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Abstract
Aim: To evaluate the effects of a person- centred and thriving- promoting intervention 
on nursing home residents´ experiences of thriving and person- centredness of the 
environment, and to evaluate if the effects varied between female and male residents.
Design: A multi- centre, non- equivalent controlled group before- after intervention 
design.
Methods: Six nursing homes in Australia, Norway and Sweden were allocated to ei-
ther intervention or control group. The intervention comprised a staff educational 
programme. A survey using proxy- ratings by staff was administered before (T0), im-
mediately after (T1) and six months after (T2) the intervention. The sample varied be-
tween 205 and 292 residents. Linear regression models were used to explore effects.
Results: Statistically significant effects were found on experiences of thriving and 
person- centredness of the environment. These effects were significant for male resi-
dents but not for female residents. The results emphasize the importance of individu-
ally tailored social and recreational activities.
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1  |  INTRODUC TION

One important goal for nursing- home (NH) care worldwide is that 
residents receive quality care and are given opportunities to live a 
good and meaningful life despite multimorbidity, frailty and func-
tional dependency. However, many NH residents experience that 
they do not have the possibilities to live the life they want to live 
according to their potential (Hughes & Moore, 2012), and that they 
have few opportunities to participate in activities that give meaning 
to their life (Edvardsson et al., 2014). It thus seems important to in-
crease the knowledge about factors of importance for NH residents 
to experience a good and meaningful life, and how NH staff can as-
sist residents in achieving this. Therefore, this article reports the ef-
fects of a person- centred and thriving promoting staff intervention 
in nursing homes.

1.1  |  Background

Thriving is an emerging concept in long- term care, referring to a sub-
jective experience of well- being in relation to the place in which a 
person lives (Bergland & Kirkevold, 2006; Bergland et al., 2014). NH 
residents who thrive have settled into the new environment and ex-
perience their life as being as good as possible given their current sit-
uation and in that current place of residence (Bergland et al., 2015). 
Baxter et al. (2021) further describe thriving as ‘a holistic concept 
denoting lived experiences of situated contentment’ (page 2686). 
According to Haight et al. (2002) thriving is a result of an optimal in-
teraction between the person and the human and non- human envi-
ronment and can be perceived as an individual person- environment 
fit. Bergland and Kirkevold (2006) identified the residents’ attitude 
towards living in the nursing home and the quality of care and car-
egivers as the core aspects of thriving. In a more recent study by 
Baxter et al. (2019) NH residents defined thriving as a balance be-
tween both their sense of independence and need for support, and 
between having opportunities to be alone and enjoying other peo-
ple's company. In a meta- ethnography summarizing previous studies 
on thriving, Baxter et al. (2021) concluded that both personal and 
social aspects together with environmental aspects could be de-
scribed as ‘a recipe for thriving’. More specifically, contributors to 
thriving included relationships with staff, family, peer residents and 
participation in activities experienced as meaningful by the resident 
(Baxter et al., 2021).

In Baxter et al. (2019), thriving was also described in relation to 
the institutional environment of a NH, as an effort to maintain a pos-
itive outlook and feeling a sense of home. Physical and psychosocial 
dimensions of the environment have also been described in rela-
tion to the concept of caring environment or person- centredness of 
the environment. Experiences of caring environments can emerge 
from an optimal interaction between aesthetic, positive stimuli in 
the physical environment, people's doing and being in the environ-
ment, and their experiences of the place where care is provided 

(Edvardsson, 2008; Edvardsson et al., 2017). Encompassing a cli-
mate of safety, everydayness and hospitality, a caring environment 
represents an integration of person- centredness of the environ-
ment and care to form a general perception of the psychosocial 
‘climate’ of a setting (Edvardsson, 2008; Edvardsson et al., 2009; 
Rasmussen & Edvardsson, 2007), and according to a recent study, 
relatives of NH residents seem to associate a more person- centred 
care environment with high quality care (Lood et al., 2019). Baxter 
(2021) argues that the NH environment can be perceived as an in-
tervention and a resource to thriving. Consequently, interventions 
aiming at thriving among NH residents would benefit from including 
both the individual needs and preferences and the psychosocial and 
physical environment. Baxter et al. (2021) assert that little is known 
about how to best support thriving at individual, staff and organi-
zational levels.

In recent years, long- term care has undergone a culture 
change, from focusing on performing tasks towards a more hu-
manistic care approach involving person- centredness and person- 
centred care (PCC) (Edvardsson et al., 2008; Koren, 2010; Li & 
Porock, 2014). Prioritizing interactions and relationships between 
care staff and the person in need of care, PCC postulates shared 
decision- making and involves seeing the situation from the per-
spective of the person in need of care. This means that individual 
needs and preferences are discussed in relation to professional 
goals and outcomes, making sure that well- being and quality of 
life are defined by the individual person but safeguarded by both 
parties (Crandall et al., 2007; Edvardsson, Winblad, et al., 2008). 
As thriving among NH residents results from an individual person- 
environment fit, a PCC approach with emphasis on meeting in-
dividual needs and preferences, and on tailoring daily care and 
activities to the individual resident seems relevant to influence 
positively on residents’ thriving.

There seems to be a great variation in PCC interventions in 
long- term care for NH residents. These variations include con-
tent and focus, length of the intervention and if the intervention 
targets residents directly or if the intervention is an educational 
programme aiming at making staff more person- centred in their 
care (Brownie & Nancarrow, 2013; Li & Porock, 2014). These large 
variations make it difficult to compare interventions and their ef-
fects. Effects of PCC interventions in long- term care have been 
evaluated from both resident and staff perspectives and with 
different out- come measures. Various PCC models have been 
found to influence positively on residents’ quality of life (Brownie 
& Nancarrow, 2013; Kim & Park, 2017; Li & Porock, 2014) and 
well- being (Brownie & Nancarrow, 2013). Also, PCC interventions 
have been found to reduce agitation, neuropsychiatric symptoms 
and depression among persons with dementia and thereby con-
tribute to a better life for them (Brownie & Nancarrow, 2013; 
Kim & Park, 2017; Li & Porock, 2014). However, adverse out-
comes such as higher rate of falls have been found (Brownie & 
Nancarrow, 2013) and no reduction in agitation (Chenoweth 
et al., 2019). In summary, it seems that the existing knowledge 
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concerning effects of person- centredness on residents is uncer-
tain, as findings are inconsistent and evidence is inconclusive (Li & 
Porock, 2014).

Baxter et al. (2021) argue that thriving among nursing home 
residents is ‘composed’ of individual attributes, relationships with 
others, the lived environment and societal structure. The ‘dose’ of 
each ‘ingredient’ is individual and how an individual resident can at-
tain thriving varies. This indicates the importance of knowing each 
resident's preferences, life- story and previous life- experiences well, 
and includes this knowledge in the daily care. Residents life- stories 
and past experiences can influence how they experience life in NHs 
and men and women have different life- stories and life experiences 
(Doran et al., 2019; Fossland & Thorsen, 2010). NHs have been de-
scribed as a ‘women's world’ (Grøndahl et al., 2017), as the majority 
of staff (Backman et al., 2016; Björk et al., 2016; OECD, 2018), and 
residents (Auer et al., 2018; Björk et al., 2016) are women. According 
to Moss and Moss (2007), activities offered in these environments 
are neither usually based on men's previous experiences nor are 
they adapted to their preferences and wishes. Focus may also be 
on groups rather than individuals. It has also been shown that male 
residents participate in fewer social activities in NHs than female 
residents (Lood et al., 2017). This may indicate a need to explore 
how thriving can be experienced differently among male and female 
NH residents.

Together, this may indicate that it is more difficult for men to par-
ticipate in activities that accord with their preferences and wishes 
and to experience well- being and thriving in NH environments. 
However, although there may be reasons to assume that a ‘female 
dominance’ might have an impact on the everyday life and well- 
being of male residents in NHs, there are few studies to validate or 
invalidate this hypothesis. There are some indications that older men 
might benefit from male- specific environments and social groups 
and meaningful activities in line with their preferences and interests 
(Culph et al., 2015; Grøndahl et al., 2017), but to our knowledge, 
no intervention study has investigated differences in the effects of 
person- centred interventions on men and women in NHs.

In summary, even if previous research indicates that inter-
ventions aimed at making life in NHs better for residents, would 
benefit from having a person- centred approach (Brownie & 
Nancarrow, 2013; Edvardsson et al., 2017; Li & Porock, 2014), fur-
ther evidence is needed. As described above, person- centredness 
has the potential to positively influence the quality of NH care, but 
further research is needed to add to the evidence of the effects of 
person- centredness on residents’ thriving and experience of their 
environment. To the best of our knowledge, there are no previous 
studies that have evaluated the effects of a person- centred and 
thriving- promoting intervention on residents’ experiences of thriv-
ing and person- centredness of the environment. Therefore, the aim 
of this study was to evaluate the effects of a person- centred and 
thriving- promoting intervention in NHs on residents’ experiences 
of thriving (primary endpoint) and person- centredness of the envi-
ronment (secondary endpoint), and to evaluate if the effects varied 
between female and male residents.

2  |  METHODS

2.1  |  Design

A multi- centre, non- equivalent controlled group before- after design 
was used to evaluate the effects of the intervention (Edvardsson 
et al., 2017).

2.2  |  Settings and participants

The study was based on collaboration between researchers in 
Australia, Norway and Sweden, who used their networks to recruit a 
total of six NHs. In each country, the NHs were allocated to an inter-
vention or control group, based on a convenience strategy. The first 
NH that agreed to participate was allocated to intervention and the 
next was allocated to control in each country. The inclusion criteria 
were: (1) managers expressing a need for improvements with regards 
to person- centred care (2) managers expressing a willingness to par-
ticipate and facilitate the study, (3) the NHs having at least 50 resi-
dent beds and (4) at least 50 staff members. All NHs were publicly 
funded, and the number of beds ranged from 50 to 127. In Norway, 
the NHs were located in an urban area, while those in Australia and 
Sweden were located in rural areas. All included NHs fit to the defi-
nition of nursing homes by Sanford et al. (2015): Providing 24 hr of 
full assistance with activities of daily living, and other support from 
staff. All residents had their own personal clothing and furniture, and 
most had private rooms with an own bathroom. Individual and group 
activities were organized at the NHs, and all residents had access to 
outside environments/gardens.

Residents were eligible for inclusion if they had lived in their cur-
rent NH more than one month at the time of data collection. Ongoing 
inclusion was applied, which means that residents who moved into 
the NHs during the intervention were eligible for inclusion.

The calculation of sample size and power was based on a 
two- sided significance level of 0.05 and a desired power of 0.85. 
Calculations for the primary resident endpoint was based on the 
Thriving of Older People Assessment Scale (TOPAS) mean values of 
154 and SD 22 (Patomella et al., 2016), indicating that a sample of 
300 residents (150 from each group, intervention or control) would 
be sufficient to detect pre- post intervention differences of 6.2 (me-
dium effect size 0.3).

2.3  |  Intervention

The intervention comprised a 14- month educational programme 
for NH staff, from May 2016 until August 2017. It was based on 
an interactive step- wise pedagogical framework, which included 
knowledge translation, knowledge generation and knowledge dis-
semination (Edvardsson et al., 2017). The intervention started with 
a two- hour introduction lecture which introduced the study, the 
theoretical framework for the intervention (person- centredness, 
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person- centredness of care, the caring environment and thriving) 
and the research- based evidence underpinning it. The intervention 
itself included nine workshops, an international dissemination semi-
nar in which the three countries shared experiences and a closing 
seminar. Staff also participated in reflective evaluation activities be-
tween the workshops. The intervention was led by researchers in 
each country (KS, QL, ÅB, TV).

The theoretical framework was operationalized within three 
dimensions (1) Doing a little extra, (2) Developing a caring envi-
ronment, (3) Assessing and meeting highly prioritized psychosocial 
needs. The researchers introduced each dimension, presenting 
relevant philosophical and theoretical concepts and relevant re-
search to participating staff. The staff then explored the three di-
mensions in depth by discussing their daily practice in relation to 
the concepts and relevant research evidence. They also conducted 
a variety of activities related to the three dimensions between the 
workshops. For dimension one, staff were asked to write down 
episodes when they had done something ‘a little extra’ for resi-
dents, relatives and colleagues, and these texts were discussed in 
subsequent workshops. In dimension two, developing a caring en-
vironment, staff made observations of their physical environment, 
focusing on the extent to which this contained positive diversions 
and possibilities to experience social community or solitude. They 
also conducted interviews with residents and relatives concerning 
their experiences of the environment and how physical aspects 
could be further developed to be experienced as more caring 
and welcoming. Each NH received financial support to enrich the 
environment. Staff and managers decided how the financial sup-
port should be used, based on the observations and interviews 
with residents and relatives. In dimension three, staff conducted 
person- centred dialogues with residents and/or relatives who 
were asked questions such as: Tell me something about yourself/
your family member that it is important for us to know in order to 
be able to help you/your family member to live as good life as pos-
sible in the NH; What have made you/him/her thrive earlier in life; 
Is there anything else we should know in order to help you/your 
family member to be able to be as comfortable as possible here? 
Based on the dialogues, staff could identify the resident's most 
important psychosocial needs and priorities, and recommend and 
suggest how these needs could be met. Prioritised activities were 
then planned, carried out and evaluated together with the resi-
dent. On average, care staff participated in five seminars and 40% 
participated in six or more seminars. Individual activities: Doing a 
little extra for a resident, family member and/or a colleague were 
performed by 50% of the staff, and a total of 44 person- centred 
dialogues were conducted.

All staff at the intervention NHs were invited to participate in 
the educational programme and staff who started their employment 
during the intervention phase were invited to participate in the ed-
ucational programme. New staff members were given a short intro-
duction by researchers, co- workers and managers. The idea was that 
each participating NH were expected to include new staff members 
in the practice change.

2.4  |  Control nursing homes

Staff at the three control NHs received a two- hour introduction 
lecture on the theoretical framework, main concepts and research- 
based evidence of the intervention. The lecture was given after 
baseline data were collected. Thereafter, staff in the control NHs 
continued their work without further involvement on the part of the 
research team, apart from subsequent data collections.

2.5  |  Data collection

Data were collected using a survey comprising demographic vari-
ables and instruments for measuring the residents’ independence in 
activities of daily living, cognitive capacity, prevalence of neuropsy-
chiatric symptoms, and instruments measuring the primary and sec-
ondary study endpoints. Proxy- assessments were conducted due to 
the expectedly large group of residents with cognitive impairment in 
NHs (Björk et al., 2016; Onder et al., 2012; Stange et al., 2013). Staff 
were instructed that the staff member who knew each resident best 
would be conducting the assessments. To increase the validity of 
the proxy- assessment, staff were encouraged to strive to do the as-
sessments from a proxy- patient perspective meaning that they were 
instructed to answer the questions ‘as the patient would’ (Pickard & 
Knight, 2005).

2.5.1  |  Instruments

Thriving was assessed using the Thriving of Older People Assessment 
Scale (TOPAS). TOPAS has been shown to be a reliable proxy instru-
ment (Bergland, Kirkevold, et al., 2015; Bergland et al., 2014).

Person- centredness of the environment was assessed using the 
Person- centred Climate Questionnaire- Patient Version (PCQ- P) 
(Edvardsson et al., 2008, 2009).

Independence in activities of daily living (ADL) was assessed 
using a modified version of the Katz Index of Independence in 
Activities of Daily Living (Katz PADL- index)(Katz et al., 1963).

Cognitive capacity was measured using the Gottfries cognitive 
scale (Gottfries et al., 1969; Lövheim et al., 2019).

The prevalence of neuropsychiatric symptoms was assessed 
using the Neuropsychiatric Inventory- Nursing Home Version 
(NPI- NH) (Cummings et al., 1994). For further information about the 
instruments, please see Table 1.

2.5.2  |  Translation

Thriving of Older People Assessment Scale and PCQ- P were avail-
able in English, Norwegian and Swedish. The Katz PADL- index and 
the Gottfries cognitive scale were available in English and Swedish, 
and were translated into Norwegian using a forward-  and back-
ward translation procedure by professional qualified translators 
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(Maneesriwongul & Dixon, 2004). The final versions were also as-
sessed by the multilingual research group (in English, Norwegian and 
Swedish).

Data were collected before the intervention started (T0, March– 
April 2016), immediately after the intervention (T1, September– 
October 2017) and six months after the intervention was completed 
(T2, March- April 2018). The response rates varied between data 
collections and allocation (67%– 96%), please see Figure 1. A number 
of surveys were excluded because of missing items at T0 (n = 17), 
T1 (n = 38) and T2 (n = 34). A large fire in the region where the 
Australian control NH was situated resulted in all the residents being 
evacuated. We decided to exclude a total of 29 surveys from that 
control site at T2 as they had been completed after the fire which 
was likely to have affect the residents̀  negatively.

2.6  |  Data analyses

Sample characteristics were explored using descriptive statistics. 
Missing data were imputed with the mean for the individual at the 
level of approximately 10% missing item (Shrive et al., 2006), which 
resulted in imputation on 9% missing items for TOPAS, 12% for 
PCQ- P, 11% for Gottfries cognitive scale 8% for NPI- NH, and 17% 
for KATZ- PADL. Participants with higher levels of missing items 
were excluded from the analyses.

Differences between intervention and control groups were 
tested with χ2 tests for categorical variables, and independent sam-
ple t test or Mann– Whitney U test for continuous variables. Linear 
regression model was used to test for effects of the intervention 
on primary and secondary endpoints. Data collection, allocation 
and the interaction term data collection*allocation were used as 

independent variables. Resident age, sex, length of stay, cognitive 
capacity, independence in ADL, neuropsychiatric symptoms and 
study site were considered as potential confounders and were also 
included in the linear regression models.

The outcome variables TOPAS and PCQ, were reasonable nor-
mally distributed according to Skewness (TOPAS −0.6, −0.8, −0.7; 
PCQ −0.7, −0.8, −0.7).

2.7  |  Validity and reliability/Rigour

All instruments have been tested for validity and reliability in relation 
to the study population and context (Bergland et al., 2015; Bergland, 
Kirkevold, et al., 2015; Sandman et al., 1988; Selbaek et al., 2008). 
In this study, the Cronbach`s alpha at T0, T1 and T2 was 0.96, 0.96, 
0.96 for TOPAS, and 0.95, 0.94,0.97 for PCQ- P.

3  |  RESULTS

3.1  |  Sample characteristics

Sample characteristics at data collections T0, T1 and T2 are pre-
sented in Table 2. The mean ages of residents were 85.9 (±7.2), 85.7 
(±8.9) and 86.7 (±8.4), respectively. A total of 74%, 71%, 72%, re-
spectively were female. There were some statistically significant 
differences between the intervention and control groups about neu-
ropsychiatric symptoms when sample characteristics at T0, T1 and 
T2 were compared. Residents in the intervention group had higher 
levels of neuropsychiatric symptoms compared to residents in the 
control group at T0 and T1 (p < .01, p < .001). No other significant 
differences were found.

3.2  |  Effect on residents’ thriving

In the intervention group, there was an increase in Thriving scores 
(TOPAS) between T0 and T1 (mean difference 4.2), and between T1 
and T2 (mean difference 0.5), indicating that residents experienced 
higher levels of thriving after the intervention compared to base-
line. In the control group, there was an increase in TOPAS scores 
between T0 and T1 (mean difference 0.7), but a decrease between T1 
and T2 (mean difference −7.0). See Table 3.

In the linear regression model (Table 3), controlling for age, time 
living in the NH, sex, site (country), NPI- symptoms, independence 
in ADL and cognitive capacity, it was shown that the interaction 
between data collection and allocation significantly contributed 
to TOPAS scores between T0 and T2 (mean change 11.0, p = .003, 
Partial Eta Squared 0.012). This indicates that there was a statistically 
significant effect from the intervention on the residents’ levels of 
thriving.

In the linear regression model of effect on subgroups for sex it 
was shown that there was a statistically significant effect on TOPAS F I G U R E  1  Flow chart data collection

Six nursing homes included

Interven�on group = residents

Baseline (T0)
Eligible = 159
Completed = 153 (96%)
Excluded = 14
N = 139

Follow-up (T1) 
Eligible = 156
Completed = 139 (89%)
Excluded = 25
N =   114    

Follow-up (T2)
Eligible = 156
Completed = 135 (87%)
Excluded = 21
N = 114

Control group = residents

Baseline (T0)
Eligible = 197
Completed = 156 (79%) 
Excluded = 3
N = 153

Follow-up (T1)
Eligible = 162
Completed = 151 (93%)
Excluded = 13
N = 138

Follow-up (T2)
Eligible = 200
Completed = 133 (67%)
Excluded = 42
N = 91
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TA B L E  2  Sample characteristics, at T0, T1 and T2

The whole sample
Mean(SD)
Freq. (%)

Intervention
Mean(SD)
Freq. (%)

Control
Mean(SD)
Freq. (%) p- Value

T0 (n = 292) (n = 139) (n = 153)

Age in years 85.9 (±7.2) 85.6 (±7.9) 86.2 (±7.6) .53a

Lived in this facility (years) 3.1 (±3.2) 2.9 (±3.2) 3.2 (±3.2) .41a

Gender

Women 214 (74%) 103 (74.1%) 111 (72.5%) .87b

Men 78 (26%) 36 (25.9%) 42 (27.5%)

NPI (Neuropsychiatric 
symptoms)

2.6 (±2.5) 3.0 (±2.5)
3.0 (median)

2.2 (±2.4)
1.0 (median)

<.01c

Any NPI symptoms 221 (75.7%) 115 (82.7%) 106 (69.3%) .01b

PADL capacity 2.6 (±2.2) 2.8 (±0.2)
2.0 (median)

2.4 (±0.2)
2.0 (median)

.25c

PADL dependent 244 (83.6%) 112 (80.6%) 132 (86.3%) .21b

Cognitive capacity 16.6 (±8.8) 17.0 ( ±8.5) 16.2 (±9.0) .44a

Cognitive impairment 196 (67.1%) 94 (67.6%) 102 (66.7%) .96b

T1 (n = 252) (n = 114) (n = 138)

Age in years 85.7 (±8.9) 86.0(±8.2) 85.5 (±9.4) .62a

Lived in this facility (years) 3.1 (±3.0) 3.1 (±2.6) 3.2 (±3,3) .98a

Gender

Women 180 (71.4%) 86 (75.4%) 94 (±68.1%) .25b

Men 72 (28.6%) 28 (24.6%) 44 (±31.9%)

NPI (Neuropsychiatric 
symptoms)

2.5 (±2.4) 3.1 (±2.6)
3.0 (median)

2.0 (±2,3)
1.0 (median)

<.001c

Any NPI symptoms 185 (73.4%) 93 (81.6%) 92 (66.7%) .01b

PADL capacity 2.6 (±2.1) 2.6 (±2.2)
2.0 (median)

2.6 (±2.1)
2.0 (median)

1.0c

PADL dependent 214 (84.9%) 94 (82.5%) 120 (87%) .41b

Cognitive capacity 17.9 (±8.6) 16.9 (±8.9) 18.7 (±8.5) .10a

Cognitive impairment 150 (59.5%) 74 (64.9%) 76 (55.1%) .15b

T2 (n = 205) (n = 114) (n = 91)

Age in years 86.7 (±8.4) 86.7 (±8.7) 86.7 (±8.0) .99a

Lived in this facility (years) 3.1 (±2.7) 3.1 (±2.6) 3.1 (±2.8) .98a

Gender

Women 148 (72.2%) 87 (76.3%) 61 (67%) .19b

Men 57 (27.8%) 27 (23.7%) 30 (33%)

NPI (Neuropsychiatric 
symptoms)

2.2 (±2.4) 2.4 (±2.4)
2.0 (median)

2.0 (±2.4)
1.0 (median)

.24c

Any NPI symptoms 140 (68.3%) 80 (67.2%) 67 (67.7%) .94b

PADL capacity 2.6 (±2.2) 2.6 (±2.4)
2.0 (median)

2.5 (±2.2)
2.0 (median)

.86c

PADL dependent 166 (81%) 92 (80.7%) 74 (81.3%) 1.0b

Cognitive capacity 16.9(±8.9) 17.1 (±8.9) 16.8 (±8.6) .82a

Cognitive impairment 128 (62.4%) 68 (59.6%) 60 (65.9%) .44b

aIndependent sample t test.
bχ2.
cMann– Whitney U- test.
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for male residents between T0 and T2 (mean change 24.6, p = .001, 
Partial Eta Squared 0.06), not found for female residents (mean change 
5.6, p = .20). See Table 4. This indicates that the intervention was 
more beneficial for the male residents’ thriving than the females’.

3.3  |  Effect on person- centredness of the 
environment

In the intervention group, there was an increase in Person- centred 
climate (PCQ- P) scores between T0 and T1 (mean difference 4.3), 
and between T1 and T2 (mean difference 0.3). For the control group, 
there was an increase in PCQ- P scores between T0 and T1 (mean 
difference 2.0), and a decrease between T1 and T2 (mean difference 
–  3.3). See Table 3.

The linear regression model showed that there was a statistically 
significant positive effect (interaction between data collection and 
allocation) on the levels of PCQ- P between T0 and T2 (mean change 
5.8, p = .004, Partial Eta Squared 0.011). This indicated that there was 
a significant effect from the intervention on the levels of person- 
centredness of the environment. See Table 3.

For subgroups, the linear regression model showed that there 
was a statistically significant effect on PCQ- P between T0 and T2 
(mean change 10.1, p = .002, Partial Eta Squared 0.05) for male res-
idents, not found for female residents (mean change 4.2, p = .10), 
indicating that the intervention had a greater effect on the male res-
idents’ perceptions of person- centredness of the environment than 
on the females’. See table 4.

4  |  DISCUSSION

The main findings from this study were that the intervention had 
positive effects on residents’ experiences of thriving (primary 
endpoint) and person- centredness of the environment (secondary 
endpoint), as measured by proxy- ratings. Taking the limitations of 
proxy- ratings into account, these results support those of previous 
studies showing that person- centred interventions may result in 
positive changes and be beneficial for people living in NHs (Brownie 
& Nancarrow, 2013; Li & Porock, 2014).

The length of the intervention and use of reinforcing factors 
in the educational programme may have contributed to the results 
(Caspar et al., 2016). The 14- months duration may have been a 
contributing factor to the positive results. The person- centred and 
thriving- promoting philosophy was perceived as involving a process 
of practice changes that needed time for implementation. According 
to Li and Porock (2014) many person- centred interventions are of 
long duration in order to support positive outcomes. In their meta- 
analysis, Kim and Park (2017) found effects on quality of life among 
residents with dementia in long- term but not short- term interven-
tions. This may indicate that the length of the intervention in this 
study was beneficial. On the other hand, a long intervention period 
allows for other issues or uncontrolled changes to influence the TA
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findings (Li & Porock, 2014), and they might be difficult to implement 
in NHs. According to Caspar et al. (2016), interventions in long- term 
care settings should include elements that enable staff to change 
skills and practice, reinforcing and strengthening the implementa-
tion of the new skills and practices and the motivation to continue 
their use. The fact that the intervention included factors such as su-
pervision, hands- on practice and team meetings (work- shops) may 
have contributed to the positive effects.

It has been suggested that an organizational culture of stability 
could promote implementation of care models such as PCC in hos-
pitals (Alharbi et al., 2012). It seems reasonable to suggest that NH 
cultures are more stable than hospital environments due to being 
of lesser acuity and having a more consistent occupancy. In light of 
Alharbi et al.’s (2012) findings, this may have promoted the imple-
mentation of the intervention. However, this needs to be studied 
further.

The subgroup analyses showed statistically significant effects 
for male residents but not for female residents regarding both pri-
mary and secondary endpoints. These findings indicate that male 
residents might have benefited more from the intervention than fe-
male residents. Previous studies have indicated that male residents 
in NHs participate in fewer social activities compared to female resi-
dents (Lood et al., 2017). This may be because many activities offered 
in NHs can be perceived as gender coded and ‘female activities’ less 
adapted to male residents. It may be reasonable to interpret that 
the person- centred approach of the intervention may have been a 
contributing factor to the differences in effects between female and 
male residents. Once asked what they wanted to participate in, the 
male residents may have felt that their opportunities to participate 
in activities increased. The intervention also involved staff doing ‘a 
little extra’ for the residents, something which may have been expe-
rienced as more positive by male residents if the commonly offered 
‘group activities’ are gender coded to favour femininity. Further 
studies to confirm or reject these interpretations would be valuable.

Finally, the effects of a person- centred and thriving- promoting 
staff intervention were explored by using outcome measures and 
endpoint measures developed from the study's theoretical frame-
work (Edvardsson et al., 2017). As these endpoints have not been 
used before in studies of effects, further studies are needed to pro-
vide evidence for how to promote thriving and well- being in NHs.

4.1  |  Limitations

An important limitation in this study is the use of proxy- ratings to 
appraise the thriving and person- centeredness of the environment 
of residents who were unable to provide self- report data. The va-
lidity of proxy- ratings of subjective phenomena such as well- being 
and quality of life has been questioned as discrepancies between 
the ratings by persons and their proxies have been found, and as 
proxy ratings have been described to be frequently lower compared 
to the person's self- rating (Römhild et al., 2018). A main argument 
for using proxy- assessment is the possibility to include persons 

with cognitive impairment, for example persons with dementia, in 
research and practise change studies. It may well be the only way 
research can avoid systematically excluding residents based on 
their cognitive function. In this study, the proportion of residents 
with cognitive impairment ranged between 60% and 67% across 
the different data collection time points, and thus the assumptions 
underlying proxy- ratings were supported, as extensive cognitive im-
pairment would have inhibited self- report and thus participation in 
the study. To generate the best possible data, the proxy- ratings were 
conducted by the staff members who was deemed to know each 
particular resident best, and also that this staff member was expe-
rienced in conducting assessments of residents and their situation. 
Staff members who carried out these assessment had known the 
residents on average about three years (mean 2.7 years ± 4.3), and 
we thus believe that they were highly skilled in performing valid and 
reliable assessments. The TOPAS instrument has been found to be a 
valid proxy instrument as demonstrated by good inter- rater reliabil-
ity between resident ratings and staff ratings (Bergland et al., 2014). 
Inter- rater reliability between staff and residents ratings has not yet 
been evaluated for the PCQ- P. It could also be discussed whether 
the results could have been influenced by the fact that the majority 
of proxy- ratings were conducted by female staff in the three data 
collections (92%– 93%). To our knowledge there is no evidence in the 
literature suggesting that when the proxy rater has the same gender 
as the person being rated, this would influence the agreement of 
ratings. It would be valuable to conduct more systematic examina-
tion of this methodological issue, in terms of if and how gender may 
affect the agreement of ratings.

Another limitation and a possible risk of bias is that the educa-
tional programme targeted staff, and staff members did conduct the 
proxy- ratings (Caspar et al., 2016). The staff members knew that the 
aim of the study was to increase residents’ experiences of thriving 
and person- centredness of the environment, and we do not know if 
this could have influenced their assessments. Use of an independent 
person to conduct the proxy- ratings was, however, deemed unre-
alistic as they would not have had the necessary knowledge about 
the residents and how they might have experienced their situation. 
Therefore, staff members were chosen as they had the most exten-
sive current experience of the residents and their situation in the 
nursing home.

5  |  CONCLUSION

The main findings of this study were the identification of statisti-
cally significant positive effects of an intervention on residents’ 
experiences of thriving and person- centeredness of the environ-
ment. The intervention resulted in higher ratings of thriving and 
person- centredness of the environment for male residents, when 
compared to female residents post intervention. This indicates that 
person- centred interventions may influence different groups differ-
ently, and there may be a need for gender- aware activities and as-
sessments of residents. If activities and assessments in NH settings 
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tend to be femininely gender coded, particular attention and consid-
eration may be needed for male residents.

ACKNOWLEDG EMENT
The authors thank all the staff involved for participating in the study, 
and their managers for facilitating the study.

CONFLIC T OF INTERE S T
The authors declare that they have no conflict of interest.

AUTHOR CONTRIBUTIONS
DE, POS, MK, ML, KS, ÅB, QL and TV made substantial contribu-
tions to the conception and design of the study and acquisition of 
data. KS and ÅB were responsible for drafting the manuscript, all 
authors contributed to the analysis and interpretation of the data, 
and critical revision of the manuscript regarding intellectual content. 
All authors approved the version submitted for publication.

E THIC AL APPROVAL
The study was approved by the La Trobe University Human Ethics 
Committee (Dnr. 16– 002), the Regional Ethical Review Board in 
Umeå (Dnr. 2015– 407– 31) and the Norwegian Social Science Data 
Services (Dnr. 46,548). In Australia and Norway, written informed 
consent to participate in the data collections was collected from 
residents and/or relatives. In Sweden, no formal written consent 
was required from the residents as per instructions from the human 
research ethics board. All residents and relatives received verbal and 
written information about the study and that they could actively de-
cide not to be part of the data collection

DATA AVAIL ABILIT Y S TATEMENT
The data of this study cannot be publicly shared due to ethical con- 
sideration and protection of the participants' confidentiality.

ORCID
Karin Sjögren  https://orcid.org/0000-0003-1709-3306 
Tove Karin Vassbø  https://orcid.org/0000-0002-9335-3715 

R E FE R E N C E S
Alharbi, T. S. J., Ekman, I., Olsson, L.- E., Dudas, K., & Carlström, E. (2012). 

Organizational culture and the implementation of person centered 
care: Results from a change process in Swedish hospital care. 
Health Policy, 108(2– 3), 294– 301. https://doi.org/10.1016/j.healt 
hpol.2012.09.003

Auer, S. R., Höfler, M., Linsmayer, E., Beránková, A., Prieschl, D., 
Ratajczak, P., Šteffl, M., & Holmerová, I. (2018). Cross- sectional 
study of prevalence of dementia, behavioural symptoms, mobil-
ity, pain and other health parameters in nursing homes in Austria 
and the Czech Republic: Results from the DEMDATA project. 
BMC Geriatrics, 18(1), 1– 13. https://doi.org/10.1186/s1287 
7- 018- 0870- 8

Backman, A., Sjögren, K., Lindkvist, M., Lövheim, H., & Edvardsson, D. 
(2016). Towards person- centredness in aged care -  Exploring the 
impact of leadership. Journal of Nursing Management, 24(6), 766– 
774. https://doi.org/10.1111/jonm.12380

Baxter, R. (2021). ‘Life is for living’. Exploring thriving for older people living 
in nursing homes.Umeå University.

Baxter, R., Corneliusson, L., Björk, S., Kloos, N., & Edvardsson, D. (2021). 
A recipe for thriving in nursing homes: A meta- ethnography. Journal 
of Advanced Nursing (John Wiley & Sons, Inc.), 77(6), 2680– 2688. 
https://doi.org/10.1111/jan.14775

Baxter, R., Sandman, P. O., Bjork, S., Lood, Q., & Edvardsson, D. (2019). 
Illuminating meanings of thriving for persons living in nursing 
homes. Gerontologist, 60(5), 859– 867. https://doi.org/10.1093/
geron t/gnz142

Bergland, Å., Hofoss, D., Kirkevold, M., Vassbo, T., & Edvardsson, 
D. (2015). Person- centred ward climate as experienced by 
mentally lucid residents in long- term care facilities. Journal of 
Clinical Nursing, 24(3– 4), 406– 414. https://doi.org/10.1111/
jocn. 12614

Bergland, Å., & Kirkevold, M. (2006). Thriving in nursing homes in Norway: 
Contributing aspects described by residents. International Journal 
of Nursing Studies, 43(6), 681– 691. https://doi.org/10.1016/j.ijnur 
stu.2005.09.006

Bergland, Å., Kirkevold, M., Sandman, P.- O., Hofoss, D., & Edvardsson, D. 
(2015). The thriving of older people assessment scale: Validity and 
reliability assessments. Journal of Advanced Nursing, 71(4), 942– 951. 
https://doi.org/10.1111/jan.12593

Bergland, Å., Kirkevold, M., Sandman, P. O., Hofoss, D., Vassbo, T., 
& Edvardsson, D. (2014). Thriving in long- term care facilities: 
Instrument development, correspondence between proxy and 
residents' self- ratings and internal consistency in the Norwegian 
version. Journal of Advanced Nursing, 70(7), 1672– 1681. https://doi.
org/10.1111/jan.12332

Björk, S., Juthberg, C., Lindkvist, M., Wimo, A., Sandman, P.- O., Winblad, 
B., & Edvardsson, D. (2016). Exploring the prevalence and variance 
of cognitive impairment, pain, neuropsychiatric symptoms and 
ADL dependency among persons living in nursing homes; a cross- 
sectional study. BMC Geriatrics, 17, 1– 8. https://doi.org/10.1186/
s1287 7- 016- 0328- 9

Brownie, S., & Nancarrow, S. (2013). Effects of person- centered care 
on residents and staff in aged- care facilities: A systematic review. 
Clinical Interventions in Aging, 8, 1– 10. https://doi.org/10.2147/CIA.
S38589

Caspar, S., Cooke, H. A., Phinney, A., & Ratner, P. A. (2016). Practice 
change interventions in long- term care facilities: What works, 
and why?Canadian Journal on Aging, 35(3), 372– 384. https://doi.
org/10.1017/S0714 98081 6000374

Chenoweth, L., Stein- Parbury, J., Lapkin, S., Wang, A., Liu, Z., & Williams, 
A. (2019). Effects of person- centered care at the organisational- 
level for people with dementia. A systematic review. PLoS ONE 
[electronic Resource], 14(2), e0212686. https://doi.org/10.1371/
journ al.pone.0212686

Crandall, L. G., White, D. L., Schuldheis, S., & Talerico, K. A. (2007). 
Initiating person- centered care practices in long- term care facili-
ties. Journal of Gerontological Nursing, 33(11), 47– 56. https://doi.
org/10.3928/00989 134- 20071 101- 08

Culph, J. S., Wilson, N. J., Cordier, R., & Stancliffe, R. J. (2015). Men's 
Sheds and the experience of depression in older Australian men. 
Australian Occupational Therapy Journal, 62(5), 306– 315. https://
doi.org/10.1111/1440- 1630.12190

Cummings, J. L., Mega, M., Gray, K., Rosenberg- Thompson, S., Carusi, 
D. A., & Gornbein, J. (1994). The neuropsychiatric inventory: 
Comprehensive assessment of psychopathology in demen-
tia. Neurology, 44(12), 2308– 2314. https://doi.org/10.1212/
wnl.44.12.2308

Doran, C., Noonan, M., & Doody, O. (2019). Life- story work in long- 
term care facilities for older people: An integrative review. Journal 
of Clinical Nursing (John Wiley & Sons, Inc.), 28(7/8), 1070– 1084. 
https://doi.org/10.1111/jocn.14718

https://orcid.org/0000-0003-1709-3306
https://orcid.org/0000-0003-1709-3306
https://orcid.org/0000-0002-9335-3715
https://orcid.org/0000-0002-9335-3715
https://doi.org/10.1016/j.healthpol.2012.09.003
https://doi.org/10.1016/j.healthpol.2012.09.003
https://doi.org/10.1186/s12877-018-0870-8
https://doi.org/10.1186/s12877-018-0870-8
https://doi.org/10.1111/jonm.12380
https://doi.org/10.1111/jan.14775
https://doi.org/10.1093/geront/gnz142
https://doi.org/10.1093/geront/gnz142
https://doi.org/10.1111/jocn.12614
https://doi.org/10.1111/jocn.12614
https://doi.org/10.1016/j.ijnurstu.2005.09.006
https://doi.org/10.1016/j.ijnurstu.2005.09.006
https://doi.org/10.1111/jan.12593
https://doi.org/10.1111/jan.12332
https://doi.org/10.1111/jan.12332
https://doi.org/10.1186/s12877-016-0328-9
https://doi.org/10.1186/s12877-016-0328-9
https://doi.org/10.2147/CIA.S38589
https://doi.org/10.2147/CIA.S38589
https://doi.org/10.1017/S0714980816000374
https://doi.org/10.1017/S0714980816000374
https://doi.org/10.1371/journal.pone.0212686
https://doi.org/10.1371/journal.pone.0212686
https://doi.org/10.3928/00989134-20071101-08
https://doi.org/10.3928/00989134-20071101-08
https://doi.org/10.1111/1440-1630.12190
https://doi.org/10.1111/1440-1630.12190
https://doi.org/10.1212/wnl.44.12.2308
https://doi.org/10.1212/wnl.44.12.2308
https://doi.org/10.1111/jocn.14718


2128  |    SJÖGREN Et al.

Edvardsson, D. (2008). Therapeutic environments for older adults: 
Constituents and meanings. Journal of Gerontological Nursing, 34(6), 
32– 40. https://doi.org/10.3928/00989 134- 20080 601- 05

Edvardsson, D., Koch, S., & Nay, R. (2009). Psychometric evaluation 
of the English language person- centered climate questionnaire– 
Patient version. Western Journal of Nursing Research, 31(2), 235– 
244. https://doi.org/10.1177/01939 45908 326064

Edvardsson, D., Petersson, L., Sjogren, K., Lindkvist, M., & Sandman, P.- 
O. (2014). Everyday activities for people with dementia in residen-
tial aged care: Associations with person- centredness and quality 
of life. International Journal of Older People Nursing, 9(4), 269– 276. 
https://doi.org/10.1111/opn.12030

Edvardsson, D., Sandman, P.- O., & Rasmussen, B. (2008). 
Swedish language person- centred climate questionnaire 
-  Patient version: Construction and psychometric evalua-
tion. Journal of Advanced Nursing, 63(3), 302– 309. https://doi.
org/10.1111/j.1365- 2648.2008.04709.x

Edvardsson, D., Sandman, P.- O., & Rasmussen, B. (2009). 
Construction and psychometric evaluation of the Swedish lan-
guage person- centred climate questionnaire -  Staff version. 
Journal of Nursing Management, 17(7), 790– 795. https://doi.
org/10.1111/j.1365- 2834.2009.01005.x

Edvardsson, D., Sjögren, K., Lood, Q., Bergland, Å., Kirkevold, M., & 
Sandman, P.- O. (2017). A person- centred and thriving- promoting 
intervention in nursing homes -  Study protocol for the U- Age nurs-
ing home multi- centre, non- equivalent controlled group before- 
after trial. BMC Geriatrics, 17, 1– 9. https://doi.org/10.1186/s1287 
7- 016- 0404- 1

Edvardsson, D., Winblad, B., & Sandman, P. O. (2008). Person- centred 
care of people with severe Alzheimer's disease: Current status 
and ways forward. Lancet Neurology, 7(4), 362– 367. https://doi.
org/10.1016/S1474 - 4422(08)70063 - 2

Fossland, T., & Thorsen, K. (2010). Livshistorier i teori og praksis (Life- 
stories Theory and practice). Fagbokforlaget.

Gottfries, C. G., Gottfries, I., & Roos, B. E. (1969). The investigation of 
homovanillic acid in the human brain and its correlation to senile 
dementia. British Journal of Psychiatry, 115(522), 563– 574. https://
doi.org/10.1192/bjp.115.522.563

Grøndahl, V. A., Skaug, E.- A., Hornnes, M. S., & Helgesen, A. K. 
(2017). The personnel's experiences with the implementation 
of an activity program for men in municipal health services. 
Geriatric Nursing, 38(5), 448– 453. https://doi.org/10.1016/j.gerin 
urse.2017.02.010

Haight, B. K., Barba, B. E., Tesh, A. S., & Courts, N. F. (2002). Thriving: 
A life span theory. Journal of Gerontological Nursing, 28(3), 14– 22. 
https://doi.org/10.3928/0098- 9134- 20020 301- 05

Hughes, K., & Moore, S. (2012). Quality of life versus quality of care: 
elderly people and their experience of care in south Australian 
residential facilities. Practice, 24(5), 275– 285. https://doi.
org/10.1080/09503 153.2012.740451

Katz, S., Ford, A. B., Moskowitz, R. W., Jackson, B. A., & Jaffe, M. W. 
(1963). Studies of illness in the aged. The Index of ADL: A standard-
ized measure of biological and psychological function. JAMA, 185, 
914– 919. https://doi.org/10.1001/jama.1963.03060 12002 4016

Kim, S. K., & Park, M. (2017). Effectiveness of person- centered care 
on people with dementia: A systematic review and meta- analysis. 
Clinical Interventions in Aging, 12, 381– 397. https://doi.org/10.2147/
CIA.S117637

Koren, M. J. (2010). Person- centered care for nursing home residents: 
The culture- change movement. Health Affairs, 29(2), 312– 317. 
https://doi.org/10.1377/hltha ff.2009.0966

Li, J., & Porock, D. (2014). Resident outcomes of person- centered care 
in long- term care: A narrative review of interventional research. 
International Journal of Nursing Studies, 51(10), 1395– 1415. https://
doi.org/10.1016/j.ijnur stu.2014.04.003

Lood, Q., Björk, S., Sköldunger, A., Backman, A., Sjögren, K., & 
Edvardsson, D. (2017). The relative impact of symptoms, resident 
characteristics and features of nursing homes on residents’ partic-
ipation in social occupations: Cross- sectional findings from U- Age 
Swenis. Journal of Occupational Science, 24(3), 327– 337. https://doi.
org/10.1080/14427 591.2017.1306721

Lood, Q., Kirkevold, M., Sjogren, K., Bergland, Å., Sandman, P. O., & 
Edvardsson, D. (2019). Associations between person- centred 
climate and perceived quality of care in nursing homes: A cross- 
sectional study of relatives' experiences. Journal of Advanced 
Nursing, 75, 2526– 2534. https://doi.org/10.1111/jan.14011

Lövheim, H., Gustafsson, M., Isaksson, U., Karlsson, S., & Sandman, P.- 
O. (2019). Gottfries’ cognitive scale for staff proxy rating of cogni-
tive function among nursing home residents. Journal of Alzheimer's 
Disease, 72(4), 1251– 1260. https://doi.org/10.3233/JAD- 190599

Maneesriwongul, W., & Dixon, J. K. (2004). Instrument translation pro-
cess: A methods review. Journal of Advanced Nursing, 48(2), 175– 
186. https://doi.org/10.1111/j.1365- 2648.2004.03185.x.JAN3185

Moss, S. Z., & Moss, M. S. (2007). Being a man in long term care. 
Journal of Aging Studies, 21(1), 43– 54. https://doi.org/10.1016/j.
jaging.2006.05.001

OECD (2018). Women are well- represented in health and long- term care 
professions, but often in jobs with poor working conditions. OECD. 
https://www.oecd.org/gende r/data/women - are- well- repre 
sente d- in- healt h- and- long- term- care- profe ssion s- but- often 
- in- jobs- with- poor- worki ng- condi tions.htm

Onder, G., Carpenter, I., Finne- Soveri, H., Gindin, J., Frijters, D., Henrard, 
J. C., Nikolaus, T., Topinkova, E., Tosato, M., Liperoti, R., Landi, F., 
& Bernabei, R. (2012). Assessment of nursing home residents in 
Europe: The Services and Health for Elderly in Long TERm care 
(SHELTER) study. BMC Health Services Research, 12(1), 5. https://
doi.org/10.1186/1472- 6963- 12- 5

Patomella, A. H., Sandman, P. O., Bergland, Å., & Edvardsson, D. (2016). 
Characteristics of residents who thrive in nursing home environ-
ments: A cross- sectional study. Journal of Advanced Nursing, 72, 
2153– 2161. https://doi.org/10.1111/jan.12991

Pickard, A. S., & Knight, S. J. (2005). Proxy evaluation of health- related 
quality of life: A conceptual framework for understanding multi-
ple proxy perspectives. Medical Care, 43(5), 493– 499. https://doi.
org/10.1097/01.mlr.00001 60419.27642.a8

Rasmussen, B. H., & Edvardsson, D. (2007). The influence of environ-
ment in palliative care: Supporting or hindering experiences of 
'at- homeness'. Contemporary Nurse, 27(1), 119– 131. https://doi.
org/10.5172/conu.2007.27.1.119

Römhild, J., Fleischer, S., Meyer, G., Stephan, A., Zwakhalen, S., Leino- 
Kilpi, H., Zabalegui, A., Saks, K., Soto- Martin, M., Sutcliffe, C., Rahm 
Hallberg, I., & Berg, A. (2018). Inter- rater agreement of the Quality 
of Life- Alzheimer’s Disease (QoL- AD) self- rating and proxy rating 
scale: Secondary analysis of RightTimePlaceCare data. Health and 
Quality of Life Outcomes, 16, 131. https://doi.org/10.1186/s1295 
5- 018- 0959- y

Sandman, P. O., Adolfsson, R., Norberg, A., Nystrom, L., & Winblad, B. 
(1988). Long- term care of the elderly. A descriptive study of 3600 
institutionalized patients in the county of Vasterbotten, Sweden. 
Comprehensive Gerontology Section A, 2(3), 120– 132. https://europ 
epmc.org/abstr act/med/3148369

Sanford, A. M., Orrell, M., Tolson, D., Abbatecola, A. M., Arai, H., 
Bauer, J. M., Cruz- Jentoft, A. J., Dong, B., Ga, H., Goel, A., Hajjar, 
R., Holmerova, I., Katz, P. R., Koopmans, R. T. C. M., Rolland, Y., 
Visvanathan, R., Woo, J., Morley, J. E., & Vellas, B. (2015). An interna-
tional definition for “nursing home”. Journal of the American Medical 
Directors Association, 16(3), 181– 184. https://doi.org/10.1016/j.
jamda.2014.12.013

Selbaek, G., Kirkevold, O., Sommer, O. H., & Engedal, K. (2008). 
The reliability and validity of the Norwegian version of the 

https://doi.org/10.3928/00989134-20080601-05
https://doi.org/10.1177/0193945908326064
https://doi.org/10.1111/opn.12030
https://doi.org/10.1111/j.1365-2648.2008.04709.x
https://doi.org/10.1111/j.1365-2648.2008.04709.x
https://doi.org/10.1111/j.1365-2834.2009.01005.x
https://doi.org/10.1111/j.1365-2834.2009.01005.x
https://doi.org/10.1186/s12877-016-0404-1
https://doi.org/10.1186/s12877-016-0404-1
https://doi.org/10.1016/S1474-4422(08)70063-2
https://doi.org/10.1016/S1474-4422(08)70063-2
https://doi.org/10.1192/bjp.115.522.563
https://doi.org/10.1192/bjp.115.522.563
https://doi.org/10.1016/j.gerinurse.2017.02.010
https://doi.org/10.1016/j.gerinurse.2017.02.010
https://doi.org/10.3928/0098-9134-20020301-05
https://doi.org/10.1080/09503153.2012.740451
https://doi.org/10.1080/09503153.2012.740451
https://doi.org/10.1001/jama.1963.03060120024016
https://doi.org/10.2147/CIA.S117637
https://doi.org/10.2147/CIA.S117637
https://doi.org/10.1377/hlthaff.2009.0966
https://doi.org/10.1016/j.ijnurstu.2014.04.003
https://doi.org/10.1016/j.ijnurstu.2014.04.003
https://doi.org/10.1080/14427591.2017.1306721
https://doi.org/10.1080/14427591.2017.1306721
https://doi.org/10.1111/jan.14011
https://doi.org/10.3233/JAD-190599
https://doi.org/10.1111/j.1365-2648.2004.03185.x.JAN3185
https://doi.org/10.1016/j.jaging.2006.05.001
https://doi.org/10.1016/j.jaging.2006.05.001
https://www.oecd.org/gender/data/women-are-well-represented-in-health-and-long-term-care-professions-but-often-in-jobs-with-poor-working-conditions.htm
https://www.oecd.org/gender/data/women-are-well-represented-in-health-and-long-term-care-professions-but-often-in-jobs-with-poor-working-conditions.htm
https://www.oecd.org/gender/data/women-are-well-represented-in-health-and-long-term-care-professions-but-often-in-jobs-with-poor-working-conditions.htm
https://doi.org/10.1186/1472-6963-12-5
https://doi.org/10.1186/1472-6963-12-5
https://doi.org/10.1111/jan.12991
https://doi.org/10.1097/01.mlr.0000160419.27642.a8
https://doi.org/10.1097/01.mlr.0000160419.27642.a8
https://doi.org/10.5172/conu.2007.27.1.119
https://doi.org/10.5172/conu.2007.27.1.119
https://doi.org/10.1186/s12955-018-0959-y
https://doi.org/10.1186/s12955-018-0959-y
https://europepmc.org/abstract/med/3148369
https://europepmc.org/abstract/med/3148369
https://doi.org/10.1016/j.jamda.2014.12.013
https://doi.org/10.1016/j.jamda.2014.12.013


    |  2129SJÖGREN Et al.

Neuropsychiatric Inventory, Nursing Home version (NPI- NH). 
International Psychogeriatrics, 20(2), 375– 382. https://doi.org/ 
10.1017/ s1041 61020 7005601

Shrive, F. M., Stuart, H., Quan, H., & Ghali, W. A. (2006). Dealing with 
missing data in a multi- question depression scale: A comparison 
of imputation methods. BMC Medical Research Methodology, 6, 57. 
https://doi.org/10.1186/1471- 2288- 6- 57

Stange, I., Poeschl, K., Stehle, P., Sieber, C., & Volkert, D. (2013). 
Screening for malnutrition in nursing home residents: Comparison 
of different risk markers and their association to functional impair-
ment. Journal of Nutrition, Health & Aging, 17(4), 357– 363. https://
doi.org/10.1007/s1260 3- 013- 0021- z

How to cite this article: Sjögren, K., Bergland, Å., Kirkevold, M., 
Lindkvist, M., Lood, Q., Sandman, P.- O., Vassbø, T. K., & 
Edvardsson, D. (2022). Effects of a person- centred and 
thriving- promoting intervention on nursing home residents’ 
experiences of thriving and person- centredness of the 
environment. Nursing Open, 9, 2117– 2129. https://doi.
org/10.1002/nop2.1222

https://doi.org/10.1017/s1041610207005601
https://doi.org/10.1017/s1041610207005601
https://doi.org/10.1186/1471-2288-6-57
https://doi.org/10.1007/s12603-013-0021-z
https://doi.org/10.1007/s12603-013-0021-z
https://doi.org/10.1002/nop2.1222
https://doi.org/10.1002/nop2.1222

	Effects of a person-centred and thriving-promoting intervention on nursing home residents’ experiences of thriving and person-centredness of the environment
	Abstract
	1|INTRODUCTION
	1.1|Background

	2|METHODS
	2.1|Design
	2.2|Settings and participants
	2.3|Intervention
	2.4|Control nursing homes
	2.5|Data collection
	2.5.1|Instruments
	2.5.2|Translation

	2.6|Data analyses
	2.7|Validity and reliability/Rigour

	3|RESULTS
	3.1|Sample characteristics
	3.2|Effect on residents’ thriving
	3.3|Effect on person-centredness of the environment

	4|DISCUSSION
	4.1|Limitations

	5|CONCLUSION
	ACKNOWLEDGEMENT
	CONFLICT OF INTEREST
	AUTHOR CONTRIBUTIONS
	ETHICAL APPROVAL
	DATA AVAILABILITY STATEMENT

	REFERENCES


