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Abstract: Background: Admission into a skilled nursing facility can pose many challenges for new residents.
Many residents possess adverse health conditions and body function and structure impairments which limit their
daily activity performance and participation. Little is known about the relationships between activity, social
networks, environment, and health of skilled nursing facility residents. Objectives: This study aimed to examine
activity, environmental, and social network factors that significantly relate to the physical and mental health
states of newly relocated skilled nursing facility residents. Design: A pre-post non-experimental correlational
research design was employed during the first and second months of newly relocating to a skilled nursing facility.
Setting: Eight skilled nursing facilities from the Greater Los Angeles area were used in this study. Participants:
Ninety-four residents answered interviewee-administered questionnaires during their first month of stay and fifty
of these residents were available to complete the questionnaire battery during their second month. Measurements:
A battery of questionnaires were used to measure the residents’ perceived activity participation, importance, and
performance; environmental influence; social networks; and perceived health. Results: The most importantly
defined activities for residents during the first and change of first to second month were activities of daily living.
Sixteen statistically significant activity and environmental predictors to both positive and negative mental and
physical health were found. Conclusion: The statistically significant findings from this study can inform geriatric
healthcare provider care, activity programming, and rehabilitation as to which activities and environmental

elements positively and negatively relate to resident mental and physical health.
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Introduction

Aging can lead to a progressive and inexorable loss of
function with increased vulnerability to disease, frailty,
and disability (1). Impairments due to disorder and disease
states can limit the capacity and ability for older adults to
live safely at home. Complex health conditions coupled with
insufficient environmental support can lead to hospitalization
and subsequent short or long-term admission to a skilled
nursing facility (SNF). According to the Centers for Medicare
& Medicaid Services 2013 Nursing Home Data Compendium,
there were 1.4 million Americans (2.8 % over age 65 and 10.2
% over age 85) residing in 15,643 SNFs by the end of 2012 (2).
Of this population of SNF residents, 61.9% had 4 or 5 activity
of daily living (ADL) impairments in bed mobility, dressing,
eating, transferring and toileting, 63.4% having moderate to
severe cognitive impairment, and 35% with incontinence.
Among SNF residents aged 65 years and older, 19.4% had
a length of stay fewer than 3 months, 24.2% stayed from 3
months to less than 1 year, and 56.4% remained for 1 year or
more (3).

SNF residents face the challenges of compromised health
and environmental factor constraints of the SNF institution.
Limited space, privacy, comfort, and diminished access to
mobility aids, self-care items, toilets, closets, and showers are
common problems to SNF institutions. A study of 1,988 SNF
residents in 40 SNFs in 5 states found that only 25% of the
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1,988 residents had private bathrooms, 42% shared a bathroom
with their roommate, and the remainder sharing with 3 or more
residents. SNF residents needed to travel a range of 3 to 82
feet to reach their primary toileting room, while 13% of the
residents needed to leave their room to a shared bathroom down
the corridor. A tub or shower was found in 25% of the rooms
and many of these did not seem to be operable (4). Studies have
also shown that SNF residents have complained about their lack
of freedoms of control and choice (5-6), lack of activity (7-8),
and diminished social support and social networks (9-11).

To improve the quality of life and care of newly relocated
SNF residents, a deeper understanding of resident activity and
environmental factors that relate to physical and mental health
states is needed. Several research questions were posed in this
study. Do residents’ frequency of activity participation, abilities
of activity performance, influence of the social and physical
SNF environment, and social networks predictors relate to
mental and physical health during their first month of relocation
to a SNF? Are these relationships different during the second
month?

Methods

Study Participants

The study population included adults aged 60 years or
greater; who were newly relocated to a SNF; English speaking;
scored as “independent” or “modified independence” under
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the “Cognitive Skills for Daily Decision Making” on the
facility utilized Minimum Data Set (MDS) assessment; scored
as “minimum assistance”, “extensive assistance”, or “total
dependence” for at least 2 of 4 ADLs. Participants were
excluded in this study if they were a direct admission from a
previous SNF or if they were admitted on hospice care.

Participants were recruited from eight different SNF
facilities in the Greater Los Angeles area. Permission to
conduct resident interviews was obtained from each SNF
administrator. Eligible subject lists were formulated by
each MDS coordinator and shared with this principal
investigator (PI) after the initial MDS was completed.
Eligible and interested participants read or had read to them,
an enlarged printed copy of a Health Insurance Portability
and Accountability Act (HIPAA) authorization form and an
informed consent which were later signed if they wished to
participate.

Measures

Three research assistants were trained on administration
of all questionnaires and each research assistant was
initially supervised by this PI to ensure administrative
consistency. Research assistants were blind to the study’s
research questions. Upon resident request, questions on the
questionnaires were read aloud to each subject and the research
assistants/PI circled responses or they could circle their own
responses on the questionnaires.

Once the HIPAA and informed consent was signed,
a demographic background form was answered that asked
questions relative to gender, decade of age, ethnicity, whether
receiving occupational, physical, and/or speech therapies,
previous type of residence, preference for returning to their
previous residence, and choice for relocating to that SNF
(preference: “You were given a choice to move here”, strategic:
“You had to move because of the changing of your personal
circumstances”, reluctant: “You disagreed with moving here”,
or passive: “You did not question with the recommendation to
move here”).

Four questionnaires were used to measure activity
participation, importance, and performance; physical and
social environmental climate; social networks; and perceived
health. The battery of questionnaires was administered in the
aforementioned order to each SNF resident between 5-28 days
after admission to the SNF (baseline) and then again after 21-35
days after baseline (follow-up), if they were still present in the
facility.

Activity Participation, Importance, and Performance

Because no existing tool specifically measured the perceived
frequency, importance, and ability of various activities common
to SNF residents, the Perceived Activity Interview (PAI) was
developed. The PAI measures the perceived frequency (activity
participation), importance (activity importance), and ability
(activity performance) of 24 different activities common to

institutional SNF living. These 24 activities were grouped into
four different categories of activities that included ADL (6),
activities organized and offered by SNF staff (6), play/leisure
(6), and social (6). For each named activity, the respondents
rated the perceived frequency of participation, importance, and
performance ability. To support content validity, ADL, social,
and play/leisure PAI items were categorized according to the
Occupational Therapy Practice Framework II (12).

Physical and Social Environmental Climate

Environmental influence was measured using the Sheltered
Care Environment Scale (SCES). The SCES is part of the larger
Multiphasic Environmental Assessment Procedure developed
by Moos and Lemke (13). The 54-item yes/no questionnaire
obtains the resident’s and/or staff member’s appraisal
of six dimensions of the physical and social environment.
These dimensions include environmental cohesion, conflict,
independence, self-disclosure, organization, and physical
comfort of an institutional healthcare facility. Lemke and
Moos reported that the SCES discriminates among different
congregate elderly residences (including SNF facilities) and
that the six subscales used have acceptable to high internal
consistency (14).

Social Networks

The Lubben Social Network Scale (LSNS) was used as
a measure of risk for social isolation. This 10-item scale
contains items pertaining to family networks, friend networks,
confidante relations, helping others, and living arrangements.
Scores range from O to 60. Four ‘social isolation risk’ levels
were identified: isolated (score of 0-20), high risk (score of
21-25), moderate risk (score of 26-30), and low risk (score of
31-60) (15). The LSNS has been shown to have good internal
consistency with a Cronbach’s alpha of 0.76 (16).

Perceived Health

Perceived health was measured using the Short Form Health
Survey (SF-12®). The SF-12® is an abbreviated version of the
SF-36® Health Survey. The SF-12® measures the mental and
physical health-related quality of life of adults via eight health
constructs: physical functioning, role physical, bodily pain,
general health, vitality, social functioning, role emotional, and
mental health (17). Composite scores for both physical health
(PCS) and mental health (MCS) are additional calculations
made from the eight constructs. The SF-12® has been found to
have acceptable convergent/discriminant validity and internal
consistency when used with older adults (18).

Statistical Analyses

Mean and summary scores for the background demographic
form, PAI, SCES, LSNS, and SF-12® were calculated for
baseline (first month) and follow-up (second month). Backward
multiple regression analyses were performed to test each
research question for this study (2-tailed at the 0.05 level).
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Activity, environmental, and social network predictors were Table 1
entered into a regression model with overall physical health Subject Characteristics (N=94)
(PCS) and overall mental health (MCS) separately at the
first month and change of first to second month of relocation Charmcteristios Froquency of  Percent
(p=<0.05). PASW Statistics 18 software was used to compute Participants
the analyses. Percent
Results Site
Baseline Characteristics A vor 2o
Ninety-four SNF residents participated in this study B 4 43
beginning at baseline during the first month of relocation to c 170y 18.1
a SNF. Fifty participants remained for the follow-up time D 18 (8)* 19.1
point during the second month of their stay while forty-four E 41 (25)* 43.6
residents were no longer residing in their respective facility F 1 (0)* 11
during follow-up. Facilities did not disclose specific reasons G 1Oy .
for the residents not being present during the follow-up. Eighty
percent of the first month respondents came from three of H 30 32
the eight total SNFs. Eighty-five percent of the participants Sex
were receiving short-term rehabilitation services. Subject Male 38 404
characteristics are depicted in Table 1. Female 56 59.6
. Age
Qutcome Variables . €0-69 ” 34
Tables 2-4 were created to record the highest and lowest
mean scores of activities at baseline and follow-up for most and 7079 2 309
least frequently engaged, most and least importantly defined, 80-89 43 457
and most and least able to be performed. Four out of five 90+ 0 0
most frequently occurring activities of finding enough privacy,  Ethnicity
watching television, eating an enjoyable meal, and organized White 57 60.6
physical exercise were rated within a range of occurring three Black 13 138
or more times a week to once a day at both baseline and follow-
up, while gardening or plant care, spending time with pets, Hispanic 15 160
and attending organized educational activities were rated as Asian 6 64
occurring less than once or twice a week during the first and American Indian 3 32
second month of living in a SNF (Table 2). With respect t0  Receiving rehabilitation
attributed activity importance, ADL activities were rated as Yes 80 85.1
the most important at baseline and follow-up while crafts and No " 149
hobbies, gardening and plant care, writing cards/letters, playing _ '
organized games, and spending time with pets were rated the ~ ©revious residence
least important at both time points (Table 3). Prayer/meditation, Residential 7 8.7
eating an enjoyable meal, spending time with close friends and Assisted living facility 16 17.0
family, and socializing with other residents were rated as most Senior housing 4 43
able to be performed at both time points with fair to well rated  p.rence to return to previous residence
ability, while gardening and plant care, spending time with Yes 20 745
pets, going on organized out-trips, and crafts and hobbies were
rated as least able to be performed at both time points with a No 14 149
rating of some difficulty to great difficulty (Table 4). Not sure 10 106
Choice of entry into the SNF
Preference 8 8.5
Strategic 44 46.8
Reluctant 4 43
Passive 38 40.4

Note. *= completed data collection during second month of stay.
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Table 2
Most and Least Frequently Engaged Activities at Baseline and Follow-up

Activity/Context Type Mean SD

Baseline (N=94)
1. Finding enough privacy Social 4.12 141
2. Watching television Play/leisure 3.80 1.62
3. Eating an enjoyable meal ADL 3.69 1.42
4. Organized physical exercise SNF organized 351 1.34
5. Prayer/meditation Play/leisure 345 1.58
20. Organized gardening or plant care SNF organized 1.13 0.53
21. Spending time with pets Social 1.21 0.77
22. Organized educational activities SNF organized 1.22 0.57
23. Crafts and hobbies Play/leisure 1.23 0.69
24. Writing cards/letters Play/leisure 1.28 0.66

Follow-up (N=50)
1. Eating an enjoyable meal ADL 392 1.27
2. Watching television Play/leisure 3.82 1.56
3. Finding enough privacy Social 3.60 1.62
4. Socializing with other residents Social 3.60 1.48
5. Organized physical exercise SNF organized 3.26 1.39
20. Organized gardening or plant care SNF organized 1.14 0.53
21. Spending time with pets Social 1.22 0.74
22. Organized out-trips SNF organized 1.22 0.46
23. Organized educational activities SNF organized 1.30 0.68
24. Organized religious services SNF organized 1.32 0.59

Note. Answers correspond to resident’s amount of perceived activity engagement within the past 7 days. Top and bottom 5 of 24 activities are listed. Scale as follows: 5=more than once a
day, 4=once a day, 3=three or more times a week, 2=about once or twice a week, and 1=not at all.

Table 5 illustrates baseline, follow-up, and change score
(post-pretest scoring for participants present for both months)
data for all outcome measures. Subject scoring on the physical
and social environmental climate as measured by the SCES
indicate substantial challenges posed on the residents.
Compared to normative data taken from more than 1,900
residents across 122 SNFs, residents participating in this study
had mean scores lower in cohesion, higher in conflict, lower
in institutional organization, and lower in physical comfort
at both time points (13). Self-disclosure and conflict were
the only constructs that slightly improved from baseline to
follow-up. Social networks as measured by the LSNS indicate
that residents were indicative of being at a “high risk” of
social isolation. Residents available for baseline and follow-
up reported mean improvements in eight of the ten constructs
of perceived health as measured by the SF-12; however, these
scores still denote compromised perceived health conditions.

Regression Analysis Findings

Ten predictor variables were found to be statistically
significantly related to resident perceived physical health
(Table 6). During the first month of relocation, it was found
that the residents who were more frequently able to overall
participate in activity but less participative in social and play/
leisure pursuits, more able to perform activity overall but
less able to perform social and play/leisure activities were
found to have a significant relationship with their physical
health. Residents who were more frequently participating in
overall activity, more able to perform in ADLs, more socially
able to perform, perceiving their environments as cohesive,
physically comfortable, and with less conflict were found to
have a significant relationship with their mental health. Six
predictor variables were found to be statistically significantly
related to resident perceived mental health (Table 7). During
the change from first to the second month, 50 of the initial
94 residents remained. It was found that with these residents,
improvements in ADL participation, reductions in overall
activity participation, reductions in play/leisure performance,
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Table 3

Most and Least Importantly-defined Activities at Baseline and Follow-up

Activity/Context Type Mean SD

Baseline (N=94)
1. Sleeping well ADL 4.54 0.76
2. Walking by oneself ADL 448 0.95
3. Bathing/showering ADL 4.37 1.00
4. Managing own toileting ADL 4.26 1.17
5. Eating an enjoyable meal ADL 4.26 1.06
20. Crafts and hobbies Play/leisure 2.22 1.52
21. Organized gardening or plant care SNF organized 240 1.67
22. Writing cards/letters Play/leisure 248 1.67
23. Playing organized games SNF organized 2.60 1.56
24. Spending time with pets Social 2.84 1.75

Follow-up (N=50)
1. Walking by oneself ADL 4.68 0.62
2. Sleeping well ADL 4.64 0.63
3. Dressing oneself ADL 4.58 0.81
4. Managing own toileting ADL 4.46 1.09
5. Bathing/showering ADL 4.40 1.07
6. Time with close friends/family Social 4.40 0.97
20. Organized gardening/plant care SNF organized 240 1.61
21. Crafts/hobbies Play/leisure 2.70 1.59
22. Playing organized games SNF organized 2.78 145
23. Spending time with pets Social 2.78 1.72
24. Writing cards/letters Play/leisure 2.94 1.74

Note. Answers correspond to resident’s level of perceived activity importance within the past 7 days. Top and bottom 5 of 24 activities are listed. Scale as follows: 5=very important,

4=important, 3=neutral, 2=little importance, and 1=not important.

and reduced self-disclosure were found to have a significant
relationship with their physical health (Table 6).

Discussion

Fifty of the ninety-four residents were available for
data collection during follow-up of their second month of
relocation. Eighty-five percent of those originally admitted
were receiving skilled rehabilitation under Medicare indicating
a likely discharge to home before the follow-up data collection
period. Eighty percent of the participant population came from
three of the eight SNFs. Each of these three SNFs had a large
proportion of residents receiving rehabilitation services. Only
fifty-five percent of the residents from these three locations
were available for follow-up, indicating likely discharges to
home or another level of care. This type of attrition is not
surprising since the national average length of stay for a skilled
nursing facility resident stay is 28 days (19). The majority of
the participants were white (60%) therefore the findings from

this study may not be true of all SNF residents of other ethnic
backgrounds.

This study offers many important insights into understanding
various activity and environmental challenges that relate
to perceived health of SNF residents. The nursing facility
residents from this study do not appear to be very physically
or actively engaged in daily activities. Other research has
produced similar findings. In a study of 308 older adults from
30 SNFs found that that the residents were often sitting in
public space and not engaged in activity (23%), sleeping or
dozing off in public space (10%), or eating or drinking (14%);
while many were unobservable/not in public space (36%).
Only 16% of the observable sample was actively engaged in
activities such as walking or wheeling oneself in a wheelchair
(6%) or recreating (10%) (20).

To participate in daily activities of a SNF, residents
would need to have both the ability and opportunity to do
so. The most frequent types of activities occurring with this
sample were mostly sedentary in nature. It was not clearly
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Table 4
Most and Least Able to Perform Activities at Baseline and Follow-up

Activity/Context Type Mean SD

Baseline (N=94)
1. Prayer/meditation Play/leisure 3.70 1.72
2. Eating an enjoyable meal ADL 3.67 1.49
3. Getting enough privacy Social 3.62 1.34
4. Time with close friends/family Social 349 1.66
5. Socializing with other residents Social 331 1.61
20. Gardening/plant care SNF organized 1.24 0.90
21. Spending time with pets Social 1.24 0.86
22. Crafts/hobbies Play/leisure 1.35 0.97
23. Writing cards/letters Play/leisure 1.46 1.12
24. Going on out-trips SNF organized 1.47 1.07

Follow-up (N=50)
1. Socializing with other residents Social 3.88 141
2. Prayer/meditation Play/leisure 3.58 1.77
3. Eating an enjoyable meal ADL 344 1.55
4. Watching television Play/leisure 3.40 1.67
5. Time with close friends/family Social 3.38 1.60
20. Gardening/plant care SNF organized 1.24 0.89
21. Spending time with pets Social 1.26 0.90
22. Going on out-trips SNF organized 1.50 1.20
23. Educational activities in NH SNF organized 1.70 1.40
24. Crafts/hobbies Play/leisure 1.70 142

Note. Answers correspond to resident’s perceived ability on how well they can perform these activities within the past 7 days. Top and bottom 5 of 24 activities are listed. Scale as follows:

S5=very well, 4=well, 3=fair, 2=some difficulty, and 1=great difficulty.

understood if these frequently engaged activities were
selected by the resident, if the environment supported and
reinforced engagement in these types of activities, or if it was
a combination of both. Gardening/plant care, spending time
with pets, crafts/hobbies, and writing cards and letters were
rated as least commonly engaged, least important, and least
able to perform activities during the first month of relocation.
Not all SNFs offer these types of activity opportunities,
compared to those SNFs that have adopted principles of the
Eden Alternative ™ . The Eden Alternative’s™ three main
aims are to eliminate loneliness, helplessness, and boredom
by developing a home-like habitat (21). Generally, this is
accomplished with the inclusion of receiving visits from
children, caring for plants, and having companion animals.
Interestingly, gardening/plant care and spending time with pets,
two inclusionary activities from the Eden Alternative™ , were
rated as the least commonly engaged, least important, and least
able to perform during the first and second month of relocation.

It was interesting to note that ADLs were rated as the
most important activity at both baseline and follow-up. For

the first and second months, the top five most important
categorical activities were all ADLs (from a total of six self-
care activities out of a list of twenty-four possible activities).
ADL independence needs to be at a level conducive for a safe
discharge to home or to a lesser institutionalized setting. Since
the majority of these participants were receiving some form
of skilled rehabilitation from time of admission, perhaps the
high level of importance attributed to ADLs is related to the
fact that if a resident’s self-care abilities do not improve from
an institutional perspective, they may have a longer length of
stay in this setting or relocate to a long-term care environment.
This high level of perceived importance to ADLs is striking
and has implications for nursing and occupational therapy since
these professions offer resident care and enablement of ADL
performance and participation.

SNF residents have disabling conditions that limit their
physical, mental, social, and spiritual capacities. Within the
energy reserves of each resident, a proportion of energy is
expended for daily routinized activities (e.g., getting up for
meals, participating with nurses in daily self-care, going to
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Construct Baseline Follow-up Change Score
Mean (SD) Mean (SEM) Mean (SD)
(N=94) (N=50) (N=50)
Activity frequency
ADL 18.06 (5.37) 18.78 (5.28) 0.92 (0.63)
SNF organized 9.88 (2.11) 9.88 (2.33) 0.18 (0.34)
Social 15.72 (3.74) 15.36 (4.15) -0.42 (0.34)
Play/leisure 13.78 (3.39) 14.64 (4.28) 0.84 (0.48)
Total 57.46 (9.45) 58.66 (11.11) 1.50 (1.00)
Activity importance
ADL 26.10 (3.87) 27.00 (3.59) 0.98 (0.49)
SNF organized 18.23 (4.98) 18.66 (5.23) 0.00 (0.68)
Social 21.13 (4.95) 21.36 (5.17) -0.20 (0.51)
Play/leisure 18.44 (5.19) 19.98 (5.44) 0.30 (0.60)
Total 83.89 (14.61) 87.00 (15.58) 1.08 (1.48)
Activity ability
ADL 14.90 (7.58) 15.12 (6.58) 0.64 (0.81)
SNF organized 641 (4.98) 7.24 (6.33) 1.26 (0.81)
Social 14.22 (5.86) 14.10 (5.92) -0.08 (0.72)
Play/leisure 10.66 (5.38) 12.02 (6.82) 1.70 (0.68)
Total 46.22 (17.26) 48.48 (19.18) 348 (1.78)
Environmental influence
Cohesion 48.35 (22.27) 46.36 (22.08) -0.08 (2.59)
Conflict 47.70 (19.58) 50.98 (18.82) 4.84 (2.88)
Independence 49.95 (18.30) 49.20 (20.72) -1.58 (2.81)
Self-disclosure 45.13 (19.44) 49.82 (23.21) 3.78 (3.03)
Organization 50.61 (22.87) 45.74 (25.17) -4.70 (3.00)
Physical comfort 48.20 (20.89) 44.00 (24.66) -4.44 (2.37)
Social networks 23.16 (10.06) 22.42 (8.98) 0.46 (0.96)
Perceived health
Physical functioning 2.74 (1.18) 2.66 (1.10) -0.02 (0.16)
Role physical 4.87 (2.20) 5.24 (2.33) 0.96 (0.36)
Bodily pain 3.10 (1.41) 3.54 (1.37) 0.36 (0.19)
General health 2.55 (1.21) 3.04(1.12) 0.50 (0.18)
Vitality 2.39 (1.25) 2.54 (1.36) 0.12 (0.19)
Social functioning 3.04 (1.54) 3.38 (1.59) 0.36 (0.25)
Role emotional 6.85 (241) 7.08 (2.29) -0.02 (0.36)
Mental health 6.97 (1.91) 7.12 (2.03) 0.10 (0.27)
Physical health composite score 30.65 (9.54) 33.26 (9.74) 3.90 (1.32)
Mental health composite score 45.93 (12.19) 47.73 (13.22) 0.66 (1.63)

Note. SD= standard deviation, SEM= standard error of the mean. Change score mean are post-pre test scores for each measure.
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Table 6
Significant Predictors with Physical Health

Model Unstandardized Coefficients Standardized t Sig.
Coefficients
B Std. Error Beta
Activity Participation during first month (Constant) 24.469 5.791 4.226 000
Total Activity Frequency 572 155 567 3.681 000
Social Frequency -1.120 340 -439 -3.299 001
Play/Leisure Frequency -.659 335 -.234 -1.970 050
Activity Performance during first month (Constant) 24.828 2.634 9427 000
Total Activity Ability AT73 102 .855 4.645 000
Social Ability -.749 237 -459 -3.154 002
Play/Leisure Ability -.506 240 -.285 -2.106 038
Activity Participation during change of (Constant) 4.086 1.300 3.142 003
first to second month
Change in ADL Fre- 71 382 369 2,021 049
quency
Change in Total Activity -.600 242 -454 -2.485 017
Frequency
Activity Performance during change of (Constant) 4.683 1.329 3.525 001
first to second month
Change in Play/Leisure -978 348 -.504 -2.814 007
Ability
Environmental Influence during change of (Constant) 4492 1.266 3.548 001
first to second month
Change in Self-disclosure -.158 059 -.361 -2.682 010

rehabilitation, etc.), with the remaining energy available for
other activities. With a 74% intention to return back home, the
residents from this study may not be concerning themselves
with many non-therapeutic activities that may consume
their time and energy. The participants of this study may be
selectively avoiding activities that consume their valuable
energy while focusing more on ADLs to build competence
to maximize their chances for returning home. This finding
may be supported in that increased engagement in importantly
defined ADLs promoted improved perceived physical health.
There can be usefulness of SNF staff to explain to residents
that there can be health benefits to participate in activities that
are outside of their time spent in rehabilitation. Short-term
SNF residents, such as those sampled for this study, may avoid
activities that may symbolically label them as a long-term SNF
resident, such as attending bingo or resident council meetings.
Short-term SNF residents may also feel that their goals and
needs are different than those long-term care residents who
“live” in the SNF. Participants in this study were on average
at a high risk of social isolation due to their minimal contacts
with their outside social networks. Residents are typically
not permitted to leave SNF grounds without institutional

permission, therefore, they must rely on friends and family to
visit or call them (if they have access to a telephone). Although
social networks were not identified as a significant predictor to
perceived health, the study participants rated speaking to other
residents as occurring less than one time a day on average at
both baseline and follow-up.

SNF institutions have a blend of affordances and constraints
that enable and disenable resident participation in importantly
defined activities. Operations of the SNF are organized by State
and federal regulations, administration, departmental policies
and procedures, cost-effective staffing, and use of resources. It
is essential for political and social forces to recognize that lack
of activity or the wrong kind of activities can produce illness,
isolation and despair, and can lead to death just as the right
kind can enhance health and defer death (22). Although nursing
facility residents are not commonly involved in decision
making regarding their activities and care (23, 24), attempts
need to be made, through qualitative and quantitative research
inquiry, to expose problems of SNF environments as well as
to reveal practical solutions identified by the SNF residents
themselves.
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Table 7
Significant Predictors with Mental Health

Model Unstandardized Coefficients Standardized t Sig.
Coefficients
B Std. Error Beta
Activity Participation during first month (Constant) 22.861 9.442 2421 019
Total Activity 424 .163 352 2.604 012
Frequency
Activity Performance during first month (Constant) 31.047 3.270 9.494 000
ADL Ability 367 161 228 2.280 025
Social Ability 662 208 318 3.173 002
Environmental Influence during the first (Constant) 38.033 4.543 8.371 000
month
Cohesion .165 052 302 3.188 002
Conflict -.163 054 -263 -3.005 003
Physical Comfort .160 058 274 2.765 007
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