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With rapidly aging populations, family care functions can become weakened, and community health services
often lack unified standards. A standardized and professional community home-based long-term care model
(CHLCM) for the elderly is urgently needed in many regions of China and in other countries. Here, we
explored the indicators of the need for a CHLCM among elderly individuals, and we constructed a CHLCM.
We created and distributed a questionnaire regarding the requirement of long-term care services, based on a
literature review. The two-rounds Delphi method was used, involving 20 experts who were randomly selected
from among the medical universities, community health service centers, and nursing homes in Nanning,
Guangxi, China. The experts’ enthusiasm rates in the questionnaire’s two rounds were 95% and 100%, respec-
tively. The authentic coeflicient of the experts’ consulting was 0.857, and that of the experts’ academic level was
0.835; the judgement coeflicient was 0.880 and the familiar coefficient was 0.855. The CHLCM includes service
content and an evaluation. The coordination coefficients for the two primary, eight secondary, and 29 tertiary
indicators were 0.200, 0.386, and 0.184, respectively (p<0.05). The experts’ enthusiasm and authority were
high. The coordination of the experts’ agreement was sufficient, and the analysis results were reliable. The
CHLCM includes 29 items that provide a foundation and references for the formulation of concrete indicators
and subsequent research.
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ith the current rapid aging of China’s popula-

W tion [1], numerous problems have emerged.
The issues associated with the aging population have
become more serious and urgent, and among these
issues, that of the long-term care of community-dwell-
ing elderly individuals has become a key challenge in
Chinese society [2]. Long-term care for the elderly is
usually comprised of assistance with activities of daily
living (ADLs), the provision of nursing services, and
social activities designed for the elderly [3]. Long-term
care services are provided in China in three fundamen-
tal modes: community home-based care, family-pro-
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vided care, and nursing home care [4]. Family-provided
care is characterized by non-professional care; family
members usually lack professional knowledge, and the
family size is becoming smaller, which increases the
burden on the remaining family members [5,6]. The
rates of empty-nesters and individuals with dementia
among the community-dwelling elderly are also
increasing, which contributes to the lack of adequate
care; the family’s burden in the provision of long-term
care for elderly family members is thus increasing [5, 6].
Moreover, low medication compliance often exists
among elderly individuals with chronic disease [7], and
family’s function to support the elderly is gradually
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weakening [8].

Nursing home long-term care for elderly people
focuses on their daily functioning, but this type of care
provides mainly assistance with ADLs with a relatively
simple level of service; it also entails a major financial
burden and removes the elderly from society [9,10].
Long-term care for the elderly that provides long-term
care resources as an alternative to both family members
and nursing homes is thus urgently needed. A commu-
nity home-based long-term care model (CHLCM) is a
new type of long-term care that combines family-based
care and an institutional long-term care model. In a
CHLCM, the main providers of medical care are per-
sonnel at community health service centers and a small
number of volunteers in the community. The imple-
mentation of a CHLCM can enable the elderly to live
and be cared for normally at home, which gradually
results in a ‘deinstitutionalization’ and ‘socialization’
model. CHLCMs are thus receiving increasing atten-
tion.

In China, the government greatly advocates and
supports CHLCMs, and it considers the use of CHLCMs
an effective path to solve the current issues presented by
the country’s aging population. However, there is a lack
of consolidated standards and management regarding
CHLCMs in China [11,12], and a standard CHLCM
for the elderly has not yet been formed. Research
regarding long-term care of the elderly in China is still
at an early stage [13], and the findings related to
CHLCMs are rare, incomplete, and unclear.

We thus sought to identify the indicators for the
implementation of a CHLCM for the elderly living in
their homes in China. For this investigation, we
applied the Delphi method and an analytic hierarchy
process to explore an effective implementation path for
a CHLCM, with the larger goal of improving CHLCMs
for the elderly.

Materials and Methods

The collection of potential indicators.  For the
identification of potential indicators for a CHLCM, we
conducted a literature review of studies of community
home-based long-term care for elderly, using the key
words ‘community healtlh’, ‘long-term care’, ‘home-
based long-term care’, ‘community home-based long-
term care’, ‘geriatric care’, and ‘geriatric nursing’. The
electronic databases PubMed, ProQuest, ScienceDirect,
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Google Scholar, and the China National Knowledge
Internet (CNKI) were searched. The indicators ‘service
content’ (volunteer service, medical service, daily liv-
ing care, and Smart Silver hair service) and ‘service
evaluation’ (the qualified rate of service, the service
target evaluation, and the evaluation of risk manage-
ment services) were applied [14].

The secondary indicator ‘public health service’ was
added based on the community’s current situation in the
city of Nanning in Guangxi, China, because the fol-
lowing tertiary indicators are the mission of community
health in China: residents’ health record management,
health education, vaccinations, the health manage-
ment of the elderly, the health management of patients
with hypertension, the health management of patients
with diabetes, the health management of tuberculosis
patients, health management using traditional Chinese
medicines (TCM), and the reporting and handling of
infectious diseases and public health emergencies.

For the confirmation of the appropriateness of all
potential indicators, we conducted face-to-face inter-
views with the professional medical staff at a commu-
nity health service center in Nanning Community. The
draft of the new CHLCM was subsequently formed
with two primary indicators, seven secondary indica-
tors, and 30 tertiary indicators.

The identification of consulting experts. ~ Random
sampling was used to select 20 experts from two affili-
ated hospitals of Guangxi University of Chinese
Medicine, the Nanmian Community Health Service
Center, the Guiya Community Health Service Center,
two nursing faculties of medical universities, Guangxi
Chongyang Nursing Home, and the Wuxiang Nursing
Home Service Center. The experts were required to
have an intermediate or above professional title, >10
years of experience in a medical care field as a profes-
sional, and relevant professional knowledge in their
medical field of study. The selected experts’ main occu-
pations involved community nursing, geriatric nursing,
nursing education, nursing management, preventive
medicine, health care, rehabilitation nursing, and
other professional medical fields. All selected experts
needed to be capable of continuous participation in this
study. Experts were also required to be “friendly” (i.e.,
able to provide and discuss divergent opinions), as the
other experts were encouraged to justify and potentially
challenge the original judgments in greater detail, as a
method for reducing the experts’ bias.
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Consulting tools and methods. A self-designed
questionnaire was used as the consulting tool. The con-
tent of the questionnaire included an overview of the
present study, a request for the respondent’s informed
consent, and the introduction of Delphi method and
announcements. The questionnaire consisted of two
parts. The first part requested the respondent-expert’s
basic information: age, gender, educational level, pro-
fessional title, workplace, field of expertise, and num-
ber of years working in the present profession. The
questionnaire’s second part concerned the respondent’s
evaluation of several indicators (mainly the respon-
dent’s familiarity with the above-described indicators,
and a self-evaluation). We created the questionnaire
based on another literature review of studies of home-
based long-term care among elderly living in the com-
munity [15]. An additional specification [16] was for-
mulated according to the ISO9001-2017 standard [17],
and the framework of the CHLCM was drafted and
formed after discussion and analyses by our research
group.

Each indicator used in the questionnaire was assessed
by the respondent according to Likert’s five-grade scor-
ing method [18]: a score of 5 indicates ‘very import-
ant’, 4="relatively important’, 3 =‘general’, 2="not too
important’, and 1="not important’. The only way that
the content of an indicator could be revised was by ask-
ing the respondent-experts for their opinions on the
importance of each indicator and their opinions related
to the modification, addition, and deletion of each
indicator.

The value of expert authority (Q) was obtained by
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averaging the sum of the academic weight (Q1), the
judgment coeflicient (Q2), and the familiarity coefhi-
cient (Q3). The calculation formula was thus:
Q=(Q1+Q2+Q3)/3. The academic weight was based
on the respondent’s report of his/her possession of a
senior professional title, associate senior professional
title, or intermediate professional title. The judgment
coeflicient was based mainly on the respondent’s profes-
sional title. It is generally considered that the higher a
consultant’s professional title is, the higher the aca-
demic level is, and the more valuable the opinions
expressed will be. More details about the weight of the
consultants’ academic levels are given in Table 1,
according to the respondents’ disciplines. The judgment
coeflicient was divided into three levels (low, medium,
and high) and was implemented according to four
aspects: theoretical analysis, practical experience,
expert intuition, and peer understanding. The respon-
dent-experts were given grades according to their aca-
demic level and other conditions; more details are
provided in Table 2.

The familiarity coeflicient can be divided into five
grades ranging from low to high: very unfamiliar (0),
unfamiliar (0.2), ordinary (0.5), familiar (0.8), and
very familiar (1). More information is presented in
Table 3.

The Delphi method [19] was applied, and the ques-
tionnaire was sent by the Internet (email, WeChat, and
QQ). First, a brief introduction of this study, its signif-
icance, the Delphi method’s application process, and
information about the questionnaire was provided to
the potential consulting experts. The questionnaire was

Table 1 Weight value of the experts’ academic level
Professional title Senior Associate senior Intermediate
Weight of academic level 1.0 0.9 0.7

Table 2  Quantification of the experts’ indicator judgment basis

Influence of judgment basis on expert judgment

Judgment basis

Large Medium Small
Theoretical analysis 0.3 0.2 0.1
Practical experience 0.5 04 0.3
Expert intuition 0.1 0.1 0.1
Peer understanding 0.1 0.1 0.1
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Table 3  Quantification of expert familiarity

Familiarity’s degree Very unfamiliar Unfamiliar Ordinary Familiar Very familiar
Value assignment 0 0.2 0.5 0.8 1
issued after the individual experts informed consent Results

was obtained. The experts’ responses in the first round
were statistically analyzed and summarized, and the
indicators were modified according to the experts
responses. The second-round questionnaire was for-
mulated based on the revised content of the indicators,
and we used the experts’ feedback about the first-round
results for the second round of consultation.

Data collection and analysis and the indicators’
inclusion criteria.  We used the Excel program to
input the data for import into the SPSS version. 19.0
software program for the statistical analyses. The
screening requirements for the indicators in this study
[20] were the “most important” selection rate and the
mean of the values of importance, the standard devia-
tion, and the coeflicient of variation of each indicator.
An indicator was retained after the first round if the
indicator met any one of the following criteria: (1) the
selection rate of the response ‘the most important’ for
the indicator was >30%; (2) the coeflicient of variation
was <0.25; and (3) the indicator’s mean score was >4.0
(80%), meaning a priori >80% importance indicating a
strong consensus [21,22]. An indicator was deleted or
modified after the first round if the indicator met any of
the following criteria: (1) it had a selection rate of ‘most
important’ <30% in both the first and second rounds;
(2) the indicator’s mean score was <4.0; (3) any one of
the variation coefficients of the first round was >0.4; or
(4) any one of the variation coefficients of the second
round was >0.25.

If an indicator met an exclusion criterion in both
questionnaire rounds, it was excluded. The criteria of
each indicator’s addition or deletion were based on sug-
gestions proposed by at least two of the experts, the
indicator’s structure and content, and the experts’
background. Our research team members then dis-
cussed and decided whether each indicator should be
retained or deleted. Based on the two rounds of expert
consultation, the research group selected and estab-
lished the indicators of the CHLCM for the elderly.

The experts’ information and response rates.  The
data of the total of 20 experts are summarized in Table
4. The response rates of questionnaires for the two
rounds were 95% and 100%, respectively. Twelve
(60.0%) consultants also provided their opinions in the
first round and five (25.0%) consultants gave their opin-
ions in the second round; the details are provided in
Table 5.

1. Degree of expert authority

The mean values of the experts’ authority (Q) at the
first and second rounds were 0.830 and 0.857, respec-
tively. Table 6 provides the values of expert academic
level (Q1), the basis of judgment (Q2), and familiarity
(Q3) in the first and second rounds.

Degree of coordination of the experts’ opinions.
The coordination coefficients of the experts’ opinions
for the primary, secondary, and tertiary indicators in
the second round were 0.200, 0.386, and 0.184,
respectively. The results of the significance test for the
coordination coefficients (p < 0.05) are shown in Table 7.

The draft of indicators and the experts’ suggestions
in the first round.  Based on the results of our litera-
ture review and the actual situation in a community in
China, we identified the key points of the evaluation
indicator model for the home-based long-term care of
the elderly living in the community in the first round:
two primary indicators, seven secondary indicators,
and 30 tertiary indicators. The experts suggestions
were collected as well. More information is given in
Table 8.

Selection of indicators.  The indicators at all levels
were then ranked according to the following princi-
ples: the single top-ranked primary indicator was
retained; the top five ranked secondary indicators were
retained, and the top 20 ranked tertiary indicators were
retained. For the items that experts suggested should be
merged, modified or deleted, our research group made
corresponding adjustments of the items after reaching a
consensus by discussion. Indicators were excluded if
their rank was outside the 20 top ranked, or when the
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Table 4  Basic information of the selected experts (n=20)

Content Number of experts Proportion Average
Gender
Male 10 50.0%
Female 10 50.0%
Age 47.3 £8.492
30-39 6 30.0%
40-49 4 20.0%
50-59 8 40.0%
60 and above 2 10.0%
Professional working years 20.85+6.753
10-15 2 10.0%
16-20 10 50.0%
20-25 5 25.0%
26 and above 3 15.0%
Educational level
College degree 3 15.0%
Bachelor degree 2 10.0%
Master degree 15 75.0%
Workplace
Hospital 2 10.0%
Pension agencies 8 40.0%
Community service center 8 40.0%
Medical college 2 10.0%
Maijor
Nursing education 4 20.0%
Clinical medicine 4 20.0%
Hygienic managerialics 3 15.0%
Chinese traditional medicine 2 10.0%
Rehabilitation science 2 10.0%
Nursing research 3 15.0%
Social work 2 10.0%
Professional title
Intermediate 8 40.0%
Associate senior 9 45.0%
Senior 3 15.0%
Table 5 Indicators of the experts’ enthusiasm
Time Questionnaires issued Questionnaires returned Response rate Valid Effective rate
18t round 20 20 100% 19 95.0%
2" round 20 20 100% 20 100%
Table 6  Degree of expert authority (n=20)
Time Q Q1 Q2 Q3
18t round 0.830 0.835 0.850 0.805

2" round 0.857 0.835 0.880 0.855
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Table 7  Kendall coordination coefficient (W) for the first and second rounds
Rounds Index Index number W X? P value
1%t round Primary 2 0.200 4.000 <0.05
Secondary 7 0.279 33.484 <0.001
Tertiary 30 0.178 103.051 <0.001
2" round Primary 2 0.200 4.000 <0.05
Secondary 8 0.386 54.070 <0.001
Tertiary 29 0.184 103.146 <0.001

experts had different opinions about the indicator, the
use of the indicator in practice was difficult, or the indi-
cator was not within the scope of community home
services.

Using the results of the two rounds of consultation,
only the rates of the following items were <30%:
‘health education’, ‘TCM service’, ‘spiritual comfort
service, ‘vaccination’, ‘health management by TCM’,
‘family members service’, and ‘service satisfaction’, and
we observed that ‘health education’ was redundant con-
tent that should be deleted. The other items were adju-
dicated as valid working content in community health
services and related to elderly populations, and they
were thus retained.

The mean scores of the items “TCM service’ and ‘ser-
vice target evaluation’ were both 4, which was at the
margin for deletion. We decided to retain both items
because the TCM service is popular among the elderly
in communities in China, and the service target evalu-
ation is important for the evaluation of the quality of
service. The primary indicators were thus retained and
the secondary indicators included seven items, as a
result of adding three items (service mode, family
members’ service, and service satisfaction) and deleting
two items (volunteer service and Smart Silver hair ser-
vice), resulting in a final total of eight items. The num-
ber of tertiary indicators in the first round was 30; it
was increased by one item and reduced by deleting two
items in second round, giving a final total of 29 tertiary
indicators. The indicators of the new CHLCM for the
elderly were thus established.

Consultation results. In the first round, the
mean score of the respondents’ importance valuation
ranged from 4 to 4.95; the coefficient of variation
ranged from 0 to 0.259, and the rate of “most import-
ant” ranged from 25% to 100%. In the second round,
the mean score of the importance valuation ranged
from 4.1 to 4.95, the coeflicient of variation ranged

from 0 to 0.228, and the rate of “most important”
ranged from 25% to 100%. A final total of two primary
indicators, eight secondary indicators, and 29 tertiary
indicators was thus established. More details are pro-
vided in Table 9.

Discussion

A correct application of the Delphi method is the key
to obtain accurate research results. The experts selected
in this study are 20 authoritative experts with > 10 years
of work experience and intermediate or above profes-
sional titles in the field of geriatrics in Nanning,
Guangxi, China. They are representative of local med-
ical care disciplines and include nursing disciplines.
Fifteen (75%) of the experts had a master’s degree or
higher degree of education, indicating their expertise.
The acceptable value of an authority factor is 20.7. The
authority coefficients in this study were all >0.8, indi-
cating a high degree of authority.

A questionnaire recovery rate >70% is considered a
good response [23]. The recovery rates of the two
rounds of the present questionnaire were 95% (19 indi-
viduals) and 100% (20 individuals), indicating that the
experts were very active and enthusiastic about this
study and paid close attention to the study’s results. In
the first round of expert consultation suggestions, 12
(60%) experts put forward eight suggestions for revi-
sion, suggesting that they considered this research
important, and that home health care quality standards
are considered a crucial issue by experts in China [24].

We used Kendall’s coordination coefficient to test
whether the experts’ indicator evaluation results and
indicator importance scores were consistent. The range
of this coeflicient (W) value is from 0 to 1: the higher
the value, the more consistent the indicator score result
is and the indicator importance score is. The chi-
squared test is used to test the significance of a coordi-
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Table 8 The experts’ suggestions in the two rounds
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Important - .
Index rate valuation Coeﬁl_olt_ent Rate Suggestions
(X + SD) of variation from experts
Service content 4.70 +0.657 0.140 80.00% Accepted
Volunteer service 4.85 +0.366 0.075 85.00% Deletion
Living care 4.80+0.410 0.085 80.00% Deletion
Health education 4.15+0.671 0.162 30.00% Deletion
Emotional contact 4.20+0.834 0.199 45.00% Deletion
Service mode 5 0.000 100.00% Addition
Visiting service 4.90 +0.308 0.063 90.00% Addition
Family doctors’ signing service 4.90 +0.308 0.063 90.00% Addition
Referral service 4.35+0.489 0.112 35.00% Addition
Telemedicine service 4.75+0.444 0.093 75.00% Addition
Medical service 5 0.000 100.00% Accepted
Diseases’ types 4.75 £ 0.550 0.116 80.00% Accepted
Emergency service 4.75+0.444 0.093 75.00% Accepted
General medical service 4.85+0.366 0.075 85.00% Accepted
TCM medical service 4.00 +0.649 0.162 20.00% Accepted
Rehabilitative service 4.65+0.489 0.105 65.00% Accepted
Oral health services 4.30 +0.801 0.186 50.00% Accepted
Daily living and public health services 5 0.000 100.00% Accepted
Daily living care 4.80+0.410 0.085 80.00% Accepted
Spiritual comfort service 4.25+0.444 0.104 25.00% Accepted
Residents’ health record management 4.20£0.768 0.183 40.00% Accepted
Health education 4.85+0.366 0.075 85.00% Accepted
Vaccination 4.20+0.616 0.147 30.00% Accepted
Health management of elderly 4.55+0.510 0.112 55.00% Accepted
Health management of patients with hypertension 4.80+0.410 0.085 80.00% Deletion
Health management of patients with diabetes 470 +0.470 0.100 70.00% Deletion
Health management of patients with chronic diseases 4.70 £0.470 0.100 70.00% Addition
Health management of tuberculosis patients 4.55+0.510 0.112 55.00% Accepted
Health management of TCM 4.25+0.444 0.104 25.00% Accepted
Report and handling of infectious disease and public health emergency 4.35+0.489 0.112 35.00% Accepted
Smart Silver Service 4.70 +0.657 0.140 80.00% Deletion
Network information service 4,70 +0.571 0.121 75.00% Deletion
Telemedicine service 4.80+0.410 0.085 80.00% Deletion
Traffic service 4.70 £ 0.657 0.140 80.00% Deletion
Family members’ services 4.30 +0.470 0.109 30.00% Addition
Health education service 4.75+0.444 0.093 75.00% Addition
Service evaluation 4,95+ 0.224 0.045 95.00% Accepted
Qualified rate of service 4.05+1.050 0.259 45.00% Accepted
Qualified rate of community nursing 4.70+0.470 0.223 70.00% Accepted
Community nursing operation’s qualified rate 4.35+0.489 0.112 35.00% Accepted
Service target evaluation 4.00+0.973 0.243 40.00% Accepted
Service target self-care ability 4.75+0.444 0.093 75.00% Accepted
Service target quality of life 4.60 +0.503 0.109 60.00% Accepted
Service target cognitive function 4.20 +0.951 0.226 50.00% Accepted
Risk management service evaluation 4.30 £0.979 0.221 65.00% Accepted
Safety incidents 4.40+0.821 0.187 60.00% Accepted
Adverse nursing events 4.30+0.979 0.228 60.00% Accepted
Service satisfaction 4.20+0.410 0.098 20.00% Addition
Satisfaction rate 4.75+0.444 0.093 75.00% Addition
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Table 9  Key points of the evaluation indicator model for home-based long-term care of elderly living in a community
i Important valuation Coefficient of
Indicators (X + SD) variation Rate
Service content 4.70+0.657 0.139 80.00%
Service mode 5 0.000 100.00%
Visiting service 4.90+0.308 0.063 90.00%
Family doctors’ signing service 4.90+0.308 0.063 90.00%
Referral service 4.35+0.489 0.112 35.00%
Telemedicine service 4.75+0.444 0.093 75.00%
Medical service 5 0.000 100.00%
Diseases’ types 4.80 +0.410 0.085 80.00%
Emergency service 4,60+ 0.503 0.109 60.00%
General medical service 4.75+0.550 0.116 80.00%
Traditional Chinese medical service 4.10+0.533 0.130 20.00%
Rehabilitative service 4.65 +0.489 0.105 65.00%
Oral health service 4.40+0.754 0.171 55.00%
Daily living and public health service 5 0.000 100.00%
Daily living care 4.80+0.410 0.085 80.00%
Spiritual comfort service 4.25+0.444 0.104 25.00%
Residents’ health record management 4.20 +£0.768 0.183 40.00%
Health education 4.85+0.366 0.075 85.00%
Vaccination 4.05+0.759 0.187 30.00%
Health management of elderly 4.55+0.510 0.112 55.00%
Health management of patients with chronic diseases 4.70 £0.470 0.100 70.00%
Health management of tuberculosis patients 4.55+0.510 0.112 55.00%
Health management of traditional Chinese medicine 4.25+0.444 0.104 25.00%
Report and handling of infectious disease and public health emergency 4.35+0.489 0.112 35.00%
Family members’ service 4.30+0.470 0.109 30.00%
Health education service 4.75+0.444 0.093 75.00%
Service evaluation 4.95+0.224 0.045 95.00%
Qualified rate of service 4.40 +0.821 0.187 60.00%
Qualified rate of community nursing 4.70 £0.470 0.100 70.00%
Community nursing operation’s qualified rate 4.35+0.489 0.112 35.00%
Service target evaluation 4.80 +0.410 0.085 80.00%
Service target self-care ability 4.75+0.444 0.093 75.00%
Service target quality of life 4,60 +0.503 0.109 50.00%
Service target cognitive function 4.20 +0.951 0.226 50.00%
Evaluation of risk management services 4.30+0.979 0.228 65.00%
Safety incidents 4.50 +0.513 0.114 50.00%
Adverse nursing events 4.50 +£0.513 0.114 50.00%
Service satisfaction 4.20+0.410 0.098 20.00%
Satisfaction rate 4.75+0.444 0.093 75.00%

nation coefficient. A probability (p)-value <0.05 indi-
cates a significant statistical difference, and in this study
a p-value <0.05 indicates that the experts’ opinions
about the indicator system were highly coordinated.
We devised the content framework of the indicator
evaluation questionnaire mainly through the retrieval,
reference, analysis and summary of the relevant content
of the community home-based long-term care services
for the elderly, combined with the content of the
ISO9001-2017 service quality standards, in order to

develop a community-based long-term care service
indicator system for elderly individuals living in a com-
munity. The members of our research group collectively
discussed and analyzed the results, which were demon-
strated to be pertinent, practical, feasible, and system-
atic. Two primary indicators (service content and ser-
vice evaluation) were retained. Among the secondary
indicators (seven items), two items were removed and
three were added, so that the secondary indicators
included a final total of eight items: (1) service mode,
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(2) medical services, (3) daily living and public health
services, (4) family members’ services, (5) qualified
rate of service, (6) service target evaluation, (7) risk
management service evaluation, and (8) service satis-
faction. The Smart Silver hair service and volunteer
service were deleted, and service methods, family ser-
vices, and service satisfaction were added.

Medical services and the demand for daily life care
are the most important long-term care needs of elderly
populations [23,25,26], and they are the basis of long-
term care services for the elderly living in a community
as well. The present study’s experts unanimously recog-
nized the values of combination of the service mode,
medical service, ADLs, and public health service plus
the needs of the community home-based care service for
the elderly as the appropriate indicators of a CHLCM for
elderly individuals with the combination of medical
care and endowment, among which the full score rate
for the three indicators, including service mode, med-
ical service, and daily living and public health services,
reached 100%.

Because elderly populations are physically aging and
have a high incidence of chronic diseases and reduced
daily living and self-care abilities (in addition to the
weakening and non-specialization of family functions),
elderly populations’ need for visiting services, medical
services, and ADL and public health services is gradu-
ally increasing [26], which makes these services
extremely important for the long-term care of the
elderly in many communities. Our present findings also
indicate that family service is one of the factors that
affect the quality of long-term care for the community-
living elderly. Xianping Tang developed indicators of
the quality of family care, which showed that family
care technology and family health education and guid-
ance are the most important family care indicators [22].
She also regarded “family care operation” and “family
care services meeting residents’ needs” as the indicators
of the quality of family care that can be tested to evalu-
ate the effect of the quality of family care [24]. She
reported that “rules and regulations of home care” and
“assessment related to home care operation” are key
preconditions for quality family care [24].

Family services have varying degrees of impact on
the quality of life, mood, mental status, and care of the
elderly, and it has been indicated that family services
influence the mood of elderly individuals [27]. Topics
for further research include the questions of how to
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provide health education related to long-term care for
family members, how to increase the knowledge about
long-term care among the elderly in a community, and
how to obtain the cooperation of family members to
improve the quality of long-term care. Our present
study identified 30 tertiary indicators; one item was
added, two were deleted, and a final total of 29 items
was established. Two items (the health management of
patients with hypertension and the health management
of patients with diabetes) were removed, and the health
management of patients with chronic diseases was
added, with a full score rate of 70%. The experts
reported that they believed that these items should be
changed to ‘the health management of patients with
chronic diseases,” and that the content coverage would
thus be more comprehensive. Because of the wide vari-
ety of chronic diseases among the elderly in a commu-
nity, the indicator coverage needs to be more compre-
hensive.

The deletion of the item ‘Smart Silver hair service’
caused great disagreement. The Smart Silver hair ser-
vice is a product of the development of modern infor-
mation technology and is also a future development
trend in China. Community home-based long-term
care service for the elderly has not yet reached the con-
ditions of informatization, and it fails to connect well
with the Internet. In this regard, an earlier study
described the application of health information tech-
nology in the home long-term care of the elderly [28],
which supports the future development trend of the
Smart Silver hair service. The content of the research
and construction of a long-term care service system
should be suited to the needs of local community resi-
dents.

In conclusion, the CHLCM devised herein involves
a wide range of content. An insufficient understanding
of experts’ professional knowledge in their respective
fields could lead to insufficient reliability of the results.
However, the present experts’ opinions were the main
basis of our analyses, and the suggestions from experts
in non-professional fields were used as advice and refer-
ence information to discuss and analyze. Establishing
standardized indicators of a CHLCM could enhance the
quality of services in the community home-based long-
term care of elderly individuals, facilitate the standard-
ization and normalization of long-term care services for
the elderly in communities, and promote the unifica-
tion of long-term care services for the elderly in a given
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region or country, which will provide the reference
materials for improving the construction of long-term
care service systems [29].
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