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A B S T R A C T   

Background: : Despite the integral role residential care staff play in the lives of residents with dementia, the 
mechanisms for supporting staff to bring about good quality of care (QOC) and quality of life (QOL) are poorly 
understood. This study focused on establishing the key mechanisms to improve QOC and in turn QOL of residents 
with dementia. 
Method: : Over a 10-month period we followed: 247 older adults with dementia from 12 not-for-profit residential 
care facilities, their families/care partners (n=225), managers (n=12) and staff (n=232). Facilities ranged in size 
from 10 to 137 beds, located across remote, rural and metropolitan areas of NSW/ACT. Measures included: staff 
surveys, family member and resident interviews, resident file audits, live resident and staff observations and 
organisational audits. Multilevel Modelling or Generalised Estimating Equations analyses were conducted for 
each of the 12 QOC variables, with 22 staff and control variables as the predictors, and for each of the 11 QOL 
variables, with 20 QOC and control variables as predictors. 
Results: : Analyses established significant associations between a large number of staff and QOC variables and 
between QOC and QOL variables. 
Conclusions: : The quality of the care provided to residents has strong, widespread influences on the QOL of 
residents. The most promising areas for intervening with staff were: increasing the relevance and applicability of 
staff training and qualifications, upskilling staff in empathic care provision, communication, and restraint 
reduction, using a mixture of permanent and rotating shifts, prioritising recreational activity provision by all staff 
and increasing assistance with meals.   

1. Introduction 

“The capacity, aptitude and capability of the aged care workforce are 
extremely important given the complexity of the work involved and the 
responsibility borne by those involved in providing care and support for 
older people” (Royal Commission into Aged Care Quality and Safety, 
2019, p.217). 

The Australian Royal Commission into Aged Care Quality and Safety 
(2020), amongst others, has highlighted the important role that staff 
play in the lives of aged care residents. Despite this importance, there is 
wide variation in the quality of staff, who are usually rushed and often 
poorly paid and supported, accorded low status and have minimal or no 
qualifications (Beck et al., 1999; Daly & Szebehely, 2012; Edberg et al., 

2008). 
The impact of staff is particularly potent for people with dementia, 

who represent over half of all residents in Australian aged care facilities 
(Australian Institute of Health and Welfare, 2012). For the majority of 
residents, their level of impairment means that it is often difficult or 
impossible to understand what is happening and why, and instead of 
family or friends, they are surrounded by and dependent on care staff 
(Australian Institute of Health and Welfare, 2012). 

Numerous assumptions around the mechanisms and interventions 
required to improve the quality of the aged care workforce, and in turn 
the quality of the care they provide, have been perpetuated. There have 
been frequent and understandable calls for improved staffing and pay 
levels (Australian Nursing and Midwifery Foundation, 2018) and 
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countless wide-ranging training and development opportunities pro
vided. However, such calls have lacked the detail and scientific backing 
to provide a tangible way forward, apparently assuming that the pro
vision of greater financial resources and action will, in itself, improve 
care (Australian Nursing and Midwifery Foundation, 2018). 

So what does work to improve care and consequent quality of life 
(QOL) for residents with dementia? A recent comprehensive analysis of 
all the studies in this area showed a lack of high-quality longitudinal 
studies focusing on potentially adjustable staff variables which predict 
quality of care or quality of residents’ lives (Anderson et al., 2016). 
There was a strong bias towards including only easily collected variables 
that are fixed or unlikely to change, such as staff gender, age, or position. 
Cumulative results of the review suggested that the key ingredients 
required to work with and support staff to bring about good QOC and 
QOL are poorly understood and require further investigation. 

To truly advance the care of people with dementia in residential care, 
we need a greater, more detailed understanding of the mechanisms or 
key ingredients required to work with and support staff to bring about 
good QOC and, potentially, QOL of those in their care. 

1.1. Aims 

The overall aim of the study is to test the model (See Fig. 1) that staff 
and organisational variables are associated with QOC and that this 
translates into the presumed purpose of care: better resident QOL. The 
specific aims are to:  

1. Examine associations between staff and organisation variables, QOC, 
and broadly defined QOL for residents with dementia.  

2. Establish where it is most useful to intervene with staff and in QOC in 
order to increase QOL for people with dementia. 

Preliminary results, using baseline and 6 month data, on the effects 
of quality of care on quality of life were published previously (Anderson 
& Blair, 2020). This paper presents final results for the whole model at 
baseline, 6 months and 10 months. 

2. Method 

2.1. Design 

An observational, longitudinal study. Older adults in long term, 
residential care with dementia (n=247), their families/care partners 
(n=225), managers (n=12) and staff (n=235) of 12 residential aged care 
facilities were followed over 3 waves (baseline, 6 months and 10 
months). 

2.2. Ethical considerations 

Human research ethics approval for the study was provided by the 
Greater Western Human Research Ethics Committee (HREC/16/ 
GWAHS/160) for NSW and the Australian National University Human 
Research Ethics Committee (2017/034) for the ACT. 

2.3. Participants at baseline 

2.3.1. Participating facilities 
As seen in Table 1, participating facilities are representative of 

Australian residential aged care facilities in terms of the spread of size 
and location (AIHW National Aged Care Data Clearinghouse, 2015). 
However, all 12 facilities were from the not-for-profit sector. An equal 
number of for-profit organisations were approached but none agreed to 
participate. 

2.3.2. Residents 
The inclusion criteria for residents was a diagnosis of (any type of) 

dementia or a score on the Psychogeriatric Assessment Scales – Cogni
tive Impairment Scale (PAS; Jorm et al., 1995) which indicated a high 
probability of dementia (i.e. a score of 5 or more). 

247 residents from 12 facilities had written consent to participate in 
the study at baseline (see Fig. 2 for participant flow details). Family 
members and care partners were also asked to participate in an inter
view at each time point. Of the 247 residents enrolled in the study, 225 
(91.09%) had a family member or care partner agree to participate also. 
Family members of residents were predominantly a child of the resident 
(64.2%) or a spouse (19.3%) with most visiting weekly (52.7%) or daily 
(31.4%). 

Most residents were female (n=167; 67.6%) with an average age of 
86.21 years (SD=7.58). Residents were, in the main, living with multiple 
physical co-morbidities (Charlson Co-morbidity Index (CCI) 
mean=6.02, SD=1.50. CCI scores >5 predict 100% chance of 1 year 
mortality (Charlson et al., 1987). Further, 43% had one or more psy
chiatric diagnoses. Although all met inclusion criteria for cognitive 
impairment on the PAS (M=9.52, SD=3.66), 25% did not have a formal 
diagnosis of dementia on record. As seen in Table 2, at baseline, 25% of 
residents were receiving regular antipsychotic medication and 10% 
were being physically restrained. 

2.3.3. Staff 
Staff members involved in direct resident care were included: Per

sonal Care Assistants (PCAs) with minimal training, activities staff, al
lied health, and Registered Nurses (RNs; nurses with a bachelor degree 
or equivalent). This also included catering and hospitality staff. 

Fig. 1. Hypothesised relationship between staff and facility variables, quality of care and quality of life for residents.  
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Table 1 
Size and location of participating facilities.   

Major City (ACT) Inner Regional (NSW) Outer Regional (NSW) Remote (NSW) Total Percentage (%) 

0 to 20   1 1 2 16.70 
21-40 1  1  2 16.70 
41-60  1 1  2 16.70 
61-80 2 1   3 25.00 
81-100 1    1 8.30 
100+ 1 1   2 16.70 
Totals 5 3 3 1 12  
Percentage (%) 41.70 25 25 8.30    

Fig. 2. Flow of resident participants through the study.  
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Each facility allowed researchers to approach staff in person or via 
letter to invite them to participate in the research. The potential number 
of staff for inclusion identified by facilities was 642. The number of staff 
consents received was 237. Two staff withdrew during baseline data 
collection, leaving 235 (36.60% of potential staff). 

Most (89%) were female with an average age of 45.45 (SD=13.56). 
On average they had worked in aged care for 9.28 years (SD=8.06) and 
in the current facility for 6.36 years (SD=6.30). About two thirds 
identified as Australian (68.3%), whilst 1.80% identified as Aboriginal 
(Indigenous Australians). 

Almost half the staff who completed the survey were PCAs (49.4%) 
and 14.0% were RNs. The majority of staff held either a Certificate III 
(37.3%) or Certificate IV (30.4%) qualification in aged care (Vocational 
Education and Training qualifications which are higher than secondary 
schooling but lower than a Bachelor Degree). Only 15.4% had a bachelor 
degree or higher. 

2.3.4. Managers 
The twelve managers were on average slightly older than other staff 

members (M age=51.87 years, SD=8.07) and, whilst two thirds (64.7%) 
were female, there was a lower percentage of women in management 
compared to overall staff. On average, they had been at the current fa
cility slightly less time (M years=4.53, SD=5.00) than the average for 
other staff, but had worked in nursing (M years=23.77, SD=11.15) and 
aged care for longer (M years=13.20, SD=8.15). Most had university 
qualifications (82.40%), with backgrounds in nursing/care (82.40%). 
Three managers (17.6%) had backgrounds in business and finance. 

2.4. Research measures 

Detailed descriptions of all the measures used are displayed in 
Appendix A. We measured QOC and QOL much more comprehensively 
than is traditionally the case, reducing reliance on standardised mea
sures, which can be less specific, unreliable or insensitive to change 
(Chappell & Reid, 2000; Hughes et al., 2019). QOC was broadly defined 
as anything done to or with the resident by the facility or staff and the 
circumstances in which it occurred. Accordingly, though we did use the 
QUALCARE instrument (Phillips et al., 1990) and the Person-Centered 
Care Assessment Tool (P-CAT: Edvardsson et al., 2010), we mainly 
sought to measure how staff felt about their work and residents, how 
their caring was perceived by others, what they actually did in practice 
and, crucially, how this affected the lives of residents. 

We define resident quality of life more broadly than most, with the 
defining feature being that it represents the resident’s standard of 
health, participation in life and comfort. For resident QOL outcomes, 
though we did use a dementia-specific QOL scale (QOL-AD: Logsdon 
et al., 1999, 2002), we mainly assessed a wide range of medical/physical 
and psychosocial conditions that affect or reflect well-being: for 
example, pain, depression, social engagement, pressure sores. A broad 
ranging suite of facility level variables was also used, including how 
shifts were organised. This extensive approach allowed us to be much 
more specific about the links between staff, aspects of care and aspects of 
QOL. 

Measures were collected via:  

1 Staff Questionnaires: Staff members were asked to complete two 
types of questionnaires; one about themselves, the other about a 
particular resident. Questionnaires about themselves covered staff 
factors, such as education, experience, proportion of face-to-face 
time with residents, strain, and cultural backgrounds. Question
naires about residents measured QOL outcomes, such as pain, affect, 
behaviours, and social functioning. A standard QOL scale was also 
included. Where possible, 2 staff members were asked to complete 
the questionnaire on each resident. 

2 File Audits: Resident files were audited to measure proxy QOC out
comes (e.g. psychotropic medication use, documented physical re
straint, admission assessment) and proxy QOL outcomes (e.g. 
pressure ulcers, mortality, depression, and falls). Resident de
mographics were also collected.  

3 Observation: Systematic observation of what was actually done to 
and with the resident by staff (e.g. time spent on care, quality of 
interactions between staff and residents), plus QOL (e.g. engage
ment, discomfort, and responsive behaviours).  

4 Review of Other Records: Facility records examined within-facility 
staff variables, such as staffing levels, organisation of shifts, absen
teeism, and education provided to staff. 

5 Interviews with Family and Residents: Family members, care part
ners and residents themselves, where possible, reported on aspects of 
the quality of the care provided and on resident well-being and QOL. 
Interviews for the project were conducted by the Project Officers 
(PO), who were nursing and allied health professionals experienced 
in working with people with dementia, staff and carers.  

6 Interviews with Management: Interviews with managers focused on 
staff, management and organisational factors such as manager 
qualifications and experience, access to external health pro
fessionals, and activities provided. 

Table 2 
Resident baseline characteristics    

Number of 
residents 

Percentage 
(%) 

Gender Female 167 67.6 
Location In Dementia Specific Unit 

(yes) 
98 39.7 

Mental Health Schizophrenia 4 6.0 
Bipolar 3 1.2 
Depression 89 36.2 
Anxiety 43 17.5 

Medication use in 
the previous 2 
weeks 

Antipsychotics (Regular) 
(Excluding those with 
schizophrenia) 

63 25.8 

Antipsychotics (PRN) 6 2.4 
Bendodiazepines (Regular) 33 14.6 
Bendodiazepines (PRN) 18 7.3 
Anti-dementia 
(Cholinesterase Inhibitors 
and Memantine) 

26 10.6 

Antidepressant 97 39.6 
Pain relief (regular) 152 62.3 

Adverse incidents 
in the previous 
month 

One or more falls 45 18.2 
Hospitalised (1 or more days) 18 7.3 
Pressure Ulcer (any stage) 20 8.1 

Physical Restraint Restraint recorded or 
observed 

27 10.9 

Pain Pain recorded in notes 175 70.9 
Behaviour change Responsive behaviours 

recorded in notes 
179 72.5  
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As seen in Appendix A, composite variables were created, with 
multiple measures used to assess an overarching construct. As an 
example, a composite measure for depression was developed from the 
Geriatric Depression Scale (Kurlowicz & Greenberg, 2007) completed by 
residents, Cornell Scale for Depression in Dementia (Alexopoulos et al., 
1988) completed by staff and families and Philadelphia Geriatric Center 
Affect Rating Scale (Lawton et al., 1996) collected via observations of 
the resident. Unless otherwise stated, the scores for all measures within a 
composite were individually z-scored before combining for the com
posite, in line with recommendations by Song et al. (2013). All measures 
were given equal weight in the composite, unless stated otherwise in 
Appendix A. Where both residents and family members completed the 
same measure independently, scores were averaged. 

3. Results 

3.1. Data analysis 

3.1.1. Inter-rater reliability 
Inter-rater reliability was assessed on a random sample of 24% of 

resident observations, 15% of staff observations and 11% of resident file 
audits using a two-way, mixed, consistency intra-class correlation 
(Hallgren, 2012). The intra-class correlations (ICCs) were in the mod
erate range (Cicchetti, 1994) for the resident (Mρ = 0.71) and staff 
observations (Mρ = 0.73), and in the good range for the file audits (Mρ 
= 0.87). 

3.1.2. Data sets 
Two data sets were created: one containing data pertaining to resi

dents and another pertaining to staff. For the purposes of analysing QOC 
outcomes, the staff file was used with pertinent resident variables 
averaged by facility and imported into the staff data set. Similarly, the 
resident data file was used to analyse QOL outcomes, with any variables 
relating to staff being averaged by facility and imported into the resident 
file. 

3.1.3. Clustering within facilities 
To determine if dependency of observations within each facility 

existed, ICC analyses were calculated for each outcome (Heck et al., 
2012; Tabachnick & Fidell, 2007). There were meaningful average dif
ferences between facilities (ICC>.10) on nine QOC outcomes. These 
were: Staff Treatment of Residents (Ratings), Access External Health 
Professionals, Activities, Adverse Physical Incidents, Assessment and 
Treatment of Food and Fluid, Psychotropic Medication Use, Overall 
Quality of Care (QUALCARE), and Restraint Use. Differences between 
facilities were found on one QOL outcome: Ease/Engagement with Staff. 
For these outcomes, multilevel modelling (MLM) was required to ac
count for the dependency of observations within a cluster (facility). Thus 
a 3 level multilevel model was used to analyse data over time (Level 1), 
for staff or residents (Level 2), nested within facilities (Level 3). 

Meaningful differences between facilities were not found for four 
QOC outcomes: Staff Treatment of Residents (Observed), Assistance 
with Meals, Communicating about Residents, and Person-Centred Care 
(P-CAT). There were no meaningful differences for 10 QOL outcomes. 
These were: Overall Quality of Life, Cognitive/ Physical Frailty, 
Depression, Pain, Agitated Behaviours, BMI (Body Mass Index), Food 
Intake, Fluid Intake, Mortality, and Verbal/Physical Expressions. These 
outcomes were analysed using Generalised Estimating Equations (GEE). 
Generalized Estimating Equations estimate generalized linear models 
for cluster or repeated measures data when the observations are possibly 
correlated within a cluster (facility) but uncorrelated across clusters 

(facilities). We used an identity link structure to adjust for the correla
tion between repeated measurements. 

3.1.4. Quality of Care analyses 
For each of the 12 QOC outcomes, MLM or GEE analyses were con

ducted with all independent variables being entered simultaneously: 
Dementia Care Qualifications (yes/no), Education Attainment (Voca
tional Qualification or lower), Staff Position (RN or other), Staff Expe
rience, Staff Strain, Staff Dementia Knowledge, Restraint Attitudes, 
Falling and Pain Attitudes, Training in Dementia or Aged Care (staff), 
Proportion of Face-to-Face Time with Residents, Formal Staff Training 
Provided by the Facility, PCA Minutes per Resident, RN Minutes per 
Resident, Shift Organisation (rotating), Job Status (proportion of per
manent staff), Manager Experience, Manager Qualifications (RN or not), 
Structured Activities, and Access External Health Professionals. Control 
variables entered for each facility included: Proportion of Residents with 
Formal Dementia Diagnosis, Number of Facility Beds, and Environ
mental Audit Tool score (Fleming, 2011). 

3.1.5. Quality of Life analyses 
Similarly, MLM or GEE was conducted for each of the eleven aspects 

of QOL at all three times (Baseline, 6 months and 10 months) as the 
dependent variable: Overall Quality of Life, Cognitive and Physical 
Frailty, Depression, Pain, Agitated Behaviours, BMI, Food Intake, Fluid 
Intake, Mortality, Positive Verbal/Physical Expressions and Ease/ 
Engagement with Staff. 

Predictor variables included Professional Treatment of Food Intake, 
Professional Treatment of Fluid Intake, Psychotropic Medications, Re
straint Use, Staff Treatment of Residents (ratings), Staff Treatment of 
Residents (observed), Activities, Adverse Physical Incidents, Overall 
Quality of Care, Assistance with Meals, Communicating about Residents, 
Person-Centred Care, and Usage Other Health Professionals. Proportion 
of Residents with Formal Dementia Diagnosis, Number of Facility Beds, 
Environmental Audit Tool score, Resident Age, Charlson Comorbidity 
Index (CCI) Score, Time, and Psychiatric Co-morbidities were included 
as control variables. 

3.1.6. Assumptions 
The following QOC variables violated normality and were trans

formed: Staff Treatment of Residents (Observed), Restraint Use, 
Assessment and Treatment of Food and Fluid, Access to External Health 
Professionals, RN Minutes per Resident, Falling and Pain Attitudes, and 
Training in Dementia or Aged Care. Outliers were brought within 3.29 
standard deviations to achieve normality for the following variables: 
Assistance with Meals, Psychotropic Medication Use, Job Status, Staff 
Experience, Person-Centred Care (P-CAT), and Manager Experience. 

The following QOL variables violated normality and were trans
formed: Pain, Agitated Behaviour, Staff Treatment of Residents 
(observed), and Assistance with Meals. The following variables were 
dichotomised due to violations of normality: Physical Restraint, Mor
tality, Psychotropic Medications, and Psychiatric Comorbidities 

The following variables required some outliers to be brought within 
3.29 standard deviations to achieve normality: BMI, Ease/Engagement 
with Staff, Positive Verbal/Physical Expressions, Food Intake, Activities, 
Usage Other Health Professionals, and Overall Quality of Care. 

All other assumptions were met. Multiple imputation through SPSS 
v26 was used for missing values on scales with less than ten percent of 
the data missing. All variables were standardised (M=0, SD=1) in order 
to produce standardised, and therefore comparable, regression 
coefficients. 
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3.2. GEE and MLM results 

The standardized regression coefficients (β), and standard errors (SE) 
are displayed in Table 3 for the effects of staffing and staff related facility 
variables on the QOC variables and in Table 4 for the effects of the QOC 
variables on the QOL variables. In MLM and GEE, standardized regres
sion coefficients (β) represent the change in the dependent variable 
(measured in Standard Deviations) that would occur if all other inde
pendent (predictor) variables are held constant at the Grand Mean. 
Fig. 3 summarises the significant relationships between staff and facility 
variables, with quality of care and quality of life variables. 

3.3. Better Staff Treatment of Residents (Observed and Ratings) 

3.3.1. Ratings 
Where staff were more knowledgeable about dementia (β=.217) and 

have received more training in dementia or aged care and rated the 
training as more useful to their work (β=.148) there was better staff 
treatment of residents as rated by the trained observers. 

In turn, as seen in Fig. 3, better ratings of staff treatment were 
associated with higher resident BMIs (β=.134) and with residents being 
more engaged and at ease (β=.205). 

3.3.2. Observed 
Staff who are not RNs (mostly PCAs) were more likely to display 

significantly more positive behaviours towards residents (β=.760). At a 
facility level, facilities with lower RN minutes per resident (β=-.533), 
less experienced managers (β=-.457), and greater access to other health 
professionals (β=.277), were more likely to have staff displaying more 
positive behaviours towards residents. 

More positive behaviours towards residents was associated with less 
resident pain (β=.-.149), fewer agitated behaviours (β=.091), higher 
food intake (β=.088) and with residents displaying more positive 
physical and verbal expressions during resident observations (β=.197) 
and engagement and ease with staff (β=.161). Residents, however, who 
were more physically and cognitively frail were more likely to experi
ence positive staff behaviour (β=.102). 

3.4. Activities 

The degree to which residents were actively encouraged to partici
pate in leisure activities, the relevance of activities provided, and their 
levels of participation and satisfaction (Activity relevance and involve
ment) significantly increased when the RN minutes per resident were 
higher (β=1.671), when a manager had more experience (β=.426), 
when staff had rotating shifts (β=1.700) and greater access to other 
health professionals (β=.139). 

In contrast to the number of RN minutes per resident, having higher 
PCA minutes per resident contributed to reduced activity relevance and 
involvement (β=-.579). 

In turn, greater activity relevance and involvement was associated 
with higher overall Quality of Life (QOL-AD scores) (β=.324), less 
depression (β =-.190), fewer agitated behaviours (β =-.124), and higher 
food intake (β=.122). However, they were less likely to consume their 
minimum recommended fluid intake (β=-.504). Residents who were 
more cognitively and physically frail had greater levels of activity 
relevance and involvement (β=.122). 

3.5. Adverse Physical Incidents 

At an individual staff level, lower educational attainment (β=.231) 
and no dementia care qualifications (β=.119), were associated with 
fewer adverse incidents in a facility. At a facility level, fewer adverse 
incidents were associated with a higher proportion of permanent staff Ta
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Table 4 
QOC on QOL outcomes: MLM with random intercept and GEE: quality of life (Dependent variables), quality of care (independent variables), adjusted for facility and 
resident characteristics (proportion of residents with dementia, environmental audit, number of beds, age, CCI, psychiatric co-morbidities, time).   

Dependent Variables – Quality of Life   
Generalised Estimating Equations (SE)    Multilevel 

Models 
(Fixed Effects 
Estimates 
(SE))  

QOL-AD Cognitive/ 
Physical 
Frailty 

Depression Pain Agitated 
Behaviours 

BMI Food 
Intake 

Fluid 
intake 
(over 
235mls) 

Deceased Positive 
verbal/ 
physical 
expressions 

Ease/ 
Engagement 
with staff 

Not Assessed/ 
Treated Food 

.165 
(.178) 

.334* 
(.139) 

.026 
(.200) 

.025 
(.168) 

-.062 
(.164) 

.265 
(.194) 

.095 
(.176) 

-.077 
(.426) 

1.211 
(.807) 

.164 (.221) .130 (.156) 

Not Assessed/ 
Treated Fluid 

-.075 
(.209) 

.017 (.147) -.067 
(.229) 

.028 
(.190) 

-.123 
(.187) 

-.125 
(.229) 

.000 
(.181) 

-.210 
(.461) 

-.820 
(.856) 

.005 (.233) -.094 (.169) 

No Psychotropic 
Medications 

.286* 
(.111) 

.143 (.109) -.525** 
(.125) 

-.248* 
(.099) 

-.444** 
(.099) 

.069 
(.123) 

.114 
(.099) 

.213 
(.236) 

.499 
(.567) 

.333** 
(.126) 

.111 (.095) 

No Restraint Use .292* 
(.130) 

.821** 
(.130) 

-.276* 
(.120) 

-.713** 
(.136) 

.077 (.118) .420** 
(.151) 

-.061 
(.117) 

-.713* 
(.292) 

.500 
(.551) 

.431** 
(.107) 

.216* (.107) 

Better Staff 
Treatment of 
Residents 
(Ratings) 

.122 
(.065) 

-.053 
(.054) 

-.060 
(.063) 

-.002 
(.054) 

.101 (.060) .134* 
(.059) 

-.051 
(.057) 

-.133 
(.146) 

.243 
(.549) 

.006 (.060) .205* (.076) 

Better Staff 
Treatment of 
Residents 
(Observed) 

.048 
(.046) 

.102** 
(.034) 

-.051 
(.039) 

-.149** 
(.037) 

-.091* 
(.043) 

-.021 
(.044) 

.088* 
(.041) 

.034 
(.108) 

.351 
(.362) 

.197** 
(.043) 

.161** (.042) 

Activities .324** 
(.053) 

.122* 
(.048) 

-.190** 
(.051) 

-.023 
(.044) 

-.124* 
(.054) 

.041 
(.059) 

.122* 
(.050) 

-.504** 
(.144) 

.321 
(.477) 

.070 (.049) .075 (.046) 

No Adverse 
Physical 
Incidents 

.100** 
(.036) 

.098** 
(.032) 

-.034 
(.036) 

-.037 
(.034) 

-.172** 
(.041) 

.013 
(.042) 

-.031 
(.035) 

.001 
(.100) 

.146 
(.203) 

.037 (.031) .012 (.033) 

Better Quality of 
Care 
(QUALCARE) 

.172** 
(.049) 

.167** 
(.047) 

-.155** 
(.046) 

-.100* 
(.046) 

-.051 
(.036) 

.074 
(.050) 

.055 
(.044) 

.122 
(.113) 

.180 
(.343) 

.164** 
(.045) 

.118** (.041) 

Greater 
Assistance 
with Meals 

.054 
(.037) 

.137** 
(.036) 

-.030 
(.041) 

-.144** 
(.044) 

-.058 
(.042) 

.112** 
(.042) 

-.019 
(.040) 

-.016 
(.093) 

-.174 
(.358) 

.099* 
(.041) 

.065 (.039) 

Communicating 
about 
Residents 

.178** 
(.059) 

.105* 
(.053) 

.004 
(.052) 

-.003 
(.040) 

-.028 
(.048) 

.130* 
(.056) 

.006 
(.048) 

-.108 
(.123) 

-.123 
(.532) 

.068 (.042) -.119* (.052) 

Person-Centred 
Care (P-CAT) 

-.207** 
(.066) 

-.194** 
(.054) 

.016 
(.056) 

.081 
(.051) 

.062 (.051) .012 
(.066) 

.064 
(.055) 

.369* 
(.144) 

-.755 
(.584) 

-.061 
(.051) 

.020 (.066) 

Usage Other 
Health 
Professionals 

-.088 
(.055) 

-.092* 
(.041) 

.071 
(.052) 

.151** 
(.045) 

.070 (.051) -.030 
(.057) 

.033 
(.048) 

.220 
(.128) 

.111 
(.331) 

-.132** 
(.049) 

-.041 (.053) 

Proportion of 
Residents with 
Dementia 

.132* 
(.052) 

.027 (.050) -.099* 
(.050) 

.013 
(.046) 

.068 (.052) -.083 
(.071) 

-.099* 
(.041) 

-.091 
(.111) 

-.269 
(.376) 

-.052 
(.049) 

-.044 (.068) 

Number of Beds 
in the Facility 

.067 
(.063) 

-.051 
(.057) 

-.030 
(.061) 

.115* 
(.047) 

.081 (.058) .023 
(.072) 

-.056 
(.057) 

-.210 
(.143) 

-.244 
(.490) 

-.097 
(.059) 

-.105 (.098) 

Environmental 
Audit 

.040 
(.055) 

-.071 
(.055) 

-.022 
(.059) 

-.016 
(.053) 

.102 (.052) .063 
(.061) 

.021 
(.056) 

-.235 
(.120) 

.514 
(.400) 

-.078 
(.060) 

.029 (.053) 

Resident Age .026 
(.050) 

.004 (.053) -.042 
(.058) 

-.005 
(.050) 

-.043 
(.046) 

-.220** 
(.074) 

-.228** 
(.049) 

.175 
(.105) 

-.536 
(.282) 

.096 (.057) .017 (.048) 

Charlson Co- 
morbidity 
Index score (6- 
mths) 

.056 
(.051) 

.036 (.044) -.009 
(.053) 

-.022 
(.048) 

.001 (.044) .067 
(.067) 

.066 
(.042) 

-.027 
(.108) 

.103 
(.242) 

.021 (.054) .043 (.048) 

No Psychiatric 
Co-morbidities 

.125 
(.097) 

.036 (.085) -.206* 
(.101) 

-.109 
(.083) 

-.038 
(.093) 

-.151 
(.127) 

-.033 
(.089) 

-.631** 
(.191) 

.479 
(.469) 

.265* 
(.103) 

-.025 (.087) 

Time (0) .383** 
(.134) 

.158 (.110) -.089 
(.122) 

-.094 
(.116) 

-.167 
(.126) 

-.270* 
(.118) 

.238 
(.125) 

-1.243** 
(.299) 

.064 
(1.064) 

.084 (.111) .073 (.127) 

Time (1) .371** 
(.111) 

.188* 
(.094) 

-.153 
(.116) 

.028 
(.110) 

-.040 
(.125) 

-.224* 
(.104) 

.268* 
(.116) 

-.707** 
(.267) 

-.418 
(.942) 

.085 (.105) .058 (.105) 

Goodness of Fit 
(Control Only 
minus Full 
model) 

187.58** 228.292** 59.85** 142.977** 106.618** 73.055** 195.201** 7.621 302.663** 40.899** 21.508 

N Observations 
(GEE), N 
subjects 
(MLM) 

484 611 609 611 611 530 484 594 611 611 258  

* p<.05 
** p<.01 
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(β=.294), more experienced managers (β=.735) who were not RNs 
(β=.511), greater concern amongst staff about residents falling or being 
in pain (β=.185), lower RN minutes per residents (β=-3.599), less 
formal staff training (β=-.536), and less access to other health pro
fessionals (β=-.231). 

Unsurprisingly, residents experiencing fewer adverse physical in
cidents displayed fewer agitated behaviours (β=-.172) and had better 
overall QOL (β=.100). They were, however, more frail (β=.098). 

Fig. 3. Summary of significant relationships between staff and facility variables, quality of care variables and quality of life outcomes.  
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3.6. Assessment and Treatment of Food and Fluid 

Higher PCA minutes per resident (β=.227) and having greater access 
to other health professionals (β=.258) contributed to a greater number 
of assessments and treatment for food and fluid difficulties. 

Assessment and treatment for food and fluid intake occurred signif
icantly less frequently when a greater proportion of staff were perma

nent (β=-.186), when the manager is not a RN (β=-.517), with greater 
provision of formal staff training (β=-.334), and with more experienced 
managers (β=-.506). Assessment and treatment for food and fluid intake 
occurred more frequently when staff shifts were rotating (β=.875). 

Residents who had not been assessed and/or treated for food intake 
were more cognitively and physically frail (β=.334). The assessment 
and/or treatment of fluid intake did not have a significant impact on the 

Fig. 3. (continued). 
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measures of QOL. 

3.7. Psychotropic Medication Use 

Higher psychotropic medication use was seen where there was a 
higher proportion of permanent staff (β=-.131), where staff had greater 
concerns about residents falling or being in pain (β=-.150), having a 
manger who is not a RN (β=-.555) and with greater access to other 
health professionals (β=-.159). 

Residents who were not taking psychotropic medications had higher 
overall QOL (β=.286), were less depressed (β =-.525), experienced less 
pain (β =-.248), displayed fewer agitated behaviours (β=-.444), and 
displayed more positive physical and verbal expressions (β=.333). 

3.8. Better Overall Quality of Care (QUALCARE) 

A higher proportion of permanent staff (β=.524) and having a 
manager with more experience (β=.366) contributed to significantly 
improved QUALCARE scores. 

QUALCARE was significantly reduced by having rotating staff shifts 
(β=-1.447), a higher number of RN minutes per resident (β=-4.033) and 
staff having concerns about residents falling or being in pain (β=-.356). 
Improved QUALCARE scores were associated with higher overall QOL 
(β=.172), lower depression scores (β =-.155), less pain (β =-.100), more 
frailty (β =.164) and displaying more positive physical and verbal ex
pressions (β=.167) and greater engagement and ease with staff (β =
.118). 

3.9. Restraint Use 

Lower restraint use was seen with lower proportions of permanent 

staff (β=-.451), lower PCA minutes per resident (β=-.507), with staff 
having less concern about residents falling or being in pain (β=-.357), 
having a manager who is a RN (β=-1.313), and having less access to 
other health professionals (β=-.193). 

Restraint use decreased with increases in the RN minutes per resident 
(β=1.935). 

Where restraint was not used, residents had higher Overall QOL 
(β=.292), were less depressed (β=-.276), in less pain (β=-.713), had 
higher BMIs (β=.420), were more cognitively and physically frail 
(β=.821), and displayed more positive physical and verbal expressions 
(β=.431) and engagement and ease with staff (β = .216). Use of re
straint was associated with higher fluid intake (β=-.713). 

3.10. Greater Assistance with Meals 

At a staff level, RNs were less likely, and PCAs and other staff were 
more likely, to provide assistance with meals (β=.813). At a facility 
level, assistance with meals significantly improved with rotating shifts 
(β=.766) and with greater staff concerns about residents falling or being 
in pain (β=.205). Meal assistance decreased with greater access to other 
health professionals (β=-.208). 

Providing greater assistance to residents was associated with less 
pain (β =-.144), higher BMIs (β=.112), and more positive physical and 
verbal expressions (β=.099). Greater assistance with meals was pro
vided to people who were cognitively and physically frail (β=.137). 

3.11. Communicating about Residents 

Staff who were RNs (β=-.550), more experienced (β=.300) and with 
greater education (vocational qualifications and above, β=-1.105) were 
associated with greater communication about residents. 

More communication about residents was associated with higher 

Fig. 3. (continued). 
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overall QOL (β=.178), increased frailty (β=.105) and higher BMIs 
(β=.130). Residents were, however, less engaged and at ease with more 
staff communication (β=-.119). 

3.12. Person-Centred Care (P-CAT) 

P-CAT scores improved with staff concerns about residents falling or 
being in pain (β=.120), with staff spending a greater proportion of face- 
to-face time with residents (β=.126) and with the provision of structured 
activities (β=.244). Staff strain contributed significantly to reduced P- 
CAT scores (β=-.639), as did having a greater proportion of permanent 
staff (β=-.159). 

Higher P-CAT scores were associated with less frailty (β=-.194) and 
increased likelihood of residents consuming their minimum recom
mended fluid intake (β=-.369) but lower overall QOL (β=-.207). 

3.13. Usage of Other Health Professionals 

Other health professionals were used significantly more often when 
the proportion of permanent staff was lower (β=-.156), with higher RN 
minutes per resident (β=.728), and when access to other health pro
fessionals was reported as being higher by managers (β=.109). 

Other health professionals were utilised more with less frail residents 
(β=-.092), those who were in more pain (β=.151) and when residents 
displayed fewer positive physical and verbal expressions (β=-.132). 

3.14. Deceased 

The quality of the care did not significantly impact on mortality. 

3.15. A comment on control variables 

With regards to the control variables, the most consistent finding 
involved the environmental audit. Significant associations were found 
between seven of the 12 QOC outcomes, demonstrating a relationship 
between dementia-friendly environments and better care. 

4. Discussion 

The overarching aim of this longitudinal study was to test the model 
(See Fig. 1) that staff and organisational facility variables are associated 
with QOC and consequent resident QOL. To do this we gathered data on 
a wide range of variables assessing how staff felt and what they knew 
about their work and residents, how it was organised, and what they 
actually did in practice. Rather than use only a generic instrument, we 
attempted a clinically comprehensive sampling of the multi-facetted 
components that comprise quality of care. Equally, we wanted to 
determine the outcomes for residents of good care and therefore gath
ered longitudinal data on an equivalent number of resident QOL mea
sures. Though many studies purport to assess quality of care without 
measuring QOL outcomes (Anderson et al., 2016), we contend that it is 
impossible to define quality without measuring, across a wide range of 
domains, whether it actually benefits the recipients of care - presumably 
the object of the exercise. 

The benefit of assessing relationships between such a wide range of 
variables (see Fig. 2) informs our second aim: to determine the most 
useful targets for intervening with staff to improve the QOC they 
provide. 

4.1. Quality of Care is integral to Quality of Life 

Overall we have affirmed that the quality of the care provided by 
staff is integral to the quality of residents’ lives. It appears to have 
pervasive and consistent influences on multiple QOL measures, such as 
pain, depression, agitated behaviours, resident ease and engagement 

with staff, and overall QOL. 
Particularly influential for improving QOL were: greater assistance 

with meals; minimal or no psychotropic medication use; reduced or no 
restraint use; more positive physical and verbal behaviour by staff to 
residents; and, better overall QOC. The assessment and treatment for 
both food and fluid intake issues, usage of other health professionals and 
person-centred care (as measured by the P-CAT), were more limited in 
their impact or, in some cases, had a negative impact. 

4.2. How do we work with staff to improve the care? 

4.2.1. Staff training and qualifications in dementia or aged care 
This study measured various facets of staff training and qualifica

tions including: whether staff had any training/qualifications in de
mentia (from a short online course to a bachelor degree in dementia 
care); staff knowledge of dementia; level of formal qualifications 
(ranging from secondary schooling to vocational qualifications or uni
versity degrees); staff recollection of any training in aged care or de
mentia over the last 6 months and the usefulness of this training; and the 
amount of training in dementia or aged care provided by the facility over 
the last 6 months. 

Being more knowledgeable about dementia, engaging in more 
training in dementia care and aged care in the last six months and, in 
particular, rating that training as directly useful to their work was 
associated with better staff treatment of residents, which in turn was 
associated with higher BMIs and more ease and engagement between 
residents and staff. This promising finding demonstrates that more 
relevant staff training results in increased knowledge of dementia and 
better dementia care. 

Less promising is a finding that staff having any training in dementia, 
having vocational or higher qualifications and increased levels of 
training provided by the facility were all associated with more adverse 
incidents, including falls, hospitalisation, and pressure sores. This in 
turn has a negative impact on the QOL of the residents leading to lower 
scores on the QOL-AD and more agitated behaviours. 

Unfortunately, in addition to being associated with more adverse 
incidents, when formal training is provided by the facility itself, it is also 
associated with increases in adverse incidents, and fewer assessments 
and treatments for food and fluid intake. 

Staff with vocational qualifications (or above) did show higher levels 
of communication about residents, which was associated with improved 
QOL and BMI but lower ease and engagement with residents. This mixed 
picture suggests that, in the current format, vocational qualifications (or 
above), or even in-house training are not necessarily a prerequisite for 
good care. Prioritising formal qualifications in dementia, at least in their 
current form, would not necessarily lead to tangible improvement in the 
care and therefore the QOL of residents. We contend that the focus, 
timeliness and quality of the qualifications or training courses need to be 
scrutinised to ensure that learnings translate into increased knowledge 
and are integrated in to day-to-day care. The finding that staff ratings of 
the usefulness of training for their everyday work are associated with 
better staff treatment of residents, indicates that staff are well placed to 
tell us what training they require to improve care. Further, it would be 
helpful if those delivering the education have clinical experience at the 
care coal face. 

4.2.2. Psychological variables: Strain, Attitudes, and Perceptions 
Greater staff strain was associated with lower scores on the self- 

assessed version of the person-centred care scale (P-CAT). The impact 
was mixed, with higher P-CAT scores associated with lower resident 
QOL-AD scores but higher fluid intake. These mixed findings suggest 
that staff strain is not having a substantial influence on the QOL of 
residents. 

Similarly, staff attitudes to restraint had little influence on the QOC 
they provided and one would reason that, though not directly tested, it 
does not have an impact on the QOL of the residents. This finding aligns 
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with literature suggesting that it is not the attitudes of staff so much as 
the restraint policies of the facilities that determines the level of restraint 
use (Anderson et al., 2016). 

Conversely, we did find that staff perception of residents being in 
pain or at risk for falls was a decisive motivating factor for staff in
terventions - for better or worse. Good intentions did not necessarily 
mean favourable outcomes. Staff concern about pain or falling meant 
they were more likely to provide assistance with meals and there were 
fewer adverse incidents. However, there was greater use of psychotro
pics and restraint. Unrestrained residents were frailer, had better QOL- 
AD scores, were less depressed, had higher BMI, were more likely to 
manifest positive behaviours to staff, and had greater ease and 
engagement with staff. Residents who were not taking psychotropics 
had higher QOL-AD scores, were less depressed, experienced less pain, 
displayed less agitation, and manifested more positive behaviours. 

It is essential that staff be aware and concerned about residents 
falling or being in pain but these concerns could be capitalised on, via 
good education on the dangers of and alternatives to restraint, to assist 
staff to intervene in the best interests of the residents. Harnessing these 
concerns and empathy in a more appropriate direction could heighten 
the potency of other QOC interventions. 

4.3. Working with facilities to improve care 

4.3.1. Structuring of shifts 
When shifts are structured so that staff rotate around the facility in 

cycles, rather than working with the same residents in the same part of 
the facility for extended periods, staff were more efficacious with ac
tivities and provided greater assistance during meals. 

However, we also found that having stable staff structures is bene
ficial. Good care requires nuanced skills and knowledge of and re
lationships with the residents. Accordingly, finding a balance between 
invigorating staff with rotating shifts and capitalising on the long-term 
relationships acquired through stable shifts could be an important 
consideration when looking to improve the QOL of residents. 

4.3.2. Proportion permanent staff 
Findings on this variable were mixed. Increases in the proportion of 

permanent staff saw fewer adverse incidents, and, despite lower self- 
reports of person-centred care, higher scores on the overall QOC mea
sure. However, increases in the proportion of permanent staff was also 
associated with more psychotropic medication and restraint use, less use 
of other health professionals and fewer assessments/treatments for food 
and fluid intake. This suggests that permanent staff are more likely to 
view situations as within their control and not requiring outside assis
tance. This has a positive impact in terms of the overall care but at the 
cost of increased restraint and psychotropic use. 

4.3.3. PCA and RN minutes per resident per day 
RNs minutes per resident per day. Having a higher number of RN mi

nutes per resident gave mixed results. On the positive side, restraint use 
was lower and activity levels were higher. On the negative side, more 
adverse physical incidents occurred and the quality of the care and 
treatment of the residents were reduced. The association between 
adverse incidents and more RNs is unexpected but consistent with our 
finding that it is associated with higher qualifications and more de
mentia education. With regard to care quality, results already discussed 
show that PCAs are more likely to provide empathic warm care; RNs 
may simply be too busy with a myriad of essential medical care tasks. 

Higher RN minutes per resident was also associated with greater use 
of other health professionals, perhaps with RNs feeling more confident 
with referrals and seeking solutions outside of the facility. Whilst the 
usage of other health professionals did not have a significant bearing on 
the QOL of residents, this picture is muddied by the fact that staff would 
be more likely to seek assistance for residents that are outwardly dis
playing poorer QOL (e.g., increased pain). 

PCA minutes per residents. In contrast to RNs, higher restraint use and 
lower activity levels were associated with higher PCA minutes per 
resident. The only positive significant relationship between PCA minutes 
per resident and a QOC variable was more frequent assessment and 
treatment of eating and drinking problems. 

Though results are mixed, on balance these findings suggest that 
increasing the proportion of RNs to residents is worthwhile way of 
improving care and QOL in the facility. 

4.3.4. RNs and PCA roles 
In general, staff who are not RNs (mainly PCAs) display more posi

tive and fewer negative behaviours towards residents and are more 
likely to provide assistance during meal times. As noted in the previous 
section, this could be a reflection of the time constraints associated with 
the additional medical tasks that RNs are concurrently required to un
dertake, and the tendency to separate task-focused, medical or clinical 
roles from care roles rather than all roles as contributing to and 
requiring skills in humane care provision (Aged Care Workforce Strategy 
Taskforce, 2018). This would appear particularly pertinent given that 
our results demonstrate that the way staff behave towards residents and 
the assistance they provide during meals have measurable and diverse 
impacts on the lives of those in their care. 

One area of care that did improve for RNs was increased communi
cation about residents, and this was more marked amongst more expe
rienced staff. It was associated with improved resident QOL and BMIs 
but reduced ease and engagement with staff, and greater frailty. This 
was the only significant finding associated with staff experience, sug
gesting that years of experience has little effect on the QOC they provide. 

Combined, these results suggest a two-pronged approach: work with 
staff that are not RNs (largely PCAs) to increase communication around 
residents; and, work with RNs and institute structural changes to 
enhance behaviours towards residents. Whilst recognising that RNs and 
PCAs do perform different roles, focus should be given to greater 
recognition of the value of all roles, ensuring that communication exists 
across roles and that all care tasks involving residents are provided with 
empathy. 

4.3.5. Manager characteristics 
RN Status. Reliance on restraint use and psychotropic medications 

appear less prevalent when the manager of a facility is a RN. This is a 
crucial finding given the comprehensive, negative impacts of restraint 
use and psychotropic medications found in this study, which align with 
the literature around restraint (Anderson et al., 2016) and psychotropic 
use (Harrison et al., 2018). Residents were also more likely to be 
assessed and treated for food and fluid intake when the facility manager 
was a RN, though the assessments did not have a significant impact on 
any of the QOL measures. Those who were not assessed and treated for 
food intake were more frail. 

Conversely, but consistent with our findings on higher RN minutes 
per resident, and higher level training, having an RN as manager is 
associated with more adverse incidents. If valid, this is a negative 
finding about quality of care that merits further investigation in future 
similar studies. Prevention of falls, pressure sores, and hospitalisations is 
core nursing business. 

Manager Experience. Aside from the way other staff were observed to 
be treating residents, the quality of the care provided to residents 
broadly improved in line with greater manager experience. 

4.3.6. Structured Activities 
Engaging residents in recreational activities is equally important as 

good physical care. Residents who are more engaged in recreational 
activities have better overall quality of life, less depression, less agitation 
and higher food intake. A focus on the factors which promote increased 
recreational activity involvement is therefore warranted. The way fa
cilities are staffed and organised had greatest impact here: more expe
rienced managers, greater access to external health professionals, 
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rotating shifts, and higher RN minutes per resident but lower PCA mi
nutes per resident all promote more activity engagement. As espoused 
by various “homelike” models of dementia care which promote activity 
provision as the responsibility of all staff at all times (Morgan-Brown 
et al., 2013), having higher levels of dedicated activity staff does not 
necessarily lead to increased activity involvement for residents. 

4.4. Limitations 

Whilst an equal number of not-for-profit and for-profit organisations 
were approached to participate, no for-profit organisations agreed to 
participate. It is expected that the overall finding that good care leads to 
better outcomes for residents would apply to for-profit facilities but this 
would need to be confirmed. 

This study is like other longitudinal research with this population; 
attrition through deaths and drop outs occurred, reducing the follow-up 
sample size. The need for complete data to be gathered from multiple 
avenues, such as questionnaires from different sources and observations, 
also reduced the sample size. Given the number of statistical tests 
involved, and overlap between the tests, consideration needs to be given 
to possible errors in the results. 

Observations of staff and residents were not concealed, which may 
have altered their behaviour. One could also reason that staff with 
greater confidence in their abilities would be more likely to agree to 
participate in a study which involves direct observation of their daily 
work. 

4.5. Conclusions 

The quality of the care provided by staff is pivotal to the quality of 
residents’ lives; it has pervasive and consistent influences on multiple 
measures of quality of life. This relationship between improved quality 
of care and improved quality of life was most evident with: providing 
greater assistance with meals via higher staff ratios and supervision; 
reducing psychotropic medication use and physical restraint and 
increasing positive physical and verbal behaviour by staff to residents. 

A nuanced approach is needed to target staff and facility factors to 
access this improved quality of care. There is a need to look beyond 
simplified, and isolated solutions, such as solely increasing staff ratios or 
providing more training. This study provides guidance on the “how” and 
“what” of effective staff training and the organisational changes which 
would have greatest effect on quality of life. 

How staff are trained is the first critical step. Prioritising formal 
qualifications in dementia, at least in their current form, would not 
necessarily lead to tangible improvements in the care, and therefore the 
quality of life, of residents. To ensure relevance, staff should be con
sulted about what training would be most useful in their day-to-day 
work. Training should be provided by those with clinical experience, 
involve practical placements and observations and it should be evalu
ated by its ability to be translated into both increased knowledge and 
more empathic and humane care, which is key to quality of life. 

Which staff are trained in what skills is the second training consid
eration. This research points to the requirement of a multi-pronged 
approach to upskilling staff, which acknowledges the different 
training needs of various roles. It is recommended that PCAs and other 
staff that are not RNs receive training to increase communication around 
residents; and, RNs receive training and structural changes to enhance 
empathic behaviours towards residents. All staff need to be aware and 
concerned about patients falling or being in pain and provided with 
good education on the dangers of, and alternatives to, restraint, to assist 
them to intervene in the best interests of the residents. 

Key organisational changes that would improve care and quality of 

life involve how and what staff are deployed to do. Increasing the 
number of minutes of RN time with residents could be key to improving 
care. Finding a balance between invigorating staff with rotating shifts 
and capitalising on the long-term relationships acquired through stable 
shifts could be another important consideration when looking to 
improve the quality of life of residents. 

We also saw that engaging residents in recreational activities is 
equally important as good physical care. This study is further endorse
ment for activity provision being the responsibility of all staff at all 
times, as espoused by various “homelike” models (Morgan-Brown et al., 
2013). 

Although not a focus of the current study, the results support the idea 
that dementia-friendly environments also promote better quality care. 

This study has demonstrated that aged care staff are a crucial conduit 
for improved residents’ quality of life, through improved care, and has 
highlighted the most fruitful areas for working with staff to progress 
care. Fortunately, there are some good evidence-based interventions in 
the areas of restraint reduction and empathic care (Bird, Anderson, 
MacPherson, & Blair, 2016) already available for facilities to begin 
improving quality of care and quality of life for residents with dementia. 
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