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Chapter 1

General introduction



This thesis focuses on a new type of institutional dementia care: small-scale and

homelike environments. In the Netherlands these are called small-scale living 

facilities (SSLFs), also referred to as group living homes, in which usually six to eight

residents live together in a familiar and homelike environment. Nursing staff in

these facilities are part of the household and encourage residents to participate in

meaningful activities. They have integrated tasks, meaning that they do not only

focus on personal and nursing care, but also perform domestic chores such as 

cooking and organizing activities. The development of SSLFs was stimulated by 

changing attitudes towards care for older people in general and for older people

with dementia in particular, in which deinstitutionalization and quality of life take

a prominent place. 

Although it is generally believed that SSLFs are beneficial for the well-being of 

residents, their family caregivers and nursing staff, evidence for this assumption is

hardly available. Since the number of people with dementia is rapidly growing and

care is increasingly organized in SSLFs, more research into characteristics and impact

on residents, family caregivers and nursing staff is necessary. 

This first chapter provides a general background on dementia, describes develop-

ments in long-term institutional care for people with dementia and addresses insti-

tutional care in the Netherlands. Furthermore, development of SSLFs in the

Netherlands and research in this area is briefly discussed. The chapter ends by sta-

ting the overall aim and providing an overview of the thesis. 

Dementia

Dementia is a common, progressive and still incurable syndrome. It is characterized

by a global cognitive deterioration (e.g. decline in memory functioning and language

perception), decline in the performance of daily activities and behavioral and psy-

chological symptoms (BPSD), such as agitation, depression and apathy. Dementia is

caused by various diseases and conditions, all affecting the brain.1 The most com-

mon cause is Alzheimer’s disease (AD), which accounts for approximately 70% of the

cases. Other causes include vascular dementia (VD), Parkinson’s disease and Lewy

body dementia. Recent studies suggest that mixed dementia, usually with symptoms

of both AD and VD, are more common than previously thought and that vascular

risk may contribute to AD.1-3

The number of people who suffer from dementia is rapidly increasing. Estima -
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tions indicate that worldwide approximately 81 million people are affected with 

dementia in 2040.4, 5 The risk of developing dementia increases with age. In the 

Netherlands, approximately 1% of people in the age of 65 to 69 suffers from dementia;

this increases to 40% of people of 90 years or older.6, 7 Similar prevalence rates are 

reported for other Western European countries.4, 8 According to the Dutch Alzheimer’s

Association, about 235,000 people are living with dementia in the Netherlands in

2010.9

The disease and care burden of dementia is high. It is considered as the number

four cause of disability adjusted life years (DALYs) in older adults (age 60+).10 Demen-

tia is not only burdensome for people themselves, but also directly affects relatives

taking care of people with dementia. Caregiving for a person with dementia is often

difficult and family caregivers may experience high levels of burden. This encom -

passes psychosocial (such as decreased self-efficacy, increased depressive and anxiety

symptoms), physiological (e.g. increased stress hormones), health behavior (poor diet,

lack of sleep) and general health (for example poor self-reported health and increased

medication use).11, 12 It is suggested that also formal caregivers are at risk for psycho -

logical distress, although lower levels were reported compared with family caregi-

vers.13, 14

The majority (approximately 70%) of people with dementia live at home, usually

with help from family and friends.1, 15 However, home care often becomes insuf ficient

as the disease progresses and long-term institutional care is then required.

Developments in long-term institutional care for people with dementia

As seen in several other health care sectors (e.g. mental health and care for people

with an intellectual disability), a change in care models has emerged in institutional

care for people with dementia during the last decades. Traditionally, care provided

in long-term care facilities was based on a medical model, aimed at residents’ disa -

bility and underlying pathology.16-18 Basic nursing and medical care services were 

emphasized in a protected setting where the resident would be safe. This care evolved

from practices utilized in other institutional settings, which has resulted in hospital-

like care settings with large wards and long corridors. Typically, the routines of the

organization determined daily life for residents enforced by a hierarchical manage-

ment structure.19 Since there is no cure for dementia yet, the medical model of care

provides little guidance in care.16 Nowadays, a paradigm shift has emerged towards
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psychosocial and person-centered models of care. These models emphasize individu-

alized care, build on residents’ personal strengths and support the overall well-being

of residents. The most important element is providing a high quality of life (QoL).18

Values such as autonomy, individualization, preservation of the individual’s sense of

identity and personhood are of vital importance to realize this goal. In the United

States this paradigm shift is called the cultural change movement.19-21

Alongside a change in care concept, there is a growing body of evidence that the

environment influences residents’ outcomes, such as physical and psycho-social

functioning.22, 23 The environment should therefore be seen as a active component of

care. Lawton (e.g. 1973, 1991) was one of the first to relate the environment to beha-

vior and later QoL for people with dementia.24-26 During the late 1980’s research

again explored the role of the environment, both at home and in institutional care.

Several recent reviews have summarized its evidence.22, 23, 27 Quite strong evidence

was found for features such as unobtrusive safety measures, varying ambience of

size and shape, and single rooms.22, 23 Also positive effects were suggested for small-

scale and homelike facilities, although evidence was not as strong due to methodolo-

gical limitations (e.g. small sample sizes, a lack of comparison group or baseline

differences among residents). 

Both the change in care concept and increased recognition of the importance of

environment in care has resulted in the development of new dementia care facili-

ties, all aimed at proving care for residents in a small-scale and homelike environ-

ment. Current policies in many countries advocate this aim.28

Institutional nursing care in the Netherlands

In the Netherlands, institutional nursing care is mainly delivered through the non-

profit sector and covered by a mandatory insurance called the Exceptional Medical

Expenses Act (AWBZ).29 In general, institutional nursing care can be divided into resi-

dential care (also referred to as home for the elderly) and nursing home care, depen-

ding on the level of care people require. People in residential care are still able to do

most of the activities of daily living (ADL) themselves, although they often have some

disabilities.29 Contrary, nursing homes provide complex nursing care and monito-

ring to people with a chronic illness who are not able to do their ADLs.29, 30 The level

of care is determined by a standardized assessment procedure, carried out by a 

governmental agency. Admission to institutional nursing care (whether residential
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care or nursing home care) is based on this assessment alongside residents’ family or

legal guardian preferences. In the Netherlands, 6.3% of people aged 65 years and

older lived in institutional nursing care in 2007.31 The majority lived in residential

care (i.e. 3.7%) and 2.5% lived in nursing homes. 

In 2009, there were approximately 480 nursing homes in the Netherlands.32

Nursing homes have separate wards for people requiring rehabilitation, primarily 

somatic (i.e. physical) diseases and psychogeriatric wards for people with dementia.29

Furthermore, many nursing homes also provide crisis intervention and respite care

services.30 Contrary to other countries, nursing homes in the Netherlands employ

their own staff, including specially trained physicians (i.e. elderly care physician),33

physical therapists, psychologists, occupational therapist, speech therapist, dietician

and social workers. This allows for a multidisciplinary approach to long-term care.29

Small-scale living facilities in dementia care

In the Netherlands, the first SSLFs were developed during the mid 1980’s. During the

last five to 10 years, there is a strong increase in SSLFs. Estimations indicate that in

2010 approximately 25% of all institutional dementia care is organized in SSLFs.34

The Dutch government encourages its development, both conceptually and finan ci -

ally, and aims at 33% of SSLFs within five years.35, 36 A recent program invests 

80 million Euros for development of SSLFs, both in the community as well as in

larger institutions.36 Furthermore, a part of the budget will be invested in domotica

and smart house technology to support care service delivery. 

Despite these developments, very little is known about the effects of SSLFs. Only

one Dutch study has been reported, which suggested positive effects for residents

(e.g. having more to do and enjoyed more from their environment)37 and nursing

staff (e.g. increased job satisfaction).38 No effects were found for family caregivers.39

Another Dutch study is currently conducted at Tilburg University by the Tranzo insti-

tute comparing SSLFs in the Netherlands and Belgium.40 Furthermore, some studies

have been conducted in other countries, also showing mixed results. Both positive

(e.g. higher QoL)21 and negative effects (e.g. more behavioral problems)41 have been 

reported.

Previous studies often suffered from methodological limitations, such as small

sample sizes, no or short follow-up period and a lack of control group or baseline 

differences between residents in control and experimental groups. Moreover, results of
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studies conducted abroad are difficult to translate to the Dutch situation, due to diffe-

rences in concept, residents’ characteristics and general health care system and policy.

Furthermore, a previous study conducted in the Netherlands by Te Boekhorst and 

colleagues focused on pioneering facilities, proving care within the community to a

maximum of 36 residents per location.37, 42 Current developments aim at slightly larger

facilities, clustered at the area of a (former) nursing home or adjacent to other care 

services (e.g. residential care, welfare services).36 Therefore, more research into SSLFs

and their effect on residents, their family caregivers and nursing staff is necessary.

Objectives and outline of the thesis

This thesis’ main objective is to evaluate SSLFs for older people with dementia, 

especially focusing on effects for residents, their family caregivers and nursing staff.

Since little is known about the concept and characteristics of small-scale living, two

explorative studies were conducted first. These are described in chapter 2 (literature

review) and 3 (cross-sectional study). Chapters 4 up to 8 address the design and results

of the main quasi-experimental study evaluating SSLFs. 

�5.=A2?�� presents an international overview of concepts that have implemented

small-scale and homelike facilities for older people with dementia, based on a litera-

ture review. It compares and describes concepts in terms of five main characters: the

physical setting, number of residents, residents’ characteristics, domestic characte-

ristics and care philosophy. The main similarities and differences are discussed, as

well as costs and development over time. 

�5.=A2?�� describes the results of a cross-sectional study into residents’ characte-

ristics of SSLFs and regular wards (RWs) in nursing homes in the Netherlands, especi-

ally focusing on functional and cognitive status. In total, 769 residents were

included and assessed as part of a screening procedure of the quasi-experimental

study into effects of SSLFs. 

�5.=A2?�
 provides the design of the main study into effects of SSLFs on residents,

family caregivers and nursing staff, using a quasi-experimental, longitudinal design.

It describes the selection process of facilities and participants, measurements and

procedures in detail.

�5.=A2?�� presents the results regarding the main outcomes of the effectiveness

study for residents (QoL and total neuropsychiatric symptoms), family caregivers

(burden, involvement and satisfaction with care) and nursing staff (job satisfaction
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and motivation). 

�5.=A2?�� addresses results on the effects of SSLFs on residents’ secondary out-

come measures. These include residents’ behavioral symptoms (i.e. neuropsychiatric

symptoms, agitation, social engagement and depressive symptoms) and the use of

physical restraints and psychotropic drugs.

�5.=A2?�� presents results on the effects of SSLFs on nursing staff’s secondary out-

come measures; that is burnout symptoms and several job characteristics: work load,

physical demands, social support and job autonomy.

�5.=A2?�� reports on the findings of a process evaluation into experiences of 

family caregivers and nursing staff with SSLFs. This process evaluation was conduc-

ted alongside the study into the effects.

Finally, �5.=A2?��, presents the main findings of this thesis and discusses metho-

dological and theoretical considerations. Furthermore, future directions for research

and practice are addressed. 
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Abstract

Background: There is a large cross-national variation in characteristics of small, do-

mestic-style care settings. However, a systematic overview of existing types is lacking.

This study provides an international comparison of concepts, which have adopted a

homelike philosophy in a small-scale context. Insight into their characteristics is

vital for theory, planning and implementation of such dementia care settings. 

Method: A literature search was performed using various electronic databases, inclu-

ding PubMed, Medline, CINAHL and PsycINFO. In addition, “gray” literature was

identified on the internet. Concepts were analyzed according to five main characte-

ristics, i.e. physical setting, number of residents, residents’ characteristics, domestic

characteristics and care concept. 

Results: 75 papers were included covering 11 concept types in various countries. Si-

milarities among concepts reflected a focus on meaningful activities centered

around the daily household. Staff have integrated tasks and are a part of the house-

hold and archetypal home-style features, such as kitchens, are incorporated in the

buildings. Differences among concepts were found mainly in the physical settings,

number of residents and residents’ characteristics. Some concepts have become regu-

lar dementia care settings, while others are smaller initiatives.

Conclusion: The care concepts are implemented in various ways, with a changing

staff role. However, many aspects of these small, homelike facilities remain unclear.

Future research is needed, focusing on residents’ characteristics, family, staff and

costs.
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Introduction

The majority of people with dementia are cared for at home.1 However, when home

care becomes inadequate, institutional care is necessary. Traditionally, institutional

care for older people with dementia has been arranged according to the medical

model.2 In this model, emphasis is given to the treatment of the underlying patho-

logy that causes the disease.3 However, the medical model provides little guidance in

the care of dementia patients since there is no cure for dementia yet. Nowadays, the

medical approach has become outmoded and a shift towards a psychosocial model

of care has been developed.2 In this approach, the care is person-centered and aimed

at the well-being of the individual. The therapeutic milieu is arranged to support the

remaining strengths of older people with dementia. 

Together with interest in this new care approach, it is increasingly recognized

that the design of the physical environment has an important influence on demen-

tia care.4 Some studies have suggested that a small, homelike environment is bene -

ficial for older people with dementia.4-7As a result of these developments, new

therapeutic environments have been created for older people with dementia, empha-

sizing normalization of daily life: the environment is small and homelike and the

care is person-centered with respect for residents’ needs and choices. In the litera-

ture, these environments are sometimes referred to as a “Housing model”8 or “Home

model”9 as opposed to “Hotel”, “Resort” or “Medical” models of care. In Sweden, 

almost 20% (14,000) of people with dementia residing in institutional care lived in

group living facilities in 2000.10 Estimates indicate that in the Netherlands around

25% of the long term nursing home care in 2010 is realized in these small-scale,

homelike facilities.11

Currently, a common and desirable policy principle in many countries is to delay

residency in an institution by enabling older people with dementia to remain at

home for as long as possible.12 Furthermore, when institutional care is required, this

should be as homelike as possible. In addition, present health care ethics emphasizes

respect for residents’ autonomy.13 Small-scale, homelike care concepts for older 

people with dementia are in line with these policy and moral principles. Although

their underlying core philosophy is similar, there seems to be a large cross-national

variation in characteristics of such care settings and insight in the requirements of

the physical and social environment is unknown. A systematic international over-

view of small-scale homelike concepts for older people with dementia is lacking.

Marshall (1993) has reported several small-scale domestic style facilities.14 Since then,
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various new developments have been reported in this rapidly changing field of care.

Moreover, Warren, Janzen and McKim (2002) describe some residential style facilities

but they focus on the impact of the environment on residents, not on characteris-

tics.15 Insight in these characteristics is essential to improve our understanding of

the concept, planning and implementation of small-scale homelike facilities in 

dementia care. 

The aim of this study is to present an international overview of concepts regar-

ding small-scale and homelike facilities for older people with dementia. It seeks to

compare and describe them in terms of five main characteristics: the physical setting,

number of residents, resident’s characteristics, domestic characteristics and care 

philosophy. Overall similarities and differences among and within concepts are 

emphasized. An overview of concepts and their characteristics provides tools for

scientists as well as clinicians to improve dementia care settings. This is relevant in

the light of the ongoing debate about enhancing domesticity in dementia care and

for future planning of care settings.

Methods

Search procedure

To identify the possible concepts, different search strategies were performed sys -

tematically. First, various electronic databases were searched for references, inclu-

ding Medline, PsycINFO, Cumulative Index to Nursing and Allied Health Literature 

(CINAHL) and PubMed. English, German and Dutch publications from 1970 until 

May 2008 were included in the review. Search terms included dementia, group living,

group home, collective living, group dwelling, small units, special care unit, special

care facility, homelike environment. Because of the large amount of publications

found in PubMed, the key word “nursing home” was added to limit the results of the

search in this database. Articles were screened for relevance based on title and 

abstract. Furthermore, reference lists were explored to identify additional relevant

studies. Finally a “gray” literature search was performed using the world wide web.

All types of publications were included in the search procedure, i.e. articles, books,

chapters, reports, non-empirical studies and commentaries. 

Selection criteria

Publications needed to fulfill three criteria to be eligible for this review. First, they
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had to describe projects specifically designed for older people with dementia. 

Second, publications needed to describe projects which were small-scale, meaning

that a maximum of 15 residents live together in one group or unit.16, 17 Third, the

philosophy of care as well as the design of the therapeutic milieu, had to emphasize

a homelike, normalized way of living. Those studies of group living concepts which

did not include all of these three criteria were excluded from the review. 

Analyses 

Concepts were analyzed and described according to the following five main characte-

ristics:

• physical setting: description of location and building features (e.g. physical 

design, positioning of rooms);

• number of residents per house or unit;

• residents’ characteristics: specification of the project’s target group (e.g. level of

dementia, activities of daily living (ADL) capacities and behavioral disturbances);

• domestic characteristics: features which constitute a homelike environment; 

• care concept: description of the project’s philosophy of care, including organiza-

tional and social aspects of care.

These five characteristics are based on a conceptual framework for organization of a

person-environment system, as expressed by Cohen and Weisman.18 In this frame-

work, the environment for older people with dementia is conceptualized according

to different components, including characteristics of the patient population, the

physical setting and organizational and social aspects. These last two aspects are re-

presented in the care concept. In addition, international recurring themes including

smallness of the environment (reflected in the number of residents per house or

group) and familiarity (reflected in domestic characteristics) are included in the ana-

lyses.6, 8 Finally, a time scale of concepts was constructed and costs were analyzed. 

Results

The search in electronic databases yielded 859 publications. Based on title and ab-

stract, 77 were selected for further reading, of which 46 were included in the final

selection of publications �@22��64B?2�
�. Reference tracking yielded another 18 relevant

publications. The gray literature search resulted in another 11 publications. Altoge-
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ther, 75 publications were included in the review.

The 75 publications describe 11 types of concepts in 11 countries: “CADE units”

(Australia), “Cantou” (France), “Care Housing” (Scotland), “Domuses” (United King-

dom), “Green Houses®” (United States), “Group Home” (Japan), “Group Living” (Swe-

den), “Residential groups” (Germany), “Small-scale living” (Netherlands/Belgium),

“Special Care Facility” (Canada) and “Woodside place” (United States/Canada). Con-

cepts were identified based on name, country and characteristics as provided in the

publications. Table 1 provides a short summary of the 11 concept types, based on the

five main characteristics. 

Physical setting

The concepts’ location varies between units situated within a larger nursing home

(e.g. “Residential groups” in Germany) to stand alone facilities (e.g. “Green Houses”

in the United States or “Special Care Facility” in Canada).19-21 In addition, there are

differences within projects. For instance “Small-scale living” in the Netherlands/

Belgium and “Group living” in Sweden can be located in ordinary houses in the 

community or may be part of a larger assisted living facility.10, 11 Stand alone facilities

may prevent institutional characteristics from gaining hold in the project.20, 21

However, such facilities are often not feasible owing to pressures of financing 

arrangements and the organization of health care. Some concepts, such as “CADE

units” in Australia, are located in the local community, because this increases 

residents’ opportunity to maintain their social network.22

Concepts’ building features resemble a homelike environment with archetype

symbols such as a kitchen, dining room, living room and a laundry area.20, 23 The 

kitchen often has an important function as a meeting centre.24 Almost all residents

have private rooms, and in some cases, a private bathroom. In addition, some con-

cepts use technology to support care in many different ways. For instance, “Green

Houses” in the United States use smart house technology, consisting of prosthetic,

communication and educational devices.20 This includes, for example, an interactive

television to bring distant family and residents in contact with each other. 
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Figure 1. Flow chart of the publication search.

Search inelectronic databases 
(n = 859):
Medline (n = 98)
PsychInfo (n = 113)
CINAHL (n = 223)
PubMed (n = 425)

859 publications

167 duplicate publications excluded

31 publications excluding since they re-
ferred to environments for elderly pe-
ople with dementia in general and were
not described specifically enough to
meet inclusion criteria

18 publications included after reference
tracking

11 publications included after ‘gray‘ 
literature search

692 potential relevant publications

77 publications selected for further 
reading

46 publications included in the review

75 publications included for review:
• studies investigating effects (n = 33)
• cost-analysis (n = 4)
• survey (n = 4)
• literature review (n = 3)
• conference paper (n = 1)
• report (n = 6)
• book or book chapter (n = 3)
• descriptive studies (n = 21)

615 publications excluded, due not
meeting or more inclusion criteria
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Number of residents

The number of residents per house or unit varies from five to nine (e.g. “Group

Homes” in Japan, “Group living” in Sweden and “Small-scale living” in the Nether-

lands/Belgium) to 13 – 15 residents (e.g. “CADE units” in Australia, “Cantou” in

France).11, 22, 25, 29 The main purpose of a small group is to promote social activities 

and to create an environment resembling a family.19 There is opportunity for staff,

residents and family members to become familiar with each other and allowing

close contact and communication.24 The group dynamics of a small group seem to 

be beneficial for care and residents.59 In practice, however, group size is often deter-

mined by practical considerations, such as budget, available space and staffing.18

Residents’ characteristics

Residents’ characteristics are very heterogeneous, both between and within projects

�@22�)./92�
�. Mean MMSE scores range from 7.1 to 17.8, although many studies do not

report such objective parameters. Some concepts are designed for residents in the

early stages of their disease (e.g. “Woodside” in Canada/United states and “Group li-

ving” in Sweden). Admission criteria may include a sufficient level of participation

in activities, communication skills or being ambulatory.59, 84 In these concepts, resi-

dents are usually transferred to another care setting when these criteria are no lon-

ger met. They manifest themselves as an intermediate form of care between the

residents’ own home and the nursing home. One concept (“CADE units” in Australia)

is specifically aimed at residents with behavioral problems and no significant physi-

cal problems.22 It is perceived as a complement to existing facilities and services. 

In contrast, concepts such as “Domuses” in the U.K. and “Cantou” in France have a

“Home-for-life” principle, with residents being able to stay until they die.25, 27 “Care

Housing” in Scotland is intended as a home for life, except for residents who disturb

the group living experience of other residents or those residents who do not benefit

from the household approach.39

In practice, the principle of a home for life may vary within projects. In “Group

living” in Sweden, for example, residents have become more dependent over the

years than initially was intended.10, 69 Nevertheless, in Sweden increased care needs

and demanding behavior, such as aggression, are the most common reasons for 

relocations from non-specialized group living into dementia care units.73, 87 In

“Small-scale living” in the Netherlands, a home for life is seen as a basic principle,

but many projects nevertheless use in- and exclusion criteria for selection of their 

residents.11 Often extreme behavioral problems are an exclusion criterion, since this
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is especially seen as problematic in a small group of residents.88 In many parts of the

Netherlands small-scale living is a relatively new concept and, due to inexperience,

detailed information regarding everyday practice is often lacking. Some “Group

Homes” in Japan provide end-of-life care, making them true “homes for life”, while

others focus on providing accommodation for elderly people in the early stages of

dementia.50 Hirakawa and colleagues (2006) found that, 76% of “Group Home” facili-

ties considered it possible to provide end-of-life care, if necessary. However, only 17%

had actual experience in providing such services.50 Furthermore, a survey by the In-

stitute for Health Economics and Policy reported that in practice only 5.4% of the

“Group Homes” provided end-of-life care to their residents.51

Domestic characteristics

To create a homelike environment, concepts incorporate physical as well as social

and organizational domestic characteristics. Physical domestic characteristics in-

clude allowing residents’ own furniture, as in the “Cantou” in France or “Small-scale

living” in the Netherlands/Belgium),11, 25 pets, gardens and a fireplace. In addition,

some concepts such as the “Green House”, specifically exclude traditional institutio-

nal features such as long corridors, a nurses’ station and medication carts.20 These

are all attempts to make the physical environment familiar and appealing to the 

residents. However, the physical setting alone is not sufficient to create a homelike

environment, it can only facilitate this.18 Organizational and social aspects of the 

environment are necessary components in the development of a small, homelike

therapeutic setting. In all concepts residents are encouraged to participate in the

household as far as possible (e.g. “Care Housing” in Scotland),39 with activities of

daily life planned according to the residents’ wishes. They have opportunity to

choose their meals, sleep, rest, personal care and activities whenever they want,20, 29

and are thereby able to continue their own lifestyle to varying degrees.11

Social care concept

In all concepts a social model of care is applied, focusing on residents’ psychosocial

well-being rather than their physical needs. To realize this, the physical and organi-

zational environment has been fundamentally changed in comparison with the 

traditional setting in nursing homes.28 Improvement of residents’ quality of life is

the main priority,20 with the family often being involved in the care program (e.g.

“Woodside” in United States/Canada, “Cantou” in France and “Small-scale living” in

the Netherlands/Belgium).11, 25, 84 Care staff have integrated tasks and are part of the
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household (e.g. “Residential Groups” in Germany).19 They live together with the resi-

dents and provide individually tailored care. Residents are stimulated, encouraged

and supported, emphasizing autonomy and choice. Daily life is organized around

meaningful activities, such as cooking, with a lot of personal contact. This requires

the care staff to have specific skills, such as high levels of social and communication

skills.11 The care staff usually comprises nursing assistants and a limited number of

nurses. Detailed information regarding education and staff ratio was only available

from the Netherlands and Sweden �@22�)./92�
�. Involvement of other staff members

varies among projects. Some concepts (e.g. “Green House” in the United States) use a

multidisciplinary team, including a medical doctor, social worker, dietician and acti-

vity workers, while other projects (e.g. “Cantou” in France) are essentially non-medi-

cal, providing additional care only if necessary.20, 25 In “Domuses”, special attention

and training is given to anxieties and attitudes staff may experience to improve qua-

lity of care.27

Concepts over time

The “Cantou” in France was identified in this study as the first small, homelike con-

cept for older people with dementia.25 During the 1980’s similar concepts appeared,

such as “Group living” in Sweden,59 “Small-scale living” in the Netherlands76 and

“Domuses” in the U.K.27 Some of these have become regular dementia care settings,

such as “Group Living” in Sweden and “Small-scale living” in the Netherlands. In

both countries, the government has stimulated the development of small, homelike

facilities by adjusting their policy and financial support.53, 88 In contrast, other facili-

ties, such as “Domuses” in the U.K., are smaller initiatives.45 “Domuses” appear to be

a more costly form of care42 and in the U.K. a more widespread model of care is the

“multi-purpose nursing home”, in which long-term care as well as shorter-stay, day

and/or respite care are provided.45 This suggests that government policies may have a

large influence on dissemination of the concept. 

Over time, there are some indications that the concept of “Group Living” in 

Sweden has changed with regard to the residents’ characteristics and physical 

design. Originally, it was developed for residents with mild to moderate forms of 

dementia and sufficient ADL-capacities, situated in ordinary flats, as a form of inter-

mediate care.23, 59 Nowadays, group living facilities tend to become part of larger as-

sisted-living facilities and residents’ functional dependence is increasing,10, 69 which

implies that these are more likely to become “homes for life”. This shift is also seen

within the concept of “Small-scale living” in the Netherlands.   
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Costs

Concepts’ costs were analyzed in only four studies. Costs of “Group Living” in 

Sweden were analyzed in three studies,32, 71, 74 while another study investigated the

costs of “Domuses” in the U.K.42 The latter concluded that Domus care is more costly

than regular hospital care. However, a detailed evaluation was not possible due to a

small sample size and lack of variation in individual costs.42

A study by Wimo and colleagues (1991) suggests that “Group Living” is cheaper

compared to the costs of nursing home care.74 However, this study is based on a small

population (two group living facilities, housing 24 residents) and regards “Group 

Living” primarily as a non-institutional form of care. Costs such as hospital days and

extra support from social services were not include. In addition, residents of both

settings were not comparable in care dependency. Based on a study by Wimo and 

colleagues (1995), “Group Living” seems a cost-effective form of dementia care, 

although the differences were small. If residents’ care dependency level increases,

the costs of “Group Living” would increase as well since institutional care would be

required.32 Svensson and colleagues (1996) suggests that the average costs per patient

might be higher in “Group Living” than in old people’s homes, although the costs of

care vary both with the physical design and functional ability of residents. Cost com-

parisons are therefore difficult to make. Svensson and colleagures (1996) have inves-

tigated 106 “Group Living” units, housing 765 residents. Costs tend to be lower when

the number of residents per unit increases and when units are attached to other in-

stitutional facilities. In addition, units housing residents with a higher level of func-

tional disability have a higher staff ratio.71

Discussion

This study is the first to present a comparative international overview of concepts

that have implemented small-scale homelike facilities for older people with demen-

tia. Based on our review of the literature, 11 concepts were identified in 11 different

countries. Some concepts have become regular dementia care facilities, while others

are smaller initiatives. Similarities among concepts reflect a common social care

concept, with a focus on meaningful activities around the daily household. The 

implementation among concepts, however, varies with differences in residents’ 

characteristics, number of residents and physical setting and might be influenced by

cultural and organizational differences among countries. 
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This review has some limitations. It is likely that not all initiatives will have been

identified for different reasons. A standard definition of a small-scale, homelike con-

cept of dementia care is lacking. We used many search terms that relate to the topic

of small-scale, homelike facilities, but it does not guarantee that all studies and 

projects were identified. In addition, the search was restricted to publications in Ger-

man, Dutch or English only, and some initiatives, particularly smaller ones, may not

have been reported at all and therefore not identified. However, where initiatives are

widespread within a country, it is likely that they have been included in this review.

Since this research is solely based on a literature search, it is difficult to assess to

what extent a concept’s philosophy is implemented in practice and therefore to what

extent differences exist among concepts in daily practice. With regard to objective

parameters, such as residents’ characteristics (e.g. scores on cognition, ADL functio-

ning and behavior) very limited data were available. 

Clinical implications 

During the implementation process of a concept’s core philosophy, it is very 

important to translate the care concept into every day practice clearly and unambi-

guously.8, 39 Appropriate staff training and education is essential.59 There is, however,

a tension between the focus on everyday life and the medical needs of older people

with dementia.24 When too much emphasis is given to normalization of living for

older people with dementia, there is a risk that professionalism in dementia care

may be lost.59 This aspect of care should not be neglected when implementing small,

homelike settings. 

Furthermore, the role of caregiving staff is changing. In small-scale projects care

is person- or resident oriented, with emphasis on individual well-being. This requires

different capacities and skills, for example social and communication skills, compa-

red with traditional task-oriented care.11 Moreover, the responsibility of care staff

increases.75 Living together with older people with dementia and creating a house-

hold is a very intensive and complex process. The use of technology may support

staff in this process and may increase job satisfaction.89

Research implications

Although the interest in small-scale, homelike facilities in dementia care has increa-

sed, many aspects regarding this development remain unclear. The characteristics of

residents in these facilities are relatively unknown. We have tried to collect data

based on the literature, but this was insufficient to gain a complete understanding
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of objective parameters concerning residents’ characteristics such as cognition, ADL

functioning, quality of life and behavioral patterns. Some studies report a few of

such measures, but they frequently suffer from methodological limitations, such as

the inclusion of a limited number of residents. Moreover, outcomes are not compara-

ble among studies due to the use of different measurement scales. Future research

should investigate characteristics of residents in small-scale and homelike facilities

and regular large-scale nursing homes in a longitudinal context, focusing on out-

come measures such as behavior, functional status, quality of life and medication

use. A comparison of characteristics in both settings provides insight into suitable

accommodation for older people with dementia, and how to meet the needs of possi-

ble subgroups. In addition, follow-up measurements allow comparison of the 

development and course of characteristics among residents. In this way, knowledge

about effects of the concept will be obtained. Recent studies have made first attempt

to realize this.28, 29, 76 However, organizational structures of dementia care varies

among countries and probably have an effect on these evaluations. Therefore, com-

parison among concepts is only valuable when these structures and organization of

dementia care setting are taken into account.  

Besides residents’ characteristics, attention should be paid to experiences of 

family and caregiving staff. Family members appear more satisfied with the provided

care, although no differences in burden and health is reported.76 Positive outcomes

for staff have been suggested, such as an increased job satisfaction, while negative

results, for instance a higher workload, have also been reported.75 A recent study by

te Boekhorst and colleagues (2008) proposes that nursing staff in small-scale living

are more satisfied with their jobs and report lower burnout symptoms than staff

working in traditional nursing homes.90 However, the skills and competences of staff

working in small-scale and homelike facilities have not yet been investigated. Since

the role of care staff is changing in this concept, further research is needed.  

A final important aspect that needs further investigation are the costs of small-

scale, homelike facilities. In this overview, a few cost-analyses have been reported 

showing contrasting results.32, 42, 71, 74 However, there is little understanding as yet of

the interplay of costs and finance structures on these concepts, particularly in terms

of the services provided, staff education, residents’ care dependency and organization

of care provision. The concepts identified in our overview lack a detailed description

of these factors. A cost-based comparison would be valuable, though difficult, given

the diverse financial structures of health care systems across countries, and parti -

cularly in dementia care. Comparisons should provide a detailed description of orga-
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nization of dementia care and residents’ characteristics in relation to costs.
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Abstract

Background: Nursing home care for people with dementia is increasingly organized

in small-scale and homelike care settings, in which normal daily life is emphasized.

Despite this increase, relatively little is known about residents’ characteristics and

whether these differ from residents in traditional nursing homes. This study explo-

red and compared characteristics of residents with dementia living in small-scale,

homelike facilities and regular psychogeriatric wards in nursing homes, focusing on

functional status and cognition. 

Methods: A cross-sectional study was conducted, including 769 residents with 

dementia requiring an intensive level of nursing home care: 586 from regular 

psychogeriatric wards and 183 residents from small-scale living facilities. Functional

status and cognition were assessed using two subscales from the Resident Assess-

ment Instrument Minimum Data Set (RAI-MDS): the Activities of Daily Living-

 Hierarchy scale (ADL-H) and the Cognitive Performance Scale (CPS). In addition, care

dependency was measured using Dutch Care Severity Packages (DCSP). Finally, 

gender, age, living condition prior to admission and length of stay were recorded.

Descriptive analyses, including independent samples t- tests and chi-square tests,

were used. To analyze data in more detail, multivariate logistic regression analyses

were performed.  

Results: Residents living in small-scale, homelike facilities had a significantly higher

functional status and cognitive performance compared with residents in regular 

psychogeriatric wards. In addition, they had a shorter length of stay, were less fre-

quently admitted from home and were more often female than residents in regular

wards. No differences were found in age and care dependency. While controlling for

demographic variables, the association between dementia care setting and functio-

nal status and cognition remained.

Conclusions: Although residents require a similar intensive level of nursing home

care, their characteristics differ among small-scale living facilities and regular psy-

chogeriatric wards. These differences may limit research into effects and feasibility

of various types of dementia care settings. Therefore, these studies should take resi-

dents’ characteristics into account in their design, for example by using a matching

procedure. 
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Background

The number of people who suffer from dementia is rapidly increasing worldwide,

with estimates around 80 million persons in 2040.1, 2 Its prevalence increases expo-

nentially with age.2 Dementia is characterized by a variety of symptoms such as 

cognitive and functional decline and has often a progressive course. The disease 

burden of dementia is high. It is regarded as the number four cause of disability 

adjusted life years (DALYs) in older adults (age 60+).3 As the disease progresses, 

nursing home care is often required.

Within nursing home care for people with dementia, there is a trend towards

deinstitutionalization.4 Large nursing homes are transformed into or replaced with

small-scale and homelike care settings.5 In these small-scale care settings, normal

daily life is emphasized and residents are encouraged to participate in meaningful

activities, centered around the daily household. This opposes against traditional

large nursing homes, in which daily life is primarily organized around routines of

the nursing home and which have often an institutional character.6

In various countries, small-scale and homelike care settings have been developed

for people with dementia who require a nursing home level of care.5 Examples in-

clude small-scale living in the Netherlands,6, 7 group living in Sweden,8 group homes

in Japan9 and Green Houses® in the United States.10 Small-scale living in the Nether-

lands and group living in Sweden have become widespread models of care. In the 

Netherlands, it is expected that around 25% of all nursing home care for people with

dementia in 2010 will be organized in small-scale living facilities, partly stimulated

by the Dutch government. In Sweden, group living facilities housed almost 20% of

people with dementia living in institutional care in 2000.11 Furthermore, group

homes in Japan are increasing rapidly, up to 4,775 in 2004.9

Despite this transformation, little is known about residents’ characteristics in

small-scale living facilities and whether these differ from residents in traditional

nursing homes. Residents’ characteristics are an important factor in exploring whether

small-scale living serves a specific subgroup of people with dementia requiring nur-

sing home care. Especially information regarding objective parameters such as 

functional status and cognition is scarce.5 Since institutional nursing home care is

increasingly organized in small-scale, homelike facilities, knowledge about residents’

functional status and cognition is necessary. Some studies investigating effects, 

including functional status and cognition, had relatively small sample sizes.4, 12, 13

Other studies focused on comparison of behavioral problems14 or only investigated
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residents in small-scale, homelike facilities without making a comparison with

other care facilities.15, 16

In addition, residents’ characteristics have important implications for future re-

search, particularly regarding effects and feasibility of dementia care settings. Since

randomization in this type of research is difficult to accomplish due to practical and

ethical considerations, comparability of resident groups at baseline is essential for

interpretation of results. Functional status and cognition appear strongly related to

dementia severity17 and are therefore important baseline residents’ characteristics

that may influence other outcomes in longitudinal studies, such as quality of life,

neuropsychiatric symptoms and social functioning.

This study, therefore, investigated functional status and cognition of residents

with dementia requiring a nursing home level of care in two settings: small-scale 

living facilities and regular psychogeriatric wards in nursing homes. Functional 

status and cognition were assessed and residents’ profiles were constructed. In 

addition, other resident characteristics such as care dependency, age, gender, length

of stay and living condition prior to admission were recorded. These background

characteristics were regarded as most important in our study and of potential in -

fluence on the outcome measures. The relationship between these variables and the

two dementia care facilities was explored in more detail. Findings could contribute

to optimal design of and future research into dementia care settings. 

Methods 

Design

A cross-sectional study was conducted in the southern part of the Netherlands, 

as part of the screening in a longitudinal study investigating effects of small-scale 

living facilities on residents, family caregivers and nursing staff. The design of this

study has been reported elsewhere.6 The screening was carried out between April

2008 and December 2008. A registered nurse (RN) in charge of the regular psychoge-

riatric ward or house in a small-scale living facility assessed the residents. Data were

collected from questionnaires.   

The study was approved by the Medical Ethical Committee of the University Hospital

Maastricht and Maastricht University. In addition, local Ethical Committees of parti-

cipating facilities/wards and their boards gave consent for the study. 
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Study population

The study population consisted of 769 residents, all requiring a similar level of inten-

sive nursing home care. Nursing home care in the Netherlands is mainly provided

for people with chronic somatic (i.e. physical) diseases, people who require rehabili-

tation care and people with dementia. They are cared for in specialized somatic, 

rehabilitation or psychogeriatric wards respectively. This level of care is determined

by a standardized assessment procedure, carried out by a government agency. Ad -

mission to a nursing home facility, either a small-scale living facility or regular psy-

chogeriatric ward, is based on this assessment and in accordance with the residents’

family or legal guardian.  

In total, 183 residents in small-scale living facilities were included and 586 resi-

dents living in regular psychogeriatric wards of nursing homes. Small-scale living 

facilities had to fulfill six criteria in order to be eligible for the study: 

1) a maximum of eight residents per house or unit, 2) residents, family and staff

form a household together, 3) nursing staff perform multiple tasks, such as medical

and personal care, organizing activities and domestic chores 4) a small, fixed team of

nursing staff who care for the residents 5) daily life is largely organized by residents,

their family members and nursing staff and 6) the facility resembles a typical home-

like environment.6 Five small-scale living facilities were selected and included in the

study, with 28 houses in total. 

Regular psychogeriatric wards in nursing homes were selected based on the 

following criteria: 1) a minimum of 20 residents per ward, 2) staff have differentiated

tasks, focusing on residents’ medical and personal care and 3) the routines of the

nursing home largely determine residents’ daily life. In total, seven nursing homes

were selected and participated in the study, with 21 psychogeriatric wards. 

Measures

�!�� ������� � !�
Functional status was measured using the Activities of Daily Living-Hierarchy (ADL-

H) subscale18, 19 from the Resident Assessment Instrument Minimum Data Set (RAI-

MDS), version 2.1.20 This seven category hierarchical scale comprises four items

assessing ADL activities personal hygiene, toilet use, locomotion and eating. These

items are found most consistent with various stages of loss of functioning: early (per-

sonal hygiene), middle (toilet use and locomotion) and late (eating) loss of functio-

ning.18 Scores range from zero (independent) to six (totally dependant). 
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Cognition was assessed using the Cognitive Performance Scale (CPS),19, 21 another

subscale from the RAI-MDS, version 2.1.20 The CPS includes five items, addressing

cognitive and communication aspects (short-term memory, decision making and 

making oneself understood), presence of coma and eating dependency. The items

form a hierarchical scale, consisting of seven categories and ranging from zero 

(intact) to six (very severe impairment). Based on a decision tree, total CPS scores are

calculated.21 Previous research has shown that CPS scores correspond strongly to 

scores on the widely used Mini-Mental State Examination.19, 21-24

��������������$
Care dependency was assessed using the Dutch Care Severity Packages (DCSP) scores

(in Dutch ‘ZorgZwaartePakketten’ (ZZPs)). This is a  standardized assessment which is

used in all Dutch nursing homes to assess the amount and type of care that a resi-

dent needs. It consists of a 54-item questionnaire, covering several care domains,

such as (psycho)social functioning, personal and nursing care, mobility and behavio-

ral problems. An algorithm is used to calculate DCSP scores. There are 10 DCSP sco-

res available in nursing home care, which are divided in three categories: long-term

care (DCSP scores 1 – 8), care aimed at rehabilitation (DCSP score 9) and end-of-life

care (DCSP score 10).25 Within long-term care, a higher DCSP score indicates a higher

care dependency. 

�������!��������� ���� ���
Residents’ age, gender, living condition prior to admission (e.g. home, residential

care or nursing home) and length of stay were recorded using a questionnaire. Fur-

thermore, it was assessed whether residents had a (probable) diagnosis of dementia

(yes or no). 

Functional status and cognition were assessed on-site by a registered nurse (RN) in

charge of the regular psychogeriatric ward or house in a small-scale living facility,

specifically for this study. Care dependency and background characteristics were de-

rived from residents’ record by the RN. All care dependency scores were recently as-

sessed prior to data collection as part of an annual registration. 

Statistical Analysis

The Statistical Package for Social Sciences (SPSS) version 15.0 was used for data analy-
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Functional status and cognition

Significant differences (all % < .01) were found in both functional status and cogni-

tion. Residents in small-scale living facilities had a better cognitive and functional

status, as reflected in lower CPS and ADL-H scores than residents of traditional nur-

sing homes. 

Table 2 presents residents’ profile regarding cognition and functional status. It

shows that residents with both a high level of cognition and functional status were

overrepresented in small-scale living facilities compared with regular psychogeria-

tric wards (30.7% and 10.6% respectively). Additionally, residents with a relatively low

cognitive and functional status were overrepresented in regular psychogeriatric

wards: 66.0% compared with 42.5% in small-scale living facilities. 

In both types of facilities, the majority of residents had a low functional status,

although for regular psychogeriatric wards this is far more prominent with a total of

87.7% having a low functional status versus 65.9% in small-scale living facilities. Level

of cognition was almost equally distributed in small-scale living, with slightly more

residents having a relatively high cognition (i.e. 54.2%). However, in regular psycho-

geriatric wards, residents with a relatively high cognitive level were outnumbered:

approximately two out of three residents (67.8%) had a low cognitive level.

Table 2. Cognition and ADL profile: small-scale living facilities and regular psychogeriatric

wards compared.

Functional Status, n (%)

High Low Total

(ADL-H score 0 – 2) (ADL-H score 3 – 6)

Small-scale living

Cognition, n (%)

High (CPS score 0 – 3) 55 (30.7) 42 (23.5) 97 (54.2)

Low (CPS score 4 – 6) 6 (3.4) 76 (42.5) 82 (45.8)

Total 61 (34.1) 118 (65.9) 179 (100)

Regular psychogeriatric wards

Cognition, n (%)     

High (CPS score 0 – 3) 62 (10.6) 126 (21.6) 188 (32.2)

Low (CPS score 4 – 6) 10 (1.7) 385 (66.0) 395 (67.8)

Total 72 (12.3) 511 (87.7) 583 (100)
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Residents’ characteristics B (SE) Odds Ratio 95% CI for Odds Ratio

Gender† 0.89 (0.25) 2.42 1.49 – 3.94

Living condition prior to admission‡

Home for the elderly -1.39 (0.29) 0.25 0.14 – 0.45

Nursing home -2.06 (0.24) 0.13 0.08 – 0.21

Other 0.85 (0.51) 2.33 0.85 – 6.36

Length of stay 0.63 (0.23) 1.88 1.20 – 2.96

Cognition 0.26 (0.09) 1.30 1.09 – 1.54

Functional status 0.24 (0.09) 1.27 1.07 – 1.50

* Nagelkerke R2 = 0.31; dependent variable is dementia care setting: small-scale living facility = 0, 

regular psychogeriatric ward = 1. † Gender:  Female = 0, Male = 1. ‡ Reference group is ‘Home’. 

Multivariate logistic regression 

Table 3 shows the results of the final regression model. Nagelkerke R2 was 0.31. R2 is

a measure that indicates how well the dependent variable, in this case dementia

care setting, can be determined by the independent variables and ranges from zero

to one.27

Regression analysis confirmed significant associations (all % < .01) for dementia

care setting and functional status, cognition, gender, living condition prior to ad-

mission and length of stay. The chance of living in a regular psychogeriatric ward

increased with almost 30% per one point increase on the scales measuring cognition

and ADL. This means that residents who were more cognitive and ADL impaired,

lived more often in a regular psychogeriatric ward. In addition, the chance that men

lived at a regular psychogeriatric ward was almost 2.5 times higher than for women

(range 1.5 – 3.9). Residents admitted from a home for the elderly or another regular

psychogeriatric ward had a higher chance of being admitted at a small-scale living

facility, compared with residents admitted directly from home. Finally, the chance

of living on a regular psychogeriatric ward increased with around 88% per 10

months of length of stay.

Table 3. Results of logistic regression analysis, final model.*
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Discussion and Conclusions

This study showed that residents’ characteristics differ in small-scale living facilities

and regular psychogeriatric wards, although all residents required a similar nursing

home level of care. Residents in small-scale living facilities had a higher cognitive

and functional status than residents in regular wards. Demographic characteristics

such as living condition prior to admission and length of stay could explain these 

results to some extent. Length of stay in small-scale living facilities was inevitably

shorter, since these are relatively new facilities (newest facility was open for one

year), whereas regular nursing home wards are located in long established facilities.

This explains the large difference (i.e. 17 months) in mean length of stay between the

two care settings. However, while controlling for this and other demographic varia-

bles, the association remained between dementia care setting and cognition and

functional status. Although some studies have found similar results regarding 

functional status12, 14, 28 and cognition,13 other studies did not find significant diffe-

rences.4, 29

An explanation for our findings may be that selection has occurred in allocating

residents to small-scale living facilities, despite similar admission criteria for both

dementia care settings as determined by a standardized assessment procedure per-

formed by a governmental agency. Most of these residents were transferred from a

regular psychogeriatric ward. As residents in small-scale living had better cognitive

and ADL performance, it seems that residents with the best cognitive and functional

abilities were selected for the small-scale living facilities. A recent study by te Boek-

horst and colleagues (2009) confirms this explanation.7 They found that residents ad-

mitted in small-scale living facilities were in a slightly earlier stage of dementia than

residents admitted in traditional nursing homes, as reflected in significantly higher

cognitive performance and functional abilities. 

A selection process is probably related to the innovative concept of small-scale 

living facilities. Although small-scale living facilities are currently expanding in the

Netherlands, these facilities are still relatively new compared with traditional nur-

sing homes. Over time, residents’ characteristics may change, resulting in an increa-

sed care dependency and decreased cognitive and functional status. Research

conducted in Sweden supports this assumption. In Sweden, group living is a long-

established dementia care setting, in which residents have become more ADL depen-

dent over the years.11, 16 These results support a clinical experience in Sweden that

over time, residents were admitted in a later stage in their dementia.16 However, our
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study identified that already 42.5% of residents in small-scale living had a low level

of cognition and functional status. These results highlight the importance of 

research into suitability of small-scale living facilities for residents with more cogni-

tive and functional impairments.  

In our study, the level of care dependency, as measured with DCSP scores, did not

differ between the two settings. This is in line with the standardized assessment pro-

cedure to determine the level of care: all residents in our study require a similar 

intensive nursing home level of care. However, we found that residents in small-scale

living facilities were more independent in ADL and had a better cognitive perfor-

mance. Since we derived DCSP scores from the medical record, this might not corres-

pond completely in time with the assessment of ADL and cognition during the

screening. Therefore residents might have deteriorated due to the progressive nature

of their disease which could explain the differences. Moreover, care dependency 

constitutes more than just cognition and ADL dependency, including behavioral 

problems for example. In the DCSP scores, behavioral problems are incorporated

among others, where a higher score indicates more (behavioral) problems. However,

previous research suggested that DCSP items relating to behavior were possibly more

difficult to interpret and had a lower reliability than other DCSP items.30 The overall

DCSP scores’ validity or reliability was not studied. More research is needed to con-

firm that DCSP scores are a valid and reliable measure of care dependency and how

this measure is related to other validated measures of care dependency. 

Additionally, health care policy and economic issues might have had an influence,

since financing of care settings is based on these DCSP scores. An adequate score on

the DSCP measure might have been a selection criterion for intake in a small-scale 

living facility, without residents really being as care-dependant as in a 

regular nursing home ward. Most residents in our sample, approximately two third

in both care settings, had a relatively low level of care dependency (DCSP scores 

1 – 5). It might be that for small-scale living facilities, this is an underestimation and

that actually residents now classified as having a relatively high care dependency

(DSCP scores 6 – 8) are actually in a lower need of care. 

Some limitations regarding this study must be considered. This study focused on

cognition and functional status and therefore assessed only a limited number of va-

riables. Other relevant characteristics such as behavioral problems and social functi-

oning need to be investigated as well. Additionally, residents in other care settings

could be included, for example residential care, to cover the whole continuum of 

dementia care in the Netherlands. Furthermore, a cross-sectional design was used,
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since this study’s objective was to compare residents in two dementia care settings.

This design limits causal interpretation of our results. For example, it might be pos-

sible that at admission ADL and cognition were the same for residents in both care

settings, which may imply a positive effect of small-scale living facilities. However, in

our sample no standardized information regarding these patient characteristics at

admission was present, which is a drawback. Therefore no inferences can be drawn

regarding effects of small-scale living facilities regarding the variables ADL and cog-

nition. Longitudinal research is needed to investigate effects of dementia care set-

ting on residents, addressing several important outcome measures such as quality of

life, functional status, behavioral problems and social functioning. This is impor-

tant, since dementia care settings are increasingly directed towards small-scale and

homelike facilities. A few studies have been reported regarding these measures sho-

wing promising results.4, 7, 12, 13, 28 However, methodological limitations such as small

sample sizes, differences at baseline between groups or a relatively short follow-up

period, hinder interpretation of results.

Our results suggest that functional status and cognition of residents living in

small-scale, homelike facilities is better than in regular psychogeriatric wards of nur-

sing homes. These differences in baseline characteristics have implications for re-

search and practice. Effectiveness of new dementia care settings is hard to predict.

Research focusing on effects of care settings on residents, family members and nur-

sing staff should take baseline differences in residents’ characteristics into account,

since these could influence outcome measures. Matching of residents based on a

profile of functional status and cognition could form a solution for this challenge.

This procedure will increase a study’s internal validity and therefore enhance the

prognostic comparability of the study groups. In addition, statistical analyses can be

used to correct for remaining baseline differences between groups.   

Furthermore, development of small-scale living facilities may influence daily

practice in more traditional nursing homes. Our results suggest that residents with

better cognitive and functional abilities were transferred from traditional nursing

homes. As a result, care dependency in traditional nursing homes may increase. Our

results highlight the importance of research into optimal environments in the conti-

nuum of dementia care. 
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Abstract

Background: Small-scale and homelike facilities for older people with dementia are

rising in current dementia care. In these facilities, a small number of residents live

together and form a household with staff. Normal, daily life and social participation

are emphasized. It is expected that these facilities improve residents’ quality of life.

Moreover, it may have a positive influence on staff’s job satisfaction and families in-

volvement and satisfaction with care. However, effects of these small-scale and home-

like facilities have hardly been investigated. Since the number of people with

dementia increases, and institutional long-term care is more and more organized in

small-scale and homelike facilities, more research into effects is necessary. This

paper presents the design of a study investigating effects of small-scale living facili-

ties in the Netherlands on residents, family caregivers and nursing staff.

Methods/Design: A longitudinal, quasi-experimental study is carried out, in which

two dementia care settings are compared: small-scale living facilities and regular

psychogeriatric wards in traditional nursing homes. Data is collected from residents,

their family care givers and nursing staff at baseline and after six and 12 months of

follow-up. 

Approximately two weeks prior to baseline measurement, residents are screened 

on cognition and activities of daily living (ADL). Based on this screening profile, resi-

dents in psychogeriatric wards are matched to residents living in small-scale living

facilities. The primary outcome measure for residents is quality of life. In addition,

neuropsychiatric symptoms, depressive symptoms and social engagement are asses-

sed. Involvement with care, perceived burden and satisfaction with care provision

are primary outcome variables for family caregivers. The primary outcomes for nur-

sing staff are job satisfaction and motivation. Furthermore, job characteristics social

support, autonomy and workload are measured. A process evaluation is performed

to investigate to what extent small-scale living facilities and psychogeriatric wards

are designed as they were intended. In addition, participants’ satisfaction and expe-

riences with small-scale living facilities are investigated. 

Discussion: A longitudinal, quasi-experimental study is presented to investigate 

effects of small-scale living facilities. Although some challenges concerning this 

design exist, it is currently the most feasible method to assess effects of this 

relatively new dementia care setting. 
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Background

It is estimated that around 24 million people suffered from dementia worldwide in

2001 and this number will double every 20 years.1 Most people suffering from de-

mentia are cared for at home, but institutional care is often inevitable as the disease

progresses. Institutional dementia care is increasingly organized in small-scale and

homelike facilities. These are facilities in which a small number of residents live to-

gether in a homelike environment. Normalization of daily life with person-centered

care is a central theme in these facilities.2 In the literature, this care concept is also

referred to as a ‘home’ model3 or ‘housing’ model4 as opposed to the medical model

of care. Traditionally, institutional care for people with dementia has been organi-

zed to this medical model5, 6 and this has resulted in large-scale institutional nursing

homes. Nowadays, policy principles emphasize that institutional care should be as

homelike as possible.7 Small-scale and homelike facilities are the result of this shift

in dementia care concept. Differences with traditional nursing homes exist at a phy-

sical, social and organizational level. Table 1 presents a summary of main differen-

ces.3, 8-10

In many countries small-scale and homelike facilities have been established, such

as group living in Sweden,11 Green Houses® in the United States,12 and residential

groups in Germany.13 In the Netherlands, there is nowadays a large increase of small-

scale living facilities, also referred to as group living.10 It is expected that in 2010, 

approximately 25% of Dutch nursing home care for older people with dementia is 

organized in small-scale living facilities. In Sweden, almost 20% (14,000) of people

with dementia residing in institutional care lived in group living facilities in 2000.14

Despite these developments, little is known yet about effects of a small-scale and

homelike environment on residents, family and professional caregivers.2 Some stu-

dies report positive findings for residents.15-18 It is suggested that residents in small

and homelike facilities have a better mobility,15 more social capacities,16 and a higher

quality of life17, 18 than residents living in traditional nursing homes. However, more

behavioral problems have also been reported for residents in small, homelike facili-

ties.19 Family members in small-scale living facilities appear to be more satisfied

with care20 and seem to experience less burden than family in traditional nursing

homes.21 Findings from staff members indicate that they may have a higher job satis-

faction and motivation than in traditional nursing home care,22, 23 although negative

results such as a higher workload have also been reported.22

Most studies regarding the effects of small-scale living facilities for older people
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with dementia suffer from several methodological limitations, such as inclusion of a

small number of residents,15 no follow-up measurements,19 differences at baseline

between residents in small-scale living facilities and traditional nursing home care17

or no control group at all. These drawbacks limit the interpretation of results. Since

the number of people with dementia will increase worldwide1, 24 and dementia care

will be more and more organized in small-scale and homelike facilities, more re-

search and knowledge regarding effects of this environment is necessary. 

Table 1. Physical, social and organizational characteristics: traditional nursing homes vs.

small-scale living facilities.

Traditional nursing home Small-scale living facility

Physical - Large-scale wards - Small units (six to eight residents)

(>20 residents) - Homelike character, based on

- Long corridors a archetype house

- Institutional character

Social - Many fellow residents - Emphasis on family situation

and nursing staff working - Residents form a group 

at one ward - Nursing staff is part of the 

household

Organizational - More ‘Top-down’: - More ‘bottom-up’: 

organization/nursing home residents and family caregivers 

decides daily routine have a large influence on 

- Task-differentiation: daily routine

many different functions - Nursing staff have integrated tasks:

and staff i.e. medical, personal care, activities

and household

Aim and research questions

The current paper presents the design of a Dutch longitudinal, quasi-experimental

study, investigating the effects of small-scale living facilities for older people with de-

mentia. Residents, their family and nursing staff of small-scale living facilities are
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compared with those living in regular psychogeriatric wards of traditional nursing

homes on several outcome measures. The three research questions are:

1. What are the effects of small-scale living facilities on residents’ quality of life, 

behavioral problems and social engagement?

2. What are the effects of small-scale living facilities on family caregivers’ involve-

ment, satisfaction with care delivery and perceived burden from informal care?

3. What are the effects of small-scale living facilities on staff’s job satisfaction, 

motivation and work perception, such as perceived social support, autonomy and

burden?

In addition, a process evaluation is performed with two main goals: 1) to investigate

to what extent both types of dementia care settings are designed as they were inten-

ded and 2) to investigate participants’ satisfaction and experience with small-scale 

living facilities. 

Methods/Design

An longitudinal, quasi-experimental study is carried out (April 2008 – January 2010).

Two types of dementia care settings are compared: small-scale living facilities (expe-

rimental group) and psychogeriatric wards in traditional nursing homes (control

group). Outcome measures regarding residents, family caregivers and nursing staff

are measured at three moments in time: a baseline measurement (T1) and after six

(T2) and 12 months (T3) after baseline. To enhance comparability of groups at base-

line, residents are matched, using a screening procedure approximately two weeks

prior to T1. Figure 1 presents a flow chart of the design and data collection. In addi-

tion to the effect study, a process evaluation is performed.

The study design and protocols are approved by the Medical Ethics Committee of

the University Hospital Maastricht and Maastricht University. In addition, local Ethi-

cal Committees of participating institutions have given their consent to the study

protocols and procedures.  
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Selection small-scale living 

facilities: n = 5

Screening of all residents 

Selection traditional 

nursing homes: n = 12

Inclusion of small-scale

living facilities

(n = 28 units in 5 facilities, 

response 100%)

Inclusion of psychogeriatric

wards in traditional nursing

homes (n = 21 wards in 

7 nursing homes, response

64%)

Selection of residents, based

on eligibility criteria

(i.e. primary diagnosis of 

dementia and minimum of 

4 weeks of residence prior to

data collection)

Selection of residents, based

on eligibility and matching

criteria (i.e. Cognition/ADL

profile)

1 home is excluded

due to not meeting

inclusion criteria 4

homes did not want

to participate

Baseline Measurement (T1)

(Target n = 120 residents)

Baseline Measurement (T1)

(Target n = 140 residents)

Follow-up Measurement at 

6 months (T2)

Follow-up Measurement at 

6 months (T2)

Follow-up Measurement at 

12 months (T3)

(Target n = 84 residents)

Follow-up Measurement at 

12 months (T3)

(Target n = 84 residents)

Figure 1. Flow-chart design and measurement.
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Target population

The target populations of this study are older people with dementia, who receive 

institutional nursing home care, their family caregivers and nursing staff working 

at their unit. They are recruited in two types of dementia care settings: small-scale 

living facilities and psychogeriatric wards in traditional nursing homes, all in the

southern part of the Netherlands. 

������� ��
All residents in small-scale living facilities are eligible for participation in this study,

if they 1) have a primary diagnosis of dementia, based on criteria established by the

�6.4;<@A60�.;1�(A.A6@A60.9�".;B.9�<3�"2;A.9��6@<?12?@� fourth edition25 and 2) have been 

living in the care setting for at least 4 weeks prior to data collection. The type and 

severity of the dementia syndrome may vary. Residents with a primary psychiatric

disease or those with Korsakoff’s syndrome are excluded, because they usually differ

from other residents with dementia (e.g. have a better mobility and are younger) and

live often in special wards. Residents living in psychogeriatric wards in traditional

nursing homes are eligible if they meet the above mentioned criteria and in addi-

tion match the cognition and ADL-profile of residents in small-scale living facilities.

This is assessed in a screening prior to the baseline measurements. 

�����$�������"���
A family caregiver is in this study defined as someone who has or takes the responsi-

bility for a resident with dementia at a voluntary basis. All main family caregivers

providing informal care for participating residents in this study are eligible. The

number is limited to one main family caregiver per resident. 


 ���
All nursing staff (i.e. nursing assistants, certified nursing assistants and registered

nurses) working on a permanent basis in either the selected small-scale living 

facilities or regular psychogeriatric wards in which the residents live are eligible 

to participate in the study. Temporary staff, such as trainees, are excluded from the

study. 



Small-scale living facilities: experimental group

Small-scale living facilities had to fulfill the following criteria to be eligible for this

study:

1. A maximum of eight residents per house or unit. This number is considered in

the Netherlands as a maximum number for small-scale living facilities.10

2. Staff, residents and their family form a household together: activities are cente-

red around the daily life and household. An important requirement is that staff

prepare all meals together with residents and/or their family caregivers.

3. Staff perform integrated tasks: this means that one person may fulfill multiple

tasks such as medical and personal care, domestics chores and activities. 

4. Residents are cared for by a small, fixed team of professional caregivers, which are

part of the household.

5. Daily life is organized completely or in a large amount by residents, their family

caregivers and nursing staff.

6. Archetype home: a physical setting that resembles a homelike environment.

These criteria are based on a concept map, designed by te Boekhorst and colleagues

(2007)10 and on characteristics as presented in Table 1.  

Psychogeriatric wards in traditional nursing homes: control group

In the Netherlands, usual care for older people with dementia consists of care in 

psychogeriatric wards in traditional nursing homes. Inclusion criteria for these

wards are:

1. A minimum of 20 residents per ward. 

2. Staff have differentiated tasks: their main tasks entail medical and personal care

for residents. Other tasks, such as domestic chores and (social) activities are provi-

ded by other specialized disciplines. 

3. Residents and their family members have little control over the organization of

daily life within the ward. Daily life is mainly organized around the routines of

the nursing home. 

Measures

Table 2 presents all outcome and additional measures, their operationalization and

timing of measurements.

������� �
The primary outcome measure for residents is quality of life (QoL), as assessed by the
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QUALIDEM.26-28 The QUALIDEM is a dementia-specific QoL instrument, developed for

use in residential care and is rated by professional caregivers or proxies. It is a multi-

dimensional scale and consists of 37 items, divided in nine homogeneous subscales:

Care relationship (seven items), Positive affect (six items), Negative affect (three

items), Restless tense behavior (three items), Positive self image (three items), Social

relations (six items), Social isolation (three items), Feeling at home (four items) and

Having something to do (two items). Of these subscales, six can be used in very severe

dementia (Global Deterioration Scale stage seven)29 using approximately half of the

items.26 Items describe observable behaviors present last week and comprises four

response options each: never, seldom, sometimes and often. The reliability (coeffi-

cient Rho 0.60 – 0.90) and validity are found to be appropriate for evaluation of inter-

ventions.26, 27

Table 2. Data collection: outcome, operationalization and time of measurement.

Outcome measure Operationalization Time of measurement

Residents S T1 T2 T3

�1(, 18�.43".,$

Quality of Life QUALIDEM 26-28 Q Q Q

�$".-# 18�.43".,$

Neuropsychiatric symptoms NPI-NH 30-33 Q Q Q

CMAI 34, 35 Q Q Q

Depression symptoms CSDD 36, 37 Q Q Q

Social Engagement Subscale ISE and RISE from RAI MDS 38, 39 Q Q Q

�##(3(.- +�5 1( !+$2

ADL-capacity Subscale ADL-H from RAI MDS 40, 41 SQ Q Q

Cognition MMSE 42 Q

Subscale CPS from RAI MDS 40, 43 SQ Q Q

Use of physical restraint Number of times physical restraints 

are used Q Q Q

Psychotropic medication ATC classification system 44 Q Q Q

Use of health care services Visits to e.g. Nursing home physician, 

psychologist etc. Q Q Q

Dementia type Alzheimer’s dementia vascular dementia, 

Other (e.g. Parkinson’s disease) MR

Stage of dementia GDS 29 Q Q Q
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Outcome measure Operationalization Time of measurement

Comorbidity International classification of diseases, 

version 10 45 MR MR MR

�."(.�#$,.&1 /’("��5 1( !+$2

Age Years SQ

Gender Male or Female SQ

Length of Stay Number of months SQ

Living prior to admission At home, Residential care, Regular 

Nursing home care, Other SQ

Family caregivers

�1(, 18�.43".,$

Involvement with care Frequency, length, activities and 

motivation for visits Q Q Q

Perceived burden SPPIC 46 Q Q Q

Satisfaction with care 27 items Q Q Q

�##(3(.- +�5 1( !+$2 Q Q Q

Age Years Q Q Q

Gender Male or Female Q Q Q

Sense of competence SSCQ 47 Q Q Q

Relationship with resident E.g. Spouse, Child, Sibling or Other Q Q Q

Nursing staff Q Q Q

�1(, 18�.43".,$ Q Q Q

Job satisfaction & 

motivation [45] Q Q Q

�$".-# 18�.43".,$ Q Q Q

Social support Subscale from JCQ 48, 49 Q Q Q

Autonomy MAQ 50 Q Q Q

Workload [45] Q Q Q

�##(3(.- +�5 1( !+$

Age Years Q Q Q

Gender Male or Female Q Q Q

Education level Type of education and level 

(e.g. level 1 – 5) Q Q Q
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Contract working hours Hours Q Q Q

Years of employment Years Q Q Q

S = Screening, approximately two week prior to baseline measurement; T1 = Baseline measurement

T2 = Follow-up after six months T3 = Follow-up after 12 months Q = Questionnaire, SQ = Screening

Questionnaire, MR = Medical Record

Secondary outcome measures are: neuropsychiatric symptoms (Neuropsychiatric

Inventory, Nursing Home version (NPI–NH)30-33 and Cohen-Mansfield Agitation Inven-

tory, CMAI),34, 35 depressive symptoms (Cornell Scale for Depression in Dementia,

CSDD),36, 37 and social engagement (Index for Social Engagement (ISE), a subscale

form the Resident Assessment Instrument (RAI) Minimum Data Set (MDS, version

2.1)39 and Revised Index for Social Engagement, RISE).38

Furthermore, several health-related variables are measured: ADL-capacity (ADL-

Hierarchy (ADL-H), a subscale from the RAI-MDS, versions 2.1),40, 41 cognition (stan -

dardized Mini-Mental State Examination (MMSE)42 and Cognitive Performance Scale

(CPS), a subscale from the RAI-MDS, version 2.1),40, 43 use of physical restraints, psy-

chotropic medication (classified according to the anatomical therapeutic chemical

(ATC) classification system),44 use of health care services (e.g. record of visits to the

nursing home physician, psychologist and physiotherapist), comorbidity (classified

according to classification of diseases in nursing home patients, CvZ-V),51 compatible

with the international classification of diseases, version 10 (ICD-10),45 dementia type

and stage of dementia (Global Deterioration Scale, GDS).29 In addition, socio-demo-

graphic variables are assessed: gender, age, length of stay and living condition prior

to admission.

�����$�������"���
Primary outcome measures for family caregivers are: perceived burden, involvement

with care and satisfaction with care provision. Perceived burden is measured with

the ‘Self-Perceived Pressure from Informal Care’ (SPPIC) scale, a self-reported questi-

onnaire consisting of nine items.46, 52 Items are scored at a five-point scale and form 

a one–dimensional Rasch scale, varying from less pressure to more pressure. Reliabi-

lity (Rho = 0.79) and validity are found satisfactory for use in evaluation of interven-

tion. Involvement with care is assessed by a self-report questionnaire, in which

family caregivers report their frequency and length of visits, activities during a visit
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(based on the RAI-MDS subscale activities, version 2.1) and motivation for visiting. 

Satisfaction with care is assessed, using a self-reported questionnaire, which compri-

ses 27 items, regarding care provided during the last two to four weeks. In addition,

gender, age, relationship with the resident and sense of competence (Short Sense of

Competence Questionnaire, SSCQ)47 are measured. 

�!������
 ���
Job satisfaction and work motivation are the primary outcome measures for nursing

staff. These are assessed using a self-reported questionnaire, consisting of 6 items.50

Items are measured on a five-point Likert scale, ranging from one ‘totally disagree’ to

five ‘totally agree’. Secondary outcome measures are: workplace social support

(eight–item scale from the Job Content Questionnaire),48, 49 job autonomy (Maastricht

Autonomy Questionnaire)50 and workload.50 Finally, background variables age, 

gender, education level, contract working hours per week and employment years in

institution type are recorded, as well as absentee rate.  

Process evaluation

To investigate to what extent both types of dementia care settings are designed as

they were intended, data is collected by researchers’ observations and questionnaires

at all three measurements. Observations regarding the selection criteria (e.g. joint

household, staff tasks) are recorded in a logbook. The questionnaire comprises items

relating to the organizational, social and physical environment of the unit and are

measured at a five-point Likert scale, ranging from one ‘not at all’ to five ‘comple-

tely’. Item examples are: ‘To what extent is nursing staff part of the household?’ and

‘To what extent resembles the design of the unit an archetype house?’ 

To examine participants’ satisfaction and experiences with small-scale living facili-

ties, self-report questionnaires (filled in by family caregivers and staff), are admini-

stered at the end of all measurements, i.e. T3. In addition, in-depth interviews are

conducted with a selection of participants.

Procedure

Data from residents, family caregivers and nursing staff are collected at three 

moments: a baseline measurement (T1) and six months (T2) and 12 months (T3) 

after baseline. Approximately two weeks prior to T1, a screening among residents is

conducted to match residents at baseline �@22��64B?2�
�. The managing directors of the

nursing homes and small-scale living facilities all provide consent to conduct the
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group. Based on previous research, the drop-out rate for residents in small-scale faci-

lities appears to be lower than those in traditional nursing homes.17 Taking these

drop-out rates into account, we aim at including 120 residents in small-scale living

facilities at baseline and 140 in traditional nursing homes to have a sufficient num-

ber of residents after 12 months �@22�.9@<��64B?2�
�. 

Statistical Analysis

Descriptive statistics are computed to describe background variables and characteris-

tics of all participants, i.e. residents, family caregivers and staff. Baseline variables

will be compared to investigate the comparability of residents at baseline. Multivari-

ate regression analyses will be applied to estimate the differences in outcomes over

time. Data will be analyzed according to the intention-to-treat principle, i.e. inclu-

ding all participants with valid data, regardless of whether they remained in the 

setting in which they were measured at baseline. In addition, on-treatment analyses

will be performed, to investigate effects on participants who remained in the same

care setting during all three measurements. In all analyses there will be correction

for potential baseline differences. Drop-outs, relocations and losses to follow-up will

be described. In addition, subgroup analyses will be performed to investigate partici-

pants’ characteristics, who gain more benefits from small-scale living facilities than

others. Data collected during the process evaluation will be mainly analyzed using

descriptive techniques. 

Study Progress

Screening and inclusion of residents, family caregivers and professional caregivers

started in April 2008 and will end in December 2008. Baseline measurements also

started in April 2008. Follow-up measurements are planned for October 2008 – May

2009 and April – December 2009. In October 2008, baseline measurements have been

performed for 106 residents living in small-scale living facilities and 93 residents 

living in psychogeriatric wards. In addition, 171 family caregivers are included 

(91 from small-scale living facilities and 80 from psychogeriatric wards) and 134 

nursing staff members (71 in small-scale living and 63 from psychogeriatric wards).

Dissemination of results is planned for 2010.  
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Discussion

This paper presents the design of a longitudinal, quasi-experimental study to 

investigate the effects of small-scale living facilities for older people with dementia.

Al though some challenges concerning this design exist, it is currently the most feasi-

ble method to assess the effects of this relatively new dementia care setting. 

Randomization in this study is difficult to realize due to ethical and practical

drawbacks. Institutional care for people with dementia is seen in the Netherlands as

a home for life. As a consequence, residents and their family members, together with

clinicians, decide which accommodation suits their own wishes and beliefs best.

This makes a random allocation of residents to a dementia care setting complicated,

as seen in a study by Maas and Buckwalter (1990), reported in Saxton and colleagues

(1998).15, 54 Maas and Buckwalter tried to randomly assign residents to nursing home

or special care unit, but family members had problems with accepting a random

group allocation. In addition, it could take several years to acquire a moderate sam-

ple size of residents in small-scale living facilities by using random assignment of re-

sidents. In the Netherlands, traditional nursing homes outnumber small-scale living

facilities and the latter seem to have a lower turnover rate,17 which makes random

assignment difficult to realize.

To prevent selection bias, we have used a matching procedure in this study to 

enhance comparability of resident groups at baseline, with respect to cognition and

ADL-capacity. We consider cognition and functional capacity as most important cha-

racteristics for matching, since these appear strongly related to dementia severity,55

especially discriminating between moderate and severe dementia.56 A previous study

has shown that residents living in small-scale living facilities had a higher cognitive

and functional status at baseline, compared to those in regular psychogeriatric

wards.17 This emphasizes the need for creating comparable groups at baseline in

order to study effects of the dementia care setting. Furthermore, the environment 

of both dementia care settings is well documented during the process evaluation,

using registration, observation, questionnaires and in-depth interviews. As a result,

differences and similarities between the two settings can be taken into account 

during the interpretation of results.  
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Abstract

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 two 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 six and 12 months.

Setting: Twenty-eight houses in small-scale living facilities and 21 regular psychoge-

riatric nursing home wards.

Participants: In total, 259 residents were included in study: 124 in small-scale living

facilities and 135 controls, matched on cognitive and functional status. Further-

more, 229 family caregivers were included and 305 staff members. 

Measurements: For residents, main outcome measures were quality of life, neuro -

psychiatric 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. 

Results: No effects were found for residents’ total quality of life, neuropsychiatric

symptoms and agitation. Family caregivers in small-scale living reported significant

less burden (mean difference 0.8, 95% CI 0.1 – 1.5) and were more satisfied with nur-

sing staff (0.3, 0.2 – 0.5) than family caregivers in regular wards. No differences were

found in their involvement with care. Overall, no significant differences 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 

facilities compared with regular wards. 

Conclusion: This study was unable to demonstrate convincing overall effects of

small-scale living facilities. Since 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.
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Introduction

Dementia care is currently being redesigned and deinstitutionalization has become

common policy. A recent study conducted by the Organization for Economic Coope-

ration 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. Further-

more, when required, institutional dementia care should be as homelike as possi-

ble.1 Dementia is still an incurable syndrome and causes progressive deterioration in

cognition, functional abilities and behavior. As the disease progresses, institutional

nursing care is often inevitable. The World Health Organization regards dementia as

the number four cause for disability adjusted life years in people aged 60 or older.2

Worldwide, the number of people with dementia is rapidly increasing to an estima-

ted 81 million by 2040.3 This burden challenges all people involved: those suffering

from dementia, their families and professional caregivers. Since current treatments

cannot cure or even stop the progression of dementia and the development of new

drugs takes years to be tested and developed, provision of high-quality care and good

practice must be a priority.4, 5

Promoting overall well-being of residents is nowadays leading 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. Inte-

grated dementia care programs, like person-centered care, tailored to individual

needs of residents are designed to support these values.5, 6 Moreover, outcomes rela-

ting to family caregivers and staff (e.g. caregiver burden and satisfaction) are also 

essential processes suggested to contribute to residents’ QoL.7 The focus on deinstitu-

tionalization and well-being has resulted in the development of new dementia care

settings by combining changes in both physical environment and care programs, 

directed towards 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® project in the United States12 and small-scale living in the

Netherlands,13, 14 all aimed at providing nursing care in small groups (six to 10 resi-

dents 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 facilities to form a significant part (e.g. approxi -

mately 25% in the Netherlands) of institutional care.8

Despite its increase, research into the effects of small-scale living facilities on 
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residents, family and staff is hardly available and suffers from methodological

limita tions 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 facilities compa-

red with regular care in nursing homes in the Netherlands, focusing especially on

residents’ QoL and behavior, family caregivers’ experienced burden, involvement

with care and satisfaction and nursing staff’s job satisfaction and motivation. Uni-

que to this study is the combination of a large sample size, baseline resident mat-

ching, a long follow-up period of 12 months and simultaneous assessment of both

resident, family caregivers and nursing staff outcomes. 

Methods

Design and Sample

A quasi-experimental study was conducted during April 2008 – January 2010 (recruit-

ment period April 2008 – December 2008), including three measurements: at base-

line and follow-ups after six 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 psychogeriatric wards in nursing homes. The expe-

rimental condition consisted of 28 houses in small-scale living facilities, which were

selected on: 1) at most eight residents per house, 2) a joint household, with activities

centered around daily life and all meals prepared by staff together with residents

and/or family caregivers, 3) staff performing multiple tasks (e.g. medical and perso-

nal 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 archetypal home. The control condition consisted

of 21 regular wards selected on: 1) at least 20 residents per ward, 2) staff having diffe-

rentiated 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 �6.4;<@A60�.;1�(A.A6@A60.9�".;B.9�<3�"2;A.9��6@2.@2@� fourth

edition,15 resided for at least one month in the facility and their legal guardian had
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provided written informed consent. Residents in regular wards had to match the

cognitive and functional status profile of residents in small-scale living, as assessed

by two subscales from the Resident Assessment Instrument Minimum Data Set (RAI-

MDS), i.e. Cognitive Performance Scale (CPS) and Activities of Daily 

Living-Hierarchy scale (ADL-H).14, 16-18 This matching procedure increased the compara-

bility 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 Uni-

versity and all local ethical committees 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

instrument designed for use in institutional care and rated by proxies.19, 20

QUALIDEM focuses on observable behaviors, contains 37 items rated on a four-point

scale (never–seldom–sometimes–often; range 0 – 3) and comprises nine subscales:

care relationship (seven items), positive affect (six items), negative affect (three items),

restless tense behavior (three items), positive self image (three items), social relations

(six items), social isolation (three items), feeling at home (four items) and having so-

mething to do (two 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;

i.e. total subscale score divided by the number of its items). Neuropsychiatric symp-

toms were assessed with the neuropsychiatric inventory, nursing home version (NPI-

NH),21 which measures frequency and severity of 12 domains (range 0 – 144):

delusions, hallucinations, aggression/agitation, depression, anxiety, euphoria,

apathy, disinhibition, irritability, aberrant motor behavior, sleep and eating distur-

bances. Higher scores indicate more symptoms. Agitation was measured with the

Cohen-Mansfield Agitation Inventory (CMAI),22 containing 29 items which assess fre-

quency (from never, one, to several times an hour, seven) of agitated behaviors du-

ring the past two weeks (range 29 – 203), with a higher score indicating more

agitation. Furthermore we recorded socio-demographic (age, gender, living condition

prior to admission and length of stay) and clinical information (dementia severity,

type of dementia, 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, 
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psychotropic drug use (according to the anatomical therapeutic chemical classifica-

tion system)24 and number of comorbid diseases (International Classification of 

Diseases, version 10) was derived from medical records. Cognition was assessed with

the Mini-Mental State Examination (MMSE; range 0 – 30, higher scores indicate 

better cognitive performance)25 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 Pressure From Informal Caregiving (SPPIC), a nine item scale (range: 

0 – 9).26 A higher score indicates more burden. Involvement with care was defined as

frequency (number of visits) and length of visits (minutes) in the past two weeks and

number of activities during a visit. Satisfaction with resident contact and nursing

staff contact was measured on a four-point scale, with higher scores indicating more

satisfaction. Furthermore, age, gender and relationship with resident were assessed. 

The primary outcome measures for nursing staff were job satisfaction and moti-

vation, assessed by six items,27 scored on a five-point scale ranging from totally disa-

gree to totally agree. Total scores ranged from four to 20 (job satisfaction) and two to

10 (motivation), with higher scores indicating more satisfaction and motivation res-

pectively. Finally, socio-demographic variables (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 two nursing staff mem-

bers, i.e. registered nurses (RNs) or certified nursing assistants (CNAs), who were in

charge of the residents 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 group, an 18-item questionnaire was developed which measured

the extent to which a nursing home facility fulfilled the criteria for small-scale 

living.14 Items relate to a units’ organizational, social and physical environment and

were measured on a five-point scale, ranging from one ‘not at all’ to five ‘completely’

(range 18 – 90) and rated by two observers independently. An example item is: 'To

what extent is the staff part of the household?' Higher scores indicate more adhe-

rence to small-scale living. 

Statistical Analyses

Differences in characteristics between the two groups at baseline were tested with �
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Inclusion of 28 small-

scale living houses

(in 5 facilities)

Eligible: 

n = 180 residents

Exclusion: 

no dementia

1 resident died

13 residents died

18 residents died

Exclusion:

Majority not mee-

ting matching 

criteria

1 resident tranfer

4 residents died

2 residents too ill

2 resident transfers 

21 residents died

1 resident in 

hospital

14 residents died

Eligible: 

n = 201 residents

Informed consent: 

n = 125 residents

n = 114 family 

caregivers

Informed consent: 

n = 142 residents

n = 115 family 

caregivers

Baseline measure-

ment: 

n = 124 residents 

n = 106 family 

caregivers*

n = 114 nursing

staff† (=64%)

Baseline measure-

ment: 

n = 135 residents

n = 100 family 

caregivers*

n = 191 nursing

staff† (=47%)

Follow up at 6

months: 

n = 111 residents 

n = 75 family 

caregivers*

n = 72 nursing staff†

Follow up at 6

months: 

n = 111 residents 

n = 64 family 

caregivers*

n = 109 nursing staff†

Follow up at 12

months: 

n = 93 residents 

n = 67 family 

caregivers*

n = 69 nursing staff†

Follow up at 12

months: 

n = 97 residents 

n = 51 family 

caregivers*

n = 87 nursing staff†

Inclusion of 21 regu-

lar psychogeriatric

wards (in 7 nursing

homes)

Screening of all residents (n = 769) for 

matching procedure

n = 183 n = 586

Figure 1. Flow chart study design and participants.



* Main reasons for non-response of family caregivers was drop-out due to death of residents, not 

returning questionnaires and moving. † Main reasons for non-response for nursing staff were not 

returning questionnaires, transfer to another ward or nursing home and maternity/sickness leave.

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 nursing staff). Figure 2 (residents), Figure 3 (family 

caregivers) and Figure 4 (nursing staff) present adjusted scores for both groups

(small-scale living facilities versus regular wards) at three measurements.

Subgroup analyses (data not shown) based on the contrast questionnaire confir-

med overall outcomes, except for nursing staff’s job satisfaction and motivation. 

For these outcome measures, results for both overall and contrast analyses are pre-

sented. 
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Table 1. Participants’ baseline characteristics.

Small-scale living Regular wards

Residents n = 124 n = 135

Age (years) 82.4 (7.9) 83.1 (6.5)

Women 99 (80) 95 (70)

Living condition prior to admission* 

At home 37 (30) 80 (59)

Other institution / unknown 7 (70) 55 (41)

Length of Stay in months† 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 (7.0) 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 = 106 n = 100

Age in years 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 = 114 n = 191

Age in years 40.7 (11.5) 42.8 (10.1)

Women§ 110 (97) 170 (89)

Level of education

Level 1 basic nursing aids 6 (5) 3 (2)
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Level 2 NA 18 (16) 29 (15)

Level 3 CNA 64 (57) 128 (67)

Level 4 RN 21 (19) 26 (14)

Level 5 RN 3 (3) 3 (2)

Employment in nursing home type in monthsII� 23.1 (18.4) 85.2 (72.8)

Years working in elderly care 14.7 (10.3) 16.7 (10.7)

Contract hours per week 26.4 (7.0) 26.9 (6.6)

Data are mean (SD) or number (%). ��= *.001 †.047 ‡.038 §.021II .001. 

NA= nursing assistants, CNA= certified nursing assistants, RN= registered nurses.

Residents

No significant group by time interaction effects were found for all subscales and 

the total score of QUALIDEM. No differences were found in total QoL, as scored by

nursing staff ��64B?2���. Group effects were found on two subscales scored by nursing

staff: negative affect and having something to do. Residents in small-scale living 

facilities had a higher QoL with respect to having something to do (adjusted mean

difference 0.9, 95% CI 0.5 – 1.2; % < .001) and a lower QoL regarding negative affect

than residents in regular wards (0.7, 0.2 – 1.2; % = .01). Total QoL scored by family 

caregivers was slightly higher for residents in small-scale living than in regular

wards, but this difference did not reach significance (adjusted mean difference 1.0,

95% CI - 0.1 – 2.1; % = .076). Group effects were found on three subscales: feeling at

home (1.0, 0.1 – 2.0; % = .023), having something to do (0.5, 0.1 – 0.9; % = .018) and 

social relations (1.1, 0.2 – 2.0; % = .02), with residents in small-scale living facilities 

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 (% = .04). Total agitation scores (CMAI) for residents in small-scale living 

remained stable over time, while these scores for residents in regular wards decrea-

sed. Only at measurement three (follow up after 12 months) this did this result in 

a significant difference between groups (adjusted mean difference 4.6, 95% CI 0.3 –

8.9; % = .035) ��64B?2���. 
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Baseline FU 6 months FU 12 months

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)
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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). * nsmall-scale = 124, nregular wards = 135; Follow-up after 6 months 

nsmall-scale = 111, nregular wards = 111; Follow-up after 12 months nsmall-scale = 93, nregular wards = 97.
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Figure 2. Adjusted mean scores for residents’ outcome measures, as assessed by nursing

staff.

Qualidem Total mean score

Agitation

Neuropsychiatric symptoms



Table 3: Primary outcomes for family caregivers and nursing staff.

Baseline FU 6 months FU 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 (0.7) 3.1 (0.8) 3.1 (0.8)

Regular ward 3.1 (0.8) 2.9 (0.8) 3.0 (0.8)

Satisfaction with contact nursing staff (range 0 – 4)

Small-scale 3.7 (0.5) 3.6 (0.7) 3.5 (0.9)

Regular ward 3.3 (0.6) 3.3 (0.5) 3.4 (0.7)

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 = 106, nregular wards = 100; Follow-up after 6 months nsmall-scale = 75, 

nregular wards = 64; Follow-up after 12 months nsmall-scale = 67, nregular wards = 51. 

†Nursing staff:  nsmall-scale = 114, nregular wards = 191; Follow-up after 6 months nsmall-scale = 72, 

nregular wards = 109; Follow-up after 12 months nsmall-scale = 69, nregular wards = 87.

Chapter 5

92



Family caregivers

No group by time interaction effect was found for perceived burden; both groups 

remained stable over time. A significant group effect was found ��64B?2���: family 

caregivers in small-scale living facilities experienced less burden than family care -

givers in regular wards (adjusted mean difference 0.8, 95% CI 0.1 – 1.5; % = .034). 

Furthermore, a significant group effect was found in satisfaction with nursing staff

(adjusted mean difference 0.3, 95% CI 0.2 – 0.5; % < .001). Family caregivers in small-

scale living facilities were more 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 length of visits

and amount of activities during a visit between groups in the last two weeks 

��64B?2���. No differences were found for satisfaction with resident contact ��64B?2���.
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Family caregivers‘ perceived burden

Family caregivers‘ satisfaction with nursing staff
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Family caregivers‘ satisfaction with resident contact

Involvement: number of visits past 14 days

Involvement: length of visit past 14 days

Involvement: number of activities during visit

Figure 3. Adjusted mean scores for outcomes on family caregivers.
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