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Abstract

Maximizing satisfaction among the older persons is the goal of modern individualized elderly care and how to best achieve
this is of relevance for people involved in planning and providing elderly care services.

Purpose of the Study: What predicts satisfaction with care among older persons can be conceived as a function of process
(how care is performed) and the older person. Inspired by the long-standing person versus situation debate, the present
research investigated the interplay between person- and process-related factors in predicting satisfaction with elderly care.
Design and Methods: A nationwide sample was analyzed, based on a questionnaire with 95,000 individuals using elderly
care services.

Results: The results showed that person-related factors (i.e., anxiety, health, and loneliness) were significant predictors of
satisfaction with care, although less strongly than process-related factors (i.e., treatment, safeness, and perceived staff and
time availability). Among the person-related factors, loneliness was the strongest predictor of satisfaction among older per-
sons in nursing homes. Interestingly, a path analysis revealed that safeness and treatment function as mediators in linking
loneliness to satisfaction.

Implications: The results based on a large national sample demonstrate that the individual aging condition to a significant
degree can be countered by a well-functioning care process, resulting in higher satisfaction with care among older persons.

Keywords: Person-centered care, Elderly care, Individualized care, Person, Situation, Satisfaction, Loneliness

Modern elderly care is characterized by a strong empha-
sis on the older individual, knowing and documenting his
or her needs, preferences, and life-story. Individualized
care, also called person-centered care, has for the last dec-
ade been the dominant ideology in elderly care (Swedish
National Board of Health and Welfare, 2012). Keeping
the older person satisfied in a supportive care relationship
is the ultimate goal of the individualized care approach.
Thus, an important question that arises is whether there
are some key predictors of satisfaction with care, especially
in a market where the older person is free to choose among
care services (Bergmark, Parker, & Thorslund, 2000). This

knowledge would facilitate for policy makers and enable
field practitioners to achieve and maintain a high level
of satisfaction among older persons using home-based or
nursing home care services.

Taking position in the long-standing debate of the per-
son versus the situation (Funder, 2008; Mischel, 2009), we
set out to investigate the interplay between personal (i.e.,
the aging condition) and situational (i.e., the care pro-
cess) factors in explaining satisfaction with care from the
standpoint of older persons. In a recent study, Kajonius
and Kazemi (2014) investigated the relative impact of
structural and process variables on satisfaction with care
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and reported that the care process more strongly predicted
older persons’ satisfaction with care. To our knowledge,
no previous studies have made use of a large and nation-
wide sample to answer how person-related factors and the
characteristics of the care process contribute to satisfaction
with elderly care.

Modern Elderly Care

Sweden has a renowned high satisfaction in elderly care.
Swedish elderly care is organized and provided in home
care and nursing homes (Davey, Malmberg, & Sundstrom,
2013). In its efforts to promote individualized care nation-
wide, the Swedish government has during the last decade
emphasized the importance of documentation concerning
older persons’ individual conditions and activities (Ohlén,
Forsberg, & Broberger, 2013). The downside is that care
workers have less time to interact with the older persons.
The future prospects are that the old age dependency ratio
(the number of people working divided by the number
being supported) will further increase from 26% to 50%
by 2050 (Swedish National Board of Health and Welfare,
2012). Governments, policy makers, and care workers will
in the days ahead be even more pressured to take measures
for maximizing satisfaction with elderly care.

Individualized Care

The modern care ideology shares its emphasis on safe-
ness and respectful treatment with humanistic psychology
(Rogers, 1985). The idea of individualized care has been
further fueled by the increasing individualism in Western
societies at large (Inglehart & Welzel, 2005). Individualism
is defined as the tendency to focus on individual person’s
rights and opportunities (Hofstede, 2003). In elderly care,
this manifests itself in the ideology of individualized care.

The older individual is viewed as a person, not just as
an object in need of society’s health apparatus. The starting
point is to know the person; being person-centered and not
system-centered, as initially formulated by Kitwood (1997)
and subsequently supported and developed by McCormack
(2004). Common to most current conceptualizations of
elderly care is that the care organization exists to satisfy the
needs of the older person, and not the other way around.
The primary needs are to feel safe and to be treated respect-
fully as a person (Edebalk, Samuelsson, & Ingvad, 1995).
The older person is seen as a customer of societal services
and the care workers as the supportive helpers.

Most of the existing measures on quality in individu-
alized care have the older person’s satisfaction in focus
(Edvardsson & Innes, 2010). The Client-Centered Care
Questionnaire (CCCQ; De Witte, Schoot, & Proot, 2006)
includes items such as personal wishes, personal needs,
autonomy, being listened to, and being treated with respect.
One of the most frequently used measures is the 64-item
PDC scale (Person-Directed Care), developed by White,

Newton-Curtis, and Lyons (2008). This inventory consists
of five dimensions, including both personal and care pro-
cess factors, that is, knowing the person, autonomy, person-
hood, comfort care, and support relations.

Stewart (2001) suggested that it must be the older per-
son who should be the judge of quality. A recent study on
the star-rating system of nursing homes seems to suggest
that quality ratings in elderly care should always include
the older persons’ satisfaction (Williams, Straker, &
Applebaum, 2014), or the efficiency of individualized care
will be misrepresented. Asking the older person about his
or her global or overall satisfaction with care has become
the most important measurement of quality and is used in
nationwide surveys (Swedish National Board of Health and
Welfare, 2012). Global feelings of satisfaction with elderly
care have been demonstrated to be related to the feeling of
being at ease or feeling safe at home as well as being treated
well and not feeling alone (cf. Edvardsson, Sandman, &
Rasmussen, 2008). Older persons tend to prefer person-
centered care and like to be asked about their satisfaction
(Little et al., 2001).

The Person and the Care Process

In predicting satisfaction with elderly care, the older person
and the care process can be viewed and tested as two sepa-
rate potential sources of influence. This view is based on
the long-standing person versus situation debate in social
psychology (Mischel, 2009). This controversy pertains to
whether personal attributes (i.e., traits, temperament, fam-
ily background, or outlook on life) or situational contingen-
cies are most influential in determining people’s cognitions
and reactions in various social encounters, and their rela-
tive importance and interplay in different contexts (Funder,
2008). However, these effects are not easy to disentangle.
Much longitudinal research has shown that both aspects
contribute strongly to perceived life satisfaction (Heller,
Watson, & Hies, 2004). It is, however, not self-evident that
previous results pertaining to prediction of life satisfac-
tion is generalizable to domain-specific satisfaction such as
elderly care. There is a paucity of research concerning the
interplay between personal predispositions and conditions
and situational characteristics in explaining satisfaction
with elderly care. Thus, the present research aims at filling
the knowledge gap in this area.

Person and Satisfaction

Responses from older people concerning their views about
the care they receive are affected by how they feel about
themselves. For example, severity of health condition is
reported to be negatively associated with the satisfaction
of relationships with nurses and staff (Otani, Waterman,
& Dunagan, 2012). That is, the more ill the patients were,
the more likely they were to dislike the care they received.
Furthermore, studies on personal levels of self-esteem have
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been shown to affect various types of perceptions, includ-
ing treatment (McMullin & Cairney, 2004; Twenge &
Campbell, 2002). There is strong empirical support that up
to 50% of global life satisfaction is dependent on person-
related characteristics, specifically general anxiety (Sheldon
& Lyubomirsky, 2007). General anxiety is a key personal
trait explaining a wide range of perceptions such as experi-
ence of safeness, satisfaction with treatment, loneliness, and
health status (Boomsma, Willemsen, Dolan, Hawkley, &
Cacioppo, 2005; Larrabee, Engle, & Tolley, 1995; Mann,
Birks, Hall, Torgerson, & Watt, 2006; Patrick & Hayden,
1999). A conclusion from this body of research is that per-
sonal feelings, conditions, and predispositions affect per-
ceptions and evaluations of care services.

Care Process and Satisfaction

Process is defined as all the acts and characteristics
of caregiving, such as treatment and patient-caregiver
interaction (Donabedian, 1988), but also as how care is
performed. Seni¢ and Marinkovi¢ (2012) reported that
among all factors measured to predict patient satisfaction
at a clinic, the quality of the caring relationship between
the professional and patient had the strongest impact.
Fleishman (1997) demonstrated that the degree of older
persons’ compliance with treatment advice was influenced
by the satisfaction of the care process—the more time
and the more concern the caregiver invested, the higher
the compliance and satisfaction among the older per-
sons. Interpersonal competence is even more important
than technical care competence, when it comes to evalua-
tions of health care (Schirm, Albanese, & Garland, 1999).
Furthermore, there are robust relationships between per-
sonal needs, process qualities, and various measures of
satisfaction (e.g., Edvardsson & Innes, 2010). Drawing
on these findings, the premise for the present study is that
older persons’ satisfaction with care is affected by both
the person and the care process. The question under inves-
tigation is their relative importance and how these two
sources of influence are related.

The Integration of Person and Process

The present study adheres to the approach of Mead and
Bower (2000) who view individualized care as being
formed by the interaction between the older person and
the care process. In our view, the personal conditions of
health and anxiety are the starting points for the individ-
ual’s aging condition, characterized by vulnerability (i.e.,
being in need of aid). This progressive vulnerability among
older persons has been shown to be equivalent to a feeling
of loneliness and has been tapped by directly asking the
older person whether and to what extent (s)he feels alone
(Aartsen & Jylhd, 2011; Boomsma et al., 2005). Loneliness
is directly related to levels of satisfaction—the more unpro-
tected you feel, the less satisfied you are with your elderly

care situation (Aartsen & Jylhd, 2011). Loneliness is also
related to the key process variables in the context of elderly
care, that is, the experience of being provided with safeness
and dignified treatment (Mann et al., 2006, Routasalo &
Pitkala, 2003), which in turn are considered to be main
predictors of satisfaction with care (R. L. Kane & R. A.
Kane, 2001).

The Present Study

Previous studies have shown that structural factors (i.e.,
available resources, such as budget and staffing) predict sat-
isfaction with care only marginally, whereas process factors
(i.e., how care is performed in terms of respect, influence,
and information) predict satisfaction with care to a greater
extent (Bergman, Lundberg, & Spagnolo, 2012; Kajonius
& Kazemi, 2014). The question posed in the present study
is whether personal attributes and conditions or process-
related factors account for the most variance in satisfaction
with care. More specifically, does satisfaction mostly and
primarily reside within the older persons themselves—as
a function of individual factors such as self-rated health
and loneliness, or does satisfaction mainly emanate from
external factors that can be provided by caregivers—that
is, the care process? Furthermore, the present study also
aims at demonstrating how personal factors interplay with
process-related factors in determining overall satisfaction
with elderly care.

Methods

Materials and Participants

Thesource of data was the Swedish National Board of Health
and Welfare’s annual reports called Open Comparisons
(2012). This was based on a 28-item questionnaire directed
to a nationwide sample of older persons over 65 years
using elderly care services. The latest available survey was
conducted in 2012 and was sent out to 150,957 older per-
sons in home care and nursing homes. The overall response
rate from home care was 70% (7 = 61,600), and the overall
response rate from nursing homes was 54% (n = 33,400).
Within home care, 76% of the older persons stated that
they filled out the questionnaire themselves, while the cor-
responding percentage in nursing homes was only 39%,
mainly due to worse health conditions. This could along
with the generally low response rate potentially bias the
representativeness of the results. However, previous stud-
ies on nonresponders in care settings show little or no dif-
ferences in characteristics compared to responders (Lasek,
Barkley, Harper, & Rosenthal, 1997). Also, an exploratory
analysis showed only a very small negative effect on the
older persons’ overall satisfaction with care from having
had help to fill out the questionnaire (d = 0.14, p < .001).
In sum, elderly care units in all Swedish municipalities were
represented in the 2012 Open Comparisons, making the
sample nationally representative.
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Measurements

The single indicator in Open Comparisons that most
directly tapped older persons’ global satisfaction with care
was “Overall, how satisfied are you with the home care?”
or “Overall, how satisfied are you with the nursing home
care?” These items were answered on 5-point Likert scales,
ranging from “a very large extent” (5) “to a very small
extent” (1). This measure was used as the dependent vari-
able in this study. Using single items has proven to be suc-
cessful and is increasingly used in psychological inquiries
(Konrath, Meier, & Bushman, 2014; Lyubomirsky, King,
& Diener, 2005; Nichols & Webster, 2013; Thalmayer,
Saucier, & Eigenhuis, 2011).

Personal factors/characteristics were operationalized
by using three items. Anxiety was tapped by “Are you
affected by anxiety or fear?” and responses were obtained
using a 3-point scale: (3) “yes, severely”; (2) “yes, lightly”;
and (1) “no.” Physical health was tapped by “How do
you perceive your general health?” and responses were
obtained using a 5-point Likert scale, ranging from (5)
“very good” to (1) “very bad.” Self-rated health is one of
the most used single item measures in elderly care and
has demonstrated construct as well as predictive validity,
for instance, in predicting mortality (Jylhd, 2009). Self-
reports of health and anxiety are of particular importance
in understanding the relationship between the person and
satisfaction with care, as they are used in evaluating older
persons’ eligibility for elderly care, consequently entitling
them to home-based care or arranging transition to a
nursing home. The third item loneliness was tapped by
“Are you often afflicted by loneliness?” using a 3-point
scale: (3) “yes often,” (2) “yes sometimes,” and (1) “no.”
This item has been shown to encompass correlates of
vulnerability in aging, implying a lack of impactful rela-
tionships, as well as low mood, reduced social activity,
increased disability, and feelings of uselessness (Aartsen
& Jylhd, 2011).

The characteristics of the care process were opera-
tionalized using four items in the national survey: “How
safe do you feel at your nursing home/with your home
care?” (Safeness); “Do the staff treat you in a good way?”
(Treatment) (both of which were answered on 5-point
Likert scales, ranging from (5) “a very large extent” to (1)
“a very small extent”); “How easy is it to get in touch with
the care staff when you need them?” (Staff availability);
and “Do the staff usually have enough time for you?” (Time
availability), ranging from (5) “a very large extent” to (1)
“a very small extent.” These latter two items were consid-
ered as prerequisites for safeness and treatment. Moreover,
staff and time availability cannot be regarded as structural
variables. That is, a nursing home could have plenty of
staff, but the staff might after all be perceived as being una-
vailable by the older persons. This can happen, for instance,
due to tasks of administration such as documentation, or
when washing the dishes the staff could be talking to each
other instead of interacting with the older persons.

A Note on Methods

Collecting self-report data served the aim of tapping the
older persons’ psychological and subjective evaluations
(i.e., how the care process was subjectively experienced
by the older persons instead of collecting various objective
data) in the present study. A potential limitation in research
on satisfaction, pertaining to the issues of reliability and
validity, is the use of self-reported questionnaires according
to some critics (e.g., P. M. Podsakoff, MacKenzie, Lee, &
N. P. Podsakoff, 2003). However, it has been demonstrated
that even very short scales (down to one-item questions)
still perform reasonably well and should be encouraged for
gathering self-reported data (Konrath et al., 2014). Yarkoni
(2010) demonstrated by a re-computation of all items from
203 personality scales, reduced into 181 items, that a rea-
sonable validity still could be maintained. This does not
mean that short scales are superior to longer scales with
multiple indicators, but it grants credibility to national sur-
veys which most often rely on single items for measuring
theoretical constructs as the length of a questionnaire has
been shown to be inversely related to response rate, and
that the shorter scales are more cost-effective.

Path analysis was conducted using IBM SPSS AMOS
v.22. Confidence intervals were intentionally omitted due
to the large sample sizes, since the SEs deviated less than
or equal to 0.01 from the estimates. The outcome vari-
able, overall satisfaction, was slightly skewed, however
within recommended limits (<2.0). Moreover, it is also
known that a strict normality assumption for ¢-tests and
regressions is not a requirement when using large samples

(i.e., >1,000) (Lumley, Diehr, Emerson, & Chen, 2002).

Results

The descriptive statistics (means, standard deviations, and
intercorrelations) are reported separately for home care
(Table 1) and nursing homes (Table 2). Older persons in
home care were more satisfied than in nursing homes, dif-
fering with approximately one third of a standard deviation,
1(38552) = 32.0, d = 0.33, indicating that nearly 63% of
older persons in home care are above the average (in terms
of perceived satisfaction) for older persons living in nurs-
ing homes. All tests were significant (p < 10°). Anxiety and
loneliness were found to be higher (d = 0.28 and d = 0.20,
respectively), whereas health was found to be lower
(d = -0.24) among older persons residing in nursing homes
as compared to older persons in home care. Furthermore, the
staff in nursing homes were perceived by the older persons
to have less time than the staff in home care (d = -0.33). The
quality of interpersonal treatment was considered as being
lower in nursing homes than in home care (d = -0.37), while
in contrast, safeness and staff availability were found to be
higher (d = 0.10 and d = 0.20, respectively). The purpose
of this study was not to compare the variables across home
care and nursing home settings, but these results illustrate
interesting differences in these two contexts.
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Table 1. Correlations Between Study Variables for Home Care

M SD 1 2 3 4 N 6 7
1 Anxiety 1.55 0.62
2 Health 3.07 0.88 -.38
3 Loneliness 1.71 0.71 -.42 -.23
4 Treatment 4.71 0.55 -.19 18 -.18
5 Safeness 4.24 0.82 -.28 .30 -.31 43
6 Staff availability 4.03 0.94 -.15 .16 -.17 49 44
7 Time availability 4.10 0.99 -.21 24 -.24 .50 44 42
8 Overall Satisfaction 4.31 0.79 -.20 24 -.20 .56 .58 .53 .56

Note: N = 52,890. All correlations are significant at p <.001 (two-sided).

Table 2. Correlations Between Study Variables for Nursing Homes

M SD 1 2 3 4 5 6 7
1 Anxiety 1.73 0.67
2 Health 2.85 0.97 -.41
3 Loneliness 1.85 0.72 42 -.28
4 Treatment 4.49 0.64 -.23 21 -.30
S Safeness 4.31 0.83 -.29 25 -.36 .54
6 Staff availability 4.21 0.86 -.20 .20 -.31 .52 .53
7 Time availability 3.79 0.97 -.24 .26 -.35 .53 .52 .53
8 Overall Satisfaction 4.09 0.89 -.29 27 -.41 .56 .69 .58 .58

Note: N = 22,448. All correlations are significant at p <.001 (two-sided).

Personal Factors

Physical health and anxiety are two fundamental individ-
ual condition characteristics as they form the basis for the
type of assistance an older person is entitled to, that is,
home-based care or nursing home. Overall, anxiety, health,
and loneliness correlated moderately with satisfaction
with care, as well as with all care process factors, as sum-
marized in Tables 1 and 2. Noteworthy, anxiety and lone-
liness in particular were highly correlated, in both home
care and nursing homes, implying the vulnerability of the
aging condition. Furthermore, loneliness had a higher cor-
relation with overall satisfaction in nursing homes as com-
pared to home care.

Care Process

All process factors (i.e., the perceptions of interpersonal
treatment, the sense of safeness provided by the caregiv-
ers, and the perceived availability of the staff and their
time) were highly correlated with satisfaction with care.
As depicted in Tables 1 and 2, safeness and loneliness
were more strongly correlated with overall satisfaction
in nursing homes than in home care. Similarly, in general,
higher correlations with staff availability were found in
nursing homes. Nursing homes are expected to provide
availability of caregivers around the clock to enable pro-
vision of safeness, dignified treatment, and dispersing
loneliness.

The Interplay Between Person and Process

A hierarchical regression analysis on satisfaction in home
care was performed in two steps. In the first step, the person-
related variables (i.e., self-rated anxiety, health, and loneli-
ness), and in the second step, the care process variables (i.e.,
perceived treatment, safeness, staff- and time availability)
were entered. Person-related variables accounted jointly for
a significant amount of variance in satisfaction (i.e., 9%).
Process variables accounted for an additional 45% of vari-
ance (Table 3). Similarly, a hierarchical regression analy-
sis on satisfaction in nursing homes, presented in Table 4,
revealed the same pattern, although more variance were
explained in the first step by the person-related factors
(i.e., 21%), and process-related variables accounted for
an additional 39%. Thus, more total variance in satisfac-
tion was explained in nursing homes as compared to home
care. However, screenings of independent beta-weights of
single predictors in both analyses revealed some interesting
patterns and differences. Treatment had a larger impact on
satisfaction in home care, whereas loneliness and safeness
had a larger impact in nursing homes. Overall, with the
exception for loneliness in nursing homes, the magnitudes
of beta-weights were significantly reduced when control-
ling for the care process variables in the second step of both
regression analyses.

Data were further analyzed with the principal aim of
detecting how satisfaction with care was related to person-
and process-related factors using an integrated path model
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(Figure 1). To maintain parsimony in the empirical model,
staff and time availability were considered as prerequisites
for safeness and treatment and were thus not included in the
model. The path describes how the aging condition starts
with anxiety increasing with deteriorating health. These are
related to loneliness which in turn is assumed to have a
direct relationship with overall satisfaction with care. The
mediators in this model were safeness and treatment link-
ing the person-related factors (left side of the diagram) with
satisfaction with care (right side of the diagram). The nurs-
ing home data were chosen for the path analysis.

Table 3. Hierarchical Regression Analysis in Home Care

Step 1 Step 2
R p p
Step 1 (person) .09
Anxiety -.08 .01
Health 18 .03
Loneliness -.13 -.02
Step 2 (process) .54
Treatment 25
Safeness 28
Staff availability 21
Time availability 22
Note: F =10171.2,p <.001. All coefficients >.01 are significant at p <.001.

change

Table 4. Hierarchical Regression Analysis in Nursing Homes

Step 1 Step 2
R? B B
Step 1 (person) 21
Anxiety -.10 -.02
Health .16 .04
Loneliness -.33 -.10
Step 2 (process) .60
Treatment .14
Safeness .39
Staff availability 17
Time availability 17
Note: F, . .=4239.3,p <.001. All coefficients are significant at p <.001.
Anxiety
Safeness
- .53
le 7 \
-41 Loneliness -.16 (-.42) Qveral.l
Satisfaction
-30 Treatment 4
Health

Figure 1. The integrated person-process path model. N = 19,097. All
regressions in the model are significant, p <.01-5, and confidence inter-
vals are within 0.01 of the estimates.

When analyzed separately with the Sobel test, there was
an indirect effect of loneliness on overall satisfaction via
safeness (f = -.23,p <.01-%), which represents a large effect,
K? = 0.25. The mediating ratio was 56 % (the nonstandard-
ized indirect effect divided by the total effect). There was
also a smaller indirect effect of loneliness on overall satis-
faction linked by treatment ( = -.14, p < .01-°), which rep-
resents a medium effect, K? = 0.15. The mediating ratio was
35%. Analyzing the mediators jointly in the path analysis,
the direct effect dropped from § = —.42 to § = -.16, indicat-
ing a strong partial mediation. This mediation illustrates
that a well-functioning care characterized by the older per-
sons feeling safe and well treated can be an effective coun-
ter-measure to predicament of aging in terms of loneliness.
In sum, the model summarizes how the conditions of aging
relate to satisfaction with care, and the results show that
process factors effectively can counter the negative effects
of aging.

Discussion

The present investigation, to our knowledge, is one of the
first to quantify and report on the relative impact of per-
sonal conditions of older persons and care process-related
factors on satisfaction with elderly care using a nationwide
sample. The results of this study provide compelling evi-
dence in favor of care process factors (i.e., feeling safe and
being treated well by staff that are perceived to be avail-
able) as strong predictors of satisfaction with care over
and above person-related factors (i.e., anxiety, health, and
loneliness). Using other indicators of the care process, pre-
sent findings support previous results reported by Kajonius
and Kazemi (2014) who showed that care process factors
in terms of influence, respect, and information outperform
structural factors (e.g., budget and staffing) in predicting
satisfaction with care.

Even though the care process factors explain a signifi-
cant amount of satisfaction with care, individual differ-
ences cannot completely be omitted from the equation. The
older person with his or her characteristics will always be
an influential part in forming the caring relationship with
the caregiver. This person-to-person dynamic is something
skillful caregivers must take into account when providing
daily care to the older persons.

Another intriguing and novel aspect of the present study
is the demonstration of the interplay between person- and
care process-related factors in determining satisfaction
using path analysis. These findings indicate that providing
a safe caring environment and treating respectfully miti-
gate the effect of loneliness on satisfaction. Put differently,
the lonelier the older person feels, the less satisfied (s)he
tends to be with the care (s)he is receiving. However, this
association is significantly weakened to the extent that the
older person’s needs for safeness and respectful treatment
are met. Availability of staff and time are the fundamentals
for providing individualized care. Also, as the energy and
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strength of the older persons needed for interaction with
others diminishes, the responsibility and demands on the
availability of caregivers increase. The present data suggest
that in providing a safe and satisfying care process, avail-
able staff with sufficient time is a prerequisite. Absenteeism
of care workers has been shown to have adverse effects on
a number of quality indicators (Castle & Ferguson-Rome,
2014), and the results of our study imply that satisfaction
with care can be added to that list.

Relevant to the person-situation debate, another inter-
esting finding is the observed differences in overall satisfac-
tion between home care and nursing homes, suggesting two
different types of personal needs in these settings. Older
people in nursing homes have weaker health and feel sat-
isfied with the care when they feel safe and not lonely. In
contrast, in home care satisfaction is anchored in the way
they are treated, and loneliness is not considered as impor-
tant. Older persons, while still living at home and still being
somewhat healthy, have more control over their lives and
the care they receive, which results in higher satisfaction
with care. In other words, the older person in home care is
in control of his aging situation. However, as the process of
aging goes further, the power of the care situation increases
and the older person has increasingly less influence, eventu-
ally moving to a nursing home. Our data support this shift
in focus from person towards situation in that the impact of
safeness and treatment was shown to be higher in nursing
homes than in home care. This view of increased situational
impact is confirmed by earlier findings in behavioral genet-
ics reporting an increased effect of environment on locus
of control in late life (Johansson et al., 2001). However, it
should be emphasized that this issue requires further analy-
ses and awaits future investigations. The person-situation
debate in the context of elderly care in the light of the pre-
sent results (person-process integration) offers suggestions
for several directions of research into this new territory.

We cannot establish any causal effects in the present
research, and mediation analyses based on nonexperi-
mental data has been discussed to be biased (e.g., Bullock,
Green, & Ha, 2010). Thus, we suggest that future research
by using an experimental approach devise field experi-
ments (e.g., intervention studies) and more rigorously test
the causal and mediating effects of care process factors
on loneliness and satisfaction. Employing an experimen-
tal approach would strengthen the internal validity of the
findings.

Another suggestion for future research is to target the
issue of loneliness among older persons in nursing homes
as they somewhat counter-intuitively report higher lev-
els of loneliness than their peers in home care. Specifically,
future research should identify empowerment strategies for
dispersing loneliness among this category of older persons.
The issue of empowerment is related to the notion of user
orientation (i.e., individualized assisting behaviors building
on active partnership in planning and implementation of
care) in the context of elderly care which until now has only

been discussed in a few studies (Kazemi & Kajonius, 2014;
Swedish National Board of Health and Welfare, 2012).

Implications

Some important implications of the present findings for
policy in the context of elderly care are noteworthy. Data
clearly indicated that older persons in home care were more
satisfied with the care they received than their peers in nurs-
ing homes. Any policy making efforts aiming at increas-
ing the level of satisfaction with care among nursing home
residents may prove to be fruitless as the higher level of
satisfaction among older persons in home care is related
to better health and a higher degree of autonomy, and thus
not be amenable to substantial improvements.

A common conception is that older persons in nurs-
ing homes feel less lonely than their peers in home care.
However, the present data revealed the opposite to this con-
ception. Feelings of loneliness among residents in nursing
homes were much more frequent than among older persons
in home care. Thus, it is useful knowledge for policy mak-
ers that transitions to nursing homes may result in positive
outcomes for the older persons, such as safeness, but that
this transition will most probably have adverse effects on
feelings of loneliness.

The issue of safeness was showed in the present study
to be of paramount concern for alleviating adverse effects
of loneliness. If an older person is moved to a nursing
home for the sake of safeness, what is important for the
older person’s perception of safeness? Number of staff,
their perceived availability (i.e., how easy it is to get in
touch with the staff), and whether they are perceived to
have and invest enough time with the older persons are
some key factors. However, in times of economic turmoil,
employment of care staff may decrease. Thus, in order to
maintain an acceptable level of safety for nursing home
residents, policy efforts (e.g., training programs for care
staff) should be directed towards identifying strategies
to increase staff availability and investment of time in
meeting the needs of the older persons within the existing
financial resources.

This study started out by describing the individualistic
focus in modern elderly care. Satisfying the older person, as
well as knowing and recording all the details and activities
of the person, has become the standard working method in
person-centered or individualized care. This has gained sup-
port and has arguably improved quality of care. However,
these well-intended rules and regulations aimed at increas-
ing quality are also burdening caregivers. For instance, the
documentation requirements take time and potentially
reduce staff availability to the older persons. Based on our
findings pertaining to the effects of time and staff availabil-
ity on satisfaction with care, this development may be seen
as misdirected in some sense and may also even at times be
counterproductive to the conditions of the older persons
and the aging process. At the heart of individualized care
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is the caring relationship where the caregiver invests time
and engagement in the older person. Regulations are best
conceived as means to realize the ultimate aim of proving
the care the older person needs and desires. Aging, in our
view, should be conceived as a condition slowly overpow-
ering the older person. However, as clearly demonstrated
in this study, this process of degeneration characterized by
ill-health, feelings of anxiety and loneliness can effectively
be mitigated within a well-functioning care process which
provides the essentials of elderly care, that is, safeness and
dignified treatment, which stresses the importance of adopt-
ing a person-process integrated approach in elderly care.
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