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Abstract

Background: Dignity and well-being are central concepts in the care of older people, 65 years and older, world-
wide. The person-centred practice framework identifies dignity and well-being as person-centred outcomes. Older
persons living in residential care facilities, residents, have described that they sometimes lack a sense of dignity and
well-being, and there is a need to understand which modifiable factors to target to improve this. The aim of this study
was to examine the associations between perceptions of dignity and well-being and the independent variables of the
attitudes of sta , the indoor-outdoor-mealtime environments, and individual factors for residents over a three-year
period.

Methods: A national retrospective longitudinal mixed cohort study was conducted in all residential care facilities
within 290 municipalities in Sweden. All residents aged 65 years and older in 2016, 2017 and 2018 were invited to
responded to a survey; including questions regarding self-rated health and mobility, the attitudes of sta , the indoor-
outdoor-mealtime environments, safety, and social activities. Data regarding age, sex and diagnosed dementia/pre-
scribed medication for dementia were collected from two national databases. Descriptive statistics and ordinal logistic
regression models were used to analyse the data.

Results: A total of 13 763 (2016), 13 251 (2017) and 12 620 (2018) residents answered the survey. Most of them
(69%) were women and the median age was 88 years. The odds for satisfaction with dignity did not di er over the
three-year period, but the odds for satisfaction with well-being decreased over time. Residents who rated their health
as good, who were not diagnosed with dementia’had no prescribed medication for dementia, who had not experi-
enced disrespectful attitudes of sta and who found the indoor-outdoor-mealtime environments to be pleasant had
higher odds of being satisfied with aspects of dignity and well-being over the three-year period.

Conclusions: The person-centred practice framework, which targets the attitudes of sta and the care environment,
can be used as a theoretical framework when designing improvement strategies to promote dignity and well-being.
Registered nurses, due to their core competencies, focusing on person-centred care and quality improvement work,
should be given an active role as facilitators in such improvement strategies.
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Background

Dignity is a central concept in the care of older peo-
ple worldwide [1]. To preserve dignity, respect must be
paid to a person’s integrity and self-determination, i.e.,
autonomy (2, 3]. As older people live longer with both
comorbidities and long-term disabilities [4], it commonly
implies restricted autonomy [5]. Individualized care is
described as an important aspect to promote dignity [6].
Older persons living in residential care facilities (RCFs)
have, in experiencing self-determination and individu-
alized care, described the importance of having choices
regarding one’s care. In addition, the importance of hav-
ing control over how to receive care, when to receive
care, [6—9] what to eat, when to eat and where and with
whom to eat [10] have been emphasized. However, staff
in RCFs sometimes lack the ability to promote self-deter-
mination and individualized care [7, 9—11]. Furthermore,
well-being is a central concept in the care of older people
worldwide, and International Sustainable Development
Goal Number Three highlights the promotion of well-
being for humans of all ages [12]. Well-being is described
as a subjective feeling of pleasure [13]. To experience
well-being, older persons living in RCFs (residents) have
described the importance of meaningful activities, i.e.,
activities that agree with an individual’s hobbies and life-
style. Nevertheless, residents have reported a lack of such
activities in RCFs [14, 15].

In Sweden, dignity and well-being are central con-
cepts in the legislation regulating the care of older per-
sons receiving home care services and those living in
RCFs. The legislation regarding dignity and well-being is
named the Swedish national fundamental values (SNFVs)
of older persons [16, 17]. The SNFVs define that in order
for residents to experience dignity, staff members must
respect residents’ personal integrity, self-determination
and participation. To experience dignity, it is further
important that care is individualized and that staff mem-
bers treat residents with a respectful attitude. To experi-
ence well-being, according to the definition in the SNF Vs,
residents must feel meaningfulness and safety. The Swed-
ish National Board of Health and Welfare (NBHW) was
assigned to facilitate the implementation of the SNFVs in
all RCFs in Sweden when it was legislated [18]. One strat-
egy used was the development of educational material to
be used by staft members in RCFs [19]. Another strategy
was that managers of the RCFs were invited to participate
in a university course regarding how to support and facil-
itate the implementation of the SNFVs [20]. Every year,

the Swedish NBHW conducts a survey of all residents
aged 65 years and older. The survey aims to capture resi-
dents’ perceptions regarding their care [21]. Despite the
strategies used to implement the SNFVs, the results from
the survey between 2012 and 2015 indicated that far
from all residents were fully satisfied with experiencing
aspects of dignity and well-being [22, 23]. However, the
SNFVs were legislated in 2011 [16], and it is well known
that implementing new knowledge is difficult [24].

Dignity and well-being can be interpreted as person-
centred outcomes according to the person-centred prac-
tice (PCP) framework [25, 26]. This means that the PCP
framework could be used as a theoretical framework
when implementing the SNFVs of dignity and well-being
in RCFs. The PCP framework contains the constructs of
the prerequisites of staff (knowledge, skills, and attitudes),
care environment (the context where care is provided),
person-centred processes (delivering care by having a
clear picture of the person’s beliefs and what the person
values in his/her life) and person-centred outcomes. The
prerequisites are influenced by the care environment, and
both of these in turn influence the person-centred pro-
cesses leading to the person-centred outcomes of dignity
and well-being [25, 26], see Fig. 1 for an overview of the
PCP-framework.

The researchers of the present study have recently,
departing from the PCP framework, conducted a cross-
sectional study in RCFs. In the cross-sectional study it
was found that to promote dignity and well-being, the
following factors need to be targeted: the attitudes of
staff, the indoor-outdoor-mealtime environments, self-
rated health, mobility and diagnosed dementia/pre-
scribed medication for dementia. These factors were
associated with perceptions of dignity and well-being
[27]. The recent cross-sectional study was conducted
in 2018 and provided guidance regarding what factors
to target to promote dignity and well-being. In addi-
tion, there is a need to know if these factors are per-
sistent over time. This is important to know in order to
designing sustainable improvement strategies to pro-
mote dignity and well-being. Departing from the PCP
framework, the aim of this study was to examine the
associations between perceptions of dignity and well-
being (dependent variables) and the attitudes of staff
and the indoor-outdoor-mealtime environments (inde-
pendent variables) over a three-year period. Individual
factors for residents, such as self-rated health, mobil-
ity and diagnosed dementia, are not considered in the
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PCP framework, but in previous research conducted in
both home-care settings and RCFs, it was found that
persons perceiving poor health and persons diagnosed
with dementia had higher odds of being more dissatis-
fied with aspects of dignity [27, 28]. As most of the resi-
dents living in RCFs in Sweden have an extensive need
for care due to poor health and diagnosed dementia [29,
30], we need to increase our understanding regarding
whether these factors are associated with perceptions
of dignity and well-being over time. Thus, the factors
of self-rated health and dementia were also taken into
consideration in this study. Our hypothesis was that
residents’ perceptions of satisfaction with dignity and
well-being over a three-year period are associated with
a) the attitudes of staff, b) the indoor-outdoor-mealtime
environments and c) individual factors. Perceptions of
a) respectful attitudes of staff, b) thriving in the indoor-
outdoor-mealtime environments and c) good health are
associated with higher satisfaction regarding dignity
and well-being over a three-year period.

Methods

Study design

A retrospective longitudinal mixed cohort study design
[31] using self-reported data from the national survey by
the NBHW in 2016, 2017 and 2018.

Participants and setting

The study was performed in RCFs in Sweden. In Sweden
the municipalities are responsible for providing RCFs
to older persons and the RCFs are funded by taxes [16].
RCFs provide one-room apartments, and there are also
public indoor areas such as dining areas and outdoor
areas [32]. In RCFs, care is provided around the clock by
nurse assistants (NAs) and registered nurses (RNs) [33].
The older person living in a RCF pays rent for the apart-
ment and a fee for care and services [32].

In the study, all residents aged 65 years and older liv-
ing in all RCFs in the 290 municipalities in Sweden were
invited to respond to a survey in 2016, 2017 and 2018. If a
resident was unable to respond, a relative, friend, trustee,
or staff member (proxy) was asked to respond instead.
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Answers from proxies were excluded from this study. An
overview of the target population, self-respondents, and
response rates is presented in Table 1.

Data collection

Data were collected using the national survey by the
NBHW conducted in 2016, 2017 and 2018. The survey
questionnaires were distributed by the NBHW. It was
possible to answer the survey in a paper format or online.
The survey contained 27 questions addressing the follow-
ing areas: self-rated health, the indoor-outdoor-mealtime
environments, the performance of care, the attitudes of
staff, safety, social activities, the availability of staff and
care in its entirety. The survey results are intended to be
used for quality improvements in care [21]. When the
survey was developed in 2012; a reference group pro-
vided input regarding the questions, the questions were
tested by cognitive interviews, and researchers peer-
reviewed the survey [23].

Measures - dependent variables

Three survey questions with a focus on personal integrity,
self-determination, participation, and individualized care
were identified to measure the dependent variable of dig-
nity. The identification of the questions was performed
according to the definition of the SNFVs: for residents to
perceive dignity, respect must be paid to their personal
integrity, self-determination and participation, and care
must also be perceived as individualized [18]. Two sur-
vey questions with a focus on safety and one question
regarding meaningfulness were identified to measure
the dependent variable of well-being. The identification
of the questions was performed according to the defini-
tion of the SNFVs: for residents to perceive well-being, it
requires that they experience both safety and meaning-
fulness. Table 2 provides an overview of the dependent
variables and how the survey questions were linked to the
SNFVs of dignity and well-being.

Measures - independent variables

The independent variable of time was measured using
data from the survey in 2016, 2017 and 2018. Two sur-
vey questions regarding health and mobility were
used to measure the independent variable of self-rated
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health. To identify respondents with dementia, survey
data were supplemented by two other national data-
bases (the patient register and the medical register), also
maintained by the NBHW. Respondents diagnosed with
dementia were included in the patient register and iden-
tified with the ICD-10 codes FO0-F003. Respondents with
prescribed medication for dementia were included in
the medical register and identified with the code NO6D.
Residents diagnosed with dementia and residents with
prescribed medication for dementia will henceforth be
named residents with dementia. In addition, data on age
and sex were retrieved from the patient register. One
survey question was used to measure the independent
variable of attitudes of staff, where the respondents were
asked to state if they had experienced any of ten negative
incidents in their contact with staff. Four survey ques-
tions regarding the indoor (apartment and public indoor
areas)-outdoor-mealtime environments were used to
measure the independent variable of care environment.
See Table 3 for an overview of the independent variables.

Data analysis

All statistical analyses were performed in R statisti-
cal software [34]. The analysis was carried out in four
steps. First, descriptive statistics were used to examine
the characteristics of the respondents regarding age,
sex, and the prevalence of dementia. As data were miss-
ing for those who did not answer the survey questions,
descriptive statistics were used to examine whether the
respondents represented the underlying target popula-
tion. We assumed the missing response mechanism to
be completely at random [35], and the survey participant
group was treated as a random sample from the target
population. Second, descriptive statistics were used to
examine the distribution of the survey answers for the
dependent and independent variables over the three-year
period. Third, ordinal logistic regression, or proportional
odds (PO), models [36] were used to analyse associa-
tions between the dependent and independent variables.
The dependent variables were analysed using six sepa-
rate models, and the same independent variables were
used in all models. To identify changes over the three-
year period, the responses from 2016 were treated as the
baseline for comparison with those from 2017 and 2018.

Table 1 Overview of the target population, survey responses, self-respondents and response rates

Respondents 2016

2017 2018

Target population (n) 72,724

Survey responses: Self-respondents and proxies (n), (response 40,371 (56%)

rate, %)
Self-respondents (n), (response rate, %)

13,763 (19%)

71,577
38,491 (54%)

71,696
35,432 (49%)

13251 (19%) 12,620 (18%)
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Table 3 Overview of the independent variables
Descriptions and Questions Response alternatives and Recoding Source

Measurement scales

Individual factors
Age

Sex

Dementia diagnosis/prescribed medica-
tion for dementia

How do you rate your health?

How do you rate your mobility indoors?

Attitudes of staff

Have you experienced any of the follow-
ing in your contact with sta ?

1.Did not show respect for your privacy,
e.g. did not knock on the door before
entering your room

2.Made negative comments about you,
your belongings, or your home
3.Treated you disrespectfully in words
or gestures

4.Treated you like a child

5.Denied your wishes for the help to be
received

6.Denied your wishes at mealtimes
7.Did not show respect in toileting,
bathing and dressing

8.Was harsh about toileting, bathing and
dressing

9.Kept distance in nursing

10.Acted inappropriately in any other
way

Care environment

Do you thrive in your apartment?

Are the public indoor areas pleasant?

Are the outside areas pleasant?

1=65-79 years
2=280 years and older
1=Male

2=Female

1=Not Dementia
2=Dementia

Ordinal response treated as categorical
variable

1=Very good

2=CQuite good

3=~Fairly

4 = Quite poor

5=Very poor

Ordinal response treated as categorical
variable

1=1Ican move around by myself without

di culties

2=Ihave some di culties moving around

by myself

3=Ihave major di culties moving around

by myself
4 =1 cannot move around by myself

1=Not experienced
2 =Experienced

Ordinal response treated as categorical
variable

1=VYes

2=Partly

3=No

Ordinal response treated as categorical
variable

Ordinal response treated as categorical
variable
1=Yes......3=No

1=Good (1,2,3)
2=Poor
(45)

Patient register
Patient register
Patient register

Medical register
NBHW survey

1=Can move around by myself (1) 2=Dif- NBHW survey

ficulties/cannot move around by myself
(234)

NBHW survey

NBHW survey

NBHW survey

NBHW survey
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Table 3 (continued)
Descriptions and Questions Response alternatives and Recoding Source
Measurement scales
Do you experience mealtimes as a Ordinal response treated as categorical NBHW survey

variable
1=VYes, always
2=Mostly
3=_Sometimes
4=Seldom
5=No, never

pleasant time of the day?

The PO models were fitted by using the “polr” function
from the MASS library [36] in R. All cases with missing
data were excluded from the analysis. The response alter-
native “I do not know/no opinion” was treated as miss-
ing data. Approximately 72% of the respondents (n=21
042) answered the survey for only one year between 2016
and 2018, 20% answered twice (n=5 963), and 8% (n=2
222) answered for all 3 years. Because the prevalence of
repeated responses was low, the issue of intraclass cor-
relation, due to repeated measures, was ignored in fur-
ther analyses. Fourth, sensitivity analyses were performed
using the group of respondents who had answered the
survey for all three years (n=2 222). Ordinal logistic
regression, PO models, as described above, were used to
analyse associations between the dependent and inde-
pendent variables. PO models were fitted by Generalized
estimating equation methods [37] using the “multgee”
function from the multgee package [38] to adjust the
inference for intraclass correlation due to repeated meas-
ures on the same individuals over three years.

Results

Description of the sample

A total of 13 763 (2016), 13 251 (2017) and 12 620 (2018)
residents answered the survey. The majority of the
respondents, 69%, were women, and the median age was
88 years. Approximately 80% of the respondents rated
their health as good but had difficulties moving around
by themselves. Of the respondents, approximately 20%
were persons with dementia. Over the three years, the
vast majority (94%) of the survey responses were received
in paper format. The difference between the two groups
of respondents (paper vs. online) with respect to their
background (e.g., female, proportion with age 80 years
or more, poor health condition) was very marginal, dif-
ference<5% within any specific year. Throughout this
article, these two response groups are assumed to be
identical, which may not be an unreasonable assumption
in the light of the descriptive statistics. Descriptive sta-
tistics for the independent and dependent variables are
presented in Table 4.

Factors associated with aspects of dignity and well-being
over time (Models 1-6)

The associations between the dependent and independ-
ent variables over time are presented in Table 5 in terms
of cumulative odds ratios (CORs) and 95% confidence
intervals (CIs) from the six PO models.

For the factor of time, the COR for satisfaction with
the aspects of dignity: information about changes in care,
how to influence what time to receive care and how staff
considered opinions and wishes regarding care, did not
differ significantly over the three years. Regarding the
aspects of well-being, the COR for satisfaction regarding
how safe or unsafe it felt to live in the RCF, did not differ
significantly over the three years. Regarding feeling trust
in staff at the RCFs, there were significant differences
over the years. The respondents in 2016 had higher COR
of feeling trust in staff than the respondents in 2017 and
2018. This indicates that trust in staff decreased over the
years. For social activities, there were differences over the
years. The respondents in 2016 had lower COR of being
satisfied with social activities than the respondents in
2017 and 2018.

The individual factors of self-rated health, self-rated
mobility and dementia were significantly associated
with the aspects of dignity and well-being over the three
years. Respondents who rated their health as good, per-
ceived no difficulties moving around by themselves and
respondents without dementia had higher COR of being
satisfied with the aspects of dignity and well-being.

For the individual factor age, there were associations
over the years, as respondents aged 65-79 years had
higher COR of being satisfied regarding aspects of dig-
nity: information about changes in care and the possi-
bilities to influence what time to receive care. In addition,
age was associated with aspects of well-being, in that
respondents aged 65-79 years had lower COR of feeling
trust in staff at the RCF and also lower COR of being sat-
isfied with social activities. For the individual factor sex,
there were associations over the years, as men had higher
COR of being satisfied regarding aspects of dignity: to
influence what time to receive care, but lower COR of
being satisfied with how staff considered their opinions
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Table 4 Descriptive statistics for the independent and dependent variables

2016 n=13,763 2017 n=13 251 2018 n=12620
Independent variables
Individual factors
Age
Median 88 88 88
Q1-Q3 83-93 83-93 83-93
Sex
1Male 31% 32% 31%
2Female 69% 68% 69%
Dementia
1.No dementia 83% 80% 80%
2.Dementia 17% 20% 20%
Self-rated health
1.Good 79% 78% 78%
2.Poor 21% 22% 22%
Self-rated mobility
1.Can move around by myself 20% 20% 20%
2.Di culties/cannot move around by myself 80% 80% 80%
Attitudes of staff
Have you experienced any negative incidents in your contact with sta ?
1. Not experienced 1.76% 1.76% 1.74%
2. Experienced 2.24% 2.24% 2.26%
Care environment
Do you thrive in your apartment? 1.76% 1.76% 1.75%
2.20% 2.21% 2.21%
3.4% 3.3% 3.4%
Do you thrive in the public indoor areas? 1.65% 1.63% 1.63%
2.29% 2.31% 2.31%
3.6% 3.6% 3.6%
Do you thrive in the outdoor areas? 1.68% 1.68% 1.68%
2.26% 2.26% 2.26%
3.6% 3.6% 3.6%
Do you experience the mealtimes as a pleasant time of the day? 1.25% 1.24% 1.24%
2.44% 2. 44% 2.44%
3.20% 3.20% 3.20%
4.8% 4.8% 4.9%
5.3% 5. 4% 5.3%
Dependent variables
Dignity
Do sta inform you beforehand about changes in your care? 1.20% 1.19% 1.18%
2.31% 2.31% 2.31%
3.20% 3.20% 3.20%
4.15% 4.15% 4.16%
5.14% 5.14% 5.15%
Can you influence what time to get care? 1.29% 1.28% 1.28%
2.40% 2.40% 2.40%
3.16% 3.16% 3.16%
4.9% 4.9% 4.9%
5.6% 5.7% 5.7%
Do sta consider your opinions and wishes regarding your care? 1.38% 1.38% 1.37%
2.43% 2.43% 2.43%
3.13% 3.13% 3.14%
4. 4% 4.4% 4.4%

5.2% 5.2% 5.2%
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Table 4 (continued)

Page 9 of 14

2016 n=13,763 2017 n=13 251 2018 n=12620

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

Do you feel trust in sta  at the RCF?

How satisfied or dissatisfied are you with the social activities o ered at the

RCF?

1.53% 1.52% 1.51%
2.36% 2.36% 2.37T%
3.7% 3.8% 3.8%
4.3% 4.3% 4.3%
5.1% 5.1% 5.1%
1.45% 1.44% 1.42%
2.42% 2.42% 2.43%
3.12% 3.13% 3.14%
4.1% 4.1% 4.1%
1.27% 1.27% 1.28%
2.40% 2.41% 2.40%
3.22% 3.22% 3.21%
4.7% 4.6% 4. 7%
5.4% 5.4% 5.4%

The response alternatives are presented in Table 2 and 3

and wishes. In addition, sex was associated with aspects
of well-being over the years in that men had higher COR
of feeling trust in staff at the RCF, but lower COR of being
satisfied with social activities over the years.

The attitudes of staff were significantly associated with
the aspects of dignity and well-being over the three years.
Respondents who had not experienced disrespectful atti-
tudes of staff had higher COR of being satisfied with the
aspects of dignity and well-being.

The indoor environment was significantly associated
with the aspects of dignity and well-being over the three
years. Respondents who thrived in their apartments had
higher COR of being satisfied with the aspects of dig-
nity and well-being. The same tendencies were found
for the public- and outdoor areas and the mealtime
environment.

The sensitivity analyses for the group of respondents
who had answered the survey for all three years showed
the same tendencies for associations over the three years
as described above. However, there were two differences.
For time, there was one significant difference when com-
paring surveys from 2018 with those from 2016 regarding
perceptions of how to influence what time to receive care.
This significance was not found in the mixed cohort. Fur-
thermore, for time, there were no significant differences
regarding satisfaction with social activities when compar-
ing surveys from 2018 and 2017 with those from 2016.
This was significant in the mixed cohort. However, for
these two differences, the estimated COR did not change
by a large margin.

Discussion

Our results identified associations between the depend-
ent and independent variables over a three-year period.
Residents who rated their health and mobility as good,

residents without dementia, residents who had not expe-
rienced disrespectful attitudes of staff and residents who
found the indoor-outdoor-mealtime environments to be
pleasant had higher odds of being satisfied with aspects
of dignity and well-being than their counterparts over
the three-year period. These results strengthen previ-
ous cross-sectional research regarding factors associated
with residents’ perceptions of aspects of dignity and well-
being [27]. In addition, these results are consistent with
previous research regarding the importance of evaluating
factors influencing dignity among older persons living in
RCFs [39]. Thus, the results can make an important con-
tribution in identifying what factors should be targeted
when designing sustainable improvement strategies to
promote dignity and well-being in RCFs.

Our results identified that residents who rated their
health as good, compared to residents who rated their
health as poor, had higher odds of being satisfied with
aspects of dignity and well-being over the years. In addi-
tion, residents without dementia had higher odds of
being satisfied with aspects of dignity and well-being than
residents with dementia. Regarding dementia, approxi-
mately 28% of persons with dementia in Sweden are liv-
ing in RCFs [40]. Furthermore, approximately 67% of
older persons living in RCFs have cognitive impairments
[41]. Thus, health and dementia are important factors to
target in improvement strategies to promote dignity and
well-being. Regarding health, the staff in RCFs rate their
competence in promoting health and well-being as low
[42], and most managers in RCFs have a higher education
in social care and not in health care [43]. This implies
that managers may lack competence to support their staff
in promoting residents’ health and well-being. Thus, RNs
with a postgraduate degree in geriatric nursing could be
used as facilitators in improvement strategies to promote
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Table 5 Cumulative odds ratios (CORs) and confidence intervals (Cls) from the six models
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Model 1 Dignity

Do staff inform

Model 2 Dignity

Can you influence

Model 3 Dignity

Do staff consider

Model 4 Well-
being
How safe or

Model 5 Well-
being
Do you feel trust

Model 6 Well-being

How satisfied or

you beforehand  whattime to get your opinions and unsafe does it feel in staff at the dissatisfied are
about changesin care? wishes regarding  to live in the RCF? RCF? you with the social
your care? your care? activities offered at
the RCF?
COR (CI) COR (C1) COR (CI) COR (CI) COR (C1) COR (C1)
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)"
Individual factors
Age: 65-79 years Ref Ref Ref Ref Ref Ref
Age: 80 years 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
Sex: 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) 111 (1.051.17)" 0.85 (0.81,0.89)"
No dementia Ref Ref Ref Ref Ref Ref
Dementia 117 (1.10,1.24)" 152 (1.44,161)" 134 (1.26,1.42)" 114 (1.07,122)" 1.06 (0.99,1.13) 1.32 (1.24,1.39)"
Self-rated health: Ref Ref Ref Ref Ref Ref
Good
Self-rated health: 1.30 (1.22,1.37)" 146 (1.37,1.54)" 1.38(1.30,1.47)" 151 (1.42,161)" 143 (1.35,153)" 134 (1.26,1.43)"
Poor
Self-rated Ref Ref Ref Ref Ref Ref
mobility: Can
move around by
myself
Self-rated mobil- 1,22 (1.15,1.29)" 155 (1.47,1.65)" 132 (1.24,1.40)" 1.17 (1.09,1.25)" 1.18(1.11,1.26)" 1.21(1.14,1.28)"
ity: Di culties/
cannot move
around by
myself
Attitudes of staff
Have you experi- Ref Ref Ref Ref Ref Ref
enced any nega-
tive incidents
in your contact
with sta ? Not
experienced
Experienced 241 (2.28,255) 2.76 (2.60,2.92) 469 (4.41,4.99) 3.22 (3.03342) 5.06 (4.74,5.39)" 1.70 (1.60,1.80)
Care environment
Do you thrive in your apartment?
Yes Ref Ref Ref Ref Ref Ref
Partly 121(114,1.28)" 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 149 (129,1.72)" 2.15(1.87,248)" 2.72(2.353.14) 5.96 (5.14,6.93)" 3.11(2.65,3.64)° 2.23(1.93,2.59)
Are the public indoor areas pleasant?
Yes Ref Ref Ref Ref Ref Ref
Partly 153 (1.45,162)" 1.26 (1.19,1.33)" 145 (1.37,154)" 1.84 (1.73,1.96)" 1.81(1.70,1.92)" 2,02 (1.91,2.15)
No 257 (2.29,2.88)" 1.78 (1.59,1.99)" 1.96 (1.74,2.20)" 2.83(252,3.18) 2.96 (2.62,3.34)" 462 (4.10,5.20)
Are the outside areas pleasant?
Yes Ref Ref Ref Ref Ref Ref
Partly 1.37 (1.30,1.44) 1.49 (141,157) 152 (144,161) 1.48 (1.40,157) 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)" 185 (1.66,2.05)" 175 (1.58,1.94)" 156 (1.40,1.74)" 2.85(257317)"
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Model 1 Dignity

Do staff inform

Model 2 Dignity

Model 3 Dignity

Can you influence Do staff consider

Model 4 Well- Model 5 Well- Model 6 Well-being
being being
How safe or Do you feel trust  How satisfied or

you beforehand  what timetoget youropinionsand unsafe does it feel in staff at the dissatisfied are
about changesin care? wishes regarding  to live in the RCF? RCF? you with the social
your care? your care? activities offered at
the RCF?
COR(Cl) COR(CI) COR(Cl) COR(CI) COR(CI) COR(CI)
Do you experience the mealtimes as a pleasant time of the day?
Yes, always Ref Ref Ref Ref Ref Ref
Mostly 2.15(2.03,2.28)" 2,09 (1.97,2.21)" 2.37(2.23,252) 244 (2.272.62) 274 (257,2.93)" 2,55 (2.40,2.70)
Sometimes 357(3.31,3.85)" 2.86 (2.65,3.09)" 353(3.25,3.82) 3.72 (341,4.06) 449 (4134.88) 408 (3.77442)
Seldom 472 (4.255.24)" 3.16 (2.84,350)" 415(3.71,4.63) 511 (4555.73)" 5.58 (4.97,6.26)" 551 (4.94,6.16)"
No, never 6.52 (5.54,7.66)" 367 (3.134.31) 561 (4.74,6.64) 5.76 (4.87,6.81) 6.18 (5.20,7.34)" 7.01 (5.92,8.29)

Inverse scale, COR > 1 indicate higher odds towards lower response category for a unit change in the respective independent variable

" Significant at a level of 5%

health and well-being. However, only approximately 6%
of RNs working in RCFs have a postgraduate degree in
geriatric nursing in Sweden [44]. To promote health and
well-being, there is a need to increase the number of RNs
with this education. This is supported by the PCP frame-
work describing the importance of the number of skilled
staff with the requisite knowledge and skills to reach the
person-centred outcomes of dignity and well-being [25,
26].

Our results identify that perceptions of aspects of
dignity and well-being were associated with the atti-
tudes of staff. These results are supported by the PCP
framework describing the attitudes of staff as a pre-
requisite for reaching the person-centred outcomes
of dignity and well-being [25, 26]. Thus, improvement
strategies to promote dignity and well-being should
focus on the attitudes of staff. The implementation
strategy of the SNFVs targeted the attitudes of staff in
the educational material provided by the NBHW [19,
20]. However, our results show that residents’ percep-
tions of aspects of dignity did not differ over the years
and that the perceptions of trust in staff decreased over
the three years. Why did this occur, even though an
implementation strategy including education regard-
ing attitudes was used? Education by itself is not suf-
ficient as an implementation strategy, as changes in
behaviour also must be considered [45, 46]. Therefore, a
central issue in an implementation strategy is the ques-
tion regarding how changes in behaviour can be facili-
tated. One part of the implementation strategy by the
NBHW was that managers in RCFs had the opportunity
to participate in a university course regarding how to
support and facilitate the implementation of the SNFVs
[20]. According to the integrated-Promoting Action on

Research Implementation in Health Services (i-PAR-
ISH) framework, formal leadership support is central
for implementation [47]. Leadership has also been
described as important in facilitating the implementa-
tion of PCC [48-50]. However, the working situation
for managers in RCFs is characterized by large groups
of staff, making it problematic to influence norms and
cultures [51]. Due to their strained work situations, it
might be difficult for managers to prioritize facilitating
behavioural change regarding the attitudes of staff.

Two of the core competencies of RNs are PCC and
quality improvement work [52]. This implies that RNs
have a responsibility to put the competencies into
practice. Furthermore, RNs are covered by an ethical
code stating their responsibility to promote an ethical
approach by supporting and guiding staff to develop their
ethical awareness [53]. Due to the responsibility of RNs
in this area, we suggest that RNs could be used as facili-
tators in improvement strategies targeting the attitudes
of staff. Our results also identify that the indoor-out-
door-mealtime environments were associated with sat-
isfaction with aspects of dignity and well-being over the
years. These results are supported by the PCP framework
describing the care environment i.e., the physical envi-
ronment as an important factor to consider for achieving
the person-centred outcomes of dignity and well-being
[25, 26]. As the environment is one of the meta-para-
digms of nursing [54], we suggest that RNs could play an
important role in improvement strategies targeting the
environment at RCFs. However, there is a fairly low num-
ber of RNs working in RCFs [55], and many RNs experi-
ence not having enough time to fully perform care tasks
due to a lack of resources [56]. RNs might therefore have
a hard time prioritizing facilitating improvement work.
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In sum, managers in RCFs have a responsibility to facil-
itate staff to put the SNFVs of dignity and well-being into
practice [16, 43]. RNs have a higher education in nursing;
the meta-paradigms of nursing are the human, health,
environment and care [54]. Furthermore, two of the core
competencies of RNs are PCC and quality improvement
work [52]. We therefore suggest that these two profes-
sions collaborate to promote dignity and well-being in
RCFs. The importance of collaboration between profes-
sionals has also been described in previous research as
essential for implementing PCC [57]. However, we would
like to highlight the importance of residents themselves
being part of the collaboration when designing improve-
ment strategies to promote dignity and well-being.

Methodological limitations

A strength of this study was the use of national data.
However, only 18-19% of the residents responded to the
survey by themselves. The response rate is a limitation
of this study [58]. There is also a limitation in that we do
not know anything about the respondents who did not
answer the survey. However, the descriptive statistics did
not indicate any difference from the target population
described in previous research [33, 40, 44]. One strength
of this study was the use of longitudinal data; however,
only 28% of the self-respondents answered the survey
two or three times. However, this is a well-known prob-
lem when using longitudinal data regarding residents, as
the average time for an older person to live in an RCF
is approximately two years [44]. In this study, 80% of
the respondents rated their health as good. It is possi-
ble that residents with poor self-rated health are under-
represented in this study. It should also be noted that
approximately 20% of the respondents were diagnosed
with/had prescribed medication for dementia. As pre-
vious research reports that approximately 67% of older
persons living in RCFs have cognitive impairments [41],
residents with dementia are also very likely to be under-
represented in this study. This possible underrepresenta-
tion of persons rating their health as poor and persons
with dementia might impact the generalizability of the
results. The generalizability might also be affected by the
fact that we do not have any information about ethnic-
ity/nationality of the respondents. Regarding the survey
used for data collection, it was developed to support
quality improvements in RCFs, but it has also been used
in previous research [28]. For survey validity, it is criti-
cal to ensure that the questions in the survey measure
what they are designed to measure [58]. When devel-
oping the survey, the NBHW used reference groups,
cognitive interviews and a peer-review procedure [23].
However, a limitation in this study was that a scientific
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investigation on the reliability of the survey was missing.
It should also be noted that due to the nonexperimental
design of using observational data, the estimated effects
may not be interpreted as causal effects. Despite these
limitations, the results from this study can be valuable
for improving care regarding promoting dignity and
well-being in RCFs.

Conclusions

The odds for satisfaction with aspects of dignity did
not differ over the three-year period, but the odds for
satisfaction with aspects of well-being, related to feel-
ing trust in staff at the RCEF, decreased over the years.
Perceptions of aspects of dignity and well-being were
associated with the attitudes of staff, the indoor-out-
door-mealtime environments and the individual factors
of health, mobility, and dementia over time. Improve-
ment strategies aiming to promote dignity and well-
being need to target the associated factors. RNs, due
to two of their core competencies, PCC and quality
improvement work, should be given an active role as
facilitators in improvement strategies to promote dig-
nity and well-being in RCFs. The results from this study
can be used by RNs and managers in RCFs when design-
ing improvement strategies. In addition, as our results
regarding the associated factors confirm the PCP frame-
work, we suggest that it could be used as a theoretical
framework when designing improvement strategies to
promote dignity and well-being.
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