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ABSTRACT

Background. In 2007, staff-based measures of 3 domains of
individualised care (IC) for institutional residents with dementia were
published. This paper presents data on the scientific acceptability of
their use when translated into Chinese.

Methods. These short, multi-item scales were translated into Chinese in
Hong Kong then back translated to English. Data were collected among
care workers at subvented and private residential care facilities in the
Central and Western districts of Hong Kong. Data were also collected
on selected characteristics of the care workers and of the facility in
which they worked. Analyses included internal consistency coefficients,
bivariate correlations, and both exploratory and confirmatory factor
analyses.

Results. Confirmatory factor analyses revealed that all items load on
the original English version of the scales and only on those scales.
Diagnostics indicated an acceptable fit. The bivariate correlations
between the scales suggested that the 2 communication scales can be
combined into one when used in Chinese; exploratory factor analyses
confirmed this suggestion. Correlations with selected care worker and
facility characteristics were all as expected.

Conclusions. These scales can be used in Chinese for both research
and administrative purposes.
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INTRODUCTION

Individualised care (IC) has replaced custodial
care for persons with dementia in long-term care
institutions. IC encompasses an interdisciplinary
approach, recognising each older resident as unique
who should participate in decision making that
affects him/her."? It prioritises relationships and care
tasks, and accepts the personality of the individual as
concealed rather than non-existent.* When applied
to the area of dementia,* the concept is difficult to
measure, despite its common-sense appeal.® In 2007,
staff-based measures of 3 domains of IC: knowing the

person/resident, resident autonomy and choice, and
communication (staff to staff and staff to resident)
were published.® All measures were designed
for completion by care staff. Data confirming the
reliability and validity of these measures among
different groups of care workers have been reported.”
We aimed to present a Chinese version of these
measures using data collected in Hong Kong.

Literature review

Research  often focuses on  administrators
expectations and philosophy of care and/or written
documents and mandates, even though a weak
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relationship has been demonstrated between
espoused philosophy and observed care, except
with respect to restraint use.®’ Other tools such as
Dementia Care Mapping and the Quality Interactions
Scale are difficult to implement in large studies; their
reliability and validity is still awaiting confirmation.*
No comprehensive empirically derived tools were
available to assess psycho-social preferences, which
are an essential component of IC (knowing the
person)." Measurements of IC in easy-to-use scales
have been assessed, but these are focused on acute
care.?

Confirmed by an expert panel, 5 domains of
IC were derived from a literature review': (1)
knowing the person or resident (IC-know), (2)
providing opportunity for autonomy and choice
(IC-autonomy), (3) communication between
staff and staff and between staff and resident (IC-
communication-SS and -SR), (4) family involvement,
residents connecting with others including other
residents’ family and staff, (5) and a home-like
physical environment conducive to safety, mobility,
interaction and privacy. The first 3 domains focus on
staff, their interactions with each other and with the
residents. Measures therefore target staff working
with residents. Care staff spend more time with
the resident than family members or management
staff. Some residents, particularly those with severe
dementia, are unable to communicate, justifying the
focus on staff-based measures in this instance.

IC-know includes the unique needs and personal
preferences of an individual with dementia. This
refers to self-identity and requires taking cultural
and religious needs and norms into account."* IC-
autonomy indicates that independence is essential to
self-worth in individuals with or without dementia."®
For those with dementia, decision incapacity in one
area does not necessarily transfer to all areas of life;
areas of incompetence evolve over time. In order to
encourage autonomy, care staff need to continually
assess abilities and disabilities."” Staff communicating
with one another ensures better care of residents by
circulating resident information, solving problems
together, and collaborating on solving unusual
behaviour of residents.” Communication between
staff and residents requires both verbal and non-
verbal interactions and demands a particular
astuteness of staff, especially for those with
dementia.”

METHODS

The shorter versions of the original scales were
used. The measures in English (ApPPENDIX A) were
translated into Chinese (AppenDix B) and then
back-translated. Any discrepancies were resolved
by an expert in dementia care and an experienced
nurse. The self-administered questionnaires were
sent to 7 subvented residential care facilities under
Hong Kong Sheng Kung Hui Welfare Council and
5 private residential care facilities in the Central and
Western districts in Hong Kong. Frontline workers
involved in dementia care were asked to complete
the questionnaire.

The 6-item IC-know scale measures staff
perception of their knowledge of residents. Higher
scores indicate that the staff know the residents
better. Possible scores range from 6 to 24. The
8-item IC-autonomy scale measures the general
environment in which the staff work. Higher
scores indicate that the facility where the staff work
supports the autonomy of dementia residents. The
5-item IC-communication-SS scale reflects staff
communication with one another and supervisors
within the institution. Higher scores indicate that
the staff communicate more with other staff in
the facility. Possible scores range from 5 to 20. The
3-item IC-communication-SR scale refers to staff
communication with residents. Higher scores
indicate the staff communicate more with residents.
Possible scores range from 3 to 12.

Other data collected included characteristics of
the care staff (age, gender, level of education attained,
months working at the current facility, and position)
and the facility (numbers of beds, residents and
residents with dementia, and whether the facility
was profit-making or not).

Internal ~ consistency  (Cronbach’s  alpha)
was performed for each scale. Exploratory and
confirmatory factor analyses were performed where
allitems for all scales were entered at once.Validation
was undertaken through correlation analyses of the
scales with one another and with the characteristics
of workers and of the facilities.

RESULTS

The IC-autonomy and IC-communication-SS scales
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revealed acceptable internal consistency (0.72 and
0.80, respectively) [TaBLe 1]. The IC-know scale
was barely acceptable (internal consistency, 0.67)
when one item was deleted (“I find it hard to talk
to residents because I don’t know enough about
them”). The IC-communication-SR scale achieved
low internal consistency of 0.63; thus use of this scale
was recommended with factor weights. The low
internal consistency may have been due to the small
number of items. When the 2 communication scales
(SS and SR) were combined into one, acceptable

internal consistency of 0.79 was achieved.

Confirmatory factor analyses demonstrated that
all items loading on the original scales loaded only
on those scales and not on any others (FIGURE). The
comparative fit index of 0.86 indicated a good model
fit, as was the parsimony ratio of 0.79 and the root
mean square error of approximation of 0.05 (TABLE

2).

Scales were correlated to one another, although

TaBLE 1
Internal consistency of individualised care (IC) items

IC items Internal consistency
|C-know 0.67 (with one item deleted: “I find it
hard to talk to residents because | don’t
know enough about them”)

|C-autonomy 0.72
|C-communication-SS 0.80
|C-communication-SR 0.63
|C-communication (SS & SR) 0.79

IC-C-SR1: 0.7801

| | IC-C-SR2: 0.488 (0.107)

| | IC-C-SR3: 0.414 (0.099)

A
| IC-K1 0.448t IC-A1: 0.372F |
Communication (C)
7y IC-A2: 0.504 (0.291) |
| IC-K2: 0.453 (0.162)
IC-A3: 0.586 (0.306) |
Know (K) 0.837 Autonomy (A)
| ICK3: 0.647 (0.202) IC-A4: 0.586 (0.306) |
. IC-A5 0.597 (0.279) |
| IC-K4:0.522 (0.158) 0.537 (0.090) 0.546 (0.081)
IC-A6: 0.395 (0.233) |
| IC-K5: 0.147 (0.157)
. IC-A7: 0.535 (0.232) |
Individualised care (IC)
| IC-K6: 0.597 (0.206) 0.452 IC-A8: 0.572 (0.269) |
| IC-C-SS1: 0.608"

| IC-C-SS2: 0.702 (0.119)

| IC-C-SS3: 0.718 (0.120)

Communication (C)

IC-C-SS4:

0.508 (0.098) |

IC-C-SS5: 0.646 (0.113) |

Ficure. Confirmatory factor analysis*
* Values are presented as standardised regression weights (standard errors)
t Parameters initially fixed to 1.0 for scaling and statistical identification, no p
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there is much non-shared variance (TABLE 3),
the highest being between the 2 communication
scales. The 2 communication scales were slightly
more correlated to the IC-know and IC-autonomy
scales than the IC-know and IC-autonomy were
to one another. Higher scores in one scale/domain
correlated with higher scores in the other scale/
domain.

Age and gender of the staff was unrelated to
any of the 4 IC scales (TABLE 3). Education level
of staff was only related to the extent of their

communication with one another; staff with more
education were more likely to communicate with
one another. Position of the staff correlated to the IC-
autonomy; personal care workers tended to provide
less autonomy to the residents than did registered
nurses and occupational therapists (who have more
training). The length of time working at the facility
correlated to both the provision of autonomy to
residents and to communication with other staff.
Those working longer at the facility tended to provide
less autonomy to the residents, and were more likely
to communicate with other staff.

TABLE 2
Standardised regression weights of all individualised care (IC) items

IC items Estimate p Standardised regression
weights

IC-communication (C)-SR 1.000 0.837
|IC-autonomy (A)* 0.359¢ 0.546
IC-C-SS 0.805* 0.752
IC-know (K) 0.420* 0.537
IC-C-SR1 1.000 0.780
IC-C-SR2 0.676* 0.488
IC-C-SR3 0.557+ 0.414
IC-K1 1.000 0.448
IC-K2 0.849% 0.453
IC-K3 1.241¢ 0.647
IC-K4 0.896* 0.522
IC-K5 0.333t 0.147
IC-K6 1.239¢ 0.597
IC-A1 1.000 0.372
IC-A2 1.507* 0.504
IC-A3 0.850* 0.297
IC-A4 1.678¢ 0.586
IC-A5 1.537* 0.597
IC-AB 1.211% 0.395
IC-A7 1.230¢ 0.535
IC-A8 1.458¢ 0.572
IC-C-SS1 1.000 0.608
IC-C-SS2 1.035* 0.702
IC-C-SS3 1.063* 0.718
IC-C-S54 0.716* 0.508
IC-C-SS5 0.992* 0.646

* All IC-autonomy items are reverse coded

tp<0.05

+p<0.001
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The non-profit nature of the facility correlated
to knowing the resident better and with giving the
resident autonomy (TasLE 3). Those working for
non-profit organisations were more likely to provide
higher levels of care in these dimensions than those
working in for-profit organisations. Those working
in larger facilities were less likely to provide residents
with autonomy and were less likely to communicate
with residents. Those working in facilities with more
residents with dementia were less likely to get to
know the residents, to provide them with autonomy;,
and to communicate with them.

An exploratory factor analysis was conducted
because of the clustering of the 2 communication
scales in this Hong Kong sample (TaBLE 4). These
Chinese data revealed that the 2 communication
scales could be combined. The validity of the scales
was confirmed; all items loaded highly on the
original scales and only on the original scales. The
modification among this Chinese sample referred
only to the 2 communication scales; all items for both
of these scales loaded highly on one communication
scale.

DISCUSSION

The findings among these Hong Kong data are

largely consistent with those reported for the English
Canadian sample. Confirmatory factor analyses
revealed a similar pattern as for the English-
Canadian data, and was evident when translated
into Chinese. The deleted item in the IC-know scale
(“I find it hard to talk to residents because I don’t
know enough about them”) was also found not to
work well in the re-visit to these scales,” and was
thus deleted from use in that scale as well. The short
3-item IC-communication-SR scale achieved low
internal consistency, as in the English-Canadian
version. In the English-Canadian version (where the
2 communication scales correlated to each other),
the 2 scales should not be combined. However, the
2 scales can be combined in the Hong Kong version.

Consistent with the English-Canadian versions,
all scales in the Chinese version correlated to one
another. In the English-Canadian version, the
highest correlation was between the IC-know and
the IC-autonomy scales, whereas in the Chinese
version, the highest correlation was between the 2
communication scales.

In terms of the validation variables of staff,
gender was unrelated to any of the 4 scales. This is
similar in both English and Chinese samples. The
longer the staff work at the facility correlated to

TaBLE 3
Correlations in individualised care (IC) scales and characteristics of care staff and facility*

Parameter IC scales
IC-know IC-autonomy IC-communication-SR  IC-communication-SS
Correlations between IC scales
IC-know 1
|C-autonomy 0.298
IC-communication-SR 0.16% 0.318
IC-communication-SS 0.32¢ 0.23% 0.428
Characteristics of care staff
Education level NS NS NS 0.11f
Position in facility NS -0.13* NS NS
Months working at facility NS -0.141 NS 0.13f
Characteristics of facility
No. of beds NS -0.17* -0.14+ NS
Nature of facility 0.18¢ 0.141 NS NS
No. of residents with dementia -0.121 -0.12f -0.19* NS

* Only variables significant with 1 of the scales are shown
T p<0.05

* p<0.01

§ p<0.001
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providing less autonomy to the residents, but more
communication with staff in the Chinese sample and
not in the English sample. In the English sample, age
correlated with IC-communication-SR; younger staff
were more likely to score high on staff-to-resident
communication. Regrettably, neither education
level of the staff nor their position was measured
in the English-Canadian study. In terms of facility
characteristics, neither the size of facility nor number
of residents correlated to the scales in the English-
Canadian study.

CONCLUSIONS

The findings of this study suggested that the 4 IC

scales are valid and reliable when used in Chinese.
The IC-know and IC-autonomy scales can be used
as they are used in English. The IC-communication-
SS and IC-communication-SR can be combined and
used as one scale in Chinese. The data also suggested
that the scales correlated to the validation variables
in ways that were expected. More education was
related to higher scores in terms of IC care provision.
Working longer at the facility, however, seemed to
turn workers communication more to co-workers
and less to residents. Working in not-for-profit
facilities correlated to the provision of more IC.
Those working in larger facilities and in facilities
with more residents with dementia were less likely
to score high on these measures of IC.

TABLE 4
Exploratory factor analyses of individualised care (IC) items

IC item

IC-Com-
muni-
cation

©)

IC-Auto-  IC-know
nomy (K)
M1

IC-auto-
nomy
(A) 2

IC-K1: 1 do not have the time | need to read the social histories of residents
IC-K2: | have a good understanding of the residents that | am caring for

IC-K8: | do not know the behaviour patterns of individual residents

IC-K4: | know what residents | care for like

IC-K5: | find it hard to talk to residents because | do not know enough about them

IC-K6: | do not feel | know each resident as a unique individual

IC-Al: Feel rushed because of facility routines

IC-A2: Feel that the facility you work in supports the independence of residents

IC-A3: Feel that you are able to allow the residents you look after to make decisions for

themselves

IC-A4: Feel that residents have enough to do during the day

IC-A5: Feel that the facility you work in offers choice in activity programming

IC-A6: Feel that you have enough time to allow residents to do things for themselves
IC-AT: Feel good about the quality of care you are able to provide at this facility
IC-A8: Feel that there are enough resources available to you to provide resident care

IC-C-SS1: Share personal information that | learn about residents that may help other

staff members make sense of resident behaviour

IC-C-SS2: Share care approaches that can help manage the difficult behaviours of

residents

IC-C-SS3: Talk with other staff members in order to find out the meaning behind difficult

resident behaviours

IC-C-SS4: Tell my supervisors about the need to change a procedure or practice that is

no longer working for resident care

IC-C-SS5: Offer ideas for making changes within the care plans of residents

IC-C-SR1: Talk to residents about social events that are going on within the facility (e.g.

birthday parties, social activities, outings)

IC-C-SR2: Talk to residents about what is happening outside the facility (e.g. current

news events, weather)

IC-C-SR3: Talk to residents about their personal lives (e.g. where they grew up, how

many children they have)

0.54

0.48

0.65

0.48

0.52

0.74

0.51

0.70
0.83

0.70
0.65
0.50
0.55
0.63
0.63

0.72

0.79

0.63

0.70
0.65

0.43

0.50
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In addition to research, these measures of IC
can be used by administrators to assess care being
provided to residents with dementia. They can be
used constructively to reward those who provide
better care and to identify areas where training
should be provided for those who score lower in
other areas. IC is a complex concept. Although these
measures refer only to specific aspects of the overall
concept, they provide a step towards measuring at
least some of the domains of this type of care.
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APPENDIX A
Individualised care (IC)-know

The following statements refer to different ways that you can obtain information about residents, and to your
perceptions of how well you know the residents that you are caring for. Read each statement carefully and
think about he extent to which you agree or disagree with it. Place your responses in the space to the left of
each statement using the following scale as a guide.
1. strongly disagree; 2. somewhat disagree; 3. somewhat agree; 4. strongly agree

I do not have the time I need to read the social histories of residents.

I'have a good understanding of the residents that I am caring for.

I do not know the behaviour patterns of individual residents.

I know what the residents I care for like.

I find it hard to talk to residents because I do not know enough about them.

I do not feel like I know each resident as a unique individual.

IC-autonomy

Here are some thoughts and feelings that people sometimes have about themselves as Care-Attendants in
long-term care facilities. How much does each statement describe your thoughts and feelings about your
ability to provide care at the facility you work in?
Please rate each item below based on how you generally feel about each one by using the following scale as
a guide:
1Very Frequently; 2 Frequently; 3 Occasionally; 4 Seldom; 5 Never
— Feel rushed because of facility routines.
Feel that the facility you work in supports the independence of residents.
Feel that the other Care-Attendants you work with have different ideas about how dementia care
should be provided.
Feel that residents have enough to do during the day.
Feel that the facility you work in offers choice in activity programming.
Feel that you have enough time to allow residents to do things for themselves.
Feel good about the quality of care you are able to provide at his facility.
Feel that there are enough resources available to you to provide resident care.

IC-communication-SS

The following statements refer to different forms of communication between staff members. Read each
statement carefully and think about the extent to which you have used it in the last 7 days. Place your
responses in the space to the left of each statement using the following scale as guide.
1 Never; 2 Sometimes; 3 Often; 4 Always
— Share personal information that I learn about residents that may help other staff members make
sense of resident behaviour.
Share care approaches that can help manage the difficult behaviours of residents.
Talk with other staff members in order to find out the meaning behind difficult resident behaviours.
Tell my supervisors about the need to change a procedure or practice that is no longer working for
resident care.
Offer ideas for making changes within the care plans of residents.

IC-communication-SR

The following statements refer to different forms of communication between staff members and residents.
Read each statement carefully and think about the extent to which you have used this care approach in the
last 7 days. Place your responses in the space to the left of each statement using the following scale as a guide:
1. Never; 2. Sometimes; 3. Often; 4. Always
— a.Talk to residents about social events that are going on within the facility (eg., birthday parties,
social activities, outings).
b.Talk to residents about what is happening outside the facility (eg., current news events, weather).
c. Talk to residents about their personal lives (eg., where they grew up, how many children they
have).
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APPENDIX B

1) THEREEHREER (ICknow)

TXEHEZIERM - FIRSEY BRI BEERTEEEREHRNTHREE - STHEESE
I;SS?)E IR —TECHESERANRAEREE » ABETIFEES ) EERETEBERMLAINZEK
1. BARE
2. RNERRE
3. HERAE
4. FFERE
a. BWEBERAETE (resident care plan) AYE ASCEE ©
d BIEBTHHRETEENRR

e. WAARY R E R AT RES -

L RNERESEENRAEEESL -

g WHER TR » FILRERE IR -

k. WRBHBE R AVFRFE, -

2) BRRBEEEHREBFKELRKE (IC-autonomy)
UTRERUEEREBAEHECH—LEEENKT - BAEEAS @ T LIEMNEEEIRMLEER
% BESZDEERRZ RN LI 9k o & ik 2R 2

BRBLUITRFEES]  RIEBCHEERE R EEEMA TR

1. FEREER

2. &

3. B

4, FE

5. AR

a. AEELRIBHE IE - mREIFEZEE -

b. RE| TAERTERVEE e BB e A BB £ ©
c. REIEMRIEHRBERABAREE -

d. 2Bk HEB 7 ErNEE) ©
e.
f.
a.

i LIEFTIERYRE E FeResn PR AR B IR -
BERTEAREERRECESFTRELEE -
HRBCHEEERTRERMNRBERREIRS

h. BREABREERECIRHEERT -

3) ETHERRERER (IC-communication-SS )
TXEILIBEEBE T HEERRE S NN - ST HEES B - WE8—THEREtHARE
REBARAEEERE » ARIZRBTYFHRIES]  EERETESERALAIIZERA °

a HRIEDZHANBEAER - DUEEMFSEMERLERATR
b. REDZEHY A REE CHVEETE

c. EEMFIFIRHA - FEEMG A HIRITARERKA o

d. MEEAERRME NG HENEERFHERMES -

e. BT R BB AR -

4) BETHPRE ZEREBEXR (IC-communication-SR)
TXEHINLIEBREE T A EARES SN - BT HEESERL » W8 — TN ERaAtH
NEAEBE S NIBARREE » ARZBTIFHEES| £ FREERBEFMZRAIRZERA o

T o RRYCREERERRORIOTE (Bl £ RBE  HROSE  SNNELE) -
b HER#@mEERINTRENSIE (FI40 © BEHE - RRF) -
— c HARASREBAKE (5120 tIEMRKE BELRTRE)
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