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Abstract

This study examined the relationship between the frequency of high-quality dementia care
duties and job satisfaction among nursing employees working in unit care geriatric health ser-
vice facilities, including the perceived difficulty of performing care and responses to difficult
work situations. Self-administered questionnaires were distributed to a total of 608 subjects.
324 effective responses were received and analyzed. A causal model was proposed in which the
frequency of high-quality dementia care is influenced by the perceived difficulty of practicing
such care, and that these two factors, mediated by control and escapes responses, affect job
performance. Structural equation modeling was employed for assessment of fit and to evaluate
the relationships between variables. After confirming that the proposed model fitted the data,
it was found that high-quality dementia care is indeed associated with the perceived difficulty
of practicing such care and that these two factors, mediated by control responses, are associ-
ated with job satisfaction. The results indicate that sustaining and increasing job satisfaction

requires adopting control-oriented responses and improving the quality of dementia care.

Introduction

Institutions called geriatric health service facilities in Japan are considered to be interim facilities that
offer temporary care until residents are able to return home and are not meant to provide long term care.
However, according to the 2007 National Survey of Health Service Facilities and Businesses [1], residents
stayed an average of 277.6 days in these facilities, indicating that it is becoming difficult to maintain
their interim status. Furthermore, the survey reports that 93.2% of residents showed signs of dementia
and among them 52.2% were designated as Rank IIT (individual exhibits symptoms and behaviors that
obstruct daily living as well as an impaired ability to communicate and thus requires nursing care) or above
on the Activities of Daily Living (ADL) scale. Collective care at nursing homes and other conventional
geriatric care facilities is known to make life difficult for residents with dementia by imposing various
restrictions in regards to ADL [2]. A report submitted by the Geriatric Care Study Group in 2003 titled
Geriatric Care in 2015: Establishing Care that Maintains the Dignity of the Elderly, proposes widespread

promotion of unit care with private rooms, i.e. adoption of small-scale living units in order to realize
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personalized healthcare. Japan began introducing unit care in conventional large-scale facilities in the
latter half of the 1990s. The first small-scale living unit special nursing homes consisting entirely of private
rooms with unit care provisions were opened in 2002. Unit care within geriatric health service facilities
was institutionalized in 2005. These unit care facilities gradually increased in number and reached a total
of 250 by 2007, accounting for 7.3% of all geriatric health service facilities in Japan [1].

In order to ensure that elderly individuals with dementia spend secure and comfortable lives within unit
care facilities, providing high-quality care is as important as infrastructure upgrades such as constructing
more facilities and creating more private rooms for unit care. A report presented in July 2008 by the
Emergency Project for Improving Healthcare and Living Standards for Individuals with Dementia suggests
that improving dementia care necessitates providing proper medical and caregiving services based on
standardization and technological advancements and supporting the lives of individuals with dementia
and their families. Nevertheless, the practical application of unit care and dementia care in particular,
still relies on the experience of individual employees and is being conducted on a trial-and-error basis [3].
Securing human resources is difficult, as can be witnessed in the shortage of geriatric care workers and
the high employee turnover rate at unit care facilities. This is a major obstacle to offering stable, high-
quality dementia care. There have been a number of studies published in the United States concerning job
satisfaction and stress levels among staff members in Special Care Units (SCU) for elderly individuals with
dementia [4-8]. These studies show that job satisfaction is high and the turnover rate is low in SCUs [4].
Furthermore, they indicate that although the rate of behavioral and psychological symptoms of dementia
(BPSD) in SCU residents does not influence the stress levels of nursing staff [5,6], an increase in assisting
ADL residents does [7]. Other studies show that SCU staff members who have been given reliable training
in assessing symptoms of dementia and responding to them have a higher rate of job satisfaction [8].
Studies of geriatric health service facilities in Japan show that staff need to respond frequently to BPSD
and perceive their duties as extremely difficult [9]. Nurses who work at geriatric health service facilities
and other establishments define “difficult” as caring for residents with dementia while at the same time
looking after residents who require constant visual monitoring [10]. The studies also describe how nurses
confront the dilemma that they cannot provide “personal attendant care to residents with dementia” that
meets their own ideals and how they feel there is no sense of fulfillment in their jobs [11]. The Report on
Private Rooms and Unit Care in Geriatric Healthcare Facilities during the Years of Proliferation published
by the Institute for Health Economics and Policy in 2002 states that although implementation of unit
care increased the sense of fulfillment among staff, it also led to a rise in psychological fatigue. The
report explains how fulfillment results from staff members being able to spend more time face to face with
residents and how psychological fatigue results from the higher expectations placed on each staff member.
Therefore, research into the relationship between dementia care, cognitive stress and job satisfaction in unit
care geriatric health service facilities can be considered a high priority and the formulation of strategies
that enable staff to provide stable, high-quality dementia care should be developed.

This study attempts to develop and examine the validity of a correlational model based on a cognitive
theory of stress proposed by Lazarus et al. [12] that shows how the frequency (stressor) and perceived
difficulties (cognitive appraisal) of high-quality dementia care mediated by responses to difficult work

conditions (coping) influence job satisfaction (stress reaction).

Terminology

Unit care refers to care provided in a setting where the living environment and daily lifestyle emulates

that of a normal household. In other words, unit care is a health service that realizes individual care
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by combining lifestyle with healthcare (Ministry of Health, Labor and Welfare Ordinance No. 28, 2003).
Specifically, facilities are divided into units of approximately 10 private rooms, each unit having its own
dining hall and communal spaces for the purpose of achieving care that respects individual autonomy and

sustains interpersonal and social relationships.

Method

1. Subjects

This study surveyed full-time nursing employees of unit care geriatric health service facilities throughout
Japan. Unit care geriatric health service facilities are defined as geriatric health service facilities that
have implemented unit care and have specified in the compensation status column of the Care Service
Information System of their respective provinces that they have private and/or semi-private rooms. The
authors requested the cooperation of 269 facilities nationwide selected from provincial Care Service In-
formation System listings as of November 2008. Consequently, 69 (25.7%) of these facilities agreed to
cooperate and a survey was conducted on all full-time nursing employees of these establishments. 608
self-administered questionnaires were distributed and 393 responses were received (response rate, 64.6%).
Incomplete responses were excluded, resulting in 324 effective responses (effective response rate, 53.3%).
2. Surveyed items

The survey collected data on facility and nursing employee characteristics, frequency of high-quality
dementia care, perceived level of difficulty of dementia care, responses to difficult work situations and job
satisfaction.

2. 1. Facility and employee characteristics

Facility characteristics surveyed included year of establishment, facility type based on declaration of
compensation status, day and night shifts of nursing and caregiving employees, presence of floor leaders,
end-of-life provisions, as well as mean nursing care and dementia levels of residents as of October 2008. A
floor leader is defined as an employee who supervises a single floor with multiple units and this item was
added because of the increase in facilities employing floor leaders in addition to unit leaders.

Employee characteristics surveyed included age, gender, employment rank, qualifications, years of expe-
rience in nursing, years of experience nursing in geriatric health service facilities and classes taken for unit
leader training. The Ministry of Health, Labor and Welfare stipulates that a full-time unit leader must be
deployed to each unit of a unit care geriatric health service facility and unit leader training is included in
the Unit Care Facility Training Program that was launched by the ministry in 2003.

2. 2. Frequency of high-quality dementia care

A measure of dementia care in unit care geriatric health service facilities developed by a previous study
[13] was adopted for assessing the frequency of high-quality care. This measure consists of 19 questions
pertaining to six factors which include maintaining health, supporting personal lifestyles choices, promot-
ing ADL, performing bedside vigils, maintaining ties with the family and consolidating care. All items
regarding the frequency of quality care provision were scored using a five point Likert scale ranging from
“1 - never” to “5 - all the time”. Therefore, a higher score on this measure indicates higher quality of care.
2. 3. Perceived level of difficulty of dementia care

The same measure employed in scoring the frequency of high-quality dementia care was adopted for
measuring the perceived level of difficulty of dementia care. This level of difficulty was scored using a five
point Likert scale ranging from “1 - not difficult at all” to “5 - very difficult”. Therefore, a higher score

indicates a higher perceived level of difficulty.
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2. 4. Responses to difficult job situations

The revised version Latack’s coping questionnaire [14-16] was employed to evaluate these responses. This
measure consists of two factors, control and escape, with five questions for each factor for a total of 10
questions. Items were scored using a three point Likert scale ranging from “0 - I don’t” to “2 - I do”.
Therefore a higher score indicates a higher level of coping.
2. 5. Job satisfaction

This was measured using a job satisfaction scale developed by Macdonald et al. [17]. The scale can be
applied to workers in various fields of employment from 20 to 60 years old regardless of gender. Permission
was obtained from the developers and the scale was translated in a manner that did not obscure its initial
purpose. Items were scored using a five point Likert scale ranging from “1 - strongly disagree” to “5 -
strongly agree”. A higher total score of the 10 items indicates higher job satisfaction, the lowest score
possible being 10 and the highest being 50.
3. Survey procedures and ethical considerations

The authors sent a package including a letter of request for cooperation and documentation explaining
the purpose and methods of the study to representatives of the unit care geriatric health service facilities
selected. If a given facility agreed to cooperate with our study, we requested that a questionnaire regarding
facility characteristics was completed and returned along with a signed letter of consent. Questionnaires
regarding nursing employee characteristics, dementia care and other issues were sent to facilities that
agreed to cooperate, along with a letter of request for cooperation and a return envelope. The number
of questionnaires sent to each facility matched the number of full-time nursing employees working there.
Nursing employees were free to choose whether to participate or not and participation was acknowledged
by the return of the questionnaire. The questionnaires were anonymous and received through individual
postings. The survey was conducted from November 2008 to February 2009. This study was approved by
the Shimane University Faculty of Medicine Nursing Research Ethics Committee (approval No.89).
4. Statistical analysis

Employing a cognitive theory of stress proposed by Lazarus et al. [12], the authors designated the
frequency of high-quality dementia care as a stressor, the perceived level of difficulty in dementia care as
stress appraisal, escape and control responses as coping and job satisfaction as stress responses. Structural
equation modeling (SEM) was used to evaluate assessment of fit for the causal model as well as relationships
between variables. The comparative fit index (CFI) and the root mean square of error approximates
(RMSEA) were used to assess fit in the causal model because of their relative insensitivity to sample size
and observed variables. The path coefficient was determined to be statistically significant if a critical ratio
(CR) value of over 1.96 («=.05) was attained in a Wald test.

All statistical analysis for SEM was conducted using AMOS 17.0 and all other analyses were conducted
using SPSS 17.0.
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Results

1. Subject characteristics

Table 1 summarizes the characteristics of the nursing employees who agreed to participate in this study.
The mean age was 43.3 and 93.5% of the subjects were female. Years of experience in the nursing field
spanned from 0.7 to 45 and the mean was 18.6. The mean years of experience working in a geriatric health
service facility was 3.8. Among all subjects, 71.0% were staff employees and 9.3% had attended unit leader
training courses. A majority of the subjects (53.7%) were qualified as assistant nurses as opposed to clinical
nurses (51.9%).

Table 2 summarizes the characteristics of the unit care geriatric health service facilities. Among the
69 facilities that responded, 31 were completely and 38 were partially unit care facilities. In terms of
day shifts, 26 facilities (37.7%) designated floors to nursing employees on a permanent basis, 20 facilities
(20.9%) rotated employees throughout the establishment and 16 facilities (23.2%) designated units to
nursing employees on a permanent basis. In terms of night shifts, 62 facilities (89.8%) had nursing staff
working regular night shifts, five facilities (7.2%) adopted an on-call system for night care and two facilities
(2.9%) did not employ night shifts. Sixty facilities (87.0%) adopted the floor leader system. In terms of
end-of-life provisions, 33 facilities (47.8%) responded that as a rule they would permit residents to end their
lives within the facility if they wished and would allow family to be at their side. Seventeen facilities (24.6%)
responded that they would not offer such end-of-life provisions at all and 16 facilities (23.2%) responded
that they would not offer such end-of-life provisions in the majority of cases. Thirty-four facilities (49.3%)
said that they had experienced cases where terminal care (including bedside vigils) was required. The
mean nursing care level of residents was 3.16 (SD=0.36). In terms of dementia, a majority of 25 facilities
(36.2%) reported that 40% to 60% of their residents were designated as Rank IIT or above on the ADL

scale.

Table 1 Characteristics of subjects

(n=324)

Female 303 (93.5)

Gender Male 21 (6.5)
Years of age Mean + standard deviation 43.3+10.2
Range 22 - 66

Years of experience in nursing Mean =+ standard deviation 18.6+10.2
Range 0.7 -45

Years of experience nursing in Mean * standard deviation 3.8+3.2
geriatric health service facilities  Range 0.1-16.3
Equivalent to chief nurse 35 (10.8)

Equivalent to deputy chief 13 (4.0)

Floor leader 12 (3.7)

Employment rank/post Unit leader 14 (43)
Staff member 230 (71.0)

Other / unknown 20 (6.2)

Nurse 168 (51.9)

Assistant nurse 174 (53.7)

Qualifications Public health nurse 5 (1.5)
(multiple responses allowed) Caregiving support specialist 43 (13.3)
Dementia care specialist 7 (22)

Other 6 (1.9

Attended unit leader training Yes 30 (9.3)
courses No 294 (90.7)

Percentages in parentheses
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Table 2 Outline of facilities

(n=69)

Facility type based on Unit care 31 (44.9%)
declaration of compensation  Partially unit care 38 (55.1%)
2002 3 (4.3%)

2003 9 (13.0%)

2004 13 (18.8%)

Year of establishment 2005 10 (14.5%)
2006 13 (18.8%)

2007 11 (15.9%)

2008 10 (14.5%)

Designated units 16 (23.2%)

Types of day shifts for nursing Designated floors 26 (37.7%)
employees Facility-wide rotation 20 (29.0%)
Other 7 (10.1%)

Regular night shifts 1 employee per unit 1 (1.4%)

1 employee per floor 2 (2.9%)

. . 1 employee per facility 52 (75.4%)
et it 1 o1
Night watch system 0 (0.0%)

On-call system 5 (72%)

No night provisions 2 (29%)

. Designated units 46 (66.7%)

;Z_i z\gigzn sphll(f;sezr Designated floors 20 (29.0%)
Other 3 (4.3%)

. . 1 employee per unit 15 (22.7%)

Ti)‘l, };ss of mlght shifts for care 1 employee per 2 units 42 (60.9%)
giving employees Other 12 (17.4%)
Yes 60 (87.0%)

Employs floor leader system  No 8 (11.6%)
Unknown 1 (1.4%)

Will offer as a rule 33 (47.8%)

. . Will not offer in the majority of cases 16 (23.2%)
End-of-life provisions Will not offer at all 17 (24.6%)
Unknown 3 (43%)

Yes 34 (493%)

Experience with terminal care No 34 (49.3%)
Unknown 1 (1.4%)

Mean nursing care level Mean =+ standard deviation 3.16x0.36
Range 2.10 - 4.30

Under 20% 3 (43%)

Percentage of residents From 20% to 40% 15 (21.7%)
designated as Rank III or above From 40% to 60% 25 (36.2%)
on the ADL scale From 60% to 80% 13 (18.8%)
Above 80% 3 (43%)

No response 10 (14.5%)

2. Observed trends in responses regarding the frequency of high-quality dementia care and the perceived level

of difficulty of such care

Table 3 shows the response distribution of items related to the frequency of high-quality dementia care.
The items that exhibited the highest response rates of “always” and “frequently” combined were “X2: I
communicate and cooperate closely with caregiving staff to detect any changes or abnormalities in regards
to the health of residents as soon as possible,” at 298 subjects (91.9%); “X1: I constantly monitor the daily
activities of individual residents to prevent overlooking changes in their health,” at 263 subjects (81.1%)
and “X3: T am cautious about any effects that medication may have on the daily lives of residents,” at
235 subjects (72.5%). All three items are associated with the health maintenance factor. The items that
exhibited the highest response rates of “never” and “almost never” combined were “X14: I will prepare
care that ensures that residents end their lives peacefully,” at 205 subjects (63.2%) and “X13: T actively
accept bedside vigil duties,” at 195 subjects (60.1%). Both of these items are associated with the bedside

vigil factor.
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The construct validity of the measure for the frequency of high-quality dementia care was supported
with confirmatory factor analysis using SEM. A secondary factor model that employs maintaining health,
supporting personal lifestyle choices, promoting ADL, performing bedside vigils, maintaining ties with the
family and consolidating care as primary factors and the perceived level of difficulty of dementia care as
a secondary factor was established and assessment of fit was analyzed. As a result, CFI was 0.932 and
RMSEA was 0.067. Next, the internal consistency of the measure was tested using Cronbach’s a. As a
result, Cronbach’s « for the measure as a whole was 0.91; the maintaining health factor, consisting of four
items, was 0.74; the supporting personal lifestyle choices factor, consisting of four items, was 0.84; the
promoting ADL factor, consisting of four items, was 0.83; the performing bedside vigils factor, consisting
of two items, was 0.91; the maintaining ties with the family factor, consisting of three items, was 0.84
and the consolidating care factor, consisting of two items, was 0.81. The mean score for the frequency of
high-quality dementia care measures as a whole was 61.1 (SD=13.2, X,;,0.=94, X;nin=22). In terms of
the factor sub-scales, the mean score was 16.3 for managing health (SD=2.7, X,,,.=20, X,,:n=6), 12.4
for supporting personal lifestyle choices (SD=3.8, X4:=20, Xnin=4), 11.8 for promoting ADL (SD=3.7,
Ximaz=20, Xnin=4), 4.3 for performing bedside vigils (SD=2.4, X,,4.=10, X,,;n=2), 9.5 for maintaining
ties with the family (SD=2.9, X;..=15, Xnin=3) and 6.8 for consolidating care (SD=2.1, X,,,.=10,
Xmin=2).

Table 4 shows the response distribution of items related to the perceived level of difficulty of dementia
care. The items that exhibited the highest response rates of “not difficult at all” and “not too difficult”
combined were “X2: I communicate and cooperate closely with caregiving staff to detect any changes or
abnormalities in regards to the health of residents as soon as possible,” at 122 subjects (37.3%) and “X1:
I constantly monitor the daily activities of individual residents to prevent overlooking changes in their
health,” at 67 subjects (20.6%). Both items are associated with the health maintenance factor and the
scores matched their rate of application. “X16: I exchange information about the care and daily life of
residents with their families,” was third with 66 subjects (20.4%) and “X15: I establish good relations with
the family members of residents,” was fourth at 60 subjects (18.5%). Both of these items are associated
with the family ties factor. The item that exhibited the highest response rates of “very difficult” and
“somewhat difficult” combined was the bedside vigil item “X13: I actively accept bedside vigil duties,”
at 211 subjects (65.1%). The second and third highest response rates were registered in “X9: I attempt
to provide a refreshing rhythm to the daily lives of each resident,” at 209 subjects (64.5%) and “X12: I
encourage residents to practice walking in simple steps to foster motivation and to make them feel safe,”
at 204 subjects (62.9%). Both of these items are associated with the promoting ADL factor.
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The construct validity of the measure for the perceived level of difficulty of dementia care was examined
with confirmatory factor analysis. A secondary factor model that employs maintaining health, supporting
personal lifestyle choices, promoting ADL, performing bedside vigils, maintaining ties with the family and
consolidating care as primary factors and the perceived level of difficulty of dementia care as a secondary
factor was established. As a result of assessment of fit analysis, CFI was 0.910 and RMSEA was 0.079. Since
a given model is generally considered to be fit if a CFI of over 0.900 and a RMSEA of under 0.080 is obtained,
it was concluded that this factor model was fairly valid. The internal consistency of the measure was tested
using Cronbach’s a, resulting in a value of 0.90 for the measure as a whole, 0.78 for the maintaining health
factor, 0.84 for the supporting personal lifestyle choices factor, 0.82 for promoting ADL, 0.91 for performing
bedside vigils, 0.86 for maintaining ties with the family and 0.84 for the consolidating care factor. The mean
score for the perceived level of difficulty measure as a whole was 68.3 (SD=12.1, X,,,,.=95, X,in=30).
In terms of the factor sub-scales, the mean score was 13.9 for managing health (SD=3.5, X,,4.=20,
Xmin=5), 14.1 for supporting personal lifestyle choices (SD=3.4, X,,,.=20, X,in=4), 14.9 for promoting
ADL (SD=3.1, X 14.=20, X;nin=4), 7.7 for performing bedside vigils (SD=2.2, X,,4.=10, X;n:n=2), 10.4
for maintaining ties with the family (SD=2.9, X,,,.=15, X,,,;»n=3) and 7.2 for consolidating care (SD=1.9,
Kimaz=10, Xpnin=2).

3. Observed trends in responses regarding coping with difficult job situations and job satisfaction

Table 5 shows the response distribution of questions related to coping with difficult job situations. The
items that exhibited the highest response rates of “I do” were “2: I decide what I think should be done and
explain this to the people who are affected,” at 217 subjects (67.0%) and “1: I think about the challenges
I can find in this situation,” at 197 subjects (60.8%). Both items are associated with the control factor.
The items that exhibited the highest response rates of “I don’t” were “10: I try to keep away from this
type of situation,” at 227 subjects (70.1%) and “9: I set my own priorities based on what I like to do,” at
221 subjects (68.2%). Both items are associated with the escape factor.

To establish construct validity, a two-factor cross-factored model was created and assessment of fit was
examined using confirmatory factor analysis. As a result, CFI was 0.906 and RMSEA was 0.066. The
internal consistency of the measure was tested using Cronbach’s «, resulting in a value of 0.63 for control
and 0.70 for escape. The mean score for control was 7.5 (SD=1.8, X,,0.=10, X,,;n=2) and 2.7 for escape
(SD=2.0, X,naz=8, Xmin=0).

Table 6 shows the response distribution of questions related to job satisfaction. The items that exhibited
the highest response rates of “strongly agree” and “agree” combined were “2: I feel close to the people
at work,” at 228 subjects (70.4%) and “6: On the whole, I believe work is good for my physical health,”

Table 5 Response distribution for the revised Latack’s coping questionnaire

(n=324)
Item No Can't say Yes

Control
1. Think about the challenges I can find in this situation. 6 (1.9) 121 (37.3) 197 (60.8)
2. Decide what I think should be done and explain this to the people who are affected. 8 (2.5) 99 (30.6) 217 (67.0)
3. Try to work faster and more efficiently. 6 (1.9 128 (39.5) 190 (58.6)
4. Put extra attention on planning and scheduling. 18  (5.6) 161 (49.7) 145 (44.8)
5. Devote more time and energy to doing my job. 26 (8.0) 179 (55.2) 119 (36.7)
Escape
6. Tell myself that time takes care of sutuations like this. 120 (37.0) 162 (50.0) 42 (13.0)
7. Separate myself as much as possible from the people who created this situation. 126 (38.9) 163 (50.3) 35 (10.8)
8. Accept this situation because there is nothing I can do to change it. 150 (46.3) 146 (45.1) 28 (8.6)
9. Set my own priorities based on what I like to do. 221 (68.2) 98 (30.2) 5 (1.5
10.Try to keep away from this type of situations. 227 (70.1) 96 (29.6) 1 (0.3)

Percentages in parentheses
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Table 6 Response distribution for the Macdonald et al. [17] job satisfaction scale

(n=324)

Items ]S)tlr:lr;%l); Disagree Don't Know Agree Szz:fiy

1. I receive recognition for a job well done 19 (5.9) 55 (17.0) 134 (41.4) 106 (32.7) 10 (3.1)
2. I feel close to the people at work 3 (0.9) 13 (4.0) 80 (24.7) 182 (56.2) 46 (14.2)
3. 1 feel good about working at this company 24 (7.4) 42 (13.0) 134 (41.4) 92 (28.4) 32 (9.9)
4. 1 feel secure about my job 50 (15.4) 113 (34.9) 98 (30.2) 44 (13.6) 19 (5.9)
5. I believe management is concerned about me 58 (17.9) 69 (21.3) 133 (41.0) 61 (18.8) 3 (0.9
6. On the whole, I believe work is good for my physical health 7 (22) 23 (7.1) 94 (29.0) 137 (42.3) 63 (19.4)
7. My wages are good 73 (22.5) 82 (25.3) 111 (34.3) 51 (15.7) 7 (2.2)
8. All my talents and skills are used at work 23 (7.1) 83 (25.6) 142 (43.8) 68 (21.0) 8 (2.5
9. I get along with my supervisors 12 (3.7) 33 (10.2) 114 (35.2) 145 (44.8) 20 (6.2)
10. 1 feel good about my job 36 (11.1) 81 (25.0) 138 (42.6) 62 (19.1) 7 (22

Percentages in parentheses

at 200 subjects (61.7%). The items that exhibited the highest response rates of “strongly disagree” and
“disagree” combined were “4: I feel secure about my job,” at 163 subjects (50.3%) and “7: My wages are
good,” at 155 subjects (47.8%).

To establish construct validity, a single factor model was created and assessment of fit was examined
using confirmatory factor analysis. As a result, CFI was 0.913 and RMSEA was 0.089. Cronbach’s a was
0.83. The mean score for job satisfaction was 30.5 (SD=6.1, X,4.=46, X;nin=11).

4. Relationship between high-quality dementia care, perceived difficulty, coping with difficult situations and job
satisfaction

Figure 1 shows the causal model hypothesized in this study. The CFI was 0.852 and the RMSEA was
0.050. Therefore, it can be seen that the CFI was slightly below the value necessary for statistical signif-
icance. However, we believe this value does not warrant rejecting the hypothesis altogether. Taking into
consideration the complexity of the proposed model, we believe the CFI should be regarded as a reference
value and the RMSEA should be the main focus of evaluation. Hence, we decided it was appropriate to
adopt the model and continue analysis using path coefficients.

For the frequency of dementia care, all path coefficients between each primary factor and the observed
variables were statistically significant. The values were between 0.58 and 0.71 for maintaining health,
between 0.66 and 0.82 for supporting personal lifestyle choices, between 0.66 and 0.82 for promoting ADL,
between 0.90 and 0.94 for performing bedside vigils, between 0.78 and 0.81 for maintaining ties with the
family and between 0.79 and 0.85 for consolidating care. Furthermore, all path coefficients were statistically
significant including those for perceived difficulty. The values were between 0.60 and 0.78 for maintaining
health, between 0.70 and 0.87 for supporting personal lifestyle choices, between 0.64 and 0.79 for promoting
ADL, between 0.91 and 0.92 for performing bedside vigils, between 0.75 and 0.87 for maintaining ties with
the family and between 0.84 and 0.86 for consolidating care. Statistical significance was also confirmed for
path coefficients from the control factor to the observed variables (between 0.36 and 0.57) and for path
coefficients from the escape factor to the observed variables (between 0.33 and 0.81). Path coefficients from
the job satisfaction factor to the observed variables were significant (between 0.18 and 0.84). However, the

path coefficient from perceived difficulty to job satisfaction through escape was not significant.
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Fig.1 Relationship between the frequency of dementia care, the perceived difficulty of such care, and job satisfaction
(Standardized solutions) n=324, CFI=0.852, RMSEA=0.050
Notes: 1) Indicators of latent variables (observed variables) and error values have been omitted to avoid confusion.
2) Solid lines represent statistical significance and hatched lines represent statistical insignificance.
3) T indicates areas that have been abbreviated for distinguishing the model.

Discussion

This study attempted to employ the cognitive stress theory to examine the relationship between the
frequency of high-quality dementia care, the perceived difficulties in practicing this type of care, control
and escape responses and job satisfaction. Consequently, it was found that there were causal relationships
between each variable, with the exception of escape responses. Not only do these findings support the
cognitive stress theory, but they also show that job satisfaction improves when recognition of the difficulties
of practicing high-quality dementia care is processed through control-oriented responses. In other words,
job satisfaction can be sustained or improved by considering ways to reinforce control-oriented responses
among nursing employees. Therefore, it is believed that training which emphasizes control-oriented coping
techniques such as having employees decide what they think should be done and explain their plans to the
people who are affected when confronted with a difficult work situation, should have a positive influence
on job satisfaction.

Furthermore, it was shown that the frequency of high-quality dementia care and the perceived difficulty
of practicing such care had a statistically significant negative correlation. The study revealed that the
practice of bedside vigils was infrequent and perceived to be extremely difficult. Approximately 48% of the
facilities that cooperated with this study responded that as a rule they would permit residents to end their
lives within the facility if they wished and would allow family to be at their side. This rate is higher than
the 30% level reported in a survey conducted by the Japanese Nursing Association in 2003 [18]. However,
the higher rate found in this study may be due to the passing of time as well as the focus on unit care in
this research. Compensation for terminal care in geriatric health service facilities was newly added in the
Caregiving Compensation Revision of 2009, indicating that care during bedside vigils is being gradually
acknowledged. Nevertheless, in reality nursing employees in these facilities perceive care related to bedside
vigils as being difficult and therefore it may be necessary to educate employees on how to perform care

that ensures that residents end their lives peacefully, how to actively accept bedside vigil duties and how
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to establish a cooperative relationship with caregiving employees under such conditions. We believe the
proposed efforts described above should help improve dementia care by nursing employees and that it is
possible to sustain or raise job satisfaction through the practice of control-oriented responses.

This study substantiated a causal model related to job satisfaction. 24% of the job satisfaction rate of
nursing employees working in geriatric health service facilities can be explained by the frequency of dementia
care, the perceived difficulty of such care and responses to difficult work situations. Other variables which
should be considered in job satisfaction include support from facility management and colleagues [19-25]
and interpersonal relationships with family members of residents [26-30]. However, previous studies have
not detected a large effect, i.e. contributory rate, of such social relationships on job satisfaction and
not many efforts have been made to incorporate such variables into causal models, this study being no
exception. Therefore, it is suggested by employing the above variables in causal models based on the one
proposed in this study, a more general view of job satisfaction among nursing employees working in unit
care geriatric health service facilities can be obtained and a causal relationship pertaining to job satisfaction

may be achieved.

Conclusion

This study examined the relationship between the frequency of dementia care, the perceived difficulty
of such care, responses to difficult work situations (control and escape) and job satisfaction among nursing
employees working in unit care geriatric health service facilities. As a result, it was found that the frequency
of dementia care influences the perceived difficulty of such care and that these two factors, mediated
by control-oriented responses, affect job satisfaction. Therefore, the findings of this study support the
cognitive stress theory. Furthermore, the findings suggest that in order to sustain or raise job satisfaction,
it is important to educate nursing employees to utilize control-oriented responses in difficult work situations

and to promote the improvement of dementia care overall.
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