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Abstract 
Roos, C. 2022. Promoting dignity and well-being in residential care facilities. Older persons’ 
perceptions and experiences of important aspects and associated factors. Dalarna Doctoral 
Dissertations 19. Falun: Dalarna University. ISBN 978-91-88679-34-5. 

Objective: The overall aim of this thesis was to increase knowledge regarding the perceptions 
and experiences of aspects and factors associated with perceived dignity and well-being among 
older persons living in residential care facilities. Study I describes residents’ perceptions and 
experiences regarding important aspects of experiencing dignity and well-being. Study II 
examines the associations between perceptions of dignity and well-being and the attitudes of 
staff, the indoor-outdoor-mealtime environments and individual factors for residents. Study 
III examines the same associations as Study II over a three-year period. Study IV examines 
residents’ perceptions of empowerment, person-centred climate and life satisfaction before and 
after a caregiver intervention concerning the Swedish national fundamental values of dignity 
and well-being. 

Methods: The studies were performed in residential care facilities in Sweden. The 
participants were residents living in these facilities. Study I is a qualitative study that used 
semi-structured interviews to collect data. Data were analysed using qualitative content 
analysis. Study II, a cross-sectional study, and Study III, a longitudinal study, are based on 
national questionnaire data from the Swedish National Board of Health and Welfare. Data 
from 2016, 2017 and 2018 were used and analysed using descriptive statistics and ordinal 
logistic regression models. Study IV is a cluster-randomized controlled trial with a pre-and 
post-test design. Data were collected using the Patient Empowerment Scale, the Person-
centred Climate Questionnaire –patient version, the Life Satisfaction Questionnaire and the 
EQ-5D questionnaire. Data were analysed using descriptive statistics, the Chi-square test, 
the Wilcoxon signed-rank test, the Mann-Whitney U test and generalized estimating equation 
models. 

Findings: To experience dignity and well-being it was important for residents to feel that 
they still matter. To feel this, it was vital to be able to manage daily life, to have influence and 
to belong to a social context (I). Residents who had experienced disrespectful attitudes of 
staff, who did not thrive in the indoor-outdoor-mealtime environments, who rated their 
health and mobility as poor, and who were diagnosed with dementia had higher odds of being 
dissatisfied with aspects of dignity and well-being (II). These associations were persistent 
over a three-year period (III). After an intervention concerning the Swedish national 
fundamental values of dignity and well-being, the residents in the intervention group 
reported higher scores for perceived empowerment, person-centred climate and life 
satisfaction (IV). 

Conclusion: To promote dignity and well-being, the attitudes of staff, the indoor-outdoor-
mealtime environments and the individual factors of poor health, poor mobility and a 
dementia diagnosis need to be targeted. The Person-centred practice framework, targeting the 
prerequisites of staff and the care environment, could be used as a theoretical framework 
for designing improvement strategies that aim to promote dignity and well-being. First-line 
managers and registered nurses in residential care facilities have different knowledge and 
skills. They therefore need to work together as a team when developing improvement 
strategies that aim to promote the dignity and well-being of residents. In addition, residents 
should be included on the team given their knowledge regarding what is important for 
promoting dignity and well-being. 
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Preface 

Improving care for older persons has been my interest for many years. Ap-
proximately 30 years ago, I started working as a nurse assistant at a residential 
care facility (RCF) for older persons. I noticed then that the care of older per-
sons was, to a large extent, task-oriented, and I started to wonder, how can it 
be that caring for older persons is task-oriented and not person-centred? Some 
years later, I worked as a registered nurse in RCFs for older persons. I noticed 
then that the personal integrity of older persons was not always respected by 
staff, that older persons’ self-determination and participation in their care was 
not always fully promoted by staff and that there was a lack of individualized 
care. I then started to wonder what is needed to promote personal integrity, 
self-determination, participation and individualized care. Approximately 15 
years ago, I started to work as a first-line manager at an RCF. As a first-line 
manager, I got the opportunity to coordinate a project in my organization that 
aimed to put the fundamental values of the organization into practice. During 
the project, I noticed that the care for older persons living in RCFs became 
more person-centred, i.e., that respect for personal integrity, self-determina-
tion and participation was promoted and that care was individualized to a 
greater extent. These effects were something that I only noticed and did not 
measure. As a manager, I was gratified to notice the effects of putting the 
fundamental values of the organization into practice, but I began to wonder 
what the effects are for older persons themselves when fundamental values 
are put into practice? In 2011, the Swedish national fundamental values were 
legislated with the Social Services Act. The Swedish national fundamental 
values state that the care of older persons living in RCFs should ensure their 
dignity and well-being. Some years later, I began my journey in the research 
field, where my aim was to find the answers to the questions I have had since 
I started working as a nurse assistant in RCFs 30 years ago. I now wanted to 
know, based on the legislation of the Swedish national fundamental values 
and from the perspectives of older persons living in RCFs, what aspects are 
important for experiencing dignity and well-being? What factors are associ-
ated with perceptions of dignity and well-being? What are the effects of inter-
ventions targeting the Swedish fundamental values? This journey has pro-
vided answers that can be used in the future when improving care for older 
persons living in RCFs, but it has also raised even more questions to be an-
swered. 
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Introduction 

Older persons living in RCFs are vulnerable due to comorbidities, long-term 
disabilities (1) and dependence on staff. Therefore, it is essential that staff are 
aware of, sensitive to and able to accommodate the vulnerability of older per-
sons. To do so, staff need to be guided by ethical aspects (2). One way of 
making ethical aspects in care explicit is to construct fundamental values (3). 
The Swedish national fundamental values, legislated in the Social Services 
Act, state that care for older persons, provided in RCFs should ensure that the 
older person experience dignity and well-being (4). Despite the legislation and 
the guidance from the Swedish national fundamental values, annual question-
naires administered by the National Board of Health and Welfare (NBHW) to 
all RCFs in Sweden indicate that not all older persons living in RCFs are sat-
isfied with aspects related to dignity and well-being (5-7). The findings from 
the questionnaire indicate a need to improve care to ensure dignity and well-
being. This thesis focuses on older persons’ perceptions and experiences of 
aspects of dignity and well-being in RCFs, and the factors associated with 
these perceptions and experiences. In addition, this thesis focuses on the per-
ceptions of older persons before and after an intervention concerning the Swe-
dish national fundamental values of dignity and well-being. 

This thesis was conducted within in a PhD program in care sciences. Care sci-
ences encompass the study of nursing, occupational therapy and physiotherapy 
(8). In the field of care sciences, this thesis takes nursing and the meta-paradigms 
of nursing—human, health, environment and care—as a point of departure (9). 
As the thesis takes the perceptions and experiences of older persons as a point of 
departure, it takes human factors into account. In addition, because the older per-
sons shared their perceptions and experiences regarding health, the environment 
and care in RCFs, the meta-paradigms of health, environment and care are con-
sidered. Furthermore, this thesis was performed within the field of health and wel-
fare, with a focus on evidence-based practice. Evidence-based practice includes 
the integration of the best available evidence, clinical experience and patient pref-
erences. All three of these considerations are equally important (10). In the field 
of evidence-based practice, this thesis contributes to knowledge regarding patient 
preferences and adds knowledge regarding older persons’ perceptions and expe-
riences of what is needed to promote dignity and well-being in relation to the care 
provided in RCFs. 

15 



  

 
   

 
  

  

 
 

 
 

 
 

 

 
 
 

Background 

The older person  
In Sweden, approximately 1.5 million persons are aged between 65-79 years, 
and approximately 500 000 persons are aged 80 years and older. Sweden has 
the highest life expectancy in European countries; approximately 81 years for 
men and 84 years for women (11). The high life expectancy implies that older 
persons, those aged 80 years and older, live longer with morbidity and long-
term disabilities (12). As persons age, they are more likely to experience sev-
eral diseases at the same time (comorbidity) (13, 14). The most common dis-
eases among older persons are heart diseases, stroke, chronic pulmonary dis-
ease and dementia (15-24). To a varying degree, these diseases have an impact 
on self-care, such as a limited capacity to care for oneself when washing, 
dressing and toileting; mobility, such as a limited capacity to walk, stand and 
to use the arms and hands; and the ability to perform domestic tasks, such as 
cleaning and cooking. Furthermore, persons diagnosed with dementia suffer 
from cognitive impairment due to pathological changes in the brain. Cognitive 
impairment progresses and affects daily life due to difficulties remembering 
recent events, orienting to one’s surroundings, concentrating and speaking 
(20, 22, 24). Dementia diseases can also cause behavioural and psychological 
symptoms, including cognitive (hallucinations), emotional (apathy, anxiety, 
depression), motor (physical aggression), verbal (verbal aggression) and veg-
etative (sleep and appetite disturbance) symptoms (25, 26). In addition, dis-
ease and limited capacity can cause social isolation and feelings of loneliness 
(27, 28). 

Older persons living in residential care facilities 
Due to the need for care, many older persons move into RCFs (29), where 
health and social care are available around the clock from registered nurses 
(RNs), nurse assistants (NAs) and care assistants (CAs) (4, 30, 31). In Sweden, 
municipalities are responsible for RCFs, as they are publicly funded (4). Per-
sons aged 65 years and older can apply to live in an RCF. A care manager in 
the municipality makes decisions regarding the right to live in an RCF based 
on an assessment of the person’s individual care needs (4, 32). In 2019, 70 
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077 persons aged 65 years and older were living in RCFs in Sweden (33), and 
most of them had an extensive need for both health and social care (34, 35). 

Comorbidity, long-term disabilities and the limitations older persons living in 
RCFs face commonly lead to increased vulnerability, as vulnerability is re-
lated to limitations in physical, cognitive and social functioning (1). Further-
more, comorbidities and long-term disabilities often lead to dependency on 
staff, which also increases vulnerability (14, 20, 27, 36). In addition, living in 
an RCF can increase vulnerability, as older persons living in RCFs have a 
threefold disadvantage: First, they face an existential disadvantage related to 
failing health; second, they face a cognitive disadvantage in the form of their 
knowledge disadvantage in relation to staff; and third, they face the institu-
tional disadvantage of being at the bottom of the hierarchy at an RCF (37). 
This means that older persons living in RCFs are vulnerable due to comorbid-
ity, long-term disabilities, dependency on staff and the threefold disadvantage 
of living in an RCF. Older persons living in RCFs will henceforth be referred 
to as residents. 

Legislation regulating health and social care in 
residential care facilities 
As living in an RCFs implies a need for both health and social care, such care 
is regulated by both the Health Care Act (38) and the Social Services Act (4). 
The Health Care Act states that health care should be characterized by and 
promote respect for dignity, self-determination, personal integrity and safety. 
In addition, respectful relations should be promoted (38). The Social Services 
Act states that social care should ensure that residents live in dignity and with 
a sense of well-being, conditions that have been named the Swedish national 
fundamental values (4). The Swedish national fundamental values state the 
aspects that should characterize the care provided to residents (39). When the 
Swedish national fundamental values were legislated in 2011, the Swedish 
NBHW was assigned to facilitate their implementation (39). To this end, ed-
ucational material for use by staff working at RCFs throughout Sweden was 
developed (40). In addition, first-line managers in RCFs were invited to attend 
a university course focusing on how to support the implementation of the Swe-
dish national fundamental values (41). 

17 



  

 

 

 
 

 

   
   

 

 

 

 

 

 

 
 

  
 

 

The Swedish national fundamental values: Living in 
dignity and with a sense of well-being 
The Swedish national fundamental values state: for residents to live in dignity, 
staff at RCFs need to respect and promote residents’ personal integrity, self-
determination and participation in care. In addition, care must be individual-
ized, and staff must have respectful attitudes towards residents. A sense of 
well-being requires that staff promote safety and meaningfulness in care. The 
aspects required for living in dignity are described as prerequisites for experi-
encing a sense of well-being (4, 39); see Table 1 for an overview of the Swe-
dish national fundamental values and its associated aspects. Henceforth, living 
in dignity and its associated aspects will be referred to as dignity. A sense of 
well-being and its associated aspects will be referred to as well-being. 

Table 1: Overview of the Swedish national fundamental values and its associated 
aspects 

Living in dignity and with a sense of well-being 
Living in dignity A sense of well-being 
Respect for personal integrity Meaningfulness 

Safety Self-determination 
Participation 
Individualized care 
Respectful attitudes 

Definition of dignity in the Swedish national fundamental values 
The definition of dignity in the Swedish national fundamental values is based 
on the definition of dignity of identity by Nordenfelt. According to Nordenfelt, 
dignity is connected to identify, and to promote dignity, respect need to be 
given to a person’s personal integrity, autonomy and participation in care (42, 
43). The central aspects of autonomy are self-determination and independence 
(44). According to Nordenfelt, older persons’ dignity of identity can be vio-
lated by other people (43). This implies that residents’ experiences of dignity 
are affected by the attitudes of staff (43, 45). In addition, the definition of 
dignity in the Swedish national fundamental values is based on the definition 
of dignity by Blennberger (39, 46). In accordance with Nordenfelt (42, 43), 
Blennberger states that personal integrity, self-determination, participation 
and respectful attitudes are dignifying aspects that need to be promoted in 
care. In addition, Blennberger states that to promote dignity, individualized 
care need to be promoted (39, 46). 

The dignifying aspect respect for personal integrity is defined in the Swedish 
national fundamental values as having respect for the body when providing 
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care, which implies handling the body sensitively. In addition, respect for per-
sonal integrity implies respect for privacy, and consequently, staff in RCFs 
need to facilitate privacy. This implies an approach in which staff see them-
selves as guests in the resident’s apartment. Staff are supposed to act like 
guests by, for instance, knocking on the door before entering the apartment 
and asking for permission to use the resident’s personal belongings in his or 
her apartment. Self-determination is defined as the ability of the resident to 
affect the care that he or she receives. To facilitate self-determination, staff 
need to be responsive and actively seek out the resident’s perceptions. In ad-
dition, this requires a professional way for staff to learn the resident’s point of 
view and hear complaints, if there are any. The definition of participation 
highlights the importance of consensus in care provision. To reach a consen-
sus, it is essential that the resident have factual and correct information regard-
ing his or her options. In addition, to reach consensus, it is essential that staff 
ask for the resident’s perceptions. Individualized care is defined as starting 
with the resident’s life story and lifestyle and the acknowledgement that every 
individual has different needs, interests and wishes. Staff need to be respon-
sive to the resident’s unique conditions. Respectful attitudes of staff are de-
fined as originating from respect for the resident. Respectful attitudes imply 
an approach of responsiveness, trust, support and encouragement (39). 

Definition of well-being in the Swedish national fundamental 
values 
In the Swedish national fundamental values, well-being is defined in terms of 
a person’s experiences of his or her life situation. Therefore, well-being cannot 
be fully ensured by care, but it is essential for staff to pay attention to and 
promote residents’ well-being in care. To create conditions under which resi-
dents feel well-being, staff need to promote safety and meaningfulness in care. 
Safety is defined as creating a safe environment for the provision of care. Fur-
thermore, continuity among staff and the resident’s feelings of trust in staff 
are described as central for creating safety. Meaningfulness is defined as the 
creation of prerequisites for meaningfulness, such as social activities, with the 
aim of creating community with other residents (39). 

Previous research regarding residents’ experiences of dignity and 
well-being 
Residents have stressed the importance of self-determination and individual-
ized care for experiencing dignity (47-50). In that respect, it is vital for them 
to be offered choices and to have control over their care (47, 49-53). To be 
able to make choices, it is crucial to be informed about one’s care (52, 54). 
Regarding having control, residents have stressed the importance of having 
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control over when and how they receive care (55, 56). The feeling of control 
is related to the concept of empowerment. Empowerment is defined as a pro-
cess through which persons gain control over factors that affect their lives. 
Empowerment mobilizes a person’s resources, which is crucial to feeling con-
trol in life. An increased sense of control and improved quality of life are the 
reported outcomes of empowerment (53, 57). Despite the importance of 
choice and control for experiencing dignity, there is a conflict between resi-
dents’ choice and control and the rules set by organizations (55, 58, 59). Res-
idents experience that RCF staff sometimes lack the ability to promote choice 
and control (55, 58, 60-62), which makes them feel ignored (49). A lack of 
ability among staff to promote self-determination, participation and individu-
alized care was also found in the national questionnaire administered by the 
Swedish NBHW (5-7). 

To experiencing well-being as it relates to safety, residents have stressed that 
not having control in a situation can cause feelings of unsafety (63, 64). In 
addition, residents have stressed the importance of being viewed as individu-
als with individual needs to experience safety (65). The findings from the na-
tional questionnaire administered by the NBHW indicate that most residents 
feel safe at RCFs, but not all residents feel trust in staff (5-7). Furthermore, 
regarding well-being as it relates to meaningfulness, residents have stressed 
the importance of meaningful activities, i.e., activities that consider their indi-
vidual interests and hobbies (54, 61, 66). Nevertheless, residents have de-
scribed a lack of meaningful activities in RCFs (54, 61, 66-68). On the other 
hand, residents have stressed that it is not the activity per se that is important 
for experiencing meaningfulness but the opportunity to feel important to 
someone else (69). Furthermore, social relationships have been emphasized as 
vital for experiencing meaningfulness (70, 71). Activities have been described 
as providing opportunities to create social relationships (54, 72) and reduce 
the risk of social isolation (73). In addition, mealtimes have been emphasized 
as meaningful activities, as they provide opportunities to be part of and create 
social relationships (66, 68, 74). However, it has also been reported that resi-
dents can feel excluded when they are around residents with whom they do 
not feel connected at mealtimes (69, 74). Despite the importance of social ac-
tivities for experiencing meaningfulness, the findings from the national ques-
tionnaire administered by the NBHW indicate that not all residents are satis-
fied with the social activities provided in RCFs (5-7). 

The environment of residential care facilities 
RCFs provide one-room apartments with their own leases. There are also pub-
lic indoor areas, such as mealtime areas and outdoor areas (75). The environ-
ment, including the private areas (the resident’s own apartment) and the public 
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indoor and outdoor areas, should contribute to a feeling of home (71). Regard-
ing the private area, having an apartment on one’s own has been described as 
important for experiencing privacy in RCFs (58, 61, 62, 76). Furthermore, 
having one’s own personal belongings, such as furniture and photos, in the 
apartment has been described as important for creating a feeling of home (58, 
61, 72, 77). Despite the importance of privacy in one’s own apartment, a lack 
of privacy has been described, as staff and other residents sometimes enter 
residents’ private apartments without permission (62, 78). 

Previous research describes the importance of creating a familiar and home-
like environment in the public indoor areas, such as mealtime areas (79, 80). 
Mealtimes and residents’ enjoyment of them are influenced by the character 
of the dining area, i.e., whether it is institutional or homelike (80, 81). Both 
physical and social aspects of the dining area have been found to moderate 
food intake (79, 80, 82). In addition, eating meals in small groups around a 
table has been found to stimulate social relationships (79, 81, 83). The im-
portance of staff sitting around the table during mealtimes has also been high-
lighted as an important aspect of the mealtime area (74, 83, 84). 

Regarding the outdoor areas, residents have described the importance of being 
able to go outdoors (58, 62, 85). Furthermore, residents have described how 
they appreciate having views from windows, as they make them feel con-
nected to nature (58, 85). Having a view from a window has also been found 
to increase well-being (86). In addition, outdoor areas have been described as 
places for socializing (87, 88). Despite the importance of the outdoor areas, 
low environmental quality of outdoor areas has been identified (76), and ob-
stacles to visiting the outdoor area have been described (87, 89). Such obsta-
cles include heavy or locked doors and high doorframes. Another obstacle is 
residents’ feelings that they have to ask staff for permission to visit the outdoor 
areas (89, 90). 

Staff in residential care facilities 
RCFs are staffed by RNs, NAs and CAs, who provide health and social care 
around the clock. First-line managers in RCFs are responsible for the staff. 

Registered nurses in residential care facilities 
In 2019, RCFs were staffed by approximately 16 000 RNs (31). Nursing is the 
specific competence of RNs and implies the promotion of health and well-
being (91). Health includes physical, mental and social well-being (92). Well-
being is being described as a subjective dimension of health and includes 
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physical, mental, social and environmental aspects of life (93). Health is also 
related to quality of life, which is a subjective experience of well-being (94). 
Nursing further implies assessing, diagnosing, planning, implementing and 
evaluating health care (91). As RNs are in charge of health care, they are sub-
ject to the Health Care Act (38). Furthermore, RNs are subject to the Interna-
tional Ethical Code. The code describes RNs’ responsibility to promote dig-
nity and to support and guide staff in developing ethical competence (95). In 
addition, RNs are responsible for promoting the core competencies of person-
centred care (PCC), teamwork, evidence-based practice, quality improvement 
and informatics (96). 

Nursing in RCF has been described as challenging due to the complex health 
care needs of the residents (97). Due to the fairly low number of RNs working 
in RCFs, previous research indicates that many RNs do not have time to fully 
perform their tasks due to a lack of resources. The task they experienced hav-
ing the least time for was having conversations with residents (98). In addition, 
RNs have stated that they mainly serve in a consultant role and that they do 
not have time to participate fully in providing bedside care. This implies that 
they greatly depend on the skills of other staff members (99), for instance, the 
NAs and CAs. 

Nurse assistants and care assistants in residential care facilities 
In 2019, RCFs were staffed by approximately 105 000 NAs and 30 000 CAs, 
who are subject to the Social Services Act (4) and provide social care around 
the clock (31). In Sweden, social care is defined as assistance with personal 
hygiene, dressing, moving around, cleaning, cooking and shopping (100). 
NAs and CAs can be delegated to perform health care tasks by a RN who is 
in charge of health care (38). This implies that NAs and CAs are governed by 
both the Health Care Act (38) and the Social Services Act (4). As NAs and 
CAs are governed by both the Health Care Act and the Social Services Act, 
and residents have complex care needs due to comorbidity and long-term dis-
abilities, there are high demands on NAs’ and CAs’ competence (14). Com-
petence is composed of knowledge, skills and attitudes. Caring for residents 
requires competence including: ethical and interactional competence, compe-
tence in risk management and competence in promoting health and well-being 
(101). Professional competence can be achieved by a high school education in 
health and social care, which makes it possible to work as a NA (102). To 
work as a CA, half of the courses in health and social care education are re-
quired (103). However, RCFs also are staffed by persons who do not have 
relevant education in health and social care (104). 
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First-line managers in residential care facilities 
First-line managers in RCFs are responsible for the staff, working environ-
ment, development and finance (105). In addition, they have a responsibility 
to address residents’ wishes and needs (106). An important part of their work 
is to enable staff to put the intentions in the legislations into practice (105). 
Most first-line managers, approximately 80%, have more than three years of 
university education (social work 40%, nursing 25%, behavioural science 
15%) (105). First-line managers in RCFs have described their work situation 
as complex and challenging (107, 108), as it is characterized by financial lim-
itations and responsibility for large groups of staff, which make it difficult to 
influence the attitudes of the group of staff (109). Another challenge first-line 
managers face is handling the high amount of sick leave among staff (30, 110-
112). Approximately 25% of the first-line managers in RCFs have taken the 
university course focusing on how to support the implementation of the Swe-
dish national fundamental values. The most common reason for not being able 
to take the course was their demanding work situation (41). 
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Theoretical concept and framework 

The theoretical framework for this thesis was the person-centred practice 
(PCP) framework (113, 114). The framework was used to design Studies II 
and III; to specify the aims, hypotheses and dependent and independent vari-
ables. The framework was also used to discuss the results of Studies I, II and 
III. The PCP framework, developed from the person-centred nursing frame-
work, is a multidisciplinary framework for putting PCC into practice (113, 
114). As the framework is used to put PCC into practice, this section will de-
scribe both the concept of PCC and the PCP framework. 

The concept of person-centred care 
The concept of PCC challenges the medical model of care, which tends to 
focus on diagnosing and treating diseases; in contrast, PCC focuses on the 
person (37, 115, 116). The concept of PCC builds on the needs of the person 
who requires care. The core of PCC is the person: his or her beliefs, prefer-
ences and values (37, 115-118). PCC implies considering the person as some-
one who has abilities and is capable of determining his or her own preferences, 
assessing goals for action and taking responsibility for those actions (37, 119). 
Furthermore, recognizing and maintaining the person’s identity is essential to 
PCC. A person’s identity is dependent on other people and can only be assured 
within a relationship through interaction and communication (37, 117, 118). 
Maintaining a person’s identity complies with the definition of dignity in the 
Swedish national fundamental values (42, 43). There is no universally ac-
cepted definition of PCC, but recognizing the uniqueness of the person is re-
garded as central. This means that every person has individual beliefs, prefer-
ences, values and needs, and care should be individualized based on these 
(120). Even this consideration complies with the Swedish national fundamen-
tal values in that individualized care is described as a dignifying aspect (39). 
The most common values used to describe PCC are dignity, self-determina-
tion, individualized care and meaningful living (121). Accordingly, the Swe-
dish national fundamental values of dignity and well-being, with their associ-
ated aspects of self-determination, individualized care and meaningfulness, 
comply with the concept of PCC. 
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The person-centred practice framework 
The PCP framework aims to put PCC into practice and comprises four con-
structs: prerequisites, care environment, person-centred processes and per-
son-centred outcomes. The constructs in the framework are related. To deliver 
person-centred outcomes, first the prerequisites and then the care environment 
need to be considered. The ability to apply the prerequisites is influenced by 
the care environment. Person-centred care processes can be applied when the 
prerequisites are used within the care environment. This ordering leads to the 
achievement of person-centred outcomes (113, 114); see Figure 1 for an over-
view of the PCP framework. 

The prerequisites refer to the staff’s knowledge, skills and attitudes. The req-
uisite knowledge is important for professional competence, and professional 
competence entails more than mere technical competence. Regarding 
knowledge, it is also important for staff to know themselves, to be aware of 
their own personal beliefs and values and to understand how these might im-
pact care. Developed skills are important for enabling staff to communicate 
effectively with residents, both verbally and non-verbally, to find mutual so-
lutions in care. The care environment focuses on the context in which care is 
provided. The care environment implies a culture that facilitates shared deci-
sion-making and a physical environment with attention to privacy, 
choice/control and safety. A mix of skilled staff is also vital to the care envi-
ronment. Person-centred care processes focus on putting PCC into practice. 
Care should be provided according to the person’s beliefs, preferences and 
values. To provide care according to the person’s beliefs, preferences and val-
ues, it is crucial to have a clear picture of what the person values in life. This 
is linked to shared decision-making and implies that staff facilitate residents’ 
involvement in decision-making in a way that considers residents’ beliefs, 
preferences and values. Person-centred outcomes are the results of effective 
PCC. Satisfaction with care, a feeling of involvement in care, i.e., dignity, and 
a feeling of well-being are being described as person-centred outcomes (113, 
114). Accordingly, the Swedish national fundamental values of dignity and 
well-being comply with the PCP framework, as dignity and well-being are 
person-centred outcomes according to the framework. 
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 Figure 1: The Person-centred practice framework (114). 
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Rationale 

Residents are vulnerable due to comorbidities, long-term disabilities, depend-
ence on staff and the threefold disadvantage. Staff in RCFs need to be respon-
sive to this vulnerability, and therefore, they need to be guided by ethical as-
pects. The aim of the legislation of the Swedish national fundamental values 
of dignity and well-being is to guide RCF staff in providing care. This implies 
that staff should respect and promote residents’ personal integrity, self-deter-
mination, participation, safety and meaningfulness when providing care. In 
addition, individualized care should be promoted, and staff should meet resi-
dents with respectful attitudes. Although the implementation of the Swedish 
national fundamental values was facilitated by the Swedish NBHW, residents 
have described experiences in which aspects of dignity and well-being are not 
fully ensured. As the Swedish national fundamental values of dignity and 
well-being are legislated but are not fully ensured, there is a need to improve 
the promotion of dignity and well-being. To do so, it is important to know 
more about residents’ perspectives regarding: the aspects that are important to 
experiencing dignity and well-being in RCFs, the factors that are associated 
with the perceptions of dignity and well-being in RCFs, whether the factors 
associated with dignity and well-being change over time and whether inter-
ventions targeting the Swedish national fundamental values have an effect on 
their perceptions of dignity and well-being. There is an urgent need to answer 
these questions. First, these questions are of urgent importance to a large group 
of vulnerable residents. Second, they are urgent to RNs, as one of their core 
competencies is PCC, and dignity and well-being are person-centred out-
comes. Third, they are urgent to NAs and CAs, who are governed by the in-
tentions of the legislation and need to put them into practice. Fourth, they are 
urgent to first-line managers in RCFs, who are responsible both for imple-
menting the legislation and for enabling staff to put the intentions of the leg-
islation into practice. To know what to target to better promote dignity and 
well-being, the point of departure must be the perspectives of residents, as 
they are the persons who know what is necessary to perceive and experience 
dignity and well-being. 
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Aims 

The overall aim of this thesis was to increase knowledge regarding the per-
ceptions and experiences of aspects and factors associated with perceived dig-
nity and well-being among older persons living in residential care facilities. 

The specific aims were as follows: 

I To describe residents’ perceptions and experiences regarding 
important aspects of experiencing dignity and well-being in 
residential care facilities. 

II To examine the associations between perceptions of dignity 
and well-being and the attitudes of staff, the indoor-outdoor-
mealtime environments and individual factors for residents. 

III To examine the associations between perceptions of dignity 
and well-being and the attitudes of staff, the indoor-outdoor-
mealtime environments and individual factors for residents 
over a three-year period. 

IV To examine residents’ perceptions of empowerment, person-
centered climate and life satisfaction before and after a care-
giver intervention concerning the Swedish national fundamen-
tal values. A further aim was to investigate whether there were 
any differences in change over time in these variables between 
an intervention group that received the intervention and a con-
trol group. 
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Methods 

Design 
Different research designs were used in this thesis. In Study I, a descriptive 
design, in Study II, a retrospective cross-sectional design and in Study III, a 
retrospective longitudinal design was used. In Study IV, a cluster-randomized 
controlled trial with a pre-test and post-test design was used. An overview of 
the research designs, sample, data collection and data analysis in the studies 
is presented in Table 2. 

Settings 
All studies were conducted in both rural and urban RCFs in Sweden. Studies 
II and III were conducted in all RCFs in the 290 municipalities in Sweden, and 
both specialized care units for persons diagnosed with dementia and general 
care units for older persons were included. Studies I and IV were conducted 
in RCFs located in the same county in central Sweden. In Study I, 11 RCFs 
located in six municipalities in the county participated. In Study IV, 12 RCFs 
located in five municipalities in the county participated. Specialized care units 
for persons diagnosed with dementia were excluded in Studies I and IV. 
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Table 2: Overview of research designs, sample, data collection and data analysis in 
Studies I-IV. 

Research design 
and  
approach 

Study I 
Descriptive study 
design 

Qualitative  
approach 

Study II 
Retrospective 
cross-sectional 
study design 

Non-
experimental 
Quantitative ap-
proach 

Study III 
Retrospective 
longitudinal 
mixed cohort 
study design 

Non-
experimental 
Quantitative ap-
proach 

Study IV 
Cluster- 
randomized con-
trolled trial with 
a pre- and post-
test design 

Experimental 
Quantitative ap-
proach 

Sample Purposive  
sample 

n= 20 residents 

Consecutive  
sample 

n= 35432 
residents 

Consecutive  
sample 

2016 n= 13763 
residents 
2017 n= 13251 
residents 
2018 n= 12620 
residents 

Convenience 
sample 

n=80 residents  
(intervention 
group n=43, 
control group n= 
37) 

Data collection Semi-structured 
interviews with 
open-ended 
questions 

Questionnaire: 
Administered by 
the NBHW in 
2018 

Questionnaire: 
Administered by 
the NBHW in 
2016, 2017, 2018 

Questionnaires:  
Patient Empow-
erment Scale, 
Person-centred 
Climate Ques-
tionnaire- patient 
version, Life 
Satisfaction 
Questionnaire, 
EQ-5D 3L 

Data analysis Qualitative con-
tent analysis 

Descriptive sta-
tistics, ordinal lo-
gistic regression 
models 

Descriptive sta-
tistics, ordinal lo-
gistic regression 
models 

Descriptive sta-
tistics, Chi-
square test, Wil-
coxon signed-
rank test, Mann-
Whitney U test, 
GEE-models 

Participants 
In Study I, a purposive sample was used, and 20 residents participated. The 
inclusion criteria were: having resided at the RCF for more than one month at 
the time of the interview, being able to speak and understand Swedish and 
being able to participate in an interview. Residents diagnosed with dementia 
were excluded. Because of their personal knowledge about the residents, the 
first-line managers in the RCFs worked with the author of this thesis, hereafter 
referred to as CR, to identify residents for participation in the interviews based 
on the inclusion criteria. For the characteristics of the participants in Study I, 
see Table 3. 
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Table 3: Characteristics of the participants in Studies I and IV. 

Characteristics 

Sex (%) 
Male 

Study I 

n=20 

40% 

Study IV 
Intervention group 
n=43 

37% 

Study IV 
Control group 
n=37 

35% 
Female 
Age 
Median (Q1-Q3) 

60% 

91 (85-93) 

63% 

89 (82-92) 

65% 

88 (83-93) 
Min-max
Duration of residence (months) 
Median (Q1-Q3) 

 77-104 

26 (10.5-36) 

65-99 

13 (5-36) 

68-104 

23 (12-46) 
Min-max
Mobility (%) 
No problems walking around

 4-156 

 10%* 

1-156 

2,5% 

1-120 

5% 
Some problems walking around 55%* 60% 65% 
Confined to bed
Self-care (%) 
No problems with self-care 

 35%* 

30%* 

37,5% 

16% 

30% 

13% 
Some problems washing or dressing 45%* 72% 68% 
Unable to wash or dress 
Usual activities (%) 
No problems with performing usual 
activities 

25%* 

35%*

12% 

 53% 

19% 

57% 

Some problems with performing 
usual activities 

40%* 33% 35% 

Unable to perform usual activities 
Pain/discomfort (%) 
No pain or discomfort 

25%* 14% 

37% 

8% 

54% 
Moderate pain or discomfort 35% 32% 
Extreme pain or discomfort 
Anxiety/depression (%) 
Not anxious or depressed 

28% 

44% 

14% 

43% 
Moderately anxious or depressed 44% 43% 
Extremely anxious or depressed 
Health state 
Median (Q1-Q3) 

12% 

50 (50-80) 

14% 

72.5 (50-88.8) 
Min-max 25-100 0-100 

Q=Quartile, *=Assessed in the interviews by CR, EQ-5D was not used 

In Study II, a consecutive sample was used, and all residents aged 65 years 
and older living in all RCFs in Sweden in 2018 were invited to participate in 
the study. The target population (n=71 696) was based on the number of resi-
dents living in an RCF on 31 December 2017. Of this target population, 35 432 
residents participated in the study (response rate 49%). Of the participants, 
36% responded to the questionnaire by themselves, and 64% responded by 
proxy. The proxies were relatives, friends, trustees, staff and others. For the 
characteristics of the participants in Study II, see Table 4. 

In Study III, a consecutive sample was used, and all residents aged 65 years 
and older living in all RCFs in Sweden in 2016, 2017 and 2018 were invited 
to participate in the study. The target population was based on the number of 
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residents living in an RCF on 31 December 2016 (72 724), 2017 (71 577) and 
2018 (71 696). For this study, proxy responses were excluded. A total of 
13 763 residents participated in 2016 (response rate 19%), 13 251 residents 
participated in 2017 (response rate 19%), and 12 620 residents participated in 
2018 (response rate 18%). For the characteristics of the participants in Study 
III, see Table 4. 

Table 4: Characteristics of the participants and descriptive statistics for the independ-
ent variables sex, age, self-rated health, self-rated mobility and dementia diagno-
sis/prescribed medication for dementia in Studies II and III. 

Study II Study III 
2018 2016 2017 2018 
n=35 432 n=13 763 n=13 251 n=12 620 

Independent variables 
Sex (%) 

1. Male 
2. Female 

1. 31% 
2. 69% 

1. 31% 
2. 69% 

1. 32% 
2. 68% 

1. 31% 
2. 69% 

Age 
Median (Q1-Q3) 88  

(82-93) 
88  
(83-93) 

88 
(83-93) 

88  
(83-93) 

Min-max 66–110 66-110 67-109 66-110 
1. 65-79 years 
2. 80 years and older 

1. 17% 
2. 83% 

1. 16% 
2. 84% 

1. 16% 
2. 84% 

1. 17% 
2. 83% 

Self-rated health (%) 
1. Good 
2. Poor 

1. 67% 
2. 33% 

1. 79% 
2. 21% 

1. 78% 
2. 22% 

1. 78% 
2. 22% 

Self-rated mobility (%) 
1. Can move around by 

myself 
2. Difficulties/cannot 

move around by my-
self 

1. 16% 
2. 84% 

1. 20% 
2. 80% 

1. 20% 
2. 80% 

1. 20% 
2. 80% 

Dementia diagnosis/prescribed medication for dementia (%) 
1. No 
2. Yes 

1. 81% 
2. 19% 

1. 83% 
2. 17% 

1. 80% 
2. 20% 

1. 80% 
2. 20% 

Q=Quartile 

In Study IV, a convenience sample was used. The following steps were taken 
to identify the participants: 

1. Executive managers from eight municipalities in one county were 
asked if the municipalities wanted to participate in the study. Five mu-
nicipalities agreed to participate. 

2. First-line managers at 12 RCFs in the five municipalities volunteered 
to participate. The inclusion criterion for care units of the RCFs was 
that the care unit had to have residents living there permanently. Spe-
cialized care units for persons diagnosed with dementia were ex-
cluded. At the 12 RCFs, 27 care units that met the inclusion criteria 
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agreed to participate. Care units that shared staff were treated as one 
study unit and could not end up in different groups. 

3. Before baseline data were collected, randomization of the care units 
to the intervention group (9 study units) and control group (9 study 
units) was performed. A random numbers table was used for random-
ization (122). 

4. All residents in the 18 study units who met the inclusion criteria were 
asked to participate in the study. The inclusion criteria for residents 
were: having resided at the RCF for more than two weeks and being 
able to respond to a questionnaire by themselves or with assistance to 
read the questions and/or complete the questionnaire. Residents diag-
nosed with dementia and those with difficulties understanding the 
questions due to reduced cognitive ability were excluded. The number 
of residents with diagnosed dementia was reported to CR by the RNs. 
The number of residents with reduced cognitive ability was also re-
ported to CR by RNs, who estimated the residents’ cognitive ability 
based on their professional competence and personal knowledge of 
the residents. Fifty-five residents in the intervention group and 52 res-
idents in the control group met the inclusion criteria at baseline and 
agreed to participate. At follow-up, 12 residents in the intervention 
group and 15 residents in the control group dropped out. The most 
frequent reason for dropout was that the resident had passed away. A 
total of 43 residents in the intervention group and 37 residents in the 
control group completed the questionnaire at both baseline and fol-
low-up. For the characteristics of the participants in Study IV, see Ta-
ble 3. 
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Data collection 

Measurements and instruments 
The measurements and instruments used for data collection in the quantitative 
studies, II-IV, are described below. 

Characteristics of the participants in Studies II-IV 
The characteristics of the participants that were measured in Studies II and III 
were sex, age and diagnosis of dementia. Data on sex, age and dementia diag-
nosis were retrieved from the patient register. To identify residents diagnosed 
with dementia, the ICD-10 codes F00-F003 were used. Regarding dementia, 
both residents who were diagnosed with dementia and residents who were 
prescribed medication for dementia were included. Data on prescriptions of 
medication for dementia were retrieved from the medical register by using the 
code N06D. 

The characteristics of participants that were measured in Study IV were sex, 
age, duration of residence and health-related quality of life. Sex, age and du-
ration of residence were reported by the residents themselves. To measure 
health-related quality of life, the three-level version of the EuroQol 5 Dimen-
sions Questionnaire (EQ-5D 3 L) was used. The questionnaire consists of five 
items that measure the dimensions of mobility, self-care, usual activities, 
pain/discomfort and anxiety/depression. The response alternatives are multi-
ple choices and range from 1 (no problems) to 3 (severe problems). The ques-
tionnaire includes an additional item that is answered with a visual analogue 
scale, with which participants assess their health status on a scale from 0 
(worst imaginable health) to 100 (best imaginable health) (123). The EQ-5D 
is reported to be valid and reliable for measuring change over time (124). 

Dignity and well-being 
In Studies II and III, the national questionnaire administered by the Swedish 
NBHW (What do older persons think about their elderly care?) was used to 
measure aspects of dignity and well-being. The questionnaire aims to support 
quality improvements in RCFs, but it has also been used in previous research 
(125). The questionnaire consists of 27 items that measure the areas of perfor-
mance of care (3 items), safety (2 items), social activities (3 items), attitudes 
of staff (3 items), indoor and outdoor environment (4 items), mealtime envi-
ronment (2 items), self-rated health (3 items), availability of staff (3 items) 
and care in its entirety (4 items) (126). The response alternatives are multiple 
choices presented on an ordinal level (127). 
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The dependent variables, dignity and well-being, that were used in Studies II 
and III were chosen based on the PCP framework. According to the frame-
work, perceived dignity and well-being are person-centred outcomes (113, 
114), and therefore, items related to aspects of dignity and well-being were 
used as dependent variables. Items measuring the dependent variable dignity 
were identified as follows: the Swedish national fundamental values state that 
if residents are to perceive dignity, staff must respect and promote residents’ 
personal integrity, self-determination and participation. Furthermore, staff 
need to promote individualized care (39). Accordingly, three items with a fo-
cus on perceptions of personal integrity, self-determination, participation and 
individualized care were identified and used to measure dignity. Items meas-
uring the dependent variable well-being were identified as follows: the Swe-
dish national fundamental values state that if residents are to perceive well-
being, staff must promote safety and meaningfulness. Accordingly, three 
items with a focus on perceptions of safety and meaningfulness were identi-
fied to measure well-being; see Table 5 for an overview of the dependent var-
iables related to the aspects of dignity and well-being in the Swedish national 
fundamental values and the outcomes in the PCP framework. 
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Table 5: Overview of the dependent variables related to the aspects of dignity and 
well-being in the Swedish national fundamental values and the outcomes in the PCP-
framework. 

Model Source Question Response alternatives Link to The Swe-
dish national fun-
damental values: 
Dignity and Well-
Being 

Link to 
outcome in 
the PCP-
Frame-
work 

Model 1 NBHW Do staff inform Ordinal response Respect for  Dignity 
Dignity question-

naire 
you beforehand 
about changes 
in your care? 

treated as categorical 
variable. 

1= Always 
2=Most of the time 
3=Sometimes 
4=Seldom 
5=Never 

personal integrity 
Participation 
Individualized care 

Model 2 NBHW Can you  Ordinal response Respect for  Dignity 
Dignity question-

naire 
influence what 
time to get 
care? 

treated as categorical 
variable. 

1= Always…5=Never 

personal integrity 
Self – 
determination 
Participation 
Individualized care 

Model 3 NBHW Do staff  Ordinal response Respect for  Dignity 
Dignity question-

naire 
consider your 
opinions and 
wishes  
regarding your 
care? 

treated as categorical 
variable. 

1= Always…5=Never 

personal integrity 
Self- 
determination 
Participation 
Individualized care 

Model 4 NBHW How safe or un- Ordinal response Safety Well-being 
Well- question- safe does it feel treated as categorical 
being naire to live in the 

RCF? 
variable. 

1= Very safe 
2= Quite safe 
3=Neither safe nor un-
safe 
4=Quite unsafe 
5= Very unsafe 

Model 5 NBHW Do you feel Ordinal response Safety Well-being 
Well- question- trust in staff at treated as categorical 
being naire the RCF? variable. 

1= Yes, for all staff 
2=Yes, for most of the 
staff 
3=Yes, for some of the 
staff 
4=No, for none of the 
staff 

Model 6 NBHW How satisfied or Ordinal response Meaningfulness Well-being 
Well- question- dissatisfied are treated as categorical 
being naire you with the so-

cial activities 
offered at the 
RCF? 

variable. 

1=Very satisfied 
2=Quite satisfied 
3=Neither satisfied nor 
dissatisfied 
4=Quite dissatisfied 
5=Very dissatisfied 
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The independent variables in Studies II and III were also chosen based on the 
PCP framework. According to the framework, attitudes of staff are a prereq-
uisite for achieving the person-centred outcomes of dignity and well-being, 
and these prerequisites are applied in the care environment (113, 114). Ac-
cordingly, items related to the attitudes of staff and items related to the care 
environment were used as independent variables. The independent variable 
attitudes of staff was measured using one item that considered the attitudes of 
staff. The independent variable care environment was measured using four 
items related to the indoor-outdoor-mealtime environments. In addition to the 
PCP framework, individual factors were used as independent variables. The 
individual factors were measured using one item related to self-rated health 
and one item related to self-rated mobility; see Table 6 for an overview of the 
independent variables related to the constructs of the PCP framework. 

Table 6: Overview of the independent variables related to the constructs of the PCP 
framework. 

Variables Source Response alternatives 
and measurement scales 

Link to constructs in 
the PCP framework 

Individual factors 
Sex Patient  

register 
1=Male 
2=Female 

Age Patient  
register 

1=65-79 years 
2=80 years and older 

Resident diagnosed with de-
mentia and/or prescribed medi-
cation for dementia? 

Patient  
register 
Medical 
register 

1=No 
2= Yes 

How do you rate your health? NBHW ques-
tionnaire 

Ordinal response treated as 
categorical variable. 

1=Very good 
2=Quite good 
3=Fair 
4=Quite poor 
5=Very poor 

How do you rate your mobility 
indoors? 

NBHW ques-
tionnaire 

Ordinal response treated as 
categorical variable. 

1= I can move around by 
myself without difficulties 
2=I have some difficulties 
moving around by myself 
3=I have major difficulties 
moving around by myself 
4=I cannot move around 
by myself 

Attitudes of staff 
Have you experienced any of 
the following in your contact 
with staff? 

1. Did not show re-
spect for your pri-
vacy, e.g., did not 
knock on the door 

NBHW ques-
tionnaire 

1= Not experienced 
2= Experienced 

Prerequisites of staff 
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before entering your 
room. 

2. Made negative com-
ments about you, 
your belongings or 
your home. 

3. Treated you disre-
spectfully in words 
or gestures. 

4. Treated you like a 
child. 

5. Denied your wishes 
for the help to be re-
ceived. 

6. Denied your wishes 
at mealtimes. 

7. Did not show re-
spect in toileting, 
bathing and dress-
ing. 

8. Was harsh about 
toileting, bathing, 
and dressing. 

9. Kept distance in 
nursing. 

10. Acted inappropri-
ately in any other 
way. 

Care environment 
Do you thrive in your apart-
ment? 

NBHW ques-
tionnaire 

Ordinal response treated as 
categorical variable. 

1=Yes 
2=Partly 
3=No 

Care environment 

Are the public indoor areas 
pleasant? 

NBHW ques-
tionnaire 

Ordinal response treated as 
categorical variable. 

1=Yes……3=No 

Care environment 

Are the outside areas pleasant? NBHW ques-
tionnaire 

Ordinal response treated as 
categorical variable. 

1=Yes……3=No 

Care environment 

Do you experience mealtimes NBHW ques- Ordinal response treated as Care environment 
as a pleasant time of the day? tionnaire categorical variable. 

1=Yes, always 
2=Mostly 
3=Sometimes 
4=Seldom 
5=No, never 

Empowerment 
In Study IV, the Patient Empowerment Scale (PES) was used to measure em-
powerment. The scale consists of 40 items that measure two factors: empow-
erment and disempowerment. The response alternatives are multiple choices 
and range from 0 (never) to 2 (often). The total score for empowerment can 
range from 0 to 40, and the total score for disempowerment can range from 0 
to -40. Satisfactory psychometric properties have been reported: Cronbach’s 
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alpha values between 0.74 and 0.87 for empowerment, and values between 
0.65 and 0.87 for disempowerment (128). The Scale was translated into Swe-
dish using a three-step procedure (122): the English version was translated 
into Swedish, a qualified professional translator performed the back transla-
tion of the Swedish version into English and the three versions of the scale 
were thoroughly compared. 

Person-centred climate 
In Study IV, the Swedish language Person-centred Climate Questionnaire -
patient version (PCQ-P) was used to measure person-centred climate. The 
questionnaire consists of 17 items in three factors – a climate of safety, a cli-
mate of everydayness and a climate of hospitality. The response alternatives 
are multiple choices and range from 1 (No, I disagree completely) to 6 (Yes, 
I agree completely). Summary scores are used for the factors and for the total 
scale score. The total scale can range from 17 (minimally person-centred cli-
mate) to 102 (maximally person-centred climate). Satisfactory psychometric 
properties have been reported: Cronbach’s alpha value of 0.93 for the total 
scale, and Cronbach’s alpha values of 0.94 for the factor safety, 0.82 for the 
factor everydayness and 0.64 for the factor hospitality (129). 

Life satisfaction 
In Study IV, the Life Satisfaction Questionnaire (LSQ) was used to measure 
life satisfaction. The questionnaire is constructed to measure quality of life/life 
satisfaction. The questionnaire consists of 34 items measuring six factors: 
quality of close friend relations, physical symptoms, quality of everyday ac-
tivities, quality of family relations, socioeconomic situation and sickness im-
pact. Item 34 – How do you perceive your overall quality of life? – can be 
used as a single item to measure quality of life. Response alternatives are mul-
tiple choices and range from 1 (overall negative) to 7 (overall positive). Satis-
factory psychometric properties have been reported: Cronbach’s alpha values 
for the factors quality of close friend relations 0.90, physical symptoms 0.75, 
quality of everyday activities 0.92, quality of family relations 0.87, socioeco-
nomic situation 0.62 and sickness impact 0.85 (130). 

The PES has been used among older persons in a hospital context, and the 
LSQ has been used among women with breast cancer. Because the question-
naires had not been assessed in a population of residents living in RCFs, their 
relevance was assessed in that context before the study. Five residents in a 
municipality that did not take part in Study IV completed the questionnaires 
and commented on their feasibility. No changes were made to the question-
naires. 
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Data collection procedure 

Study I 
The first-line managers gave the identified residents written information about 
the study. The information was read out loud by the manager if necessary. 
Residents who wanted to participate in the study decided what date and time 
they wanted to be interviewed, and the first-line manager informed CR of the 
date and time. Before the start of the interview, CR again provided oral infor-
mation about the study, and an informed consent form was signed. 

Data were collected by using semi-structured interviews (122). An interview 
guide with open-ended questions was developed and used. In the interviews, 
the residents were asked to share their perceptions and experiences of what 
was needed to experience dignity and well-being. Furthermore, the residents 
were asked to describe situations in which they felt they experienced dignity 
and well-being and what was important to the experience in that situation. The 
residents were also asked to describe a situation in which they did not experi-
ence dignity and well-being and what would have been required to experience 
those values in that situation. Probing questions were used to obtain a deeper 
understanding. For an overview of the interview guide, see Appendix 1. All 
interviews were performed by CR at the residents’ apartments in the RCF. All 
interviews were digitally recorded and lasted for 20 to 90 minutes (mean 50 
minutes). 

Studies II and III 
Data were retrieved from the Swedish NBHW. The data in Study II were based 
on the national questionnaire administered by the NBHW in 2018, and the 
data in Study III were based on the national questionnaires administered in 
2016, 2017 and 2018. The questionnaires were sent by post from March to 
May to all residents in Sweden aged 65 years and older. Two reminders were 
sent during this period. It was also possible to respond to the questionnaire on 
the web. The web questionnaire permitted responses in Swedish, Finnish, Ar-
abic and English. Most of the residents, approximately 93%, responded to the 
questionnaire by post. If the resident was unable to respond, a proxy (relative, 
friend, trustee, or staff) was asked to respond instead. The proxies were in-
structed to respond to the questionnaire in a way that reflected the residents’ 
perceptions (131). 

40 



 

 

 

 
 

   

 
 

  
 

  

 

 
 
 

 

  

Study IV 
Data were collected using a questionnaire that the residents completed at base-
line, before the intervention started, and at follow-up, two months after the 
completion of the intervention. The questionnaire included the following in-
struments: the PES, the PCQ-P, the LSQ and the EQ-5D 3L questionnaire. 

CR and a research assistant organized the data collection and personally dis-
tributed the questionnaires. The research assistant was selected because of 
lengthy experience working as a NA, good verbal skills and sociable person-
ality. The research assistant had no prior experience collecting data and un-
derwent a three-step training by CR before data collection began. 

1. The research assistant was told of the study’s aim and given more 
general information about the study. Specific instructions about the 
information letter, the letter of informed consent and the questionnaire 
were provided. 

2. A fictive data collection session was carried out. One resident in a 
municipality that did not take part in the study agreed to meet CR and 
the research assistant. At this time, CR informed the resident of the 
study based on the information letter, obtained the resident’s informed 
consent and read the questionnaire items to the resident. A card show-
ing the response alternatives written in large text to facilitate reading 
was used, and CR marked the responses that the resident gave. The 
research assistant sat next to CR watching and listening. 

3. The research assistant performed a fictive data collection with another 
resident while CR observed. 

For data collection, both CR and the research assistant went to the same RCF. 
CR was therefore available to the research assistant during the data collection. 
Information about the study, the questionnaire and an informed consent form 
were placed in a sealed envelope. The resident and CR or the research assistant 
opened the sealed envelope together. Prior to the questionnaire, the residents 
received information from CR or the research assistant that explained the aim 
of the study and assured the residents that participation was voluntary, that 
they could withdraw from the study at any time and that data would be treated 
confidentially. The residents also signed an informed consent form. Although 
the questionnaires were printed in large text to facilitate reading, all of the 
residents needed help reading the questionnaire and were assisted by CR or 
the research assistant. The questions and the response alternatives were read 
out loud for the resident. The response alternatives were presented on a card 
and written in large text to facilitate reading. At both baseline and follow-up, 
the residents at each RCF were equally divided between CR and the research 
assistant for data collection. 
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Data analyses 

Qualitative data analysis 
Study I was a qualitative study, and data were analysed using qualitative con-
tent analysis, as described by Graneheim and Lundman (132). The analysis 
was performed inductively (133). The analysis was carried out in seven steps: 

1. The interviews were transcribed verbatim and verified against the re-
cording. 

2. The interviews were read as a whole to gain a general understanding. 
When reading the interviews, it became apparent that what the resi-
dents described as important for experiencing dignity was described 
in the same interview as important for experiencing well-being. The 
general understanding indicated that residents described dignity and 
well-being as being intertwined. 

3. Meaning units related to the study aim were identified. 
4. The meaning units were condensed in a way that preserved their core. 
5. Codes were created based on the condensed meaning units. 
6. The codes were compared to identify differences and similarities. 

Codes with similar content were grouped together into subcategories. 
7. Subcategories with similar content were sorted into categories. The 

subcategories and categories that emerged were discussed several 
times in the research group, and the analysis proceeded until a con-
sensus was reached. The analysis process alternated between the parts 
and the whole, and during the analysis process, one overarching theme 
emerged. The analysis resulted in one theme, three categories and six 
subcategories; see Table 7 for an overview of the subcategories, cate-
gories and theme. 

Quantitative data analyses 
Study II 
Study II was a cross-sectional study, and the analysis was carried out in three 
steps. All statistical analyses were performed in R statistical software (134). 

1. Descriptive statistics were used to examine the participants’ charac-
teristics (sex, age and prevalence of dementia). As data were missing 
from those who did not respond to the questionnaire, descriptive sta-
tistics were used to compare the participants’ sex, age and prevalence 
of dementia data with the respective data for the population of RCF 
residents. The descriptive comparison indicated that the participants’ 
characteristics did not differ from those of the population. The 
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missing data were then assumed to be missing completely at random 
(135), and the sample was treated as a random sample of the target 
population. 

2. Descriptive statistics were used to examine: the distribution of the re-
sponses for the dependent and independent variables, the distribution 
of responses for participants with and without dementia and the dis-
tribution of responses for self-responses and proxy responses. 

3. Associations between the dependent and independent variables were 
analysed. As the response alternatives for the dependent variables 
were presented on an ordinal level, ordinal logistic regression or pro-
portional odds (PO) models (136) were used to analyse the associa-
tions. Six separate models were analysed, and the same independent 
variables were used in all six models. 

The independent variable self-rated health was dichotomized as good 
health (including the response alternatives very good, quite good, and 
fairly good health) and poor health (including the response alterna-
tives quite poor and very poor health). In addition, the independent 
variable self-rated mobility was dichotomized as follows: Can move 
around by myself and difficulties moving around by myself (including 
the response alternatives some difficulties moving around, major dif-
ficulties moving around and cannot move around by myself). The 
proxies were divided into three groups: relatives, friends and others 
(including a trustee, staff, and others). Some questions had the re-
sponse option “I do not know/no opinion”, and this response was han-
dled as missing data. All cases with missing data were excluded from 
the analysis. PO models were fitted by using the “polr” function in the 
MASS library (136). 

Study III 
Study III was a longitudinal study, and the analysis was carried out in four 
steps. All statistical analyses were performed in R statistical software (134). 

1. Descriptive statistics regarding the characteristics of the participants 
over the three years 2016, 2017 and 2018 were handled as described 
above for Study II. 

2. Descriptive statistics were used to examine the distribution of the re-
sponses for the dependent and independent variables over the three 
years 2016, 2017 and 2018. 

3. Associations between the dependent and independent variables were 
analysed by using ordinal logistic regression, PO, models (136), as 
described above for Study II. In addition, time was used as an inde-
pendent variable. For time, data from 2016 were used as the baseline 
for comparisons with data from 2017 and 2018. Missing data were 
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handled as described above for Study II. As the prevalence of repeated 
responses was low—72% of the participants responded in only one 
year between 2016 and 2018, 20% responded in two years, and 8% 
responded in all 3 years—intraclass correlation due to repeated 
measures was ignored in the further analyses. 

4. Sensitivity analyses were performed for the group of participants who 
responded to the questionnaire in all three years. Ordinal logistic re-
gression, PO, models, as described above, were used to analyse the 
associations between dependent and independent variables. PO mod-
els were fitted by generalized estimating equation  (GEE) methods 
(137). 

Study IV 
Study IV was a cluster-randomized controlled trial with a pre- and post-test 
design. The analysis was carried out in six steps. All statistical analyses were 
performed using IBM SPSS Statistics 22. 

1. Descriptive statistics were used to examine the participants’ charac-
teristics in terms of sex, age, duration of residence and health-related 
quality of life. 

2. A missing value analysis was performed. When >35% of the items 
were not completed in a factor, the factor was excluded for that indi-
vidual. In addition, if ≤ 35% of the items were not completed in a 
factor, these missing values were replaced with the individual mean 
for the factor. 

3. Scale distribution and normality were examined through measures of 
skewness and visual examination of histograms and Q-Q plots. 

4. Nonparametric statistics were used for the analysis. To explore differ-
ences in the change over time within groups, Wilcoxon signed-rank 
tests were used. To explore differences in baseline data and in the 
change over time between groups, Mann–Whitney U tests were used. 
P–values < 0.05 (two-tailed) were regarded as statistically significant. 

5. GEE models were used to control for potential correlations among 
residents within the same care unit. In the GEE models, the independ-
ent variables were the main effects for groups (intervention and con-
trol groups) and time (baseline and follow-up) as well as an interac-
tion effect (time *group). P–values < 0.05 (two-tailed) were regarded 
as statistically significant. 
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Intervention 
An innovation can be described as knowledge that needs to be introduced to 
change, improve or develop clinical practice (138). In Study IV, the innova-
tion was the Swedish national fundamental values of dignity and well-being 
(4, 39). The recipients of an innovation are affected by the knowledge that 
needs to be introduced (138). The recipients in Study IV were staff working 
in RCFs, who are governed by the Swedish national fundamental values of 
dignity and well-being. 

Theory underpinning the intervention 
The intervention was developed by the research group (the authors of Paper 
IV). The theoretical basis for the intervention was an interpretative approach 
described by Sandberg (139) and Sandberg and Targama (140). In an inter-
pretative approach, staff members’ ways of understanding their work are cen-
tral. The central issue concerns how staff members understand the situation 
and how they, as a result of their understanding, intend to act. Staff actions are 
not primarily guided by factors such as rules and instructions but by how the 
situation, rules and instructions are understood. Staff actions can be under-
stood in different ways, and the more complex the action is, the more possi-
bilities there are for different understandings of the actions. Accordingly, it is 
important to develop and maintain a shared understanding among staff about 
the actions within the organization. In addition, understanding is central to 
competence; to develop new competence, an individual’s understanding of his 
or her actions must change (139, 140). 

The most central prerequisite for achieving new competence by changing un-
derstanding is through reflection, as reflection enables awareness of our un-
derstanding of our own actions. Reflection can be carried out through self-
reflection and dialogue. Dialogue develops the collective competence of a 
group engaged in cooperation. To be able to cooperate, it is important to de-
velop a shared way of understanding work (140). The rationale for using an 
interpretative approach in the intervention was the assumption that using self-
reflection and dialogue to target the Swedish national fundamental values of 
dignity and well-being would develop staff members’ understanding and skills 
to promote dignity and well-being. The development of understanding and 
skills to promote dignity and well-being would lead to changes in practice. 
Changes in practice would in turn help residents to become more satisfied with 
their perceptions of dignity and well-being. 

45 



  

 
  

 
 

  
  

 

 

 

  

 
 

  

 

 
 

 

 
 

Intervention strategy 
The intervention was carried out in the following steps: 

1. Educational meetings to inform staff members in the intervention 
group about the study. 

2. Staff members who were randomized to the intervention group partici-
pated in eight face-to-face seminars every two weeks. The seminars 
lasted three hours each, and they were conducted by CR. All seminars 
followed a protocol; see Appendix 2 for the protocol for the seminars. 

At the seminars, self-reflection and dialogue were used as working 
methods, with the aim of providing a shared understanding among 
staff of the Swedish national fundamental values of dignity and well-
being. During self-reflection, staff considered questions such as “How 
do I understand self-determination?” The self-reflections were then 
shared with the group with aim of increasing awareness of the differ-
ent understandings within the group. Furthermore, the staff members 
engaged in dialogue, considering questions such as “How do we un-
derstand self-determination in our group, and what is our shared un-
derstanding of it?” Dialogue was used to promote a shared under-
standing among staff. To further identify the staff’s understandings of 
the Swedish national fundamental values, their experiences of their 
own actions were considered through self-reflection. Questions such 
as “What actions do you perform in daily care to promote residents’ 
self-determination?” were used. The self-reflections were then shared 
within the group, and the staff members further discussed their shared 
understandings of what actions in daily care promote residents’ self-
determination. Regarding the Swedish national fundamental values, 
the staff members then identified the difficulties, opportunities, weak-
nesses and strengths associated with efforts to promote dignity and 
well-being at the individual, group and organizational levels. 

3. After each seminar, the staff had an assignment related to the resident 
for whom they were contact person. The assignment was constructed 
in three steps: 

a. Reflecting on what the staff themselves thought was 
important for the resident in terms of the aspect dis-
cussed in the seminar. 

b. Engaging in a dialogue with the resident on what was 
important to them in relation to the aspect discussed 
in the seminar. 

c. Reflecting on what staff could do to promote this as-
pect in the resident’s daily life. 
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The intention of the assignment was to explore the resident’s perceptions and 
experiences regarding aspects of dignity and well-being. The staff reflected 
on the assignment at the subsequent seminar. 

4. After the eight seminars, CR continued to visit the care units every 
two weeks for two additional months to offer support to the staff for 
putting the improvement plans into practice. 

47 



  

 
 

 

 

 
 

 
 

 

 
 

 
 

 

 

Ethical considerations 

The studies were approved by a Regional Research Ethics Committee (Studies 
I, IV: Reg. No. 2012/248; Studies II, III: Reg. No 2017/140). All studies were 
conducted in accordance with the principles described in the Helsinki Decla-
ration (141). The ethical considerations will be discussed in terms of three 
major ethical principles: Beneficence, respect for persons and justice (142). 

The principle of beneficence implies protecting participants from physical and 
emotional harm. When participants are asked questions about their personal 
views, emotional harm such as stress and anxiety may occur (142). In all stud-
ies (Studies I-IV), the residents were asked questions about their personal 
views, which may have been a source of stress and anxiety. Furthermore, re-
searchers must carefully assess the risks and benefits of participation in the 
study. One benefit may be that by participating, the participant is able to dis-
cuss his or her situation with an objective person. Other benefits may be the 
opportunity to escape normal routines and the satisfaction of knowing that the 
information they provide could help others in the same situation (142). In 
Studies I and IV, many residents mentioned that they enjoyed talking about 
their situation with CR. Many residents also said that they enjoyed participat-
ing in the studies because doing so offered a welcome break from normal rou-
tines. Some residents also said they enjoyed sharing their views, which they 
hoped would help others in the same situation. 

The principle of beneficence also involves protecting participants from ex-
ploitation. To accomplish this, it is important to assure participants that their 
participation will not be used against them in any way (142). In Studies I and 
IV, the residents were assured both orally and in writing that their decision to 
participate in the studies or not would not affect their daily care at the RCFs. 
No such information was provided to the participants in Studies II and III. 

The principle of respect for persons includes the right to self-determination 
and to full disclosure. Self-determination implies that the participants have the 
right to decide for themselves whether they want to participate in the study. 
Full disclosure means that the researcher has fully described the nature of the 
study, the person’s right to decide whether or not to participate in the study 
and the researcher’s responsibilities. The right to self-determination and the 
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right to full disclosure are the two major elements on which informed consent 
is based (142). In all studies (Studies I-IV), the residents received written in-
formation about the study. The information presented the aim of the study and 
explained that participation was voluntary, that they could withdraw from the 
study at any time, and that the data would be treated confidentially. In Studies 
I and IV, this information was written in large text to facilitate reading. In that 
way, the nature of the studies was fully described. In Studies I and IV, the 
residents also signed an informed consent form. In Study IV, written permis-
sion for the RCFs to participate in the study was granted by the executive 
managers in the municipalities. For the care units, the first-line managers 
granted their oral permission to participate in the study. No consent form was 
used in Studies II and III. 

The principle of justice includes participants’ right to fair treatment and pri-
vacy. To achieve fair treatment, it is important to select participants based on 
the research requirements and not on their vulnerability. Vulnerable partici-
pants may be cognitively or emotionally limited persons who cannot weigh 
the risks and benefits of participation and, therefore, cannot give their in-
formed consent. The principle of justice implies special obligations to persons 
who cannot protect their own interests (142). In Studies I and IV, the exclusion 
criterion was having diagnosed dementia, as such residents are vulnerable and 
may not be able to give their informed consent. In Studies II and III, residents 
diagnosed with dementia were included. Furthermore, institutionalized per-
sons are also vulnerable. Particular care is required when recruiting such per-
sons, because they depend on staff and may feel pressured to participate (122). 
In both Studies I and IV, the residents were asked by CR to participate in the 
studies. Furthermore, in Study IV, CR or the research assistant assisted the 
residents with the questionnaires. The residents who participated in the studies 
had no prior relation of dependence with CR or the research assistant. As there 
were no dependence relations, no pressure was placed on the residents to par-
ticipate. In Studies II and III, the residents were asked to respond to the 
NBHW questionnaire. The NBHW had no prior relation of dependence with 
the residents, implying that the residents were under no pressure from the 
NBHW to participate. This also implies that CR, in Studies II and III, had no 
prior relation of dependence with the residents. 

The right to privacy includes the participants’ right to expect that the data they 
provide will be kept confidential. A promise of confidentiality means that any 
information the participants provide will not be shared with strangers or with 
persons who know the participant (142). In all studies (Studies I-IV), the res-
idents were assured of confidentiality in the information letter. To ensure con-
fidentiality, a code was used for each resident, and this code was attached to 
the actual data. In Studies I and IV, identifying information, such as the code 
key, was stored in a locked file, and no unauthorized persons had access to 
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 this information. In Studies II and III, CR had access to only coded data. The 
data were coded by the NBHW. Furthermore, the findings in Studies I-IV are 
presented on an aggregated level, so that no resident can be identified. 
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Findings 

Study I 
The aim of Study I was to describe residents’ perceptions and experiences 
regarding important aspects of experiencing dignity and well-being in RCFs. 
The analysis generated one theme, three categories and six subcategories; see 
Table 7 for an overview of the subcategories, categories and theme. 

Table 7: Overview of subcategories, categories and theme. 

Subcategories Categories Theme 
Maintaining abilities by being 
physically and cognitively ac-
tive 

Feeling free 

Feeling encouraged by staff to 
maintain one’s abilities 

Wanting staff to support influ-
ence  

Being able to manage daily life Wanting to be treated like I still 
matter 

Being supported and having in-
fluence 

Maintaining and creating new Belonging to a social context 
social relationships 

Wanting the surroundings to 
support social relationships 

The overarching theme, wanting to be treated like I still matter, is to be un-
derstood in the context of independence and identity. Maintaining physical, 
cognitive and social abilities was described as promoting independence. Fur-
thermore, independence was described as vital for preserving identity. In ad-
dition, having one’s personal values and wishes respected was also described 
as important for preserving identity. As the residents had to balance maintain-
ing their abilities and their personal wishes with staff attitudes and routines, 
they experienced preserving their independence and identity as challenging. 

The category being able to manage daily life describes the importance of being 
physically and cognitively active for experiencing dignity and well-being. To 
be physically and cognitively active, residents intentionally practised daily 
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tasks. For experiencing dignity and well-being, another important aspect was 
feeling free in the RCF. In this regard, residents described the importance of 
having an apartment of their own where they could manage themselves. Fur-
thermore, to feel free, the residents emphasized the importance of being able 
to easily get into and out of their apartments and the RCF by themselves. De-
spite the stated importance of ease of access, doors were often locked and dif-
ficult to open. 

The category being supported and having influence describes the importance 
of being encouraged by staff to maintain physical and cognitive abilities for 
experiencing dignity and well-being. However, the residents described expe-
riences of staff restricting residents’ abilities. In addition, for the staff to en-
courage residents to maintain their abilities, it was vital that the staff arranged 
daily activities. Nevertheless, the residents experienced many of the organized 
activities as excessively passive. Regarding influence, residents emphasized 
the importance of staff being interested in their preferences and accepting 
them when they differed from staff preferences. However, the residents de-
scribed experiences in which staff made many decisions without asking for 
the residents’ requests and preferences. 

The category belonging to a social context describes the importance of main-
taining relationships with family and friends. Visits from family members and 
friends were described as an important aspect for experiencing dignity and 
well-being, but nevertheless, residents described experiencing a lack of visits. 
In addition, the company of other residents was described as a vital aspect for 
experiencing dignity and well-being. Although there were other residents with 
whom to socialize, there were experiences of loneliness. Difficulties related 
to not being able to socialize with other residents included the experience that 
residents diagnosed with dementia were sometimes aggressive. To avoid ag-
gressive situations, the residents described that they spent a great deal of time 
alone in their apartments. As there were few other older persons with whom 
to socialize, the residents described the importance of socializing with staff. 
Nevertheless, the residents experienced that staff seldom had time to socialize, 
which made them feel that staff were not interested in socializing with them. 

Studies II and III 
The aim of Study II was to examine the associations between perceptions of 
dignity and well-being and the attitudes of staff, the indoor-outdoor-mealtime 
environments and individual factors for residents. The aim of Study III was to 
examine the same associations over a three-year period. Descriptive statistics 
for the dependent variables in Studies II and III are presented in Table 8. 
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Descriptive statistics for the independent variables in Studies II and III are pre-
sented in Table 4 and 9. 

Table 8: Descriptive statistics for the dependent variables in Studies II and III. 

Study II Study III 
2018 2016 2017 2018 
Participants % Participants % Participants % Participants % 

Dependent variables 
Dignity 
Do staff inform 
you beforehand 
about changes in 
your care? 

1. 18% 
2. 30% 
3. 20% 
4. 16% 
5. 16% 

1. 20% 
2. 31% 
3. 20% 
4. 15% 
5. 14% 

1. 19% 
2. 31% 
3. 20% 
4. 15% 
5. 14% 

1. 18% 
2. 31% 
3. 20% 
4. 16% 
5. 15% 

Can you influence 
what time to get 
care? 

1. 21% 
2. 39% 
3. 18% 
4. 12% 
5. 10% 

1. 29% 
2. 40% 
3. 16% 
4. 9% 
5. 6% 

1. 28% 
2. 40% 
3. 16% 
4. 9% 
5. 7% 

1. 28% 
2. 40% 
3. 16% 
4. 9% 
5. 7% 

Do staff consider 
your opinions and 
wishes regarding 
your care? 

1. 32% 
2. 47% 
3. 14,5% 
4. 4,5% 
5. 2% 

1. 38% 
2. 43% 
3. 13% 
4. 4% 
5. 2% 

1. 38% 
2. 43% 
3. 13% 
4. 4% 
5. 2% 

1. 37% 
2. 43% 
3. 14% 
4. 4% 
5. 2% 

Well-being 
How safe or un-
safe does it feel to 
live in the RCF? 

1. 50% 
2. 38% 
3. 8% 
4. 3% 
5. 1% 

1. 53% 
2. 36% 
3. 7% 
4. 3% 
5. 1% 

1. 52% 
2. 36% 
3. 8% 
4. 3% 
5. 1% 

1. 51% 
2. 37% 
3. 8% 
4. 3% 
5. 1% 

Do you feel trust 
in staff at the 
RCF? 

1. 40% 
2. 45% 
3. 14% 
4. 1% 

1. 45% 
2. 42% 
3. 12% 
4. 1% 

1. 44% 
2. 42% 
3. 13% 
4. 1% 

1. 42% 
2. 43% 
3. 14% 
4. 1% 

How satisfied or 
dissatisfied are 
you with the so-
cial activities of-
fered at the RCF? 

1. 25% 
2. 39% 
3. 25% 
4. 7% 

  5.   4% 

1. 27% 
2. 40% 
3. 22% 
4. 7% 
5. 4% 

1. 27% 
2. 41% 
3. 22% 
4. 6% 
5. 4% 

1. 28% 
2. 40% 
3. 21% 
4. 7% 
5. 4% 

The response alternatives are presented in Table 5. 
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Table 9:  Descriptive statistics for the independent variables in Studies II and III. 

Study II Study III 
2018 2016 2017 2018 
Participants % Participants % Participants % Participants 

% 
Independent variables 
Attitudes of staff 

Care environment 
Private apartment 
Do you thrive in 
your apartment? 

1. 74% 
2. 23% 
3. 3% 

1. 76% 
2. 20% 
3. 4% 

1. 76% 
2. 21% 
3. 3% 

1. 75% 
2. 21% 
3. 4% 

Care environment 
Public indoor areas 
Do you thrive in the 
public indoor areas? 

1. 64% 
2. 30% 
3. 6% 

1. 65% 
2. 29% 
3. 6% 

1. 63% 
2. 31% 
3. 6% 

1. 63% 
2. 31% 
3. 6% 

Care environment 
Outdoor areas 
Do you thrive in the 
outdoor areas? 

1. 66% 
2. 27%

  3.   7% 

1. 68% 
2. 26% 
3. 6% 

1. 68% 
2. 26% 
3. 6% 

1. 68% 
2. 26% 
3.  6% 

Care environment 
Mealtimes 

The response alternatives are presented in Table 6. 

Have you experi- 1. 76% 1. 76% 1. 76% 1. 74% 
enced any negative 2. 24% 2. 24% 2. 24% 2. 26% 
incidents in your-
contact with staff? 

1. Not experienced 
2. Experienced 

Do you experience 1. 22% 1. 25% 1. 24% 1. 24% 
mealtimes as a 2. 46% 2. 44% 2. 44% 2. 44% 
pleasant time of the 3. 21% 3. 20% 3. 20% 3. 20% 
day? 4. 8% 4. 8% 4. 8% 4. 9% 

  5.   3% 5. 3% 5. 4% 5. 3% 

Factors associated with perceptions of aspects of dignity 
The aspect of dignity related to information about changes in care (Model 1) 
was associated with staff attitudes. Residents who had experienced disrespect-
ful attitudes of staff had a 72% higher cumulative odds ratio (COR) of being 
dissatisfied with information about changes in care than residents who had not 
experienced disrespectful attitudes of staff. Furthermore, the care environment 
was associated with perceptions regarding information, as residents who did 
not thrive in their apartments (COR 18%), in the public indoor areas (COR 
216%) or in the outdoor areas (COR 82%) had higher odds of being dissatis-
fied with information than their counterparts. The same association was found 
for the mealtime environment (COR 505%). The individual factors health, 
mobility and diagnosed dementia were all associated with perceptions regard-
ing information. Residents who perceived their health as poor (COR 8%), 
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residents who perceived difficulties moving around by themselves (COR 
11%) and residents diagnosed with dementia (COR 21%) had higher odds of 
being dissatisfied with information than their counterparts. Regarding the in-
dividual factor age, residents aged 80 years and older (COR 11%) had higher 
odds of being dissatisfied than residents aged 65-79 years. In addition, the 
proxies (trustees, staff or others) had lower odds (COR 27%) than self-report-
ing residents of reporting dissatisfaction with the information they received; 
for the associations in Study II, see Table 10. In Study III, the same tendencies 
of associations were found over the three-year period. In addition, the odds of 
being satisfied with information about changes in care did not change over the 
years, see Table 11. 

The aspect of dignity regarding opportunities to influence when to receive 
care (Model 2) was associated with staff attitudes. Residents who had experi-
enced disrespectful attitudes of staff (COR 65%) had higher odds of being 
dissatisfied with their opportunities to influence when they received care than 
residents who had not experienced disrespectful attitudes of staff. Further-
more, the care environment was associated with perceptions of influence. Res-
idents who did not thrive in their apartments (COR 43%), in the public indoor 
areas (COR 58%) or in the outdoor areas (COR 66%) had higher odds of being 
dissatisfied with their influence than their counterparts. The same associations 
were found for the mealtime environment (COR 296%). The individual fac-
tors health, mobility and dementia were all associated with perceptions of in-
fluence. Residents who rated their health as poor (COR 29%), residents with 
difficulties moving around by themselves (COR 45%) and residents diagnosed 
with dementia (COR 28%) had higher odds of being dissatisfied with their 
influence. The individual factor age was associated with perceptions of influ-
ence. Residents aged 80 years and older (COR 11%) had higher odds of being 
dissatisfied with their influence than residents aged 65-79 years. In addition, 
the proxies (relatives, trustees, staff and others) had higher odds of reporting 
dissatisfaction with influence than self-reporting residents did; for associa-
tions in Study II, see Table 10. In study III, the same tendencies of associations 
were found over the three-year period. In addition, the odds of satisfaction 
with opportunities to influence when to receive care did not change over the 
years, see Table 11. 

The aspect of dignity regarding how opinions and wishes regarding care are 
considered (Model 3) was associated with the attitudes of staff. Residents who 
had experienced disrespectful attitudes of staff had a 232% higher COR of 
being dissatisfied with how their opinions and wishes regarding care were 
considered than residents who had not experienced disrespectful attitudes of 
staff. The care environment was associated with perceptions regarding opin-
ions and wishes. Residents who did not thrive in their apartments (COR 49%), 
in the public indoor areas (COR 59%) or in the outdoor areas (COR 40%) had 
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higher odds of being dissatisfied with how their opinions and wishes were 
considered than residents who did thrive in the environments. The same asso-
ciations were found for the mealtime environment (COR 321%). The individ-
ual factors health, mobility and diagnosed dementia were all associated with 
perceptions of how opinions and wishes were considered. Residents who rated 
their health as poor (COR 18%), had difficulties moving around by themselves 
(COR 19%) or were diagnosed with dementia (COR 19%) had higher odds of 
being dissatisfied with how their opinions and wishes were considered than 
their counterparts. For the individual factor sex, it was found that women had 
lower odds (COR 10%) than men of being dissatisfied with how their opinions 
and wishes were considered. In addition, proxies (relatives, friends, trustees, 
staff and others) all had higher odds of reporting that the resident was dissat-
isfied with how staff considered his or her opinions and wishes than residents 
who self-responded to the question; for the associations in Study II, see Table 
10. In Study III, the same tendencies of associations were found over the three-
year period. In addition, the COR for satisfaction with how opinions and 
wishes were considered in care did not change over the years, see Table 11. 

Factors associated with perceptions of aspects of well-being 
The aspect of well-being related to how safe it felt to live in the RCF (Model 
4) was associated with the attitudes of staff in that residents who had experi-
enced disrespectful attitudes of staff had a 201% higher COR of feeling unsafe 
than residents who had not experienced disrespectful attitudes of staff. Fur-
thermore, the care environment was associated with perceptions of safety. 
Residents who did not thrive in their apartments (COR 565%), in the public 
indoor areas (COR 236%) or in the outdoor environment (COR 50%) had 
higher odds of feeling unsafe than their counterparts. The same associations 
were found for the mealtime environment (COR 304%). The individual fac-
tors health and being diagnosed with dementia were associated with percep-
tions of safety. Residents who rated their health as poor (COR 30%) and resi-
dents who were diagnosed with dementia (COR 14%) had higher odds of feel-
ing unsafe than their counterparts. In addition, the proxies (trustees, staff and 
others) had lower odds of reporting that the resident felt unsafe than residents 
who self-responded to the question; for the associations in Study II, see Table 
10. In Study III, the same tendencies of associations were found over the three-
year period. In addition, the odds for the perception of how safe it felt to live 
in the RCF did not change over the years, see Table 11. 

The aspect of well-being related to perceptions of feeling trust in staff (Model 
5) was associated with the attitudes of staff in that residents who had experi-
enced negative attitudes of staff had a 269% higher COR of not feeling trust 
in staff than residents who had not experienced disrespectful attitudes of staff. 
Furthermore, the care environment was associated with perceptions of trust in 

56 



 

  
 

 

 
 
 

 

 
 

 
 

 

 

 

 
  

staff. Residents who did not thrive in their apartments (COR 207%), in the 
public indoor areas indoors (COR 230%) or in the outdoor areas (COR 40%) 
had higher odds of not feeling trust in staff than their counterparts. The same 
association was found for the mealtime environment (COR 410%). The indi-
vidual factors health and dementia were associated with perceptions of trust 
in staff. Residents who rated their health as poor (COR 20%) and residents 
who were diagnosed with dementia (COR 8%) had higher odds of not feeling 
trust in staff than their counterparts; for the associations in Study II, see Table 
10. In Study III, the same tendencies of associations were found over the three-
year period. In addition, the odds of trust in staff changed over the years, as 
the odds of trusting staff decreased over the years, see Table 11. 

The aspect of well-being related to satisfaction with the social activities of-
fered (Model 6) was associated with the attitudes of staff. Residents who had 
experienced disrespectful attitudes of staff had a 30% higher COR of being 
dissatisfied with the social activities offered at the RCF than those who had 
not experienced disrespectful attitudes. The care environment was associated 
with satisfaction with social activities. Residents who did not thrive in their 
apartments (COR 71%), in the public indoor areas (COR 380%) or in the out-
door areas (COR 236%) had higher odds of being dissatisfied with social ac-
tivities than their counterparts. This association was also found for mealtimes 
(COR 411%). The individual factors health, mobility and diagnosed dementia 
were all associated with satisfaction with social activities. Residents who rated 
their health as poor (COR 27%), residents with difficulties moving around by 
themselves (COR 6%) and residents who were diagnosed with dementia (COR 
25%) had higher odds of being dissatisfied with their social activities than 
their counterparts. Furthermore, the individual factors age and sex were asso-
ciated with satisfaction with social activities. Residents aged 80 years and 
older (COR 7%) had lower odds of being dissatisfied with social activities 
than residents aged 65-79 years. Regarding sex, women (COR 20%) had lower 
odds of being dissatisfied with social activities than men. In addition, proxies 
(relatives, trustees, staff and others) had higher odds of reporting that the res-
ident was dissatisfied with social activities than residents self-responded to the 
question; for the associations in Study II, see Table 10. In Study III, the same 
tendencies for associations were found over the three-year period. In addition, 
the odds of satisfaction with social activities changed over the years, as the 
odds of satisfaction increased over the years (see Table 11). 
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Table 10: Cumulative odds ratios and 95% confidence intervals from the six models 
in study II. 

Dependent variables 
Model 1 
Dignity 

Model 2  
Dignity 

Model 3  
Dignity 

Model 4 
Well-being 

Model 5 
Well-being 

Model 6 
Well-being 

Do staff in-
form you 
beforehand 
about 
changes in 
your care? 

Can you in-
fluence 
what time 
to get care? 

Do staff 
consider 
your opin-
ions and 
wishes re-
garding 
your care? 

How safe or 
unsafe does 
it feel to 
live in the 
RCF? 

Do you feel 
trust in staff 
at the RCF? 

How satis-
fied or dis-
satisfied are 
you with 
the social 
activities 
offered at 
the RCF? 

COR (CI) COR (CI) COR (CI) COR (CI) COR (CI) COR (CI) 

Independent variables 
Attitudes of staff: Have you experienced any negative incidents in your contact with staff? 
Not  
experi-
enced 

Ref Ref Ref Ref Ref Ref 

Experi-
enced 

1.72 
(1.60,1.84)* 

1.65 
(1.54,1.77)* 

2.32 
(2.15,2.51)* 

2.01 
(1.86,2.16)* 

2.69 
(2.49,2.91)* 

1.30 
(1.21,1.40)* 

Care environment 
Private apartment: Do you thrive in your apartment? 
Yes Ref Ref Ref Ref Ref Ref 
Partly 1.08 

(1.01,1.16)* 
1.33 
(1.24,1.42)* 

1.44 
(1.34,1.54)* 

2.32 
(2.16,2.50)* 

1.42 
(1.32,1.53)* 

1.40 
(1.31,1.50)* 

No 1.18 
(0.99,1.40) 

1.43 
(1.22,1.67)* 

1.49 
(1.26,1.76)* 

5.65 
(4.77,6.68)* 

2.07 
(1.71,2.49)* 

1.71 
(1.45,2.06)* 

Public indoor areas: Are the public indoor areas pleasant? 
Yes Ref Ref Ref Ref Ref Ref 
Partly 1.47 

(1.37,1.57)* 
1.15 
(1.08,1.23)* 

1.32 
(1.23,1.41)* 

1.64 
(1.53,1.76)* 

1.60 
(1.49,1.72)* 

1.84 
(1.72,1.97)* 

No 2.16 
(1.89,2.47)* 

1.58 
(1.39,1.80)* 

1.59 
(1.38,1.82)* 

2.36 
(2.06,2.71)* 

2.30 
(1.98,2.66)* 

3.80 
(3.31,4.35)* 

Outside areas: Are the outside areas pleasant? 
Yes Ref Ref Ref Ref Ref Ref 
Partly 1.23 

(1.16,1.31)* 
1.33 
(1.25,1.41)* 

1.37 
(1.28,1.46)* 

1.40 
(1.31,1.50)* 

1.20 
(1.19,1.28)* 

1.71 
(1.61,1.82)* 

No 1.82 
(1.62,2.04)* 

1.66 
(1.49,1.85)* 

1.40 
(1.24,1.57)* 

1.50 
(1.33,1.68)* 

1.40 
(1.24,1.58)* 

2.36 
(2.10,2.64)* 

Mealtime environment: Do you experience mealtimes as a pleasant time of the day? 
Yes, al-
ways 

Ref Ref Ref Ref Ref Ref 

Mostly 1.75 
(1.63,1.87)* 

1.80 
(1.68,1.93)* 

1.95 
(1.81,2.09)* 

1.81 
(1.66,1.98)* 

2.12 
(1.96,2.29)* 

2.13 
(1.98,2.28)* 

Some-
times 

2.35 
(2.14,2.59)* 

2.29 
(2.08,2.51)* 

2.37 
(2.14,2.62)* 

2.28 
(2.05,2.53)* 

2.55 
(2.30,2.83)* 

2.80 
(2.54,3.08)* 

Seldom 3.07 
(2.69,3.49)* 

2.41 
(2.12,2.75)* 

2.68 
(2.34,3.09)* 

2.56 
(2.22,2.95)* 

2.66 
(2.30,3.07)* 

3.29 
(2.87,3.76)* 

No, 
never 

5.05 
(4.10,6.23)* 

2.96 
(2.42,3.62)* 

3.21 
(2.61,3.96)* 

3.04 
(2.46,3.75)* 

4.10 
(3.33,5.07)* 

4.11 
(3.33,5.07)* 

Individual factors 
Age 
65-79 
years 

Ref Ref Ref Ref Ref Ref 

80 years 
and 
older 

1.11 
(1.03,1.19)* 

1.11 
(1.03,1.19)* 

1.06 
(0.98,1.14) 

0.94 
(0.87,1.02) 

0.93 
(0.86,1.01) 

0.93 
(0.86,0.99)* 
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Sex 
Male Ref Ref Ref Ref Ref Ref 
Female 0.97 

(0.92,1.03) 
1.00 
(0.95,1.06) 

0.90 
(0.85,0.96)* 

0.94 
(0.88,1.00) 

0.98 
(0.92,1.04) 

0.80 
(0.76,0.85)* 

Dementia 
Not  
demen-
tia 

Ref Ref Ref Ref Ref Ref 

De-
mentia 

1.21 
(1.13,1.30)* 

1.28 
(1.20,1.36)* 

1.19 
(1.11,1.28)* 

1.14 
(1.06,1.22)* 

1.08 
(1.01,1.16)* 

1.25 
(1.17,1.33)* 

Self-rated health 
Good 
health 

Ref Ref Ref Ref Ref Ref 

Poor 
health 

1.08 
(1.02,1,15)* 

1.29 
(1.22,1.37)* 

1.18 
(1.10,1.26)* 

1.30 
(1.21,1.39)* 

1.20 
(1.13,1.29)* 

1.27 
(1.19,1.35)* 

Self-rated mobility 
Can 
move 
around 
by my-
self 

Ref Ref Ref Ref Ref Ref 

Diffi-
culties/ 
cannot 
move 
around 
by my-
self 

1.11 
(1.05,1.18)* 

1.45 
(1.37,1.53)* 

1.19 
(1.12,1.26)* 

0.97 
(0.91,1.03) 

1.06 
(1.00,1.13) 

1.06 
(1.00,1.12)* 

Proxy-answers 
Self- 
report 

Ref Ref Ref Ref Ref Ref 

Rela-
tives 

1.04 
(0.98,1.09) 

1.65 
(1.56,1.74)* 

1.26 
(1.19,1.33)* 

0.96 
(0.90,1.02) 

1.06 
(0.99,1.13) 

1.29 
(1.22,1.36)* 

Friend 0.86 
(0.69,1.07) 

1.07 
(0.85,1.34) 

1.35 
(1.06,1.72)* 

1.03 
(0.80,1.32) 

0.88 
(0.68,1.14) 

1.00 
(0.79,1.27) 

Trus-
tee, 
staff, 
other 

0.73 
(0.66,0.81)* 

1.80 
(1.64,2.00)* 

1.55 
(1.39,1.72)* 

0.86 
(0.77,0.96)* 

1.00 
(0.89,1.11) 

1.18 
(1.07,1.30)* 

CI=Confidence interval, COR=Cumulative odds ratio, *=Significant at a level of 5% 
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Table 11: Cumulative odds ratios, in inverse scale, and confidence intervals from the 
six models in study III. 

Dependent variables 
Model 1 
Dignity 

Model 2  
Dignity 

Model 3 
Dignity 

Model 4 
Well-being 

Model 5 
Well-being 

Model 6 
Well-being 

Do staff in-
form you 
beforehand 
about 
changes in 
your care? 

Can you in-
fluence 
what time 
to get care? 

Do staff 
consider 
your opin-
ions and 
wishes re-
garding 
your care? 

How safe 
or unsafe 
does it feel 
to live in 
the RCF? 

Do you feel 
trust in staff 
at the RCF? 

How satis-
fied or dis-
satisfied are 
you with 
the social 
activities 
offered at 
the RCF?

 COR (CI) COR (CI) COR (CI) COR (CI) COR (CI) COR (CI) 

Independent variables 
Year 
2016 Ref Ref Ref Ref Ref Ref 
2017 1.00 

(0.95,1,06) 
1.01 
(0.95,1.06) 

0.98 
(0.93,1.04) 

1.03 
(0.97,1.09) 

1.07 
(1.01,1.13)* 

0.94 
(0.89,1.00)* 

2018 1.05 
(0.99,1.11) 

0.99 
(0.94,1.04) 

1.01 
(0.96,1.07) 

1.01 
(0.95,1.08) 

1.13 
(1.06,1.20)* 

0.90 
(0.85,0.95)* 

Attitudes of staff: Have you experienced any negative incidents in your contact with staff? 
Not expe-
rienced 

Ref Ref Ref Ref Ref Ref 

Experi-
enced 

2.41 
(2.28,2.55)* 

2.76 
(2.60,2.92)* 

4.69 
(4.41,4.99)* 

3.22 
(3.03,3.42)* 

5.06 
(4.74,5.39)* 

1.70 
(1.60,1.80)* 

Care environment 
Private apartment: Do you thrive in your apartment? 
Yes Ref Ref Ref Ref Ref Ref 
Partly 1.21 

(1.14,1.28)* 
1.58 
(1.49,1.68)* 

1.73 
(1.62,1.84)* 

2.88 
(2.70,3.07)* 

1.81 
(1.70,1.94)* 

1.49 
(1.40,1.59)* 

No 1.49 
(1.29,1.72)* 

2.15 
(1.87,2.48)* 

2.72 
(2.35,3.14)* 

5.96 
(5.14,6.93)* 

3.11 
(2.65,3.64)* 

2.23 
(1.93,2.59)* 

Public indoor areas: Are the public indoor areas pleasant? 
Yes Ref Ref Ref Ref Ref Ref 
Partly 1.53 

(1.45,1.62)* 
1.26 
(1.19,1.33)* 

1.45 
(1.37,1.54)* 

1.84 
(1.73,1.96)* 

1.81 
(1.70,1.92)* 

2.02 
(1.91,2.15)* 

No 2.57 
(2.29,2.88)* 

1.78 
(1.59,1.99)* 

1.96 
(1.74,2.20)* 

2.83 
(2.52,3.18)* 

2.96 
(2.62,3.34)* 

4.62 
(4.10,5.20)* 

Outside areas: Are the outside areas pleasant? 
Yes Ref Ref Ref Ref Ref Ref 
Partly 1.37 

(1.30,1.44)* 
1.49 
(1.41,1.57)* 

1.52 
(1.44,1.61)* 

1.48 
(1.40,1.57)* 

1.33 
(1.25,1.40)* 

1.74 
(1.65,1.84)* 

No 2.07 
(1.87,2.29)* 

1.87 
(1.69,2.07)* 

1.85 
(1.66,2.05)* 

1.75 
(1.58,1.94)* 

1.56 
(1.40,1.74)* 

2.85 
(2.57,3.17)* 

Mealtime environment: Do you experience mealtimes as a pleasant time of the day? 
Yes, al-
ways 

Ref Ref Ref Ref Ref Ref 

Mostly 2.15 
(2.03,2.28)* 

2.09 
(1.97,2.21)* 

2.37 
(2.23,2.52)* 

2.44 
(2.27,2.62)* 

2.74 
(2.57,2.93)* 

2.55 
(2.40,2.70)* 

Someti-
mes 

3.57 
(3.31,3.85)* 

2.86 
(2.65,3.09)* 

3.53 
(3.25,3.82)* 

3.72 
(3.41,4.06)* 

4.49 
(4.13,4.88)* 

4.08 
(3.77,4.42)* 

Seldom 4.72 
(4.25,5.24)* 

3.16 
(2.84,3.50)* 

4.15 
(3.71,4.63)* 

5.11 
(4.55,5.73)* 

5.58 
(4.97,6.26)* 

5.51 
(4.94,6.16)* 

No, never 6.52 
(5.54,7.66)* 

3.67 
(3.13,4.31)* 

5.61 
(4.74,6.64)* 

5.76 
(4.87,6.81)* 

6.18 
(5.20,7.34)* 

7.01 
(5.92,8.29)* 
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Individual factors 
Age 
65-79 ye-
ars 

Ref Ref Ref Ref Ref Ref 

80 years 
and older 

1.16 
(1.09,1.23)* 

1.09 
(1.03,1.16)* 

0.99 
(0.93,1.05) 

0.94 
(0.88,1.01) 

0.85 
(0.79,0.91)* 

0.93 
(0.87,0.99)* 

Sex 
Male Ref Ref Ref Ref Ref Ref 
Female 1.03 

(0.98,1.08) 
1.09 
(1.04,1.47)* 

0.90 
(0.86,0.95)* 

1.00 
(0.94,1.05) 

1.11 
(1.05,1.17)* 

0.85 
(0.81,0.89)* 

Dementia 
Not de-
mentia 

Ref Ref Ref Ref Ref Ref 

Dementia 1.17 
(1.10,1.24)* 

1.52 
(1.44,1.61)* 

1.34 
(1.26,1.42)* 

1.14 
(1.07,1.22)* 

1.06 
(0.99,1.13) 

1.32 
(1.24,1.39)* 

Self-rated health 
Good 
health 

Ref Ref Ref Ref Ref Ref 

Poor 
health 

1.30 
(1.22,1.37)* 

1.46 
(1.37,1.54)* 

1.38 
(1.30,1.47)* 

1.51 
(1.42,1.61)* 

1.43 
(1.35,1.53)* 

1.34 
(1.26,1.43)* 

Self-rated mobility 
Can move 
around by 
myself 

Ref Ref Ref Ref Ref Ref 

Difficul-
ties mov-
ing 
around by 
myself 

1,22 
(1.15,1.29)* 

1.55 
(1.47,1.65)* 

1.32 
(1.24,1.40)* 

1.17 
(1.09,1.25)* 

1.18 
(1.11,1.26)* 

1.21 
(1.14,1.28)* 

CI=Confidence interval, COR=Cumulative odds ratio, *=Significant at a level of 5% 

Study IV 
The aim of Study IV was to examine residents’ perceptions of empowerment, 
a person-centred climate and life satisfaction before and after a caregiver in-
tervention concerning the Swedish national fundamental values. A further aim 
was to investigate whether there were any differences in change over time in 
these variables between the group that received the intervention and a control 
group. 

For both empowerment (p=0.001) and disempowerment (p=0.006), there were 
change over time between the intervention and control group. The intervention 
group had higher scores for empowerment (p=0.001) and lower scores for dis-
empowerment (p=0.018) at follow-up than at baseline. In the control group, 
no differences were found at follow-up compared to baseline, see Table 12. 

For person-centred climate, there were change over time between the inter-
vention and control group for the total scale (p≤0.001). The intervention group 
had higher scores on the total scale at follow-up than at baseline (p≤0.001), 
whereas the control group had lower scores (p=0.002). For all factors – safety, 
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everydayness and hospitality – the change over time between groups was sig-
nificant (p≤0.001). For all factors, the intervention group had higher scores at 
follow-up than at baseline, and the control group had lower scores at follow-
up than at baseline, see Table 13. 

For life satisfaction, both the intervention and control group showed change 
over time for the factor quality of everyday activities (p=0.002). The interven-
tion group had higher scores for the quality of everyday activities at follow-
up than at baseline (p=0.033), whereas the control group had lower scores for 
this factor (p=0.012) at follow-up than at baseline. No differences between 
groups in the change over time were found for Item 34, the single item that 
measured quality of life. Regarding Item 34, no differences were found be-
tween follow-up and baseline for the intervention group, but the control group 
had lower scores at follow-up than at baseline (p=0.044). For life satisfaction, 
the factors physical symptoms, sickness impact and socioeconomic situation 
showed no differences in the change over time between the intervention and 
control group. The quality of family relations and the quality of close friend 
relations could not be analysed due to a large amount of internal missing data, 
see Table 14. 

Table 12: Baseline and follow-up scores of empowerment. 

Variables Intervention group Differ-
ences 
between 
baseline 
and fol-
low-up 

Within 
group 

Control group Differ-
ences  
between 
baseline 
and fol-
low-up 

Within 
group 

Differ-
ences in 
change 
over time  
between 
groups

Empowerment 
Empowerment 

 Median 
(Q1-Q3) 

Min-
max 

Median 
(95 % CI) 

4.0 
(1.5,6.0) 

p-value 

0.001* 

Median  
(Q1-Q3) 

Min-
max 

Median  
(95 % CI) 

-2.0 
(-5.0,0.5) 

p-value 

0.091 

Median 
 (95% CI), 
p-value 

6.0 
(3.0,9.0) 
0.001* 

Baseline 26.0 
(21-
29.3) 

16-35  23.0 
(20-
31.8) 

10-38  

Follow-up 30.0 
(24-33) 

8-40  20.5 
(16-
28.9) 

11-36  

Disempower-
ment 

-1.3 
(-2.0,0.0) 

0.018* 1.0  
(-0.5,2.5) 

0.115 -2.0 
(-4.0,-1.0) 
0.006* 

Baseline 3.0 
(1-6) 

0-9  2.0 
 (0-7) 

0-13  

Follow-up 1.0 
(0-4) 

0-18  4.0 
(1-7) 

0-16  

CI = Confidence interval, Q= Quartile, *=Significant at a level of 5% 
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Table 13: Baseline and follow-up scores of person-centred climate. 

Variables Intervention group Differ-
ences 
between 
baseline 
and fol-
low-up 

Within 
group 

Control group Differ-
ences  
between 
baseline 
and fol-
low-up 

Within 
group 

Differ-
ences in 
change 
over time  
between 
groups

Person-centred 
Total scale 

 Median 
(Q1-Q3) 

climate 

Min-
max 

Median 
(95 % CI) 

8.0 
(4.5,11.4) 

p-value 

≤0.001* 

Median  
(Q1-Q3) 

Min-
max 

Median  
(95 % CI) 

 -8.5 
 (-13.6,-3.0) 

p-value 

0.002* 

Median 
 (95% CI), 
p-value 

16.0 
 (9.7,23.0) 
≤0.001* 

Baseline 83.0 
(75-93) 

46-
102 

90.0 
(78.7-
96) 

46-
102 

Follow-up 94.0 
(84.9– 
100) 

47-
102 

77.0 
(68.5-
90) 

35-
102 

Safety 3.5  
(1.5,5.5) 

0.001*  -3.4 
 (-6.0,-0.8) 

0.013* 7.0 
 (3.8,10.0) 
≤0.001* 

Baseline 50.0 
(47-57) 

29-60  55 
(49-59) 

36-60  

Follow-up 56.0 
(52-58) 

34-60  50.0 
(46.5-
57.8) 

23-60  

Everydayness 1.5 
(0.0,3.0) 

0.009* -2.0  
(-4.0,0.0) 

0.028* 4.0  
(1.3,6.0) 
0.001* 

Baseline 20.0 
(16-24) 

7-24  21.0 
(16-24) 

4-24  

Follow-up 23.0 
(19-24) 

5-24  17.0 
(13-
21.5) 

4-24  

Hospitality 3.0 
(1.5,4.5) 

≤0.001* -2.8 
 (-4.0,-1.5) 

≤0.001* 6.0  
(4.0,8.0) 
≤0.001* 

Baseline 13.0 
(8-16) 

8-18  15.0 
(12-18) 

6-18  

Follow-up 16.0 
(14-18) 

8-18  11.0 
(8-14.5) 

6-18  

CI = Confidence interval, Q= Quartile, *=Significant at a level of 5% 
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Table 14: Baseline and follow-up scores of life satisfaction. 

Variables Intervention group Differ-
ences 
between 
baseline 
and fol-
low-up 

Within 
group 

Control group Differ-
ences  
between 
baseline 
and fol-
low-up 

Within 
group 

Differ-
ences in 
change 
over time  
between 
groups

Life satisfaction 
Quality of eve-
ryday activities 

 Median 
(Q1-Q3) 

Min-
max 

Median 
(95 % CI) 

9.7 
(1.0,21.9) 

p-value 

0.033* 

Median  
(Q1-Q3) 

Min-
max 

Median  
(95 % CI) 

-11.6 
 (-21.7,-3.4) 

p-value 

0.012* 

Median 
 (95% CI), 
p-value 

22.1  
(8.2,37.4) 
0.002* 

Baseline 36,7 
(16.7-
59.7) 

14.3- 
89.8 

46.6 
(23.4-
80.3) 

14.3-
100 

Follow-up 59.5 
(26.2-
77.6) 

14.3-
98.0 

31.0 
(20.2-
60.2) 

14.3-
98.0 

Sickness im-
pact 

1.8  
(-3.6,6.0) 

0.516 -2.4  
(-7.1,2.4) 

0.329 4.8  
(-2.4,9.5) 
0.235 

Baseline 69.0 
(57.1-
83.3) 

33.3-100  81.0 
(67.9-
92.9) 

40.5-
100 

Follow-up 71.4 
(59.5-
85.7) 

16.7-
97.6 

81.0 
(67.9-
88.5) 

38.1-
100 

Physical 
symptoms 

0.0  
(-3.1,3.1) 

0.911 -1.0 
(-3.1,1.0) 

0.333 2.0  
(-2.0,6.1) 
0.512 

Baseline 87.8 
(81.6-
93.9) 

63.3-100  91.8 
(83.7-
99) 

71.4-
100 

Follow-up 91.8 
(81.6-
98) 

59.2-
100 

91.8 
(84.7-
98) 

59.2-
100 

Socio-econo-
mic situation 

0.0 
(-5.4,4.8) 

0.962 -4.2 
(-8.9,0.0) 

0.047* 3.6 
(-3.6,10.7) 
0.217 

Baseline 71.4 
(57.1-82.1) 

35.7- 
96.4 

71.4 
(64.3-
82.1) 

39.3-
100 

Follow-up 71.4 
(64.3-78.6) 

28.6-
92.9 

71.4 
(57.1-
79.8) 

19-
85.7 

Quality of Life, 
Item 34 

0.0  
(-1.0,0.5) 

0.320 -0.5  
(-1.0,0.0) 

0.044* 0.0  
(-1.0,1.0) 
0.545 

Baseline 4.0 
(4-5) 

1-7  4.0 
(3-6) 

1-7  

Follow-up 4.0 
(2-6) 

1-7  4.0 
(2.5-5) 

1-6  

CI = Confidence interval, Q= Quartile, *=Significant at a level of 5% 

In the GEE models, there were change over time between the intervention and 
control group (interaction effects) for empowerment (p = 0.002), disempow-
erment (p =0.012), the total person-centred climate scale (p <0.001) and the 
factors safety (p <0.001), everydayness (p<0.001) and hospitality (p<0.001). 
Regarding life satisfaction, there were interaction effects for the quality of 
everyday activities (p<0.001). The interaction effect was not significant for 
the other factors. There was significant improvement over time in the inter-
vention group for empowerment (p=0.006), the total person-centred climate 
scale (p<0.001), and the factors safety (p<0.001), everydayness (p=0.006), 
hospitality (p<0.001) and quality of everyday activities (p=0.006). For the 
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control group, there was a significant decrease over time for disempowerment 
(p=0.036), the total person-centred climate scale (p<0.001), and the factors 
safety (p=0.003), everydayness (p=0.015), hospitality (p<0.001) and quality 
of everyday activities (p=0.023), see Table 15. 

Table 15: Parameter estimates and confidence intervals from GEE analyses: empow-
erment, person-centred climate and life satisfaction. 

Variables GEE model 

Interaction time*group (95% 
CI) 

Mean differences 

Intervention group baseline– 
follow-up 

Control group baseline– 
follow-up 

Empowerment 

Empowerment 

B -5.04 (-8.26,-1.81) -3.12 (-5.32,-0.91)   1.92 (-0.43,4.27) 

P-value 0.002* 0.006* 0.110 

Disempowerment 

B 2.16 (0.47,3.85) 0.86 (-0.32,2.04) -1.30 (-2.51,-0.09) 

P-value 0.012* 0.153 0.036* 

Person-centred Climate 

PCQ-P total scale 

B -16.67 (-22.43,-10.91) -7.87 (-11.31,-4.43) 8.80 (4.18,13.42) 

P-value <0.001* <0.001* <0.001* 

Safety 

B -7.39 (-10.63,-4.15) -3.54 (-5.52,-1.57) 3.85 (1.28,6.41) 

P-value <0.001* <0.001* 0.003* 

Everydayness 

B - 3.88 (-6.00,-1.77) -1.77 (-3.04,-0.50) 2.12 (0.42,3.82) 

P-value <0.001* 0,006* 0.015* 

Hospitality 

B -5.78 (-7.45,-4.10) -2.94 (-4.12,-1.76) 2.84 (1.65,4.02) 

P-value <0.001* <0.001* <0.001* 

Life Satisfaction 

Quality of everyday 
activities 

B -25.88 (-40.30,-11.46) -13.39 (-22.97,-3.82) 12.49 (1.70,23.27) 

P-value <0.001* 0.006* 0.023* 

CI = Confidence interval, GEE = Generalized estimating equation, *=Significant at a level of 5% 
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Discussion 

The overall aim of this thesis was to increase knowledge regarding perceptions 
and experiences of aspects and factors associated with perceived dignity and 
well-being among older persons living in RCFs. The findings indicate that to 
experience dignity and well-being, it was important for residents to feel that 
they still matter. For them to feel this way, it was vital to be able to manage 
daily life by maintaining their physical and cognitive abilities and to feel free. 
Furthermore, it was important that staff encouraged the residents to maintain 
their physical and cognitive abilities and that staff supported the residents’ 
influence over their care. In addition, it was vital for residents to belong to a 
social context by maintaining and creating new social relationships. To do so, 
surroundings that promote social relationships were central (Study I). Percep-
tions of aspects of dignity and well-being were associated with the attitudes 
of staff, the indoor-outdoor-mealtime environments, health, mobility and a di-
agnosis of dementia. Residents who had experienced disrespectful attitudes of 
staff, who did not thrive in the indoor-outdoor-mealtime environments, rated 
their health as poor, reported having difficulties moving around by themselves 
and were diagnosed with dementia had higher odds of being dissatisfied with 
aspects of dignity and well-being (Study II). The same tendencies for these 
associations were found over a three-year period. However, there were no 
changes over the three-year period in perceptions of aspects of dignity, which 
neither increased nor decreased over time. For well-being, in terms of feeling 
trust in staff, there were differences over the three-year period, as the percep-
tions of trusting staff decreased over time. There were also differences over 
time in perceptions regarding social activities, as satisfaction with social ac-
tivities increased over the three years (Study III). After an intervention con-
cerning the Swedish national fundamental values of dignity and well-being, 
there were changes in residents’ perceptions of empowerment, a person-cen-
tred climate and life satisfaction. After the intervention, the residents in the 
intervention group reported higher scores for perceptions of empowerment, a 
person-centred climate and life satisfaction in relation to the quality of every-
day activities (Study IV). 

The findings focusing on what is needed, from the residents’ perspective, to 
promote dignity and well-being will be discussed according to the theoretical 
framework for this thesis, the PCP framework and the constructs staff 
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prerequisites, care environment and person-centred outcomes. Dignity and 
well-being are considered in the framework as they are person-centred out-
comes (113, 114); see Figure 1 for an overview of the PCP framework. 

Staff prerequisites needed to promote dignity and well-
being 
Residents who perceived having poor health, had difficulties moving around 
by themselves, and residents who were diagnosed with dementia had higher 
odds of being dissatisfied with aspects of dignity and well-being than their 
counterparts (Study II), findings that persisted over a three-year period (Study 
III). Previous research describes dependency on staff as challenging for main-
taining dignity (27, 50, 52, 68). It could therefore be assumed that residents 
who rate their health as poor, have difficulties moving around by themselves 
and are diagnosed with dementia are more dependent on staff, which is chal-
lenging for maintaining dignity and well-being. This assumption is also sup-
ported by Nordenfelt’s definition of dignity; to promote dignity, respect must 
be paid to a person’s independence (42, 43). Based on the PCP framework, it 
is therefore important that staff have the prerequisites in the form of the req-
uisite knowledge and skills to promote dignity and well-being for residents 
who rate their health and mobility as poor and for residents diagnosed with 
dementia, as they have greater dependence on staff (113, 114). 

First-line managers in RCFs are responsible for enabling staff to put the inten-
tions of the Swedish national fundamental values of dignity and well-being 
into practice (105). To do this, they have been offered a university course that 
aims to support the implementation of these values (41). To facilitate imple-
mentation, they also had the opportunity to use educational material developed 
by the NBHW (40). However, the educational material focused primarily on 
the attitudes of staff and did not target the individual factors of health, mobility 
and dementia. Most first-line managers in RCFs have higher education in so-
cial care (105), and they may therefore lack knowledge in supporting staff in 
promoting dignity and well-being for residents who rate their health as poor. 
However, health is one of the meta-paradigms of nursing (9), and nursing im-
plies promoting health and well-being (91). RNs at RCFs are not governed by 
the Social Services Act and its Swedish national fundamental values (4) but 
by the Health Care Act. Nevertheless, dignity and well-being are also central 
values of the Health Care Act (38). This implies that RNs, regardless of legis-
lation, could play a central role in enabling staff develop the knowledge and 
skills to promote dignity and well-being for dependent residents who rate their 
health as poor. It should be noted that the number of RNs with a postgraduate 
degree in geriatric nursing is limited (30), and it could be assumed that there 
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is a need for more RNs with this degree to promote dignity and well-being for 
these vulnerable residents. 

To experience dignity and well-being, the residents emphasized the im-
portance of both maintaining their physical and cognitive abilities to be inde-
pendent and of being encouraged by staff to maintain these abilities. Despite 
the importance of these aspects, staff sometimes reduced residents’ abilities 
by assisting them too much when providing care (Study I). These findings are 
in accordance with the definition of dignity by Nordenfelt; to promote dignity, 
respect must be paid to a person’s independence (42, 43), but staff’s actions 
can prevent independence (43). Experiences of staff reducing residents’ abil-
ities have also been found in previous research (143, 144). According to Nor-
denfelt, such actions by staff do not promote dignity because they counteract 
independence (43). Furthermore, this approach from staff counteracts PCC, 
which entails a view of the person as both capable and having abilities (37). 
In addition, because empowerment is the process of mobilizing a person’s re-
sources to allow them to feel control in their daily life (57), this approach from 
staff is also disempowering. 

According to the PCP framework, the prerequisites of staff imply knowledge. 
Regarding knowledge, it is important for staff to be aware of their personal 
preferences and how they might impact care (113, 114). Based on the findings 
in Study I, it could be assumed that when staff are assisting residents too much, 
they are motivated by their own personal preferences and might not be aware 
that their approach both hinders PCC and is disempowering, i.e., it does not 
promote dignity and well-being. This assumption is supported by previous re-
search indicating that residents and staff emphasize different perceptions re-
garding safety, one aspect of well-being in the Swedish national fundamental 
values. Residents have emphasized that to experience safety, it is important 
that staff recognize them as individuals with individual needs (49, 65). Staff, 
on the other hand, have emphasized the importance of preventing risks in care 
(59, 144-146). Based on the PCP framework, it should therefore be important 
to increase staff’s knowledge by supporting them in becoming aware of their 
personal preferences and how these preferences impact the promotion of dig-
nity and well-being. 

Based on an interpretative approach, the staff in Study IV, through self-reflec-
tion and dialogue, were supported in becoming aware of their personal pref-
erences regarding aspects of dignity and well-being. Furthermore, staff and 
residents had the opportunity to engage in a dialogue about their respective 
preferences regarding aspects of dignity and well-being (Study IV). This ap-
proach is person-centred, as it considers residents’ preferences (37, 115-118). 
Even the use of dialogue as an approach is person-centred, as interaction and 
communication are vital to person-centred care (37, 117, 118). In addition, 
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staff members in Study IV, through self-reflection and dialogue, became more 
conscious of how to put aspects of dignity and well-being into practice. The 
results of the self-reflection, dialogue and discussions were then used as a 
point of departure in the development of improvement plans aimed at promot-
ing the dignity and well-being of residents.  

The findings of Study IV indicate that residents were more satisfied with their 
perceptions of aspects of dignity and well-being after the intervention. Based 
on this, it seems to be important to staff to be able to participate in seminars 
to increase their knowledge regarding the promotion of dignity and well-be-
ing. The use of seminars as an approach was also highlighted in a recent liter-
ature review focusing on person-centred interventions in RCFs. The findings 
indicate that person-centred interventions that used seminars for staff as work-
ing methods increased the quality of life among residents. In addition, it 
should be noted that the findings indicate that person-centred interventions 
using seminars as working methods reduced staff stress, emotional exhaustion 
and burnout (147). This finding has also been reported in previous research 
(148). As there is a high level of sick leave due to stress and burnout among 
staff in RCFs (30, 110-112), it could be assumed that interventions that use 
seminars as working methods could also be useful for reducing stress among 
staff. 

According to the PCP framework, the attitudes of staff are a prerequisite for 
achieving the person-centred outcomes of dignity and well-being (113, 114). 
The findings indicate that residents who had experienced disrespectful atti-
tudes of staff had higher odds of being dissatisfied with aspects of dignity and 
well-being than residents who had not experienced disrespectful attitudes of 
staff (Studies II, III). Furthermore, residents emphasized the importance of 
having their personal preferences sought and accepted for experiencing dig-
nity and well-being (Study I). The importance of respectful attitudes for expe-
riencing dignity was also described in a previous meta-synthesis (52). In ad-
dition, the findings indicate that trust in staff decreased over a three-year pe-
riod (Study III). A possible assumption based on these findings is that if resi-
dents experience disrespectful attitudes of staff, they do not feel trust towards 
staff. Thus, the findings of Studies I, II and III indicate that respectful attitudes 
of staff are central to promoting dignity and well-being. However, first-line 
managers have described difficulties influencing the attitudes of staff (109). 
Thus, RNs have a responsibility to promote learning regarding ethical matters, 
such as dignity. Furthermore, RNs have a responsibility to support and guide 
staff in developing their ethical awareness (95). Therefore, RNs could play a 
central role in developing the attitudes of staff. Based on the findings of Study 
IV, supported by previous research (147), RNs could use an interpretative ap-
proach based on self-reflection and dialogue to develop the attitudes of staff. 
In addition to an interpretative approach, it seems to be important that first-
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line managers provide staff with proper conditions in the form of time to en-
gage in self-reflection and dialogue. 

Aspects of the care environment needed to promote 
dignity and well-being 
According to the PCP framework, the care environment must be considered 
to promote the person-centred outcomes of dignity and well-being. One com-
ponent of the care environment is the physical environment, which consists of 
privacy, choice/control and safety (113, 114). To experience dignity and well-
being, the residents emphasized the importance of having an apartment on 
their own where they could manage by themselves (Study I). Based on the 
PCP framework (113, 114), it can be assumed that when residents experience 
privacy in their apartments, it promotes dignity and well-being. Having an 
apartment on one’s own was also described in previous research as important 
for a feeling of privacy (58, 61, 62, 76). The findings further indicate that 
residents who did not thrive in their apartments had higher odds of being dis-
satisfied with aspects of dignity and well-being than their counterparts (Stud-
ies II, III). In the Swedish national fundamental values, privacy is related to 
respect for personal integrity in that respect for personal integrity implies re-
spect for privacy. Staff should therefore facilitate privacy by acting like guests 
in residents’ apartments (39). A possible assumption of the findings of Studies 
II and III, then, is that residents did not thrive in their apartments because staff 
did not respect their personal integrity, and that in turn did not promote dignity 
and well-being. 

The finding that not thriving in one’s apartment inhibits dignity and well-be-
ing (Studies II, III) might also be interpreted in terms of choice/control in the 
physical environment according to the PCP framework (113, 114). Residents 
described feeling trapped because they could not work the locks in their apart-
ments or because of locked doors at the RCF (Study I). These environmental 
barriers have also been described in previous research (87, 89, 149). A possi-
ble assumption, then, is that the residents could not control their physical en-
vironment, nor did they have choices in the physical environment, which pre-
vented them from feeling free. Having choices and control over one’s own 
care has been described in previous research as important for experiencing 
dignity (47, 49-51), but to promote dignity and well-being, it also seems to be 
important to have choice and control in the physical environment. In addition 
environmental barriers do not promote PCC, as PCC creates through a com-
bination of the person’s own abilities and the opportunities to use those abili-
ties in his or her environment  (37, 150). 
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The findings indicate that residents who did not find the mealtimes pleasant 
had higher odds of being dissatisfied with aspects of dignity and well-being 
compared to their counterparts (Studies II, III). Residents further described 
feeling uncomfortable at mealtimes as they shared the mealtime area with per-
sons diagnosed with dementia, who were sometimes aggressive due to the de-
mentia diagnosis. To avoid this, residents often ate their meals alone in their 
apartments. In addition, residents emphasized that to experience dignity and 
well-being, it was important that the surroundings support social relationships 
(Study I). Social relationships have also been described in previous research 
as vital for experiencing dignity and well-being (52, 71, 77, 151). In addition, 
mealtimes have been described as important for promoting social relationships 
(79, 81, 83). Thus, the findings (Studies I, II, III) highlight a dilemma in that 
mealtimes can promote social relationships, which are important for experi-
encing dignity and well-being, but residents do not want to take part in 
mealtimes because they feel uncomfortable in the mealtime area. 

Based on the PCP framework, the findings regarding mealtimes (Studies I, II, 
III) could be interpreted in terms of the care environment, as safety is a com-
ponent of the physical environment (113, 114). If residents do not find the 
mealtimes pleasant, it may be because they do not feel safe in the mealtime 
area because they are uncomfortable with the aggressive behaviours of other 
residents. Feeling unsafe at mealtimes does not promote dignity and well-be-
ing. In addition, when residents eat their meals alone in their apartments, they 
lose access to opportunities for social relationships, which also hinders their 
experience of dignity and well-being. This means that both environmental as-
pects related to safety and social aspects need to be considered when improv-
ing the mealtime environment. To this end, RNs could play a central role, as 
nursing implies promoting health and well-being (91) and well-being includes 
both social and environmental aspects of life (93). 

A need for mixed skills to promote dignity and well-
being 
The findings (Studies I, II, III) indicate a need for improvement strategies to 
promote dignity and well-being for vulnerable residents, who rate their health 
and mobility as poor and who are diagnosed with dementia, by promoting re-
spectful attitudes of staff and facilitating privacy, choice/control and safety for 
residents in the physical environment. According to the PCP framework, a 
central aspect of the care environment, the context in which care is provided, 
is a mix of staff with the requisite knowledge and skills to provide care (113, 
114). First-line managers in RCFs are responsible for enabling staff to put the 
intentions of the Swedish national fundamental values of dignity and well-
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being into practice. Most first-line managers have higher education in social 
care, i.e., knowledge and skills related to social care (105). RNs are responsi-
ble for nursing and accordingly have higher education in nursing, i.e., 
knowledge and skills for promoting health and well-being (91). Furthermore, 
one of the core competencies of RNs is PCC (96), and dignity and well-being 
are person-centred outcomes (113, 114). This means that both first-line man-
agers and RNs have knowledge and skills to enable staff in RCFs to promote 
dignity and well-being. Even so, because both first-line managers and RNs 
face strained working situations (98, 99, 107-109), it could be assumed that 
they experience difficulties prioritizing improvement strategies to promote 
dignity and well-being. 

First-line managers have described a need to coordinate the social needs of 
residents with health care needs (105). Thus, there seems to be a need for first-
line managers and RNs in RCFs, given their differing knowledge and skills, 
to work together as a team when developing improvement strategies to pro-
mote dignity and well-being. This is because dignity and well-being are cen-
tral values in both the Social Services Act (4) and the Health Care Act (38). 
Previous research states that differences in skills among team members is an 
important characteristic of effective teams (152). The involvement of different 
professionals working together has also been described as essential for imple-
menting person-centred care (153). Notably, teamwork is one of the core com-
petencies of RNs (96). When working as a team to promote dignity and well-
being, it is also vital that residents themselves be part of the team because it is 
necessary to consider their perceptions and experiences regarding what is 
needed to experience dignity and well-being. Including residents in the team 
developing improvement strategies to promote dignity and well-being also 
promotes dignity and well-being per se, as doing so treats residents as if they 
still matter. 

Methodological considerations 
The studies in this thesis had both qualitative and quantitative approaches, and 
the combination of research methods might be considered a strength. When 
combining research methods from different epistemological traditions, new 
perspectives can be added to the research area. In addition, when research 
methods are combined, a more comprehensive picture of the research area can 
be obtained (154). However, there are both strengths and limitations in the 
included studies, and they will be discussed below. 
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Qualitative study 
Study I had a qualitative approach implying that trustworthiness, including the 
aspects of credibility, dependability and transferability, must be considered 
(132). 

Credibility 
Credibility refers to the selection of the focus of the study in terms of its con-
text, participants, approach to data collection and data analysis. Regarding the 
participants, choosing participants with a variety of experiences increases the 
possibility of shedding light on the research question from different perspec-
tives (122, 132). In Study I, credibility was achieved by using a purposive 
sample that aimed to achieve variation in sex, age, duration of residence and 
need for care. Nonetheless, one possible limitation in achieving credibility re-
garding the residents who participated in the study is that the first-line man-
agers at the RCFs were asked to identify suitable residents for the interviews 
based on the inclusion criteria and on their personal knowledge of the resi-
dents. This approach raises the possibility that the sample was biased towards 
residents with a more positive attitude towards the RCF. If that were the case, 
it might have affected the findings in a false-positive direction. Thus, the risk 
of this bias seems small, as the findings indicate both positive and negative 
experiences. Regarding data collection, the amount of data collected to ad-
dress the research question is important for achieving credibility (132). In 
Study I, credibility was achieved because twenty residents were interviewed. 
Each interview lasted between 20 and 90 minutes, which generated a range of 
detailed descriptions and multiple perspectives from residents. 

Furthermore, to achieve credibility, the data analysis process should be trans-
parent (132). In Study I, credibility was achieved by a transparent description 
of the steps in the analytic process. Further triangulation increased the credi-
bility. Investigator triangulation refers to the use of two or more researchers 
to carry out the data collection, coding and analytic decisions. Including sev-
eral researchers may reduce the risk of biased decisions and interpretations 
(122). To increase credibility regarding data analysis, CR and one of the mem-
bers of the research group collaborated throughout the coding process. During 
the analysis process, all members of the research group collaborated, which 
made it possible to interpret the data from different perspectives. This also 
minimized the risk that CRs’ preunderstandings would influence the interpre-
tation. CR had a preunderstanding of the context due to her experience work-
ing as a RN and first-line manager for many years in RCFs. This preunder-
standing can be seen as a prerequisite for understanding what is being studied. 
However, it can also influence understanding. For many years, CR has been 
teaching nursing students. This implies a distance from care in RCFs. This 
distance made it possible to take a more critical approach to the data analysis. 
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Dependability 
Dependability refers to the degree to which data and the researcher’s decisions 
during the data analysis change over time. When data are extensive and data 
collection extends over time, there is a risk of inconsistency during data col-
lection. Interviewing is an evolving process during which interviewers acquire 
new insights into the phenomenon under study – insights that can influence 
follow-up questions (132). To achieve dependability, data collection was not 
extended over time, and the data were collected over a six-week period. To 
achieve dependability, it is also important to use the same questions through-
out data collection (132). To this end, an interview guide was used to ensure 
that the interviews covered the same areas during data collection. To achieve 
dependability, it is also important that the data analysis process is not extended 
over time. Working over a long period of time can cause the researcher to 
change how he or she makes decisions during the analysis process (132). To 
achieve dependability in this regard, the data analysis was not extended over 
a long period of time. 

Transferability 
Transferability refers to the extent to which the findings can be transferred to 
other contexts or groups. The researcher can give suggestions regarding the 
transferability of the findings. To facilitate transferability, it is important to 
provide a clear description of the context, selection and characteristics of the 
participants, data collection and data analysis. In addition, a clear presentation 
of the findings, supported by quotations, increases transferability (132). To 
achieve transferability in Study I, attempts were made to clearly describe the 
context, the selection of residents, the characteristics of residents, and data 
collection and analysis processes. In addition, quotations were used to support 
the findings. Regarding transferability, it should be noted that the study was 
carried out in the context of publicly funded Swedish RCFs, and the organi-
zation of RCFs might differ in other countries. However, the findings might 
be transferable to older persons in similar situations. 

Quantitative studies 
The strengths and limitations of Studies II, III and IV will be discussed in 
relation to the studies’ designs, samples, data collection and the intervention. 

Design 
Studies II and III were non-experimental studies, aiming to study associations 
between dependent and independent variables. Correlational studies aim to 
examine the associations among variables without manipulating the independ-
ent variable. This implies that correlational studies cannot prove causation. 
One limitation of correlational studies is that the interpretations should be 
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considered tentative, especially when the design is cross-sectional and the 
study has no theoretical basis (122). Study II had a cross-sectional design, and 
the PCP framework was used as a theoretical framework to identify the aims, 
hypotheses and dependent and independent variables. The use of a theoretical 
framework in the design of the study might be considered a strength. 

Study IV was a cluster-randomized controlled trial with a pre- and post-test 
design. This implies that the study can provide evidence about causes and ef-
fects (122). The study had an intervention group and a control group, and as-
signment to the groups was random. One strength of Study IV, therefore, is 
that it meets the requirements of an experimental design in terms of manipu-
lation, control and randomization (122). In the study, the units of the RCFs 
(clusters) were randomly assigned to the intervention or control group. Cluster 
randomization implies randomizing clusters, not persons, to different groups. 
A cluster can be a unit (122), and data can be collected from individuals within 
the cluster (155). The timing of randomization is important, and baseline data 
should be collected before randomization (122). One limitation of Study IV is 
that randomization was performed after the RCFs (units/clusters) had been 
recruited based on the inclusion and exclusion criteria, but before the inter-
vention began. The reason for this was that first-line managers at the RCFs 
needed to know early on whether they were in the intervention group, which 
required recruiting additional staff while the regular staff participated in sem-
inars. Furthermore, the staff and residents involved in the study were not 
blinded to their condition. This might be considered a limitation, as it entails 
the risk that the knowledge of being included in the intervention group or the 
control group might affect people’s behaviour (122, 155). Thus, there is a pos-
sibility that the residents’ behaviours were affected in a positive or negative 
way. 

Sample 
In Studies II and III, it might be considered a strength that consecutive sam-
pling was used and that all residents living in an RCF in 2016, 2017 and 2018 
were invited to participate in the study. Consecutive sampling implies the re-
cruitment of all people in a population who meet the inclusion criteria at a 
specific time. This implies a reduction in the risk of bias (122). In Study II, 
both self-responses and proxy responses were used. The use of proxy re-
sponses might be considered a limitation in that there is a risk that the proxies 
responded to the questionnaire in a way that reflected their perceptions and 
not the residents’. 

In Studies II and III, the response rates were 49% and 19%, respectively. A 
response rate of 19 % should be considered a limitation, as a response rate of 
40% is described as sufficient when using questionnaires (156). In the studies, 
there was no information regarding the nonparticipants. This is a limitation, 
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as it is important to determine whether nonparticipants differ from partici-
pants. To determine this, the demographics of the participants can be com-
pared to the demographics of the target population (156). Such comparisons 
were performed in Studies II and III and found that the participants did not 
differ from the target population in terms of sex, age, health and mobility. 
However, in terms of dementia, only approximately 20% of the participants 
in Studies II and III were diagnosed with or had been prescribed medication 
for dementia. The number of participants diagnosed with dementia seemed to 
differ from the demographics of the target population, as previous research 
indicates that approximately 67% of residents have cognitive impairments 
(157), but it is not known how many of these residents were diagnosed with 
dementia or had been prescribed medication for dementia. However, as only 
20% of the participants in Studies II and III were diagnosed with/had been 
prescribed medication for dementia, the results regarding the associations be-
tween dignity and well-being and dementia might not be generalizable. 

In Study III, data were collected in 2016, 2017 and 2018, but only 20% of the 
participants responded in 2 years, and only 8% responded in all 3 years. This 
generates difficulties with following the same individuals over time and might 
be considered a limitation of the study. Attrition and loss of participants after 
the initial data collection phase is a well-known problem in longitudinal stud-
ies. The longer the interval between the data collection time points, the greater 
the risk of attrition, which may cause biases (122, 158). In addition, this is a 
well-known problem when performing longitudinal studies in RCFs, as the 
average time that a resident lives in an RCF is approximately two years (112). 
To handle attrition, as data were collected over a three-year period, a mixed 
cohort was used in the study (158). 

In Study IV, a convenience sample was used for the RCFs. A convenience 
sample is a non-probability sample and is less likely to produce representative 
samples (122), which might be considered a limitation of the study. The larger 
a sample is, the more representative it is of the population. However, many 
nursing studies are based on relatively small samples. If a sample is too small, 
the analyses might fail to show interaction effects. To estimate the appropriate 
sample size, it is important to conduct a power analysis (122). A power anal-
ysis was performed at the residential level in the study and indicated a need to 
include 63 residents in each group. However, the sample used in the study was 
relatively small due to the limited number of available residents who met the 
inclusion criteria. Furthermore, a number of the residents who participated in 
the pre-test dropped out of the post-test, further reducing the sample. Despite 
the small sample, there were interaction effects in the study, which indicates 
that the sample size was sufficient.  
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Data collection 
In Studies II and III, a national questionnaire by the Swedish NBHW was 
used. Validity is the degree to which an instrument measures what it is sup-
posed to measure (122, 156). Regarding validity, when developing the ques-
tionnaire, the NBHW: used a reference group with the aim of obtaining input 
on the questions, performed cognitive interviews with the aim of exploring 
how older persons understood the questions and the responses and subjected 
the questionnaire to peer-review by researchers aiming to ensure that the ques-
tions gathered the information that they were supposed to (159). In that way, 
the NBHW increased the face and content validity of the questionnaire (122, 
156).  

The reliability coefficient (Cronbach’s alpha coefficient) is an important indi-
cator of an instrument’s quality. Reliability coefficients of 0.70 are usually 
adequate, but coefficients of 0.80 are desirable (122). Regarding reliability, 
the NBHW does not provide any Cronbach’s alpha coefficients for the ques-
tionnaire. However, an analysis of the Cronbach’s alpha coefficients for the 
questions in Models 1, 2 and 3 (which measured dignity) yielded a reliability 
coefficient of 0.82. The reliability coefficient for the questions in Models 3, 4 
and 5 (which measured well-being) was 0.81. The reliability coefficient of 
0.80 should be considered a strength of Studies II and III. 

In Study IV, four different questionnaires were used for data collection. The 
questionnaires had all been tested for validity and reliability (124, 128-130), 
and the Person-centred Climate Questionnaire had been used in a population 
of residents. This should be considered a strength of the study. The Patient 
Empowerment Scale and the Life Satisfaction Questionnaire had not been 
used in populations of residents. To increase the validity of these question-
naires, their relevance and feasibility in a population of residents were as-
sessed before the study. Regarding reliability, the Cronbach’s alpha coeffi-
cients were over 0.70 in the intervention group, except for the factors disem-
powerment (0.65), hospitality (0.40), sickness impact (0.66) and physical 
symptoms (0.43). In the control group, the Cronbach’s alpha coefficients were 
over 0.70, except for the factors hospitality (0.49) and physical symptoms 
(0.64). Reliability coefficients less than 0.70 might be considered a limitation 
of the study. 

One possible limitation related to data collection in Study IV is that CR invited 
the residents to take part in the study, assisted the residents to complete the 
questionnaire and administered the intervention. Thus, the residents who were 
included in the study did not take part in the intervention, as it was staff mem-
bers who attended the seminars as part of the intervention group. To decrease 
the risk of CR affecting the residents by offering assistance with completing 
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the questionnaire, data collection was equally divided between CR and a re-
search assistant. The research assistant was not involved in the intervention. 

Intervention 
In clinical settings it is often the clinical staff, rather than researchers, who 
administer the intervention. For this reason, it can be difficult to determine 
whether participants in the intervention group received the intervention and 
whether those in the control group did not (122). A strength of study IV is that 
CR administered the intervention. Fidelity, an aspect of internal validity, con-
siders whether an implementation strategy delivers as intended (160). In Study 
IV, a protocol was followed to ensure that all of the intervention groups re-
ceived the same intervention, which might be considered a strength of the 
study. External validity is impacted by fidelity, as standardized implementa-
tion strategies are needed to ensure that the strategy can be replicated in other 
settings (160). Because a protocol was followed in Study IV, the intervention 
can be replicated in other settings, which might also be considered a strength 
of Study IV. In addition, to implement an intervention with fidelity, it is im-
portant that the implementer has the knowledge, skills and resources necessary 
to deliver the implementation strategy as planned (160). In Study IV, CR de-
livered the intervention. CR has years of experience as a RN and first-line 
manager in RCFs. This implies that CR has knowledge of the context and the 
skills to communicate with staff. Furthermore, as a first-line manager, CR had 
the responsibility in the municipality to coordinate a project that aimed to put 
the fundamental values of the organization into practice in RCFs. This implies 
that CR has the knowledge and skills to guide staff in working with funda-
mental values. In addition, CR has experience with teaching in the nursing 
program. 
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Conclusion 

Residents’ perceptions and experiences of dignity and well-being are associ-
ated with the attitudes of staff. To promote dignity and well-being, it is im-
portant to target staff prerequisites related to their knowledge, skills and atti-
tudes. An intervention that used self-reflection and dialogue as working meth-
ods to target the knowledge, skills and attitudes of staff improved residents’ 
perceptions regarding aspects of dignity and well-being. In addition, percep-
tions and experiences of dignity and well-being are associated with the care 
environment. To promote dignity and well-being, there is a need to target the 
care environment, including the indoor-outdoor and mealtime environments. 
Improvements seem to be needed in the physical environment to facilitate res-
idents’ privacy, choice/control and safety. The PCP framework targeting the 
prerequisites of staff and the care environment could be used as a theoretical 
framework for designing future improvement strategies that aim to promote 
dignity and well-being. In addition to the PCP framework the surroundings in 
RCFs, which present the possibility of supporting social relationships, need to 
be targeted to promote dignity and well-being. Furthermore, because residents 
who rated their health as poor, had difficulties moving around independently 
and were diagnosed with dementia had higher odds of being dissatisfied with 
aspects of dignity and well-being, these individual factors also need to be tar-
geted in future improvement strategies for promoting dignity and well-being. 
Because of their different professional training, first-line managers and RNs 
in RCFs possess different knowledge and skills. First-line managers and RNs 
therefore need to work together as a team when developing improvement strat-
egies that aim to promote dignity and well-being. In addition, residents should 
be included in the team because of their knowledge regarding what is im-
portant for promoting dignity and well-being in RCFs. 
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Clinical implications and future research 

The findings of this thesis can be used by CAs, NAs, RNs and first-line man-
agers in RCFs to improve care with regard to promoting dignity and well-
being for residents. The findings can be used to discuss the different prefer-
ences of staff and residents regarding perceptions of dignity and well-being. 
Furthermore, the findings can be used when discussing aspects and factors 
associated with perceptions and experiences of dignity and well-being. As the 
findings indicate what aspects and factors to target to promote dignity and 
well-being, they can also be used when designing improvement strategies to 
promote dignity and well-being. In addition, the findings can be used to design 
improvement strategies using an interpretative approach. 

As the PCP framework, which targets the attitudes of staff and the care envi-
ronment, could be used to design future improvement strategies to promote 
dignity and well-being for residents, future intervention studies should be 
based on this framework. However, before scaling up such an intervention 
study, it should be important to evaluate the intervention to learn more about 
its feasibility. The Social Services Act, with its Swedish national fundamental 
values of dignity and well-being, also covers home care services. Therefore, 
there is a need to perform studies in the context of home care services regard-
ing the aspects and factors that are important to promote dignity and well-
being in that context. Furthermore, anxiety and depression are common com-
plaints among residents (112). In this thesis, neither anxiety nor depression 
was considered. Therefore, there is a need to also study the associations be-
tween anxiety and depression and residents’ perceptions of aspects of dignity 
and well-being. 
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Sammanfattning (in Swedish) 

Bakgrund och syfte: Äldre personer som bor på vård- och omsorgsboenden 
har ofta en multisjuklighet och/eller långvariga funktionsnedsättningar vilket 
gör dem beroende av vård- och omsorg. Multisjuklighet, långvariga funktions-
nedsättningar samt beroendet av vård- och omsorg ökar äldre personers sår-
barhet. Det är därför av vikt att vård- och omsorgspersonal är medvetna om
och kan hantera denna sårbarhet. Äldreomsorgens nationella värdegrund, lag-
stiftad i Socialtjänstlagen, anger att äldre personer som bor på vård- och om-
sorgsboenden ska försäkras värdighet och välbefinnande. Värdighet kan främ-
jas genom att vård- och omsorgspersonal respekterar den äldre personens in-
tegritet, självbestämmande och delaktighet. För att främja värdighet är det vi-
dare av vikt att vården- och omsorgen är individanpassad och att vård- och 
omsorgspersonal bemöter den äldre personen respektfullt. Välbefinnande kan 
främjas genom att den äldre personen upplever både trygghet och menings-
fullhet. Värdighet och välbefinnande är även centrala begrepp för personcen-
trerad vård. Enligt ett ramverk för att omsätta personcentrerad vård i praktiken 
är värdighet och välbefinnande resultatet av personcentrerad vård. Trots att 
äldreomsorgens nationella värdegrund är lagstiftad visar Socialstyrelsens år-
liga nationella uppföljningar att långt ifrån alla äldre personer som bor på 
vård- och omsorgsboenden upplever värdighet och välbefinnande till fullo. 
För att främja värdighet och välbefinnande är vården- och omsorgen om äldre 
personer som bor på vård- och omsorgsboenden därför i behov av förbätt-
ringar.  

Syftet med avhandlingen var att öka kunskap om äldre personers uppfattningar 
om aspekter och faktorer som har samband med upplevelser av värdighet och 
välbefinnande på vård- och omsorgsboenden. Avhandlingen består av fyra 
studier som är genomförda på vård- och omsorgsboenden för äldre personer. 
Studie I beskriver äldre personers uppfattningar om och upplevelser av viktiga 
aspekter för att uppleva värdighet och välbefinnande. Studie II undersöker 
sambanden mellan äldre personers uppfattningar om värdighet och välbefin-
nande och vård- och omsorgspersonalens attityder, inomhus-utomhus-mål-
tidsmiljö samt de individuella faktorerna hälsa, rörlighet, demenssjukdom, ål-
der och kön. Studie III undersöker sambanden, beskriva i studie II, över en 
treårs period. Studie IV undersöker äldre personers uppfattningar om em- 
powerment, person-centrerat klimat och livstillfredsställelse före och efter en 
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intervention, riktad till personal på vård- och omsorgsboenden, med syftet att 
omsätta äldreomsorgens nationella värdegrund i praktiken. 

Metod: Studie I är en kvalitativ studie där 20 äldre personer som bor på vård- 
och omsorgsboenden intervjuades med semi-strukturerade intervjuer. Data 
analyserades med kvalitativ innehållsanalys. Studie II är en retrospektiv tvär-
snittsstudie och studie III är en retrospektiv longitudinell studie, båda med 
kvantitativ ansats. Data i studie II och III baserades på nationella resultat från 
Socialstyrelsens årliga enkätundersökning, ”Vad tycker de äldre om äldre-
omsorgen?”, på vård- och omsorgsboenden för äldre personer. I enkäten an-
vändes frågor med fokus på aspekter av värdighet och välbefinnande, vård- 
och omsorgspersonalens attityder, inomhus-utomhus-måltidsmiljö samt själv-
skattad hälsa och rörlighet. Data gällande demenssjukdom, ålder och kön ba-
serades på data från det nationella Patientregistret. Data gällande förskrivna 
läkemedel för demenssjukdom baserades på det nationella Läkemedelsregist-
ret. I studie II användes data från år 2018 och i studie III användes data från 
åren 2016, 2017 och 2018. Data analyserades med beskrivande statistik och 
ordinala logistiska regressionsmodeller användes för att analysera samband 
mellan aspekter av värdighet och välbefinnande (beroende variabler) och 
vård- och omsorgspersonalens attityder, inomhus-utomhus-måltidsmiljö samt 
de individuella faktorerna hälsa, rörlighet, demenssjukdom, ålder och kön 
(oberoende variabler). Studie IV är en kluster-randomiserad kontrollerad stu-
die med en för- och eftermätning. Data samlades med enkät gällande hälsore-
laterad livskvalitet, empowerment, person-centrerat klimat och livstillfreds-
ställelse. Data analyserades med beskrivande statistik, Chi-två test, Wilcoxon 
test, Mann-Whitney U test samt GEE-modeller. 

Resultat: För att uppleva värdighet och välbefinnande på vård- och omsorgs-
boenden var det viktigt för äldre personer att känna att de fortfarande har be-
tydelse. En central aspekt för att känna sig betydelsefull var att själv kunna 
hantera vardagen och att känna sig fri på vård- och omsorgsboendet. Vikten 
av att bibehålla sina fysiska och kognitiva förmågor betonades och för att upp-
leva värdighet och välbefinnande var det centralt att vård- och omsorgsperso-
nalen stöder den äldre personen i att bibehålla dessa förmågor. Vidare betona-
des vikten av att ha inflytande på sin vård- och omsorg och att vård- och om-
sorgspersonal främjar inflytande. För att uppleva värdighet och välbefinnande 
var det även centralt att tillhöra ett socialt sammanhang och att bibehålla kon-
takt med släktingar och vänner. Vikten av att miljön på vård- och omsorgsbo-
endet stöder sociala relationer betonades (Studie I). Uppfattningar om aspekter 
av värdighet och välbefinnande hade samband med vård- och omsorgsperso-
nalens attityder, inomhus-utomhus-måltidsmiljö samt de individuella fak-
torerna hälsa, rörlighet och demenssjukdom. Äldre personer som upplevt re-
spektlöst bemötande från vård- och omsorgspersonal hade högre odds att vara 
missnöjda med aspekter av värdighet och välbefinnande, jämfört med äldre 
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personer som inte upplevt respektlöst bemötande. Äldre personer som inte 
trivdes i sin lägenhet, i de gemensamma lokalerna inomhus eller i utomhus-
miljön, jämfört med de som trivdes, hade högre odds att vara missnöjda med 
aspekter av värdighet och välbefinnande. Gällande måltidsmiljön visade re-
sultatet att äldre personer som inte upplevde att måltiden var en trevlig stund 
på dagen hade högre odds att vara missnöjda med aspekter av värdighet och 
välbefinnande jämfört med de som upplevde att måltiden var trevlig. Vad gäl-
ler de individuella faktorerna visade resultatet att äldre personer som skattade 
sin hälsa och rörlighet som dålig samt äldre personer med demenssjukdom 
hade högre odds att vara missnöjda med aspekter av värdighet och välbefin-
nande (Studie II). Dessa samband fanns även över en treårs period (Studie III). 
En intervention, riktad till vård- och omsorgspersonal på vård- och omsorgs-
boenden, med syftet att omsätta äldreomsorgens nationella värdegrund – vär-
dighet och välbefinnande- i praktiken påverkade de äldres uppfattning gäl-
lande empowerment, person-centrerat klimat och livstillfredsställelse. Efter 
interventionen förbättrades de äldres tillfredsställelse gällande empowerment, 
person-centrerat klimat och livstillfredsställelse vad gäller kvaliteten på dag-
liga aktiviteter (Studie IV).  

Konklusion: För att främja värdighet och välbefinnande är det av vikt att 
vård- och omsorgspersonal har rätt förutsättningar vad gäller kunskap, färdig-
heter och attityder. I en intervention riktad till vård- och omsorgspersonal på 
vård- och omsorgsboenden, där självreflektion och dialog användes som ar-
betsmetoder under seminarium, utvecklades vård- och omsorgspersonalens 
kunskaper, färdigheter och attityder. Resultatet av detta blev att äldre perso-
ners tillfredsställelse med aspekter av värdighet och välbefinnande förbättra-
des. För att främja värdighet och välbefinnande är det vidare viktigt att ta hän-
syn till vårdmiljön på vård- och omsorgsboenden. Vårdmiljön innefattar in-
omhus-utomhus och måltidsmiljön. För att främja värdighet och välbefin-
nande i vårdmiljön behöver förbättringar göras gällande äldre personers 
möjlighet till privatliv, valmöjligheter/kontroll och känsla av trygghet. Ram-
verket för att omsätta personcentrerad vård i praktiken inkluderar vård- och 
omsorgspersonalens förutsättningar och vårdmiljön vilket gör det lämpligt att 
använda som teoretisk referensram för att utveckla förbättringsstrategier med 
syftet att främja värdighet och välbefinnande. Vad gäller vårdmiljön bör dock 
den sociala miljön, som främjar sociala relationer, även inkluderas i förbätt-
ringsstrategier. Äldre personer som skattade sin hälsa som låg, äldre personer 
med svårigheter att förflytta sig själva och äldre personer med demenssjukdom 
hade högre odds att vara missnöjda med aspekter av värdighet och välbefin-
nande. Det innebär att även dessa individfaktorer bör inkluderas i förbättrings-
strategier för att främja värdighet och välbefinnande. Enhetschefer och sjuk-
sköterskor på vård- och omsorgsboenden har utifrån sina olika professioner 
kunskap och färdigheter inom olika områden; social omsorg och hälso- och 
sjukvård. En av sjuksköterskans kärnkompetenser är också person-centrerad 

83 



  

 
 

  

vård och värdighet och välbefinnande är resultatet av person-centrerad vård. 
Avhandlingens resultat visar att enhetschefer och sjuksköterskor, utifrån sina 
olika kunskapsområden, behöver arbeta tillsammans som ett team för att ut-
veckla förbättringsstrategier med fokus på att främja äldre personers värdighet 
och välbefinnande. Dessutom bör de äldre personerna själva, utifrån att de vet 
vad som är viktigt för att främja värdighet och välbefinnande, ingå i teamet. 

Nyckelord: person-centrerad vård, vård- och omsorgsboende, välbefinnande, 
värdighet, äldre personer 
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Appendix 

Appendix 1: Overview of the interview guide in Study I 

Interview questions Probing questions 

1.Can you please tell me what is needed for you to experience dignity 
in your daily life? 

Can you please tell me more 
about that? 

Can you please explain 
more/develop that? 

Can you please give me an 
example of that? 

Is there something more that 
is important for you? 

Please tell me what you think 
about that. 

Please tell me how you expe-
rience that. 

2.Can you please tell me about a situation in your daily life where 
you experienced dignity? 

 What was important in that situation for experiencing  
dignity? 

3. Have your opportunities to experience dignity ever been put aside? 
If yes, can you please describe such a situation? 

 What would have been required in that situation for you 
to experience dignity? 

4. Can you please tell me what is needed for you to experience well-
being in your daily life? 

7. Can you please tell me about a situation in your daily life where 
you experienced well-being? 

 What was important in that situation for experiencing 
well-being? 

8. Have your opportunities to experience well-being ever been put 
aside? If yes, can you please describe such a situation? 

 What would have been required in that situation for you 
to experience well-being? 
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Appendix 2: Protocol for the seminars in Study IV. 

Semi-
nar 

Content Self-reflection Dialogue Assignment 

1 Self-
determina-
tion 

How do I understand 
self- 
determination? 

How do we understand 
self- 
determination in our 
group, and what is our 
shared understanding of 
it? 

a) Reflect on what 
you think is im-
portant for al-
lowing the resi-
dent for whom 
you are a con-
tact person to 
experience self-
determination. 

b) Have a dialogue 
with the resident 
for whom you 
are a contact 
person about 
what is im-

What actions do I per-
form in daily care to 
promote residents’ self-
determination? 

What actions to pro-
mote residents’ self-de-
termination do we in 
our group perform as 
part of daily care? 

What difficulties, op- What difficulties, op-
portunities, weaknesses portunities, weaknesses portant for al-
and strengths in pro- and strengths in pro- lowing the resi-
moting self- moting self- dent to experi-
determination do I see determination do we ence self-deter-
at the individual, group see at the individual, mination in 
and organizational lev- group and organiza- daily life. 
els? tional levels? c) Reflect on what 

you could do to 
promote self- 
determination in 
residents’ daily 
life. 

2 Respect 
for per-
sonal  
integrity 

Participa-
tion 

How do I understand 
respect for personal in-
tegrity/participation? 

How do we understand 
respect for personal in-
tegrity/participation in 
our group, and what is 
our shared understand-
ing of it? 

Steps a, b and c above 
regarding respect for 
personal integrity and 
participation. 

What actions do I per- What actions to pro-
form in daily care to mote respect for resi-
promote respect for res- dents’ personal integ-
idents’ personal integ- rity/participation do we 
rity/participation? perform in our group as 

part of daily care? 

What difficulties, op- What difficulties, op-
portunities, weaknesses portunities, weaknesses 
and strengths in pro- and strengths in pro-
moting personal integ- moting personal integ-
rity/participation do I rity/participation do we 
see at the individual, as a group see at the in-
group and organiza- dividual, group and or-
tional levels? ganizational levels? 
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3 Safety 

Meaning-
fulness 

How do I understand 
safety/meaningfulness? 

How do we understand 
safety/meaningfulness 
in our group, and what 
is our shared under-
standing of it? 

Steps a, b and c above 
regarding safety and 
meaningfulness. 

What actions do I per- What actions do we in 
form in daily care to our group perform in 
promote residents’ daily care to promote 
safety/meaningfulness? residents’ safety/mean-

ingfulness? 
What difficulties, op- What difficulties, op-
portunities, weaknesses portunities, weaknesses 
and strengths do I see at and strengths do we in 
the individual, group our group see at the in-
and organizational lev- dividual, group and or-
els to promote ganizational levels to 
safety/meaningfulness? promote safety/mean-

ingfulness? 
4 Individual-

ized care 

Respectful 
attitudes 

How do I understand 
individualized care/re-
spectful attitudes? 

How do we understand 
individualized care/re-
spectful attitudes in our 
group, and what is our 
shared understanding of 
it? 

Step a, b and c above 
regarding individual-
ized care and respect-
ful attitudes. 

What actions do I per-
form in daily care to 
promote individualized 
care/respectful atti-
tudes? 

What actions do we in 
our group perform in 
daily care to promote 
individualized care/re-
spectful attitudes? 

What difficulties, op-
portunities, weaknesses 
and strengths do I see at 
the individual, group 
and organizational lev-
els to promote individu-
alized care/respectful 
attitudes? 

What difficulties, op-
portunities, weaknesses 
and strengths do we in 
our group see at the in-
dividual, group and or-
ganizational levels to 
promote individualized 
care/respectful atti-
tudes? 

5 Contact 
person 

Individual-
ized care 
plan 

How do I understand 
the working methods 
contact person/individ-
ualized care plan? 

How do we understand 
the working methods 
contact person/individ-
ualized care plans in 
our group, and what is 
our shared understand-
ing of it? 

Read the individual-
ized care plan for the 
residents for whom 
you are contact per-
son. 

a) Reflect on how 
the Swedish  
national funda-
mental values 
of dignity and 
wellbeing are 
expressed in  
the plan. 

b) With the resi-
dent, update the 
individualized 
care plan in 
relation to 
the Swedish  
national funda-
mental values 
of dignity and 
well-being. 
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6 Identify 
improve-
ments 

Develop  
improve-
ment plans 

What improvements are 
needed? 

What improvements are 
needed? 

a) Use the difficul-
ties and weak-
nesses identified 
in earlier steps 
to enhance the 
improvement 
plan. 

b) Use the opportu-
nities and 
strengths identi-
fied in earlier 
steps to  
facilitate the 
improvements. 

7 Good qual-
ity of care 

Evaluation 
and further 
develop-
ment of the 
improve-
ment plan 

How do I understand 
good quality of care? 

How did the improve-
ment plan work out? 
What needs to be devel-
oped further? 

How do we understand 
good quality of care, 
and what is our shared 
understanding of it? 

How do we think that 
the improvement plan 
worked out? What do 
we think needs to be 
developed further? 

a) Reflect on what 
you think is 
important for 
allowing the 
resident for 
whom you are a 
contact person to 
experience good 
quality of care. 

b) Have a dialogue 
with the resident 
for whom you 
are a contact 
person regarding 
what is impor-
tant in daily life 
to allow the 
resident to  
experience good 
quality of care. 

c) Reflect on what 
you could do to 
promote good 
quality of care 
in residents’ 
daily life. 

8 Evaluation 
of im-
provement 
plan 

How did the improve-
ment plan work out? 
What needs to be devel-
oped further? 

How do we think that 
the improvement plan 
worked out? What do 
we think needs to be 
developed further? 

101 




	Abstract
	List of Papers
	Contents
	Abbreviations
	Preface
	Introduction
	Background
	The older person
	Older persons living in residential care facilities
	Legislation regulating health and social care in residential care facilities
	The Swedish national fundamental values: Living  dignity and with a sense of well-being
	Definition of dignity in the Swedish national fundamental values
	Definition of well-being in the Swedish national fundamental values
	Previous research regarding residents’ experiences of dignity and well-being

	The environment of residential care facilities
	Staff in residential care facilities
	Registered nurses in residential care facilities
	Nurse assistants and care assistants in residential care facilities
	First-line managers in residential care facilities


	Theoretical concept and framework
	The concept of person-centred care
	The person-centred practice framework

	Rationale
	Aims
	Methods
	Design
	Settings
	Participants
	Data collection
	Measurements and instruments

	Data collection procedure
	Study I
	Studies II and III
	Study IV

	Data analyses
	Qualitative data analysis
	Quantitative data analyses

	Intervention
	Theory underpinning the intervention
	Intervention strategy


	Ethical considerations
	Findings
	Study I
	Studies II and III
	Factors associated with perceptions of aspects of dignity
	Factors associated with perceptions of aspects of well-being

	Study IV

	Discussion
	Staff prerequisites needed to promote dignity and well-being
	Aspects of the care environment needed to promote dignity and well-being
	A need for mixed skills to promote dignity and well-being
	Methodological considerations
	Qualitative study
	Quantitative studies


	Conclusion
	Clinical implications and future research
	Sammanfattning (in Swedish)
	Acknowledgements
	References
	Appendix
	Appendix 1: Overview of the interview guide in Study I
	Appendix 2: Protocol for the seminars in Study IV.




