory is a comprehensive approach to the QOL
of human beings in general, the ﬁrst criterion is
met.
(2) Inter-relatedness: In the SPF theory, QOL, or
subjective wellbeing, is the ultimate goal of human
behaviour, and is at the top of a hierarchy of goals
((sub-)dimensions) which are instrumentally related from bottom to top, which explains the contribution of the (sub-)dimensions to QOL. With
regard to their inter-relatedness, the SPF theory
states that personal resources can be used to
achieve multiple (ﬁrst-order) goals and that both
resources and goals are interchangeable and can be
used to compensate for losses of other resources or
goals, although people do need a minimum
amount of both physical and social wellbeing.
(3) Individual preferences: QOL, physical wellbeing and social wellbeing are universal goals.
However, the lower they occur in the hierarchy,
the more speciﬁc and idiosyncratic, i.e. individually variable, the goals and resources of an individual will be. The SPF theory assumes that,
although the aim is to achieve all ﬁve ﬁrst-order
goals, an individual will focus on the goals that can
still be achieved when it is no longer possible to
achieve all the goals. Therefore, the ﬁrst-order
goals may, to a certain extent, also vary across
individuals.

tions; meaningful activities; and care provided by
the facility.
Ball et al. accept Lawton’s view that psychological wellbeing is the ultimate outcome and include in this domain the residents’ general
satisfaction with life in the facility and their emotional states. Independence refers to the residents’
ability to take care of their own needs. Ball et al.
found that independence enhanced the residents’
self-esteem, helped them to maintain their remaining functional ability, and provided them
with meaningful activity. Autonomy refers to the
residents’ control over their everyday environment
and choice of options that are signiﬁcant for the
individual. With regard to social relationships, for
most residents the relationships with their family
and in particular with their children, were vital to
their QOL. Meaningful activities were also a key
component of the residents’ QOL, and what activities were found to be meaningful varied between individual residents. The positive evaluation
of the care provided by the facility depended on the
attitude of the caregivers.
A key factor in whether residents deﬁned their
lives as having quality was the quality of ﬁt between the resident and the facility’s social and
physical environment, more speciﬁcally, between
the resident and the structure and process of the
care provided, with which most domains had an
obvious relationship.

Ball’s QOL domains

Criteria
(1) Comprehensiveness and universality: Ball et al.
aim to be comprehensive, but their method (asking
the residents), does not ensure that all important
aspects were identiﬁed. Furthermore, it is not
based on the QOL of human beings in general.
This is unfortunate, because it is therefore not
clear how residents of residential homes diﬀer
from other people, so possible changes or diﬀerences that apply to them cannot be addressed.
(2) Inter-relatedness: Ball et al. only address the
relationship of psychological wellbeing to QOL.
They follow Lawton in his approach, i.e. that
psychological wellbeing is both a domain of QOL
and the ultimate outcome in an open causal model.
Yet, it is still not clear how this ‘central outcome’
contributes to QOL and relates to other (sub-)dimensions. Although Ball et al. found that most
domains had an obvious relationship with the so-

Ball et al. [7] interviewed residents and observed
life in 17 assisted living facilities in order to conceptualise QOL in such facilities. They support the
consensus of opinion that QOL is a multidimensional construct with both subjective and objective
components. Based on empirical research, Ball
et al. identiﬁed 14 domains of QOL. The domains
represent the combined internal perceptions of
residents with regard to what is important to them.
Considerable diﬀerences were found between residents with regard to the personal signiﬁcance of
each domain. QOL evolved as a subjective, complex and multidimensional construct with interacting and overlapping domains. Ball et al.
mention a clear primacy of ﬁve domains for most
residents: psychological wellbeing; independence
and autonomy; social relationships and interac-
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Table 1. Comparison of the frameworks
Criteria

Lawton

Faulk

Hughes

Katz & Gurland

SPF-theory

Ball et al.

1. Comprehensiveness
2. Inter-relatedness
3. Individual preferences

+
)


+

)

+
)
)

+
)
)

+
+
+

)
)
)

þ: Framework meets criterion, : Framework does not meet the criterion entirely, ): Framework does not meet criterion.

cial and physical environment of the facility, these
ﬁndings do not explain how each domain relates to
the others.
(3) Individual preferences: In aiming to do justice
to individual preferences, Ball et al. started with
individual views on important domains of QOL.
Yet, they subsequently elaborate on ﬁve domains
that were considered to be important by most
residents, thereby moving away from the perspective of the individual.
In Table 1 the six frameworks are compared,
and it can be concluded that they diﬀer with regard
to meeting the predetermined criteria. Only the
SPF theory meets all three criteria. The framework
of Ball et al. is not based on assumptions of QOL
for human beings in general, so, in our view, it is
fundamentally ﬂawed. The other four frameworks
are not ﬂawed, but they lack clarity on criteria
2 and 3, and need to be further developed before
they can be considered useful as a conceptual basis
for QOL-enhancement. The framework of the SPF
theory, according to the three criteria applied,
appears to be the most suitable as a basis for understanding QOL, to provide nursing home staﬀ
with tools to enhance QOL, and eventually to
serve as a basis for the development of guidelines
for QOL-enhancement. The possible implications
of this theory, when applied to nursing home residents, are discussed below.

Understanding the QOL of residents in terms
of the QOL approach of the SPF theory
Following the SPF theory, QOL would increase
with the number of ﬁrst-order instrumental goals
(wellbeing goals) that are achieved. In other
words: the more comfort and stimulation (for
physical wellbeing) and the more aﬀection,
behavioural conﬁrmation and status (for social
wellbeing) residents are able to realise, the higher

their level of QOL will be. At this point, in view of
the impaired cognitive status of many nursing
home residents, it should be noted that the realisation of one’s wellbeing is, in terms of the SPF
theory, not necessarily a conscious process but
related to an intrinsic motive to strive for improvement of one’s condition [33]. This motive is
assumed to apply to all human beings.
Through the mechanism of substitution between
resources and goals, the level of QOL can still be
relatively high, even when people can no longer
realise one or more of the ﬁve wellbeing goals.
Loss of status, for instance, can be substituted by
putting more eﬀort into achieving the other two
goals of social wellbeing, i.e. aﬀection and
behavioural conformation, without losing much
QOL. Furthermore, the SPF theory is not only
explicit about the mechanism of substitution (and
thus about the relationships between (sub-)dimensions of QOL), it also assumes a patterned
change in substitution processes when people lose
resources due, for instance, to ageing processes
[28]. It is predicted that status is probably the ﬁrst
goal that has to be discarded. When further losses
occur, stimulation and behavioural conﬁrmation
will be the next to go. The goals of comfort and
aﬀection can be maintained relatively easily, although eventually these may also become threatened. When the last remaining resources for
comfort and aﬀection become threatened, QOL is
seriously endangered, and people will do everything in their power to prevent further losses. This
stage is called the critical phase [27].
Nursing home residents have, in general, lost
many physical and social resources. From the SPF
theory and its sub-theory of the critical phase it
can be derived that care-providers who aim to
optimise the QOL of nursing home residents must
at least provide a satisfactory level of comfort and
aﬀection. However, the QOL of residents would be
enhanced if attention were also paid to stimula-
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tion, behavioural conﬁrmation and status. So,
nursing home residents will perceive higher levels
of QOL if they not only realise comfort and affection, but also stimulation and behavioural
conﬁrmation, and even more so when they are able
to realise status.
When relating the theoretical insights of the SPF
theory to everyday life in the nursing home, the
ﬁve goals of wellbeing appear to be compatible
with and, to some degree, already considered in
nursing home practice. The patterned change
prediction that comfort and aﬀection can be
maintained the longest seems to be quite plausible.
Comfort and aﬀection are the ultimate care-targets
in nursing home care. Comfort can be considered
as the basis of care: in the eyes of the nursing home
staﬀ, the ﬁrst priority is to make the resident
comfortable. In times when the workload is very
heavy, comfort is the most paramount, and
sometimes the only focus of care that must be
maintained at all costs. Aﬀection is also important,
and is a primary care-target in the nursing home,
especially when a resident’s functioning has deteriorated to the extent that being kind – sometimes
only through the touch of a hand – may be the
only means of making contact. Stimulation and
behavioural conﬁrmation are, for instance, represented in the emotion-oriented care-approaches to
demented residents, including validation [34, 35],
reminiscence [36], sensory activation or ‘snoezelen’
[37], and integrated emotion-oriented care [38, 39].
In these care-approaches, an attempt is made to
link up with the experiences and perceptions of the
person with dementia. Expressing aﬀection and
stimulating the resident in reliving, structuring,
integrating and exchanging memories (reminiscence) or various sensory perceptions and experiences (snoezelen), are common, and highly
signiﬁcant. Moreover, in the interactions with the
residents, behavioural conﬁrmation through endorsing their behaviour and supporting their initiatives is an important target, especially in
validation and integrated emotion-oriented care
[39]. Furthermore, the assumption that stimulation
is important is in line with the tradition that is
upheld in nursing home care, i.e. to stimulate the
resident and to provide pleasant activities, for instance by employing occupational and recreational
therapists [6, 40]. Status is diﬃcult to uphold, because many of its resources are of a societal nature.

However, being diﬀerent from other residents and
maintaining a personal identity is still feasible, and
possibly very important for a resident. For instance, a resident who had been a professional
ballet dancer appeared to feel much happier after
enlarged photographs of her dancing had been
hung on the walls of her ward. Therefore, status
can also be a target in the optimisation of QOL in
nursing home residents. In sum, nursing home
practice appears to have important links with the
theory of SPF. Nevertheless, the advantage of
using the framework of the SPF theory is that it
systematises these practices into a whole of QOLenhancing procedures, and thus provides insight
into which QOL goals are already targeted and
which still need to be addressed. Moreover, it can
be used as a heuristic to ﬁnd new ways of helping
residents to realise the goals of wellbeing.
Nursing home residents have lost resources in
various (sub-)dimensions, and an important
question is: how do they succeed in realising a high
level of QOL? By knowing what resources are left
it is possible to gain insight into the potentials and
abilities that a resident (still) has to realise QOL
and thus contribute eﬀectively to enhancing that
QOL. Instead of focussing only on problems and
disabilities, the care-targets should also include the
resident’s speciﬁc, vital resources. Given the prediction that not only comfort and aﬀection, but
also behavioural conﬁrmation, stimulation and
status are essential when aiming for insight into
and optimisation of QOL, the focal point should
be achievement of these goals of wellbeing.
According to the SPF theory, the people in the
environment of the residents are important
sources from which they can obtain comfort, affection, stimulation, behavioural conﬁrmation
and status. Nursing home staﬀ can help residents
to achieve their goals by participating extensively
in providing them with the necessary resources.
An important implication of this mechanism is
that the care that is provided must be optimal in
order to contribute eﬀectively to QOL-enhancement. When the nursing staﬀ does not have enough time to assist them in this way, the residents
are in danger of having a low level of QOL. This
applies, in particular, to residents who have lost
almost all their personal resources for realising
their own wellbeing, for instance those who are
severely demented.
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Discussion
In this paper, the aim was to ﬁnd a framework for
QOL in nursing home residents that explains what
QOL is and how a high level of QOL can be
achieved, and can therefore serve as a basis for
QOL-enhancement in the nursing home setting. It
was argued that a QOL framework is suitable for
that purpose if it meets at least three criteria. A
search in the literature yielded several QOL
frameworks applied to elderly nursing home residents (or frail elderly people), which were brieﬂy
described and evaluated. The framework that appeared to meet all three criteria, the SPF theory,
was discussed in detail.
Some points of discussion and suggestions for
further research must be mentioned. The ﬁrst
point concerns the completeness of the three predetermined criteria, which were formulated speciﬁcally to evaluate the suitability of each
framework as a basis for QOL-enhancement and
the possible development of guidelines for nursing
home staﬀ. As such, they should be considered as
the minimal requirements of a framework suitable
for that purpose. Nevertheless, there may be other
relevant criteria, for instance pertaining to the
empirical basis of the framework. These were not
included, as they could have led to the exclusion of
new frameworks that may be promising but still
need empirical testing. However, an empirical test
of the validity of any framework is the only test
that can provide evidence of its tenability and
suitability to function as a basis for guidelines for
QOL-enhancement.
A second point, which is closely related to the
ﬁrst, is the need for more empirical research. So
far, the SPF theory has been applied empirically to
frail elderly people, but not speciﬁcally to the
nursing home population. Therefore, it should be
investigated whether the hypotheses about QOL
that follow from the theory do, in fact, apply to
the nursing home population. Thus, it should be
empirically established whether residents do, indeed, experience more subjective wellbeing when
they have a higher level of aﬀection, behavioural
conﬁrmation, status, comfort and stimulation, or
whether the loss of certain goals can be substituted
by other goals. Moreover, as the diﬀerent causes of
the residents’ conditions lead to highly varied
resident characteristics, it should be investigated

whether there may be speciﬁc sub-groups (e.g.
demented residents) for which the basic assumptions of the SPF theory are no longer valid. It is
possible that for some speciﬁc groups the
achievement of certain ﬁrst-order instrumental
goals (e.g. status or stimulation) no longer contributes to QOL. This aspect should be investigated, as it may have implications for the validity
of this theory as a basis for QOL- enhancement in
the nursing home setting.
Finally, further research is needed with regard
to the selection or development of appropriate
measurement instruments. These instruments
should closely ﬁt the framework in order to test it
adequately. Moreover, it should be investigated, in
close collaboration with the nursing home staﬀ,
how the components of the framework can be
measured most appropriately (directly or indirectly; objectively or subjectively; by observing
behaviour or interpreting other known facts; etc.).
Summarising, it appears that the SPF theory can
be used as a suitable conceptual basis for understanding QOL in the nursing home, and can subsequently form the basis for the development of
guidelines for QOL-enhancement in nursing
homes. When it can be shown empirically that this
framework can, indeed, improve our understanding of QOL in nursing home residents, this will
open the door to individually tailored QOL-enhancement interventions – based on the same
framework – to be developed in the format of
guidelines. A special point of interest in the development of guidelines would be the extent to
which others, e.g. nursing home staﬀ or the resident’s children, can help the resident to eﬀectively
realise a high level of QOL. Most residents are
dependent on the nursing home staﬀ for the provision of important resources for QOL. Moreover,
they may be unable to express or even determine
what really is important to them. More insight into
the QOL of nursing home residents, how it can be
improved, and its implications for the quality of
care, will increase the eﬀectiveness of approaches
to the care, and thus the QOL of residents.
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