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Abstract 

Background 

Demand for formal care in nursing homes has steadily increased in recent 

decades, prompting calls for exploration of health-promoting and salutogenic 

concepts that support people not only to survive in older age, but to thrive. The 

concept of thriving has been described as a holistic experience of place-related 

well-being resulting from interactions between the person and their lived-

environment. However, detailed understandings of thriving among nursing home 

residents and staff are lacking, and little is known about the variables that 

influence thriving, how thriving is regarded outside of Scandinavia, or the extent 

to which thriving may change over time. 

Aim 

The overall aim of this thesis was to explore meanings, expressions, 

measurements, and associations for thriving in nursing homes. Study I aimed to 

illuminate the meanings of thriving as narrated by persons living in an Australian 

nursing home. Study II aimed to explore how Australian nursing home staff 

recognise expressions of thriving among persons living in nursing homes. Study 

III aimed to further test and describe the psychometric properties and 

performance of the 32-item Thriving of Older People Assessment Scale (TOPAS) 

and to develop a short-form TOPAS. Study IV aimed to describe longitudinal 

changes in Swedish nursing home thriving over a five-year period and describe 

changes in associated factors.  

Methods 

For studies I and II data were collected in the form of qualitative interviews with 

Australian nursing home residents (N=21; study I) and staff (N=14; study II). 

Qualitative data were analysed using phenomenological hermeneutical analysis 

and qualitative content analysis respectively. For studies III and IV cross-

sectional baseline (i.e., 2013/2014) and follow up (i.e., 2018/2019) data were 

collected from a nationally representative sample of Swedish nursing homes for 

the Swedish National Inventory of Care and Health in Residential Aged Care 

(SWENIS) study. The baseline SWENIS I sample consisted of 4,831 proxy-rated 

resident surveys from 35 municipalities (study III) and the follow-up SWENIS II 

sample consisted of 3,894 proxy-rated resident surveys from 43 municipalities 

(study IV). Quantitative data were analysed using descriptive statistics, validity 

testing, item response theory-based analysis, and simple linear regression. 
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Results 

The meanings of thriving for nursing home residents were understood as 

encompassing elements of acceptance, balance, and contentment in relation to 

the person’s living situation, as well as their social and physical environment 

(study I). These meanings were interpreted as having options and choices, and 

the agency to make decisions where possible, in relation to the care and living 

environment. Nursing home staff were found to recognise expressions of thriving 

through a combination of understanding, observing, and sensing (study II). Staff 

described recognising thriving through reflective assessment processes that 

involved comparing and contrasting their personal and professional 

interpretations of thriving with their overall sense of the resident. Psychometric 

testing of the 32-item and short-form versions of the TOPAS showed good validity 

and reliability to measure thriving among nursing home residents (study III). 

Population characteristics were relatively consistent between the SWENIS I 

baseline and SWENIS II follow-up samples (study IV). A sub-sample of nursing 

homes that participated in both baseline and follow-up data collections reported 

a statistically significant increase for thriving and a decrease in the prevalence of 

neuropsychiatric symptoms. Higher and lower thriving was associated with 

several neuropsychiatric symptoms. 

Conclusions 

Thriving appeared to be a relevant and meaningful phenomenon with shared 

understandings among nursing home residents and staff, providing valuable 

support for the ongoing assessment and application of thriving in international 

and cross-cultural nursing home settings. The TOPAS appeared valid and reliable 

to facilitate proxy-rated measurement of thriving among nursing home residents, 

and the short-form TOPAS could have enhanced use for assessment of thriving in 

research and practice. Changes to the overall thriving scores between baseline 

and follow-up provides important information that may be used as a reference 

point for future measurements and comparisons of thriving and its associated 

variables over time. This thesis highlights the importance of considering the 

various experiences, perceptions, and interpretations of thriving if such a concept 

is to be effectively embedded in person-centred care, policy, and practice. 

Keywords 

Thriving, well-being, nursing home, older people, nursing, phenomenological 

hermeneutics, psychometric evaluation, cross-sectional, longitudinal, person-

centred care  
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Svensk sammanfattning 

Bakgrund 

Behovet av äldreomsorg har ökat under de senaste decennierna, vilket även 

ställer krav på att utforska hälsofrämjande och salutogena faktorer som stöder 

äldre människor i att inte bara överleva utan att också trivas. Begreppet trivsel 

har beskrivits som en upplevelse av platsrelaterat välbefinnande som härrör från 

interaktionen mellan personen och dennes miljö. Dock saknas en mer detaljerad 

förståelse av trivsel hos personer som bor i vård- och omsorgsboende och hos 

omsorgspersonal. Samtidigt är kunskapen om vilka faktorer som påverkar trivsel 

och i vilken utsträckning trivsel kan förändras över tid begränsad. 

Syfte 

Det övergripande syftet med denna avhandling var att utforska betydelser av-, 

uttryck för-, mätningar och samband till trivsel på vård- och omsorgsboende. 

Avhandlingen baseras på fyra delstudier där studie I syftade till att belysa 

betydelsen av trivsel utifrån erfarenheter, berättade av personer boende i ett 

australiensiskt vård- och omsorgsboende. Delstudie II syftade till att utforska hur 

australiensisk omsorgspersonal identifierar uttryck för trivsel bland personer 

som bor på boendet. Studie III syftade till att testa och beskriva de psykometriska 

egenskaperna och hos instrumentet Thriving of Older People Assessment Scale 

(TOPAS) och att utveckla en kort version av TOPAS. Delstudie IV syftade till att 

beskriva longitudinella förändringar i trivsel bland svenska vård- och 

omsorgsboenden under en femårsperiod och att beskriva förändringar bland 

faktorer som associerar till trivsel. 

Metoder 

Till delstudie I och II genomfördes datainsamlingen i form av kvalitativa 

intervjuer med äldre personer (n=21) i ett australiensiskt vård- och 

omsorgsboende och omsorgspersonal (n=14). Det insamlade materialet 

analyserades med fenomenologisk hermeneutisk analys respektive kvalitativ 

innehållsanalys. I delstudie III och IV användes enkätdata från tvärsnittsstudien: 

Svensk nationell inventering av vård och hälsa vid särskilda boenden för äldre 

(SWENIS) som genomfördes 2013-2014 (SWENIS I) med uppföljning under 

2018-2019 (SWENIS II). Till delstudie III användes enkätdata från den första 

insamlingen och till del delstudie IV användes data från både SWENIS I och II.  

Urvalet i SWENIS I bestod av 4831 äldre i 35 kommuner och uppföljningen 

SWENIS II bestod av 3894 äldre i 43 kommuner. Proxyskattningar av de äldre 

personernas trivsel, karaktäristika, samt förekomst av symtom utfördes av 

personalen. Data analyserades med beskrivande statistik, psykometriska test, 

item respons teoribaserad analys och linjär regression. 
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Resultat 

Innebörden av att som äldre trivas i vård- och omsorgsboende kan förstås som 

att den omfattar inslag av acceptans, balans och tillfredsställelse i förhållande till 

personens aktuella livssituation liksom deras sociala och fysiska miljö (studie I). 

Detta tolkades som att personerna hade alternativ och val samt befogenhet att 

fatta beslut om vården och boendemiljön där det var möjligt. 

Omvårdnadspersonalen kunde uppfatta tecken på de äldres trivsel genom en 

kombination av förståelse, observation och inkännande (studie II). Personalen 

beskrev att de uppmärksammade trivsel genom reflekterande 

bedömningsprocesser som innebar att de jämförde och kontrasterade sina 

personliga och professionella tolkningar av att trivas med sin övergripande känsla 

av den äldre. Psykometrisk testning av det ursprungliga TOPAS och den 

förkortade versionen av TOPAS visade god validitet och reliabilitet att mäta 

trivsel hos personer i vård- och omsorgsboenden (studie III). Karaktäristika för 

personerna i vård- och omsorgsboende var relativt konsekvent mellan SWENIS I 

och SWENIS II (studie IV). Ett delprov av särskilda boenden som deltog i båda 

mätningarna visade en statistiskt signifikant ökning av trivsel och en minskning 

av förekomsten av neuropsykiatriska symtom. De totala kliniska effekterna av 

dessa förändringar återstår dock att se.  

Slutsatser 

Trivsel synes vara ett relevant och meningsfullt fenomen med gemensamma 

uppfattningar bland äldre i vård- och omsorgsboende och omsorgspersonal, 

vilket ger ett värdefullt stöd för löpande bedömning och tillämpning av trivsel i 

internationella och interkulturella vård- och omsorgsboenden för äldre. TOPAS 

framstår som ett tillförlitligt och användbart instrument för användning vid 

proxyskattad mätning av trivsel bland äldre i vård- och omsorgsboende. Den 

förkortade formen av TOPAS skulle kunna förbättra användningen för 

bedömning av trivsel i forskningssyfte så väl som i praktik. Förändringar av de 

totala trivselpoängen mellan baslinjemätningen och uppföljningen ger viktig 

information som kan användas som referenspunkter för framtida mätningar och 

jämförelser av trivsel och dess associerade variabler över tid. Denna avhandling 

belyser även vikten av att beakta de olika upplevelserna, uppfattningarna och 

tolkningarna av trivsel om ett sådant koncept ska kunna bli fullt integrerat i 

personcentrerad vård, policy och praktik. 

Nyckelord 

Trivsel, välbefinnande, vård- och omsorgsboende, särskilt boende, äldre 

personer, omvårdnad, fenomenologisk hermeneutik, psykometri, 

tvärsnittsstudie, longitudinell studie, personcentrerad vård 
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Preface 

The work of renowned scholar and sociologist Arthur Frank (1995) highlighted 

the power of personal narratives as conduits for comprehending and breathing 

life into people’s lived experiences. Frank articulated that these ‘companion 

stories’ are the impactful tales that remain within you long after they have been 

told. Several of the conversations that I shared with nursing home residents and 

staff have stayed with me over the course of this thesis. During our time together 

people divulged anecdotes that were informative, intimate, heartbreaking, 

hilarious, educational, inspirational, and deeply revealing. These companion 

stories have added vibrant colour to aspects of thriving that may have otherwise 

appeared black and white.  

One such story came from a person who had moved to the nursing home quite 

suddenly after a short stay in the local hospital. Her room was sparsely decorated, 

containing only a few mementos from her family home. She was approaching her 

centennial birthday and had no living relatives or close friends, “I am the only 

one left”. When we began to discuss thriving she shared that, in her opinion, 

thriving came down to a person’s own mentality and temperament. She felt that 

thriving was different for everybody because people had different expectations, 

but that some had more trouble adapting to change than others. “The times have 

changed, but we have to change with them. But that is hard when you become 

older, it would be hard enough at your age, you know. So things are different 

now to what they were”. In one breath she would regale me with tales about 

enjoying the talented singers and musicians who performed at the nursing home, 

but in the next breath she would express uncertainty about making plans for the 

future as she felt that her time was “running out”. “You take a lifetime to adapt 

don’t you? You have to adapt to a different way of life which takes a little time. 

In six months’ time I might be a different person... I probably won’t be here”. 

Even though she was grappling with her own mortality, there was an underlying 

air of optimism to her stories. She expressed that she wanted to make the most of 

each day, emphasising that it was easy to thrive, “you just have to live it out and 

do your best”. When I asked if she had anything else to add, she thought for a 

moment and loudly proclaimed, as though it was the obvious answer to 

everything, “life is for living, isn’t it? You know… Life is for living”.  

This story has served as a salient reminder that life does not end when someone 

moves to a nursing home, a person can continue to do their best and thrive. 

Because life is not for merely existing, life is for living. 

Rebecca Baxter 

Umeå, June 2021  
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Introduction 

The global population is ageing, and as a result there is significant demand for 

the development of equitable and sustainable health and social care services to 

meet the needs of older people (World Health Organisation, 2018). According to 

the United Nations (2020), there are approximately 727 million people aged 65 

years or older worldwide, and by 2050 this number is expected to increase to 1.5 

billion. This presents a unique challenge, as with increased age comes higher risk 

of physical, functional, and cognitive decline (i.e., Milanović et al., 2013; 

Murman, 2015). Nursing homes have presented a somewhat logical and practical 

solution to many of the housing and care issues faced by people who require 

intensive or specialised support in older age. Despite their widespread 

implementation, evidence regarding how to best optimise living conditions and 

outcomes in nursing homes remains unclear, and deficit-focused narratives 

persist (Edvardsson et al., 2016; Theurer et al., 2015). It therefore seems 

important to explore how the needs of older people living in nursing homes can 

be met from a person-centred and strengths-focused perspective, to support 

people not only to survive, but to thrive. 

This thesis focuses on exploring meanings, expressions, measurements, and 

associations of thriving for older people living in nursing homes. This doctoral 

project has been undertaken as part of the overall Umeå Ageing and Health 

Research Programme (U-Age), which aims to explore the structure, content, and 

outcomes of person-centred care and health-promoting living conditions for the 

ageing population (Edvardsson et al., 2016). The Swedish National Inventory of 

Care and Health in Residential Aged Care (SWENIS) study is one of four sub-

studies within the U-Age programme whose mission is to establish longitudinal 

monitoring of care and health for people working and living in nursing homes. 

The other sub-studies are: U-Age Home Care, U-Age TryBo (sheltered housing), 

and U-Age Nursing Home. This thesis builds on previous research undertaken 

within the U-Age programme, the U-Age SWENIS study, and the Department of 

Nursing at Umeå University to explore factors related to the care and well-being 

of older people living in nursing homes.  
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Background 

Thriving in older age 

A well-known proverb posits that there are only three certainties in life: birth, 

death, and change. Indeed, from the time we are born, until the time we die, 

humans undergo countless changes as they age. Yet, there is no agreement 

concerning the age-old question of what constitutes well-being in older age, and 

little is known about how older people experience well-being in the face of 

deteriorating health or ill-being, particularly within institutionalised care 

settings. In recent years, the concept of thriving has been put forward as a useful 

holistic and multi-disciplinary life-span theory through which experiences of 

place-related well-being can be explored among older persons and populations 

(Bergland & Kirkevold, 2001; Haight et al., 2002). 

In the Scandinavian languages, the term “thriving” (trivsel) is often used in 

everyday conversation to describe the extent to which a person has settled into, 

or is enjoying, a certain place or environment (i.e., I am thriving in my home, job, 

city, relationship, etc.) (Svenska Akademien, 1893). The word is said to originate 

from the Old Norse thrīfa or thrīfask, which means to ‘get hold of’ or ‘to grasp for 

oneself’, and was later used in early Middle English to describe some sort of 

perceived growth or increase (Collins Dictionary, n.d.; Oxford Dictionary, n.d.). 

In modern English, thriving is used as a verb or adjective to refer to states of 

growth, health, and/or wealth, and implies a strong sense of prosperity or success 

(Collins Dictionary, n.d.; Oxford Dictionary, n.d.). In both languages thriving can 

refer to states of growth or development, but the term is used more frequently in 

the Nordic countries to describe feelings of comfort, ‘at-homeness’, enjoyment, 

or well-being within certain physical or existential environments. Internationally, 

thriving can be understood by definition to imply a desirable or optimal life 

situation (Bundick et al., 2010).  

Scholars have noted challenges in developing a universal definition of human 

thriving that encompasses all aspects of growth, development, performance, and 

accomplishment for each life stage (i.e., infancy, adolescence, adulthood, and 

older adulthood) (Brown et al., 2017). In the field of gerontology, thriving has 

been said to manifest as a result of positive interactions between a person and the 

human/non-human environment (Haight et al., 2002). These interactions are 

thought to occur on a dynamic continuum through which the person and their 

lived context are mutually engaged and enhanced (Bundick et al., 2010; Haight 

et al., 2002). Critical attributes for thriving have been identified as social 

connectedness, finding meaning in one’s life and environment, physical 

adaptation, and positive cognitive/affective function (Haight et al., 2002).  
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Researchers and clinicians have long sought to explicate and measure salutogenic 

life-world concepts by drawing upon theoretical understandings that combine 

elements of hedonia (i.e., presence of pleasure, absence of pain) and eudaimonia 

(i.e., functioning well in life, living with purpose and meaning) (Huta & 

Waterman, 2014; Keyes & Simoes, 2012; King et al., 2013). Well-known 

constructs such as happiness, quality of life, and well-being are thought to 

encompass complex cognitive and emotional appraisals that manifest across 

multiple dimensions (Kane et al., 2005; Medvedev & Landhuis, 2018; Salvador-

Carulla et al., 2014). Quality of life is said to be primarily concerned with general 

or health-related dimensions of well-being, whereas happiness is said to share 

closer ties with subjective or psychological dimensions of hedonic well-being 

(Carlquist et al., 2017; Medvedev & Landhuis, 2018). However, each of these 

constructs has been marked by definitional uncertainty, making them difficult to 

distinguish, measure, and operationalise in their own right.  

While some overlap among positive phenomena is inevitable, it is important to 

delineate similarities, differences, and nuances within and among such concepts 

to determine which are most appropriate for exploration in particular population 

groups and contexts. Notably, a psychological sense of well-being has been said 

to be strongly linked to a person’s literal and figurative place in the world, 

especially for older people living in the unique nursing home environment 

(Böckerman et al., 2012; Carlquist et al., 2017; Tsuchiya-Ito et al., 2019; Vik & 

Carlquist, 2018). Exploring the concept of thriving as place-related well-being 

among older populations could therefore be particularly useful, as it focuses less 

on physical health, and more specifically on how the person has adjusted to and 

experiences/enjoys their lived environment (Bergland & Kirkevold, 2001; 

Bergland et al., 2014). By considering positive experiences and outcomes that are 

more closely aligned with wellness and health-promoting perspectives, it may be 

possible to move towards a broader understanding of health as a whole for older 

persons that looks beyond minimum standards of condition and function.  

Thriving in nursing homes 

Nursing homes provide accommodation for older people who require sub-acute 

care or support in their everyday lives. Internationally, nursing homes are known 

to go by many names, and the services they offer can vary between countries and 

contexts (Sanford et al., 2015). The structure and organisation of care in nursing 

homes in Sweden and Australia will be further outlined in the Methods section. 

To ensure continuity in the description of population groups and care contexts, 

the term ‘nursing home’ has been used as outlined in the international consensus 

on the definition of a nursing home: 
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“A nursing home is a facility with a domestic-styled environment that 

provides 24-hour functional support and care for persons who require 

assistance with ADLs [activities of daily living] and who often have complex 

health needs and increased vulnerability. Residency within a nursing home 

may be relatively brief for respite purposes, short term (rehabilitative), or 

long term, and may also provide palliative/hospice and end-of-life care. In 

general, most nursing homes also provide some degree of support from 

health professionals” (Sanford et al., 2015, pp. 183–184). 

Within this thesis, thriving for older adults living in nursing homes is therefore 

understood as an experience of place-related well-being that is achieved through 

continual interactions and adjustments between the person and their lived 

environment (Bergland & Kirkevold, 2001, 2006). Bergland and Kirkevold’s 

(2006) foundational exploration of contributors to well-being and thriving 

among mentally lucid Norwegian nursing home residents found two central 

aspects: the resident’s attitude towards living in a nursing home, and the quality 

of care and caregivers. The person’s own attitude towards living in the nursing 

home was described as the most important contributing aspect; if a person did 

not actively want to thrive or make the best of their life situation, then they would 

not thrive. Five additional aspects were also outlined: positive relationships with 

other residents, participation in meaningful activities, opportunities to get 

outside and around, relationships with family, and qualities in the physical 

environment. However, these additional aspects were inconsequential to thriving 

if the two central aspects were not present. Residents who thrived had commonly 

settled into the nursing home, found their place within their lived environment, 

and experienced their lives to be as good as they could be under the circumstances 

(Bergland & Kirkevold, 2006; Bergland et al., 2014). Residents emphasised that 

they perceived their present thriving as different from their past thriving, as they 

had adjusted their expectations relative to their experiences, abilities, and 

environment (Bergland & Kirkevold, 2006).  

The concept of thriving also seems to hold relevance and meaning for persons 

with cognitive impairment living in nursing homes. Although Bergland and 

Kirkevold’s studies did not include interviews with residents who had been 

diagnosed with a cognitive impairment, another Norwegian study explored how 

persons with dementia experienced living in a nursing home (Mjørud et al., 2017). 

The term ‘thriving’ was used to explore positive subjective experiences of life in 

the nursing home (Mjørud et al., 2017). Aspects that residents described as 

making life better included contentment with life, adjusting expectations, 

acceptance, tailored activities, and familiarity with care staff, while aspects that 

made life worse included boredom, having to take things as they are, and feelings 

of loss and nostalgia. Perhaps the biggest difference between these descriptions 

of thriving and those from the seminal work of Bergland and Kirkevold was that 
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persons with dementia did not describe peer-relationships with other residents 

as overtly influencing experiences of living in the nursing home (Mjørud et al., 

2017). While further studies are necessary to explore nuanced features of thriving 

among persons with cognitive impairment, the aspects of contentment, 

adjustment, meaningful activities, and relationships with care staff appear to be 

commensurate with the existing literature related to thriving.  

The concept of thriving is gaining ground outside of Scandinavia, although there 

may be cross-cultural differences in understandings and definitions. An 

American study involving six residents and six staff sought to explicate and define 

the concept of thriving in nursing homes (Sullivan & Willis, 2018). Five categories 

were garnered from the resident descriptions: engagement, approach to life, 

reflecting on life, self-directed decision-making, and adapting to life. Meanwhile, 

four categories were identified from staff descriptions: getting up and out, 

adapting to life, having a say, and approach to life. Interestingly, resident 

experiences and staff perceptions were not always congruent. While staff 

described illnesses or medical problems as negatively affecting thriving, the 

residents themselves did not (Sullivan & Willis, 2018). Areas that were in 

alignment between both groups included the resident’s own personality and their 

engagement in activities; a revised definition was formulated: 

“Thriving in LTC [long-term care] is an older adults’ situational response 

manifested by a pattern of satisfying social interactions and connection with 

others, freedom from pain and physical stressors, appetite and weight 

maintenance, regular physical activity for benefits of health and as a means 

to maintain independence, purposeful communication, self-advocacy, 

autonomy, and contribution, within an environment that is supportive to 

one’s needs and personhood. Thriving was a conscious choice; an 

acceptance, and willingness to do well” (Sullivan & Willis, 2018, p. 395).  

This explication and revised definition raises some questions as it appears to link 

thriving to negative qualifiers (i.e., pain or physical stressors), which is seemingly 

in conflict with the work of Bergland and Kirkevold (2001, 2006), who posited 

that thriving should be detached from the concept of failure to thrive among frail 

older adults. It is also unclear whether the aspects articulated in this definition 

are related to thriving as covariates, predictors, or something else entirely. The 

use of ambiguous terms and (sub)levels of criteria (i.e., satisfying social 

interactions, purposeful communication) could be seen to place unnecessary 

distance between the definition and the concept itself. This blended definition 

could indicate differences in how thriving is perceived between residents and 

staff, or across cultures or contexts. The ambiguity in the current thriving 

literature merits further exploration, particularly in relation to the alignment of 

resident experiences and staff perceptions.  
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Environments for thriving  

The nursing home environment is said to play a major role in experiences of well-

being, particularly for persons with cognitive impairment or dementia (Bergland 

& Kirkevold, 2011; de Boer, 2018; Lee et al., 2021; Nygaard et al., 2020). Studies 

exploring lived and experiential facets of thriving have provided insight as to how 

nursing home residents perceive thriving in relation to their physical and 

psychosocial environment. The presence (or absence) of certain environmental 

features can act as facilitators (or barriers) to the use, enjoyment, and 

functionality of nursing homes. Such features have been said to include 

accessibility, comfort and safety, access to outdoor areas, sensory stimulation, 

and possibilities for socialisation and privacy (Astles, 2015; Bergland & 

Kirkevold, 2011; Chaudhury et al., 2018; Davis et al., 2009; Topo et al., 2012; van 

Hoof, 2010). Likewise, aspects of the physical environment have been linked to 

thriving, including provision of private rooms, accommodation of personal 

belongings, and home-style furnishings (Bergland et al., 2006; Bergland et al., 

2014), as well as the facilitation of activities and easy access to areas for 

socialisation (Bergland & Kirkevold, 2011). Associations have been found 

between thriving and specific features of the physical nursing home environment 

such as, access to newspapers, living in a special care unit, living in an unlocked 

facility, and a positive psychosocial climate (Björk et al., 2018a). Björk (2017) also 

reported between-unit nursing home affiliation explained more of the total 

variance in thriving than within-unit nesting, supporting the understanding of 

thriving as a place-related phenomenon. In this way, the nursing home 

environment can be viewed as both an intervention and a resource that has the 

potential to be customised to enhance thriving for residents (Edvardsson, 2008; 

Lee et al., 2021). 

The relational and psychosocial environment of the nursing home has long been 

discussed as playing an important role in resident perceptions and experiences of 

well-being and quality of life (Herzberg, 1997). Residents’ social networks have 

been found to have a positive relationship with mental and functional health as a 

result of social engagement, and the formation of meaningful social relationships 

with peers, relatives, and staff are said to foster a sense of belonging and 

significance (Kang et al., 2020; Leedahl et al., 2015). Spending time with someone 

the resident likes has been shown to have strong associations to thriving in 

Swedish nursing homes, as has engagement in an activity programme, having 

conversations with staff that are unrelated to care, playing games, and receiving 

hugs/physical touch (Björk et al., 2017). These different types of social 

relationships are said to contribute in unique ways towards overall psychosocial 

well-being (Kang et al., 2020). Accordingly, it seems important to acknowledge 

this diversity in needs and desires for different relationships, as some residents 

have expressed a preference for close relationships with fellow residents or staff, 
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while others have indicated that such relationships have no bearing on their 

experience of thriving (Bergland & Kirkevold, 2005; Bergland & Kirkevold, 

2008). Further exploration is therefore required to elucidate the influence of 

community identity, social cohesion, and interventions to support socialisation 

on thriving for older people in aged care.  

Compared with other lived environments (i.e., ageing in place or sheltered 

housing), nursing homes are unique as they exist as both a physical place where 

people live and interact with other residents and carers, as well as an existential 

space where one can be supported to feel at home. Environments that integrate 

objects familiar to the person, that facilitate the person’s understanding of what 

is going on around them, and in which a sensation of caring is conveyed through 

the physical environment have been described as therapeutic and as supporting 

‘at-homeness’ (Edvardsson, 2008; Lee et al., 2021; Nygaard et al., 2020). Evoking 

a sense of home has been highlighted as one of the ways in which residents’ 

autonomy, security and well-being can be supported (Board & McCormack, 

2018). Researchers have suggested that feelings of ‘at-homeness’ in nursing 

homes are cultivated through nurturing a sense of belonging, because when a 

person feels safe, secure, and socially connected they will feel that they ‘fit’ in their 

lived environment (Fleming & Kydd, 2018). Environmental gerontologists have 

emphasised the importance of these person-environment exchanges as building 

blocks for ‘fit’, involving a dynamic interplay between processes (i.e., agency and 

belonging) and outcomes (i.e., identity and autonomy) (Chaudhury & Oswald, 

2019). This further illuminates the role of the lived-environment as a tool, a 

resource, and an experience; opening up opportunities for collaboration and co-

creation to optimise environments to support thriving in nursing homes. 

Individual characteristics and thriving 

While the characteristics of the older institutionalised population are said to vary 

worldwide, evidence suggests that nursing home residents are becoming 

increasingly older and more unwell by the time they are admitted to formal care 

(i.e., Barker et al., 2020; Milanović et al., 2013; Murman, 2015; Sund Levander et 

al., 2016). This is important to consider as the prevalence of cognitive impairment 

and neuropsychiatric symptoms among nursing home residents is known to be 

high, and such aspects have been linked to lower thriving (i.e., Björk et al., 2018b; 

Patomella et al., 2016) and quality of life (i.e., Stites et al., 2018). Despite 

significant organisational and political implications related to these shifting 

demographics, there is a paucity of comparable, high-quality nursing home 

research exploring positive outcomes among nursing home residents, as well as a 

lack of longitudinal studies evaluating population characteristics and evidence-

based care and intervention strategies in long-term care settings (Morley et al., 

2014). 
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Patomella et al. (2016) explored characteristics of residents who thrive in Swedish 

nursing homes. Resident data were separated into two groups, i.e., higher levels 

of thriving and lower levels of thriving, based on the median split score of each 

participant. No associations were found between thriving and resident age or sex, 

but individuals who were proxy-rated as having higher levels of thriving had a 

shorter length of stay at the nursing home, higher function in Activities of Daily 

Living (ADL), higher cognitive capacity, and higher quality of life. The authors 

suggested that thriving in nursing homes could be enriched through supporting 

individuals to participate in everyday activities, encouraging independence in 

ADL, and providing opportunities to go outdoors (Patomella et al., 2016). 

Similarly, Björk et al. (2018b) found that lower cognitive functioning was 

associated with lower thriving, and that the neuropsychiatric symptoms of 

agitation/aggression and depression may likewise be linked to lower thriving. 

Higher thriving was reported among persons of higher age, and no differences 

were found between the sexes. However, such inferences should be interpreted 

with caution as these studies were cross-sectional, used proxy-ratings, and 

originated within the Swedish aged care setting. Considering the ever-changing 

characteristics and needs of nursing home residents, repeated studies among 

populations inside and outside of Sweden are required to confirm relationships 

between these, and other, characteristics and thriving.  

Care provision and thriving 

In recent years, the focus of care provision in nursing homes has been geared 

towards preserving identity and supporting residents to live the best lives they 

can (Cooney et al., 2009). The shift towards more home-like environments and 

person-centred models of care has emphasised the importance of providing 

opportunities in nursing homes for choice, mastery, and meaningful interactions 

(de Boer, 2018; Molony et al., 2011; Verbeek et al., 2009). The role of nursing 

home staff is therefore multifaceted, in that they perform professional or 

functional care tasks, such as assistance with ADL or medication administration, 

but are also responsible for fostering a sense of engagement, belonging, and 

connectedness within everyday care experiences. Attending to residents’ social 

needs is said to be just as important as attending to their physical needs, but this 

can be difficult for time-poor staff who must prioritise care tasks (Slettebø, 2008). 

Due to a combination of staffing constraints and organisational factors, residents 

have indicated that important needs can remain unmet, including the desire for 

everyday conversation with carers (Slettebø, 2008). This seems important to 

examine further as relationships with caregivers have been described by residents 

as integral to experiences of thriving (Bergland & Kirkevold, 2005), and have 

been linked to the promotion of other positive outcomes, such as joy, well-being, 

and quality of life (Haugan, 2020; Schenk et al., 2013).  
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Providing opportunities for meaningful or enjoyable activities has been 

acknowledged as an important part of care provision in nursing homes, 

contributing towards experiences of thriving, well-being, and quality of life 

(Bangerter et al., 2016; Bergland & Kirkevold, 2006; Björk et al., 2017; 

Edvardsson et al., 2014; Schenk et al., 2013). Yet, the ability to exercise autonomy 

and participate in activities is said to require a certain level of functional capacity, 

and where such capacity is lacking, support from others is necessary to maintain 

a sense of identity and self (World Health Organisation, 2015, 2018). Everyday 

activities such as dressing nicely or socialising with someone the person likes have 

been linked to thriving, and provision of opportunities for involvement in ADL 

has been suggested as a possible intervention to support thriving (Björk et al., 

2017; Patomella et al., 2016). Person-centred psychosocial or sensory activity-

based interventions are also commonly recommended in the management of 

neuropsychiatric symptoms to promote well-being (Fossey et al., 2006; 

Kolanowski et al., 2006; Legere et al., 2018). However, it is necessary to consider 

the ethicality of such interventions, as some activities could cause distress if a 

person is unable to voice their wants or needs (Strøm & Engedal, 2020). Hence, 

it seems necessary to tailor interventions, care provision, and activities based on 

what is known about the history and preferences of the person, and by including 

the individual, their relatives, and staff in all levels of care planning (Legere et al., 

2018; Strøm & Engedal, 2020).  

While staff are said to play an integral role in the lives of nursing home residents, 

the ways in which care provision supports positive experiences and quality of life 

are not well understood (Anderson & Blair, 2021; Bangerter et al., 2016). A recent 

Spanish study exploring the impact of person-centred care versus a traditional 

care model in nursing homes found that implementation of the person-centred 

model was associated with higher well-being and thriving, although no 

differences were found in quality of life (Rojano i Luque, 2021). This could 

indicate that well-being, quality of life, and thriving are assessed, experienced, 

and/or influenced in different ways by person-centred models of care. It could 

also support the notion that well-being shares more conceptual similarities with 

thriving than quality of life. However, the Spanish translation of the scale used to 

measure thriving has yet to be validated, and the care components were not 

comprehensively described in the paper and may differ in other settings (Rojano 

i Luque, 2021). Empirical studies such as these provide important opportunities 

to learn about the impact of person-centred care in practice, and in relation to 

thriving, but further qualitative inquiry is required to elucidate the range of 

individual, care, and contextual factors that are of perceived importance for 

thriving. Elucidating the specificity of residents’ preferences may help staff better 

understand their needs, and could assist in guiding the development of 

meaningful person-centred interventions for thriving in nursing homes. 
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Measurement of thriving 

There is a dearth of valid and reliable positive outcome measures for persons 

living in nursing homes, particularly for residents with cognitive impairment or 

dementia, despite the acknowledgement that positive experiences and outcomes 

exist even in the face of illness or decline (Bradshaw et al., 2012; Böckerman et 

al., 2012; Clarke et al., 2020; Mjørud et al., 2017; Molton & Jensen, 2010). The 

Thriving of Older People Assessment Scale (TOPAS) allows individuals, 

researchers, and clinicians to quantify place-related well-being without using 

negative or inverse qualifiers to infer positive outcomes (Bergland et al., 2014). 

The TOPAS was developed to explore the concept and phenomenon of thriving 

among people living in nursing homes, based on theory informed by reviews of 

the literature (Bergland & Kirkevold, 2001, 2011) and qualitative studies 

(Bergland & Kirkevold, 2005, 2006, 2008). Previous studies have used the 

TOPAS to identify characteristics and factors associated with thriving among 

older population groups in diverse settings (Björk et al., 2017, 2018a, 2018b; 

Corneliusson et al., 2020; Låmås et al., 2020; Patomella et al., 2016), and a recent 

study to identify common data elements for use in long-term care endorsed the 

TOPAS as a preferred measure for personhood (Edvardsson et al., 2019). 

The first phase of instrument development produced resident-, staff-, and 

relative-rated versions of the 38-item TOPAS (Bergland et al., 2014). On initial 

testing, six items reported low inter-rater agreement and were excluded. The 

second phase of instrument development examined the reliability and underlying 

construct validity of the 32-item TOPAS in relation to factor structure and 

dimensionality among a larger sample of Norwegian and Swedish nursing home 

residents, staff, and relatives (Bergland et al., 2015). The five resulting factors 

appeared to correlate well with thriving theory, and the overall scale reported 

satisfactory validity and reliability (Cronbach’s alpha 0.96) (Bergland et al., 

2015). The 32-item TOPAS was recently translated into Chinese (TOPAS-C) and 

reported sound psychometric properties upon initial testing among a sample of 

cognitively intact Chinese nursing home residents (Cronbach’s alpha 0.97) (Li et 

al., 2020).  

Unlike many of the measurement scales for well-being or quality of life, the 

TOPAS has shown good agreement between self- and proxy-ratings (i.e., 

Bergland et al., 2014; Crespo et al., 2012; Griffiths et al., 2020; Kane et al., 2005; 

Kloos et al., 2020; Parker et al., 2017). The TOPAS therefore offers valuable 

opportunities for the inclusion of residents in both self- and proxy-rated survey-

based research. However, the TOPAS does not yet have established cut-offs, so 

the meaning of ‘high thriving’ or ‘low thriving’ scores is unclear. In addition, 

relatively high scores for thriving reported in previous studies could mean that 

more selective or discriminatory aspects related to thriving may require 
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refinement (i.e., Björk et al., 2017; Corneliusson et al., 2020; Patomella et al., 

2016; Lämås et al., 2020). High levels of internal consistency (Cronbach’s alpha 

> 0.90) reported in each of the instrument development phases and versions 

indicates a need for exploration of possible item replication or redundancy 

(Bergland et al., 2014, 2015; Takavol & Dennick, 2011). Development of a 

shortened version of the TOPAS could therefore be warranted, as it could reduce 

respondent burden for both self- and proxy-raters, as well as enhance 

opportunities for use as an evaluative tool in research and clinical practice.  

Theoretical framework 

Person-centred care has been widely heralded as the gold standard in healthcare, 

as it focuses on holistically caring for the whole person using principles grounded 

in humanistic philosophies and ethical values (Edvardsson, 2015; Edvardsson et 

al., 2008; Ekman et al., 2011; Kitwood, 1997; McCormack & McCance, 2017). A 

person-centred approach to care strives to acknowledge the preferences of the 

individual first and foremost, while also recognising the interconnectedness of 

aspects such as health and well-being, relational dynamics, socio-cultural factors, 

and the lived environment (McCormack et al., 2020). Person-centred care 

therefore encourages a unified life-world view, acknowledging the relationships 

that exist between, and within, extrinsic and intrinsic aspects of care and well-

being. This transition represents a significant paradigmatic shift away from 

paternalistic and biomedical care models, moving instead towards providing 

health and social care services that prioritise inclusivity, participation, and 

empowerment (Coulter & Oldham, 2016).  

The common belief within a person-centred philosophy is that that all individuals 

are unique and have their own histories, experiences, and desires (Edvardsson et 

al., 2010). As expounded by Rosemond et al. (2012), person-centred practices in 

nursing homes are ‘based on supporting positive relationships between care 

providers and residents by promoting daily routines for residents that are tailored 

to their life experiences, abilities, and preferences’ (p. 258). Staff can enact this 

by asking the person about their beliefs, values or goals and the extent they wish 

they would like to engage in decision-making processes surrounding their care 

(Edvardsson et al., 2014; McCormack, 2004; McCormack & McCance, 2020). In 

this way, person-centred care is not one sided, and a person’s readiness and 

willingness to participate in such practices should not be assumed on either side 

(Power et al., 2020; Strøm & Engedahl, 2020).  

Person-centred care has been said to benefit residents, staff, and organisations 

(e.g., Chenoweth et al., 2009, 2019; Sköldunger et al., 2020; Vassbø et al., 2019); 

however, guidelines for implementing such initiatives in everyday practice have, 

thus far, been relatively limited or general in nature (Coulter & Oldham, 2016). 
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The recently revised person‐centred nursing framework outlines elements of 

person‐centredness and how they can be implemented in practice to achieve 

positive outcomes (McCormack & McCance, 2019). This framework consists of 

five domains: the metaparadigm of nursing, nursing prerequisites, the care 

environment, person‐centred nursing processes, and person‐centred outcomes. 

These elements converge with the ultimate goal of achieving person-centred 

nursing outcomes that result in a good care experience as a whole (McCormack & 

McCance, 2019). The challenge in nursing homes is to balance the tension 

between the individual’s wants and needs, and the ability to meet these needs 

through these collective dimensions of care (Byrne et al., 2020; Vaismoradi et al., 

2016). By considering this thesis through a person-centred lens that explores 

various stakeholder perspectives it may be possible to gain insight into how 

thriving is experienced, perceived, and interpreted; working towards a more all-

encompassing approach to supporting and promoting thriving that is overlaid 

first and foremost by acknowledging the wants, needs, and desires of the 

individual person.  
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Rationale  

Despite growing demand for high-quality aged care for the ageing population, 

there appears to be a dearth of data describing salutogenic outcomes for older 

people living in nursing homes. While research to explore deficit-focused aspects 

of nursing home care is necessary to avoid causation of harm, it seems equally 

important to explore strengths-focused aspects that may provide opportunities to 

support and maximise good experiences (Keyes & Haidt, 2003). Indeed, little is 

known about how residents and staff understand thriving in nursing homes, and 

previous studies indicate that perceptions of thriving may differ between 

residents and healthcare professionals. Furthermore, there has been limited 

investigation of the phenomenon of thriving outside of Scandinavia, which has 

restricted the development of knowledge concerning cross-cultural validity and 

comparisons of thriving. If the concept of thriving is to be meaningfully evaluated 

and embodied in person-centred and health-promoting care practices, it seems 

necessary to further explore thriving from resident and staff perspectives, and 

through different cultural and contextual lenses.  

Empirical research is crucial to advancing our understanding of the 

characteristics, care, and environments that facilitate thriving for older people. 

However, the quality, quantity, and relevance of survey items must be carefully 

considered to achieve optimal measurement of the intended phenomenon, 

maximise respondent interest, and reduce respondent burden. The current 

measurement scale for thriving could therefore benefit from further refinement 

and testing in relation to potential item relevance or redundancy. Modification of 

the TOPAS could enhance its use in both research and clinical practice as a way 

to assess and monitor thriving. In addition, few studies have explored factors 

associated with thriving in nursing homes, and there is a paucity of empirical 

evidence regarding the extent to which thriving may change over time. Continued 

investigation of thriving could improve our understanding of the relational, 

environmental, organisational, and person-centred aspects that support place-

related well-being. Exploration of meanings, expressions, measurements, and 

associations of thriving could therefore be viewed as an ethical imperative to 

balance the deficit-harm focus that has dominated gerontological fields of 

research, thereby championing opportunities for good experiences to be 

promoted among older people residing in nursing homes.  
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Aims 

Overall aim 

The overall aim of this thesis was to explore meanings, expressions, 

measurements, and associations for thriving in nursing homes. 

Specific aims  

Study I: To illuminate the meanings of thriving as narrated by persons living in 

an Australian nursing home. 

Study II: To explore how nursing home staff recognise expressions of thriving in 

nursing homes. 

Study III: To further test and describe the psychometric properties and 

performance of the 32-item TOPAS and to develop a short-form TOPAS.  

Study IV: To describe longitudinal changes in Swedish nursing home thriving 

over a five year period, and describe changes in associated factors. 

Research questions 

Study I: How do residents narrate experiences of thriving in an Australian 

nursing home? How do residents narrate meanings of thriving in an Australian 

nursing home? 

Study II: How do staff describe expressions of thriving in an Australian nursing 

home? How do staff recognise expressions of thriving among residents living in 

an Australian nursing home? 

Study III: What are the difficulty and discrimination parameters for individual 

items of the TOPAS? To what extent are the items in the TOPAS feasible? What 

are the underlying dimension/s of the TOPAS and which of the TOPAS items 

best represent the underlying dimension/s? To what extent do TOPAS item 

responses differ between residents with no, mild, moderate, and severe 

cognitive impairments? 

Study IV: Is there a change (controlling for demographics) in resident thriving 

over time? If there is a change, what are the main contributing factors? 
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Methods 

To address the aims and research questions of this thesis four separate data 

collections were undertaken using various methods (Table 1).  

 Table 1. Overview of the studies. 

 

Setting 

Data for studies I and IV were collected from Swedish nursing homes, and data 

for studies II and III were collected from Australian nursing homes. The structure 

and organisation of care in Swedish and Australian nursing homes are briefly 

outlined below. 

Nursing homes in Sweden 

The Swedish healthcare system aims to provide universal and equitable health 

and social care services for all Swedish citizens. Aged care services in Sweden are 

primarily governed by the Social Services Act [Socialtjänstlag] (2001:306), which 

guarantees the right to formal assistance if a person’s needs cannot be met in any 

other way, to ensure that a reasonable quality and standard of living is 

maintained. The responsibility for aged care is decentralised and divided among 

the national, regional, and local (municipal) levels. Major health and care reforms 

in 1992 saw the transfer of responsibility for aged care from the 21 regional 

councils to the 290 municipalities, marking a shift from a medical care model to 

a social care model (Erlandsson et al., 2013). Currently, legislation and policy are 

set at the national level, health and medical care services are organised at the 

regional level, and home and residential care services are delivered at the local 

municipal level.  

Aged care services in Sweden are heavily subsidised, with approximately 85% of 

nursing home care costs funded by local taxation, around 10% funded by national 

taxation, and the remaining costs paid by the person using the services (Peterson, 

Study Design Data  Participants  Analysis 

I. Exploratory 
descriptive 

Narrative 
interviews 

21 residents in an 
Australian nursing home 

Phenomenological 
hermeneutic analysis 

II. Exploratory 
descriptive 

Narrative 
interviews 

14 staff in an Australian 
nursing home 

Qualitative content 
analysis  

III. Cross-
sectional 

SWENIS I 
Survey  

4831 residents in 172 
Swedish nursing homes 

Descriptive, comparative,  
psychometric analysis  

IV. Cross-
sectional,  
follow-up 

SWENIS II 
Survey  

3894 residents in 187 
Swedish nursing homes 

Descriptive, comparative,  
regression analysis 



 

16 

2017; Szebehely & Trydegård, 2011). The individual pays a needs-tested fixed fee 

to the local municipality, which is adjusted based on personal income (excluding 

assets) (Peterson, 2017). When compared with Organisation for Economic 

Cooperation and Development (OECD) data from 11 other countries, Sweden had 

one of the lowest (8/11) proportions of the population living in nursing homes, 

with just under 5% of people aged 65 years or above and around 13% of people 

aged 80 years or above living in long-term institutional care (Dyer et al., 2019); 

however, Sweden topped the list of countries (1/11) in terms of commensurate 

expenditure of gross domestic product on long-term care services at just under 

5%, well above the 1.5% OECD average.  

Swedish nursing homes generally fall into two main categories, special care units 

for people with dementia and general care units. For the most part, residents have 

their own private ‘room’, which resembles a self-contained apartment. Most have 

an en-suite bathroom and kitchenette, and some also have separate living spaces 

and balconies. The apartments are usually arranged in corridors or floors with 

internal and external common areas. Most nursing homes in Sweden are run by 

public providers, with around 20% managed by private providers (National 

Board of Health and Welfare, 2020). 

Nursing homes in Australia 

Australia’s hybrid free-market model of healthcare relies on a combination of 

public and private providers to deliver health and social care services for 

Australian citizens (Dixit & Sambasivan, 2018). The Australian aged care system, 

as legislated by The Aged Care Act (1997), aims to promote older people’s well-

being and independence by assisting them to stay in their own homes for as long 

as possible, or by supporting their care requirements in residential aged care 

facilities (Australian Government Productivity Commission, 2020; Australian 

Institute of Health and Welfare, 2019). The responsibility for aged care is divided 

among the national, federal and state levels.   

Funding for Australian aged care services comes from the Commonwealth 

Government in the form of subsidies and supplements to approved aged care 

providers and supplementary contributions from residents (Grove, 2019). A basic 

care subsidy is determined on a case-by-case basis using the Aged Care Funding 

Instrument, where persons with higher assessed needs are granted higher 

subsidies. Individuals may also be required to contribute towards the cost of their 

care through basic daily fees and/or means-tested fees based on their income and 

assets (Grove, 2019). When compared with data from 11 other OECD countries, 

Australia reported the highest proportion (1/11) of people living in nursing 

homes, with approximately 6% of people aged 65 years or above and almost 20% 

of people aged 80 years or above living in long-term institutional care (Dyer et 
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al., 2019). Yet, Australia reported one of the lowest commensurate expenditures 

of gross domestic product on services for older people (1.2%). In 2018, the Federal 

Government established the Royal Commission into Aged Care Quality and 

Safety in response to well-publicised concerns regarding the quality of aged care 

in Australia. Over 9,300 formal public submissions were made, with the top three 

concerns being staffing issues, isolation, and unmet needs (Tracey & Briggs, 

2019). The final report was released in early 2021 and outlines 148 

recommendations intended to overhaul the Australian aged care system (Royal 

Commission into Aged Care Quality and Safety, 2021). 

In Australia, nursing homes provide general care, dementia care, palliative care, 

and respite care. In contrast to the apartment-style Swedish nursing homes, most 

residents in Australian nursing homes live in a single or shared bedroom and have 

a private or shared bathroom. The room usually does not contain a kitchen or 

living room, as food is typically prepared by internal or external catering services 

and tea/coffee services are offered throughout the day. Normally there are 

common areas within the nursing home for socialising, such as a lounge room, 

dining hall or garden. Of the 873 organisations approved to provide residential 

aged care in 2019, around two-thirds (57%) were not-for-profit providers, one-

third (34%) were private for-profit providers, and the remainder were managed 

by state or local government providers (Australian Institute of Health and 

Welfare, 2019). 

Data collection and participants 

Study I 

Qualitative interview data were collected over a four-week period in March 2018 

at a rural nursing home in Victoria, Australia. The nursing home offered 

residential aged care, palliative care, respite care, and dementia care. The nursing 

home manager was contacted via email and granted permission for information 

about the aim and purpose of the study to be presented at the monthly resident 

meeting. Those interested in participating were encouraged to discuss their 

eligibility with a staff member, who could determine whether they met the criteria 

for inclusion. Nursing staff also approached eligible persons who were not 

present at the meeting and invited them to participate. The inclusion criteria 

outlined that participants must: (a) be aged 65 years or older; (b) have been 

residing in the nursing home for at least three months; (c) have been assessed by 

nursing staff as not having a cognitive impairment; (d) be able to read, speak, and 

comprehend English; (e) be able to provide informed consent; and (f) be assessed 

by nursing staff as able to participate in an interview. Participant information 

statements were offered to all interviewees, and signed and dated written consent 

forms were completed immediately prior to commencing the interview.  
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A single open-ended question was used to initiate the interview and orient the 

conversation towards the research topic. Participants were first asked to describe 

their understanding of thriving (e.g., ‘Could you tell me what you understand 

thriving to mean?’). Follow-up questions were used to prompt deeper 

descriptions, for example, concerning how the person experienced thriving and 

what contributed to these experiences. Interview times were negotiated around 

daily activities of the nursing home such as nursing care tasks, meal times, and 

visitors. A meeting room was made available in the nursing home for the 

interviews, but all participants elected to be interviewed in their own rooms. The 

interviews lasted 15-55 minutes (mean, 31.8; median, 31.2). All interviews were 

conducted, audio-recorded, and transcribed by R. Baxter for analysis. The 

transcribed text was confirmed against the audio-recording to verify accuracy. 

The final sample consisted of 21 participants (13 females; 8 males) aged 72-97 

years (mean, 85.4 years) who had resided in the nursing home between four 

months and five years (mean, 23.1 months). Specific data were not collected in 

relation to cognitive function, ADL, neuropsychiatric symptoms, or medical 

diagnosis.  

Study II 

Qualitative interview data were collected over a four-week period in March 2018 

at the same rural Australian nursing home described in Study I. After obtaining 

permission from the nursing home manager, the researchers presented 

information about the study at the monthly staff meeting. Those interested in 

participating were informed that they could speak with the nursing home 

manager to schedule an interview time. The nursing home manager also invited 

eligible staff not present at the meeting to participate. Inclusion criteria outlined 

that eligible staff would: (a) be aged 18 years or older; (b) have worked at the 

nursing home for at least three months; (c) be able to read, speak and 

comprehend English; (d) hold a division one (Registered Nurse) or division two 

(Enrolled Nurse) nursing qualification; and (e) be able and willing to consent to 

taking part in the study. All participants were offered information statements 

about the study and completed a written consent form immediately prior to 

commencing the interview.  

To begin the interview, participants were first asked to describe their 

understanding of thriving (e.g., ‘Could you tell me what you understand thriving 

to mean?’). Subsequent questions were guided by participant responses and were 

used to stimulate descriptions of how the staff member recognised expressions of 

thriving in the nursing home environment. For example, staff were asked to think 

of a resident who was thriving and describe how/why they perceived this person 

to be thriving. The first two interviews were conducted by two of the researchers 

(i.e., R. Baxter and D. Edvardsson); all remaining interviews were conducted by 

R. Baxter. All interviews took place in a private meeting room. Interviews lasted 
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18-41 minutes (mean, 24.6; median, 21.5) and were audio-recorded and 

transcribed by R. Baxter for analysis. The transcribed text was confirmed against 

the audio-recording to verify accuracy. The final sample comprised 14 

participants (12 females; 2 males) with a mean age of 46.6 years who had between 

3-40 years of nursing experience (mean, 21.7 years). A total of 2 Registered 

Nurses participated, and the remaining participants were Enrolled Nurses.  

Study III 

Cross-sectional data were collected over a 10-month period between November 

2013 and September 2014 for the SWENIS I study. Sample size estimations 

indicated that a sample of 4,500 residents would generate the power required to 

answer the SWENIS I research questions based on the number of nursing home 

beds in Sweden (Edvardsson et al., 2016). Of Sweden’s 290 municipalities, 60 

were randomly selected for invitation to participate. First, the municipal manager 

(socialchef) was contacted for permission to undertake research in their 

municipality. Forty-seven municipal managers gave consent to invite nursing 

homes in their municipality to take part in the study. The municipal managers 

were asked to provide the names and contact details of the nursing homes in their 

municipality; however, five municipalities did not respond to this request (i.e., 

dropped out) and five municipalities withdrew from the study. Subsequently, 202 

nursing homes in 37 municipalities were contacted via telephone and given verbal 

and written information about the study. A total of 4,831 completed surveys were 

received from 172 nursing homes in 35 municipalities (response rate, 70%) (Fig. 

1). Reasons for non-participation, drop-out, or withdrawal were not explored. 

Results from SWENIS I have been reported in previous theses (see: Backman, 

2018; Björk, 2017).  

The resident survey included collection of demographic information, as well as 

material on care and environmental characteristics, cognitive function, ADL, 

neuropsychiatric symptoms, and thriving. A staff member who knew the resident 

well completed the resident survey as a proxy-rater.  In SWENIS I, the proxy-

raters were mainly female (94%), enrolled nurses (84%), who met with the 

resident in question either daily (57%) or weekly (42%). The mean resident age 

was 85.5 years (±7.8 years), with females representing 68% of the total sample. 

Two-thirds of residents (67%) were rated by staff as having some level of cognitive 

impairment, and 56% were rated as dependent in ADL.  
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Figure 1. Flowchart of the SWENIS I data collection procedure. 

Study IV 

Cross-sectional data were collected over a six-month period between November 

2018 and May 2019 for the SWENIS II follow-up study. The 35 municipalities 

that participated in SWENIS I were invited to take part, and 25 additional 

randomised municipalities were added to account for non-participation/drop-

out in SWENIS I, bringing the total number to 60. As in SWENIS I, the municipal 

manager was approached to provide written consent to conduct research in their 

municipality. In the first instance, 49 managers agreed and 315 nursing homes 

were contacted via telephone and given verbal and written information about the 

study. During this process, four municipalities withdrew, and two withdrew after 

the surveys had been sent (Fig. 2). A total of 3,894 completed surveys were 

received from 187 nursing homes in 43 municipalities (response rate, 55%). 

Reasons for non-participation, drop-out, or withdrawal were not explored. 
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Figure 2. Flowchart of the SWENIS II data collection procedure. 

 

As in SWENIS I, the resident survey collected data on demographics, care, 

environmental characteristics, cognitive function, ADL, neuropsychiatric 

symptoms, and thriving. Nursing home staff were asked to complete the resident 

survey as proxy-raters. In SWENIS II, the proxy-raters were mainly female 

(92%), enrolled nurses (86%), who interacted with the resident on a daily (61%) 

or weekly (38%) basis. The mean participant age was 85.3 years (±8.4 years), with 

females accounting for 65% of the sample. Two-thirds (66%) of participants were 

rated by staff as having some form of cognitive impairment, and over half (56%) 

were rated as dependent in three or more ADL. The distribution of municipalities 

was relatively consistent between SWENIS I and SWENIS II, with urban/rural 

and northern/southern regions represented in both data collections (Fig. 3).  
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Figure 3. Distribution of participating SWENIS I and SWENIS II municipalities.  

Instrumentation 

The Thriving of Older People Assessment Scale (TOPAS) was used to measure 

thriving (studies III and IV) (Bergland et al., 2014). The TOPAS comprises 32 

item statements across five domains: the resident’s attitude (towards living in a 

nursing home), the quality of care and caregivers, resident engagement and peer 

relationships, keeping in touch with people and places, and qualities in the 

physical environment. Each statement is scored between 1 (No, I disagree 

completely) and 6 (Yes, I agree completely) for a possible sum score of 32-192 

(where higher scores indicate higher thriving). Previous studies have reported 

satisfactory reliability and validity for self- and proxy-rated use in nursing homes 

(Bergland et al., 2014, 2015). 

SWENIS I SWENIS II 
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The Gottfries Cognitive Scale (GCS) was used to measure cognitive function 

(studies III and IV) (Gottfries et al., 1969; Gustafsson et al., 2016). The GCS 

consists of 27 dichotomous item statements concerning personal, relational, 

environmental, and abstract orientation. The statements can be responded to 

with ‘yes’ (1) or ‘no’ (0), and scores below 24 indicate cognitive impairment. The 

GCS sum scores can be delineated into degrees of cognitive impairment: mild 

(23–16), moderate (15–8), and severe (7–0) (Lövheim et al., 2010). The GCS has 

reported good internal consistency and sound psychometric properties, and is 

validated for proxy-rated use in nursing homes (Lövheim et al., 2019).   

The Katz Index of Independence in ADL (Katz-ADL) was used to assess activity 

function (studies III and IV) (Katz et al., 1963). Six activity statements are rated 

based on the level of dependence or independence required to complete the ADL. 

These tasks include: bathing, dressing, transferring, toileting, eating, and 

continence. Scores range from 0 (dependent in ADL) to 6 (independent in ADL), 

where a higher score indicates greater independence in ADL (Katz et al., 1963). 

Dependence in more than three activities was understood to be indicative of 

general dependence (Tiong et al., 2013).  

The Neuropsychiatric Inventory – Nursing Home version (NPI-NH) was used to 

measure the prevalence of behavioural and psychological symptoms of dementia 

(study IV) (Cummings et al., 1994; Wood et al., 2000). The NPI-NH assesses the 

frequency and severity of 12 symptom domains: delusions, hallucinations, 

agitation, depression, anxiety, euphoria, apathy, disinhibition, irritability, 

abnormal motor behaviour, sleep disturbances, and eating changes. Frequency is 

scored 0 (never) to 4 (very often) and severity is scored 1 (mild) to 3 (severe). 

Total scores are generated by multiplying frequency and severity for each item 

and adding them together. Higher scores indicate higher frequency and severity 

of symptoms (Wood et al., 2000).  

Data analysis 

Study I 

A phenomenological hermeneutical approach was used to analyse the resident 

interviews. This method of analysis aims to understand and interpret the 

meanings of phenomena within people’s life-worlds by seeking to understand the 

utterance meaning (i.e., the intended meaning of the phenomenon in the text) 

(Ricoeur, 1976). This analytical process was guided by Ricoeur’s (1976) 

phenomenological hermeneutical interpretation theory, further developed by 

Lindseth and Norberg (2004) as a method for researching lived experience.  
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Phenomenological hermeneutical analyses comprises three phases: naïve 

understanding, structural analysis, and comprehensive understanding (Lindseth 

& Norberg, 2004). To develop a naïve understanding of the phenomenon, the 

interview transcripts were first read as a whole to cultivate a preliminary 

interpretation of the meanings of thriving (presented in the Results section). 

Next, a structural analysis of each interview transcript was conducted to identify 

meaning units related to the aim of the study and the aforementioned naïve 

understanding. The structural analysis explored the text both as a whole and line 

by line, in an attempt to validate or invalidate the naïve understanding. 

Comparable meaning units were subsequently grouped, and themes were 

generated as ‘condensed descriptions’ to convey the lived experience in the text 

(Lindseth & Norberg, 2004). Six structural analyses were performed to explore: 

literal meanings of thriving, figurative meanings of thriving, thriving and the 

person, thriving and relationships, thriving and the environment, and metaphors 

related to thriving within the text. The third and final stage of analysis aims to 

express a comprehensive understanding and interpretation of the meanings of 

the phenomenon in relation to the naïve understanding, structural analysis, and 

relevant literature (Lindseth & Norberg, 2004). The comprehensive 

understanding of the meanings of thriving was interpreted through the lens of 

Gaston Bachelard’s Poetics of Space (1964) to enhance the depth and breadth of 

our understanding of the text (Lindseth & Norberg, 2004).  

Study II 

Qualitative content analysis was utilised to analyse staff interviews. An inductive 

approach to the analysis was undertaken using the guidelines articulated by 

Graneheim and Lundman (2004). This enabled the data to be broken down 

(decontextualised) and subsequently reformed with a new understanding and 

interpretation (recontextualised). First, the interview texts were read in their 

entirety to establish an overall understanding of the content. Although the 

interview questions centred on how staff recognised expressions of thriving, it 

was noted that participants also described negative expressions to delineate and 

exemplify the positive expressions. This was discussed within the research group, 

and it was decided that these data should be reflected on to provide insight into 

how the nurses understood and interpreted these expressions. Next, the texts 

were broken down into meaning units, which were subsequently condensed and 

coded. The codes were then organised into common sub-categories and 

categories. The qualitative content analysis process is said to be non-linear, 

demanding that the researcher move back and forth between the whole text and 

parts of the text throughout the analytical process (Graneheim et al., 2017; 

Graneheim & Lundman, 2004; Lindgren et al., 2020). The research group 

engaged in critical discussions throughout the coding and categorisation process, 

and ultimately reached consensus regarding the content, organisation, and 

wording of the sub-categories and categories. 
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Study III 

Data analysis for study III was undertaken in three analytical phases. The first 

phase evaluated the psychometric properties and performance of the 32-item 

TOPAS at scale and item level. This included descriptive statistics regarding the 

sample characteristics (i.e., age, sex, level of cognitive impairment, and ADL), 

missing values analysis, and reliability analysis (Cronbach’s alpha and 

Cronbach’s alpha if item deleted). An exploratory factor analysis was undertaken 

using orthogonal rotation (Varimax) to rotate the factors while maintaining 

independence (Eigenvalues >1). The Kaiser-Meyer-Olkin measure of sampling 

adequacy and Bartlett’s test for specificity were used to determine the suitability 

of the dataset for factor analysis, and the variables were grouped using a 

minimum factor loading of 0.4 (Hair, 2010). Following these analyses, it was 

possible to ascertain whether an item response theory-based graded response 

model analysis could be supported.  

Item response theory is a form of psychometric modelling that can be used to 

compare scale items and the latency of particular traits that cannot otherwise be 

directly measured (Thomas, 2011). The two-parameter model used in these 

analyses is based on a threshold parameter (i.e., item difficulty) and a 

discrimination parameter; item difficulty is used to calculate the relationship 

between an item and the likelihood of a positive response (yes/no), and 

discrimination exemplifies the location and variation in responses in relation to 

the underlying construct (Yang & Kao, 2014). Item response theory models 

assume that the latent construct is unidimensional, or that it is dominated by a 

universal factor (Osterlind, 1983). According to Kirisci et al. (2001), stable 

parameter estimates can be retrieved from multidimensional data if the scale 

contains more than 20 items and the sample is larger than 250, or when there is 

one dominant dimension. Stable item parameters can be supported if the amount 

of variance explained by the first factor accounts for at least 20% of the scale 

variance (Reckase, 1979).  

As there were six possible item response options in the TOPAS, these were 

separated into five thresholds. These were compared, and a response threshold 

of four was selected for further analysis based on score distribution and to 

mitigate possible floor/ceiling effects. Threshold parameters, item difficulty and 

discrimination, and item characteristic curves were calculated for each item at 

each response level. The dependent variable was the item threshold, and the 

TOPAS sum score was the covariate. As the two-parameter model is based on 

ordinary logistic regression, it is possible to compare parameters for similarities 

and redundancies in the same unit of measurement as the underlying scale (i.e., 

non-standardised). Item characteristic curves were plotted to illustrate the 

estimated probability for a positive response to each item (range, 0-1). 
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The second analytical phase built on the first to identify statistically or 

conceptually similar items that might be suitable to include in a short-form 

TOPAS. Items were examined in relation to the strength of loading in the factor 

analysis, cross-loading between factors, and not loading to the originally reported 

factor (Hair, 2010). Additionally, items were examined regarding the Cronbach’s 

alpha if deleted (increase if deleted), corrected item-total correlations (0.3-0.7), 

inter-item correlations (>0.3), and missing values analysis (Hair, 2010). Items 

with similar wordings were isolated and compared using their difficulty and 

discrimination parameters. Remaining items were assessed for face validity in 

relation to wording, content, and overall conceptual relevance. Subsequent 

evaluation of the proposed short-form TOPAS included exploratory factor 

analysis, reliability analysis (Cronbach’s alpha and Cronbach’s alpha if item 

deleted), and item response theory-based analysis using the parameters 

described in the first analytical phase.  

The third analytical phase compared the 32-item TOPAS and the 15-item short-

form TOPAS. This was carried out using Pearson’s correlation analysis, 

confirmatory factor analysis, and comparison of score distributions and group-

level means. Model fit evaluations were compared between the two scales based 

on the Comparative Fit Index (CFI), the Standardised Root Mean Square 

Residual (SRMR), and the Root Mean Square Error of Approximation (RMSEA) 

using the guidelines for acceptable fit outlined by Schweizer (2010) (i.e., CFI > 

0.9, SRMR < 0.1, RMSEA < 0.08). Data analysis was performed using IBM SPSS 

version 23 for Windows, Stata version 14.2, and Microsoft Excel 2013 for 

Windows. 

Study IV 

Descriptive statistics and measures of central tendency were used to describe 

sample characteristics and data dispersion for the full SWENIS I and SWENIS II 

samples. To maintain contextual comparability between the samples, a sub-

sample of matching nursing homes that participated in both data collections was 

isolated for further analysis. As SWENIS data were coded to the nursing home 

level, not individual level, it was possible to determine that 91 nursing homes 

containing 2,559 residents (SWENIS I) and 2,040 residents (SWENIS II) 

participated in both baseline and follow-up data collections. T-tests and chi-

squared tests were undertaken to determine the statistical significance of the 

overall differences between the sub-samples of nursing homes from SWENIS I 

and SWENIS II. Effect sizes were calculated using Cohen’s d (1977). 

To ensure that the statistical assumptions supporting the linear regression 

models were met variables were tested for linearity and normality. Linearity was 

verified by examining the scatter-plots of the included variables, normality was 

confirmed by visual inspection of the histograms and by examining skewness 
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(±2) and kurtosis (±1) values. To further explore associations between specific 

study variables and thriving, a simple linear regression was calculated using the 

dependent variable of thriving (TOPAS) and independent variables of 

neuropsychiatric symptoms (NPI-NH), controlling for sex, age, cognitive 

function and ADL. Given the assertion in past research that lower cognitive 

functioning is linked to lower levels of thriving (Björk et al., 2018b; Patomella et 

al., 2016), the output was separated into cognitive groups according to GCS score 

(i.e., none, mild, moderate, severe). The statistical significance of all analyses was 

defined as p <0.05. Data analysis was performed using IBM SPSS version 25 for 

Windows. 

Missing data 

Several variables in this thesis used total scale scores. To prevent undue internal 

loss due to missing variables, missing data were handled as follows. The 

percentage of missing scale data were calculated in study IV for the sub-sample 

of nursing homes that participated in both SWENIS I (TOPAS, 12.1%; NPI-NH, 

35.7%; GCS, 12.3%) and SWENIS II (TOPAS, 10.5%; NPI-NH, 35.1%; GCS, 11.7%) 

data collections. Missing data for up to three items in the TOPAS and missing 

data for up to one item in the NPI-NH were replaced with the mean value of the 

individual for the total scale (Shrive et al., 2006). Missing data for up to three 

items in the GCS were imputed with 0.5 (Lövheim et al., 2019). Following this 

imputation strategy, the percentage of missing data was reduced in both SWENIS 

I (TOPAS, 3.6%; NPI-NH, 22.7%; GCS, 2.5%) and SWENIS II (TOPAS, 2.9%; 

NPI-NH, 23.0%; GCS, 2.3%) sub-samples.  

Ethical considerations 

The La Trobe University Human Research Ethics Committee approved the 

research interviews for nursing home residents and staff in Australia (S17-228) 

(studies I and II). All participants were offered information statements detailing 

the research aim, methods, privacy conditions, and consent. Participants were 

judged by nursing home staff to be cognitively intact and able to provide informed 

consent to participate in the interviews. A signed and dated consent form was 

completed immediately prior to commencing the interview. Participants were 

informed that the interview could be paused or discontinued at any time, and the 

information statement provided details regarding free counselling and support 

services should feelings of unease or distress arise following the interview. As the 

participants were from a single nursing home in a rural area, identifying data 

were not linked to supporting quotations to maintain confidentiality. 
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The Swedish Regional Ethical Review Board approved the overall U-Age SWENIS 

I study (2013/269-31) (study III) and the U-Age SWENIS II study (2018/145-31) 

(study IV). The high prevalence of dementia and cognitive impairment among 

nursing home residents has ethical and legal implications in relation to decision 

making-capacity and ability to provide informed consent. As a result, persons 

with dementia or cognitive impairment have often been excluded from research, 

which has led to deficiencies in the evidence base for this growing population 

group (Prusaczyk, 2017). The decision to engage staff as proxy-raters ensured that 

data from persons with dementia or cognitive impairment could be included in 

this research while complying with ethical guidelines and maintaining data 

quality. As this study involved only collection of personal data that is routinely 

recorded in resident care plans by staff members, ethical approval was granted to 

conduct research without consent. Posters were provided for the nursing homes 

to advertise the SWENIS studies on their noticeboards, and residents could opt-

out if desired. To ensure confidentiality, all data were coded and only aggregated 

group-level results were presented. The master file containing the unit and 

nursing home code keys was stored on a secure server that could only be accessed 

by the research group. Digital copies of the SWENIS I and SWENIS II surveys 

were archived on the secure server, and the completed hard-copy surveys were 

placed in a locked storage area at Umeå University. The overall U-Age study 

protocol is published online and available for public scrutiny (Edvardsson et al., 

2016). 

The research protocols (i.e., aims, methods, data handling, and dissemination) 

were fully divulged in all studies to promote participant autonomy in deciding 

whether to take part in the project. Participation was voluntary for all studies and 

there were no penalties for non-participation or withdrawal. The researchers 

weighed the potential risks and benefits for each for the studies and evaluated 

their potential impact on participants. The risk of direct harm, while low, 

included threats to privacy, possible emotional distress, and loss of time. 

Potential benefits included the value that could stem from the collection of data 

to inform and enhance the living and working environment of current and future 

nursing home residents and staff. To protect participants from potential 

exploitation or harm, all survey and interview data were de-identified, coded, and 

reported at group level. To ensure privacy, all survey and interview materials have 

been treated as strictly confidential, and data labelling, storage and access was 

limited to the immediate members of the research team. All studies conformed to 

the Declaration of Helsinki’s ethical principles for medical research involving 

human subjects (World Medical Association, 2013). 
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Results 

Meanings of thriving 

The aim of study I was to illuminate the meanings of thriving as narrated by 

persons living in an Australian nursing home. The naïve understanding of the text 

was that the meanings of thriving could be understood as a dynamic phenomenon 

with context-specific considerations relative to the person, their relationships, 

and their environment. This encompassed achieving a sense of balance between 

the needs of the individual person and possibilities in the environment to meet 

their needs. The subsequent structural analysis revealed four themes described 

in further detail below.  

Striving toward acceptance of being in a nursing home while maintaining a 

positive outlook was described as working towards feeling satisfied with 

balancing the life that the person has, and the ideal life that the person would 

want. Living in a nursing home might not be the person’s preferred option, but 

due to physical, cognitive, or functional limitations, the nursing home was the 

only place where they could access the necessary support to live their daily life. 

This was difficult to accept for some people, and lack of acceptance was 

understood as a barrier to thriving. Having a sense of positivity, contentment, and 

fulfilment around one’s life situation was also part of this meaning. It was 

acknowledged that it could take time to adjust to living in a nursing home, but 

that ultimately one could actively choose to ‘be happy’ or ‘keep it positive’. This 

involved comparing thoughts of past, present, and future experiences to 

determine how one could best thrive in the current situation. 

Feeling supported and cared for while maintaining a sense of independence 

encompassed experiencing the nursing home as a place of care, while also being 

able to make decisions and maintain a sense of independence in everyday life. 

Being supported and cared for in the nursing home was described in various ways. 

These included aspects such as physical, functional, or medication support, as 

well as emotional and psychosocial support. Knowing that there was someone 

there who could help if required gave residents peace of mind. Staff could 

promote a sense of autonomy or independence by offering options and choices in 

relation to everyday care. For example, residents described picking which clothes 

to wear, choosing whether to join activities, or deciding when to eat their meals 

as being small but significant decisions that they could be involved in. It was 

important to ask about individual preferences and not assume that certain 

options suited everyone. Acknowledging different wants and needs was 

understood as important to this meaning.  
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Balancing opportunities for solitude and company while living with others 

elucidated that having opportunities to be alone was as important as having 

formal and informal opportunities for socialising. Scheduled group activities such 

as bingo, church services, crafts, and baking were advertised to all residents on a 

monthly calendar. This enabled people to pick and choose the activities they were 

interested in, and the extent to which they wanted to be involved in them. It was 

important to be informed about what was happening in the nursing home, but it 

was equally important not to feel compelled to participate if the person did not 

want to. When it came to interactions with staff, residents described the 

importance of the staff members’ different roles as a carer, a clinician, and a 

companion. It was important to feel a sense of safety because staff were available 

if they were needed. Relationships between staff and residents were described as 

existing on a continuum (i.e., ranging from superficial to significant), and as 

having the potential to change over time. This meaning also encompassed 

interactions with persons external to the nursing home, such as family, friends, 

and the wider community through face-to-face visits, phone calls, text messages, 

and letters. Thus, provision of social spaces in the nursing home was important, 

as resident bedrooms were not always fit for this purpose. Having the opportunity 

to leave the nursing home may require support or specialised equipment, but it 

was important that the option was there. Being involved in decisions around the 

frequency and type of interactions with persons both inside and outside the 

nursing home was understood as important to this meaning. 

Feeling a sense of home while residing in an institutional environment described 

the importance of acknowledging the lived environment as both a place of care 

and a place to call home. Physical features of the nursing home environment were 

important, such as access to skilled care staff and specialised equipment. Beyond 

the physical place, the atmospheric environment was said to play an essential part 

in making the nursing home feel like home by evoking feelings of being welcome, 

inviting, warm, cosy, and comfortable. Having some control over one’s lived 

physical space was also important to this meaning, as having sentimental objects 

or furnishings in one’s personal bedroom helped to make it feel more home-like. 

The environment extended beyond the physical bounds of the nursing home to 

the wider ‘outside’ world, inclusive of both the physical outdoors and the broader 

community. One way that residents described connecting with the physical 

outdoors was by looking out the windows and seeing the changing colours in the 

garden and trees. This was supported by having opportunities to look, go, or be 

outside. Bringing the ‘outside world’ in was also important, by means of visits 

from volunteers, school children, sports teams, and church groups described as 

part of the wider environment. This helped people living in the nursing home to 

remain connected to their past roles in the township, maintaining their 

connection to the community.  
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The comprehensive understanding of the meanings of thriving was that they 

encompassed features of acceptance, balance, and contentment in relation to 

one’s living situation and care provision, as well as one’s social and physical 

environment. This was interpreted in light of Bachelard’s Poetics of Space (1964). 

Bachelard (1884–1962) was a French philosopher and phenomenologist who 

reflected on the meaning, memory, and imagining of our lived spaces. He claimed 

that physical places are rational and tangible until they are inhabited by persons, 

after which they are transformed into lived spaces of intimacy where people can 

experience, feel, dream, and imagine. In this way, literal, metaphorical, and 

symbolic doors are formed between the geometric and the lived, and between 

places and spaces, creating opportunities for these doors to alter the geometric 

and experienced places that exist both around and within us. The meanings of 

thriving for persons living in nursing homes can therefore be understood as 

encompassing having options (doors to open) and having choices (opportunities 

to open or close doors as one wants). Accordingly, the meanings of thriving were 

comprehensively understood through this Bachelardian lens as having access to 

the literal, metaphorical, and symbolic doors that a person wants or desires, and 

having the freedom to open, close, and use these doors whenever and however 

the person needs and wishes. 

Expressions of thriving 

In study II, Australian nursing home staff described how they recognised 

expressions of thriving among nursing home residents. This was articulated as a 

dynamic process that combined personal and professional understandings as well 

as visual and sensory indicators. The analysis identified six sub-categories and 

three main categories (Table 2).  

 

Table 2. Overview of main categories and sub-categories. 

 

 

 

Main Category Sub-Category 

Understanding thriving 
Describing professional understandings of thriving 
Reflecting on personal understandings of thriving 

Observing thriving 
Assessing residents’ physical and mental well-being 
Seeing resident participation and engagement 

Sensing thriving 
Perceiving resident attitudes towards living in the nursing home 
Feeling that residents are content and satisfied 
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Understanding thriving encompassed ‘describing professional understandings 

of thriving’ and ‘reflecting on personal understandings of thriving’. Nursing staff 

articulated that thriving was related to aspects of growth, development, and 

contentment and was connected to residents’ overall experiences and 

personhood. People who were perceived to be thriving were spoken of as being 

happy, making the best of it, and doing well. It was acknowledged that thriving 

could change over time, and that thriving could be supported by nursing staff in 

the nursing home environment. Staff described persons who were not actively 

thriving as merely existing, being on hold, or at a standstill. They spoke of the 

importance of understanding the impact of physical, mental, and emotional 

health on a person’s ability to thrive. Reflecting on their own personal 

understandings of thriving in the professional context provided staff with a more 

holistic perspective as to how persons in their care might thrive.  

Observing thriving included ‘assessing residents’ physical and mental well-being’ 

and ‘seeing resident participation and engagement’. Expressions of thriving were 

described as being discernible through health and/or well-being related 

indicators. Such observations included the presence or absence of acute illness or 

injury, weight loss or gain, mobility, and personal cleanliness/presentation. Staff 

outlined that residents might be observed to thrive physically, but not mentally, 

or vice versa. Negative symptoms of physical and mental health were observed to 

have an impact on thriving; however, residents could still thrive with support 

from others and by using resources within the nursing home. Recognition of 

thriving included observing interactions and engagement with activities, other 

people, and the general nursing home environment. People who participated in 

activities, and who were perceived to have positive interactions with residents, 

staff, or other people, were described as thriving, whereas withdrawing or 

isolating oneself was perceived as indicative of a lack of thriving. 

Sensing thriving involved ‘perceiving resident attitudes towards living in the 

nursing home’ and ‘feeling that residents are content and satisfied’. Staff 

articulated that while understanding and observation could partly inform their 

assessment of thriving, they compared and contrasted their knowledge of the 

resident with their overall ‘sense’ of the resident’s situation as a whole. Hence, 

staff explained that recognition of expressions of thriving extended beyond what 

could be simply observed, to what could be sensed. Staff indicated that they relied 

on their senses when their personal/professional understandings did not appear 

to be congruent with their general feeling of whether the person was thriving. This 

was enhanced by developing closeness with residents, having open dialogue, and 

developing meaningful relationships. Persons who were perceived to be thriving 

were generally described as being content and satisfied with their lives and lived 

environment. Staff worked towards honing their intuition by developing their 

knowledge of residents and their individual circumstances.  
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Measurement of thriving 

In study III, the psychometric properties and performance of the 32-item TOPAS 

were explored and a short-form TOPAS was developed and tested. The first 

analytic phase revealed good feasibility as the risk of a missing response was not 

found to be associated with resident age or gender. A significant association was 

found between missing responses and cognitive impairment (p = .011), but this 

relationship was not linear. The factor analysis extracted five factors that 

accounted for 72.3% of the total variance. Eleven items displayed cross-loading 

between two factors (i.e., 5, 6, 16, 17, 18, 23, 24, 25, 28, 29, and 32) and one item 

(i.e., 31) loaded to three factors. The Cronbach’s alpha for the full scale was 0.96, 

the Cronbach’s alphas for the five scale factors were 0.79–0.96, and the 

Cronbach’s alpha if item deleted were 0.955–0.958. Item-to-total correlations 

were 0.47–0.74, with nine items reporting correlations above 0.7. Item response 

theory-based analysis revealed that the difficulty parameters for threshold level 

four were 107.30–177.74 and the discrimination parameters were 0.05–0.09.  

The first testing phase revealed several candidate items for scale reduction. These 

included cross-loading items identified in the exploratory factor analysis, items 

that reported an increased Cronbach’s alpha if item deleted, items with poor 

item–total correlations, and items with similar wordings (i.e., 6 and 7, 8 and 9, 11 

and 12, 13 and 14, 19 and 20, and 21 and 22). These items were considered by 

comparing their factor loadings, Cronbach’s alpha values, difficulty and 

discrimination values, item characteristic curves, and face validity. On comparing 

similarly worded items, those with lower discrimination power or lower loading 

to the appropriate extracted factor were removed. A total of 17 items displayed 

statistical uncertainty, conceptual similarity, and/or lesser correlation with the 

total scale. The 15 remaining items were compiled into a proposed short-form 

TOPAS. 

The second analysis phase for the proposed short-form TOPAS reported a four-

factor solution in the exploratory factor analysis that accounted for 70.8% of the 

total variance. The Cronbach’s alpha for the 15-item short-form TOPAS was 0.90, 

the Cronbach’s alphas if item deleted were 0.89–0.90, and item-to-total 

correlations were 0.48–0.68. Item response theory-based analysis revealed that 

the difficulty parameters for threshold level four were 49.78–80.72 and that the 

discrimination parameters were 0.10–0.20. In the third analysis phase, the 32-

item TOPAS and the short-form TOPAS were compared. Both scales had similar 

distributions for scoring, and there was a strong correlation between the sum 

scores of the 32-item TOPAS and of the short-form TOPAS (r = 0.983; p < .001). 

Confirmatory factor analysis of the 32-item TOPAS revealed a CFI of 0.83, an 

SRMR of 0.09, and an RMSEA of 0.11. The short-form TOPAS had an improved 

CFI of 0.93, an SRMR of 0.06, and an RMSEA of 0.08.  
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Associations of thriving 

The aim of study IV was to describe longitudinal changes in Swedish nursing 

home thriving over a five-year period and to describe changes in associated 

factors. The demographic characteristics of the full SWENIS I (N = 4,831) and 

SWENIS II (N = 3,894) samples were relatively consistent between the two time 

points. Within the sub-sample of nursing homes that participated in both 

SWENIS I (n = 2,559) and SWENIS II (n = 2,040), no significant differences were 

found between the samples in age, sex, cognitive impairment, or ADL (Table 3). 

The mean TOPAS score increased from 153 in SWENIS I, to 155 in SWENIS II 

(p < .003; d = .09), whereas the mean NPI-NH score decreased from 16 to 14  

(p < .004; d = .09).  

Table 3. Characteristics and study variables of residents living in the sub-sample 

of matching nursing homes from SWENIS I and SWENIS II. 

 

While the 32-item TOPAS does not have established cut-offs for low or high 

thriving, in SWENIS I 10.7% of participants scored 120 or less on the 32-item 

TOPAS, while in SWENIS II only 8.6% of participants scored 120 or less (p < 

.019), indicating not only that fewer individuals had lower thriving scores (<120), 

but that more individuals had higher thriving scores (>120). A simple linear 

regression model with thriving as the dependent variable (adjusting for sex, age, 

cognitive function, and ADL) confirmed that individuals in the SWENIS II sub-

sample scored 2.7 points higher on the TOPAS than those in SWENIS I (p < .001).  

To further explore the mean score decrease in the NPI-NH, changes in the 

prevalence of each of the neuropsychiatric symptoms were examined. Within the 

sub-sample of matching nursing homes agitation had increased, going from 

41.8% in SWENIS I to 45.3% in SWENIS II (p < .020), while the overall 

prevalence of anxiety (SWENIS I, 45.2%; SWENIS II, 41.1%; p < .005), apathy 

 SWENIS I 
Sub-sample 

SWENIS II 
 Sub-sample 

 

 N (%) Mean (SD) N (%) Mean (SD) p 

Total 2559  2040   

Age  85.7 (7.7)  85.5 (8.1) .562 

Length of stay (months)  30.1 (31.1)  33.0 (33.6) .010 
Sex 
     Female 
     Male 

 
1731 (68.3) 
804 (31.7) 

  
1380 (68.1) 
645 (31.9) 

 .922 

GCS score  17.2 (8.2)  16.9 (8.2) .243 
Cognitive Impairment (any) 
     None 
     Mild 
     Moderate 
     Severe 

1717 (68.5) 
796 (32.2) 
649 (26.2) 
648 (26.2) 
380 (15.4) 

 1410 (70.5) 
593 (30.0) 
526 (26.6) 
514 (26.0) 
344 (17.4) 

 .140 
.135 
.744 
.922 
.063 

Katz ADL score  2.9 (2.1)  2.9 (2.1) .436 
     Dependent in ADL 1342 (56.6)  1080 (56.9)  .816 
NPI-NH  16.0 (19.9)  14.3 (17.2)  .004 
TOPAS  152.9 (25.2)  155.2 (24.8) .003 



 

35 
 

(SWENIS I, 48.7%; SWENIS II, 44.7%; p < .007), sleep/night behaviours 

(SWENIS I, 40.7%; SWENIS II, 37.0%; p < .011), and eating changes (SWENIS I, 

41.6%; SWENIS II, 38.2%; p < .023) had decreased. The most prevalent symptom 

was depression (SWENIS I, 56.5%; SWENIS II, 54.6%), and the least was 

euphoria (SWENIS I, 21.2%; SWENIS II, 21.6%). 

A simple linear regression model was calculated to explore associations between 

thriving (dependent variable) and neuropsychiatric symptoms, adjusting for sex, 

age, ADL, and cognitive function (Table 4). The output was separated into 

cognitive groups according to levels of cognitive impairment as informed by the 

GCS score (i.e., none, mild, moderate, and severe). Five neuropsychiatric 

symptom variables showed the strongest consistent associations with thriving 

across the cognitive groups and samples. Thriving scores showed a positive 

association with symptoms of euphoria and a negative association with symptoms 

of agitation, depression, apathy, and irritability. Based on the adjusted R2, there 

was a weaker association between neuropsychiatric symptoms and thriving 

among those with more severe cognitive impairment, while the association was 

stronger among those with mild and moderate cognitive impairment. 

Table 4. Factors associated with thriving (TOPAS score; dependent variable) in 

relation to neuropsychiatric symptoms within the sub-sample of nursing homes 

from SWENIS I and SWENIS II (separated into levels of cognitive impairment). 

Only NPI-NH symptoms with significant associations shown; *CI = Cognitive Impairment 

 

 SWENIS I 
Sub-sample 

SWENIS II 
Sub-sample 

 
 

No  
CI* 

β (p) 

Mild 
CI 

β (p) 

Mod 
CI 

β (p) 

Sev 
CI 

β (p) 

No  
CI 

β (p) 

Mild 
CI 

β (p) 

Mod 
CI 

β (p) 

Sev 
CI 

β (p) 

Delusions 
       -.217 

(.021) 

Hallucinations 
    .138 

(.010) 

   

Agitation 
-.212 

(.001) 

 -.199 
(.003) 

 -.122 

(.047) 

 -.158 
(.027) 

 

Depression 
-269 

(.001) 

-.218 
(.001) 

-.261 
(.001) 

 -.164 

(.013) 

-.123 
(.040) 

-.210 
(.002) 

 

Euphoria 
.149 

(.006) 

.166 
(.001) 

.155 
(.001) 

.150 
(.038) 

 .138 
(.011) 

 .192 
(.011) 

Apathy 
 -.156 

(.001) 
-.142 
(.004) 

-.191 
(.009) 

-.173 

(.001) 

-.178 
(.001) 

 -.233 
(.003) 

Irritability 
 -.147 

(.040) 
  -.316 

(.001) 

-.167 
(.018) 

-.170 
(.025) 

 

Aberrant Motor Behaviour 
  .108 

(.049) 
     

Eating Changes 
   -.187 

(.010) 
 -.107 

(.034) 
  

Adjusted  R2 .193 .303 .264 .158 .377 .240 .231 .138 
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Discussion 

Summary of main findings 

The central aim of this thesis was to explore meanings, expressions, 

measurements, and associations of thriving in nursing homes. Thriving was 

understood to have distinct meanings for residents related to having options, 

choices, and agency in their everyday lives (study I). Expressions of thriving were 

interpreted as being recognised by staff through a combination of understanding, 

observing, and sensing (study II). Common understandings between residents 

and staff existed, but staff also seemed to incorporate physical attributes when 

recognising expressions of resident thriving. Explication of meanings and 

expressions of thriving among Australian nursing home residents and staff 

provide an elucidation of how thriving is regarded outside of Scandinavia. The 

32-item TOPAS and the short-form TOPAS indicated good validity and reliability 

(study III). Measurement of thriving appeared to be feasible using fewer scale 

items by using those items that appeared most relevant and discriminatory. 

Exploration of thriving associations in relation to specific variables over time 

indicated statistically significant changes, including increased overall thriving 

scores and decreased prevalence of neuropsychiatric symptoms (study IV). 

However, the overall clinical effects of these changes require further exploration. 

Taken together, these four studies shed light on important aspects related to 

thriving and provide insight into how thriving may be understood, assessed, and 

supported through person-centred and health-promoting practices. The 

following discussion will present and interpret the main findings and 

methodological considerations of the thesis as a whole, as well as in relation to 

current literature, person-centred care, and the ethical principles of non-

maleficence and beneficence. This will be followed by the proposed implications 

of this work for practice and recommendations for future research. 

General discussion  

Thriving: A question of experience? 

The findings from study I interpreted the meanings of thriving as having access 

to different doors (i.e., options and choices) and having the freedom (i.e., agency) 

to make decisions about which doors to open or close in relation to one’s everyday 

life, care, and living environment. The four themes in the structural analysis 

described these meanings in detail, outlining the importance of promoting a 

sense of balance between what the resident wants, needs, and desires, and how 

such demands can be met in the nursing home environment. This seems 

to support the ideas of Bergland and Kirkevold (2005, 2006, 2008, 2012), which 
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connected personal, relational, and environmental aspects to varying degrees of 

thriving in nursing homes. The individual’s own feelings of acceptance, 

contentment, and satisfaction were recognised as important to the meanings of 

thriving, as well as to the care provided by staff and the opportunities for 

interaction, activities, and personalisation of the lived environment (Bergland & 

Kirkevold, 2006; Ericson-Lidman, 2019; Sullivan & Willis, 2018). It stands to 

reason that if a person does not have positive feelings about living in a nursing 

home, or lacks feelings of satisfaction with their life situation, then they are 

unlikely to perceive that they are thriving; however, perceptions of thriving 

appear to be dynamic and can shift if the person’s experience or circumstances 

change.   

These findings emphasise the importance of considering the person’s own 

attitudes and feelings towards their lived experience as central to the meanings 

of thriving in nursing homes (Bergland & Kirkevold, 2006; Ericson-Lidman, 

2019). Unlike the revised definition of thriving put forward by Sullivan and Willis 

(2018), experiences of pain and bodily aspects such as weight maintenance were 

not recognised as part of the meanings of thriving for residents. Such aspects 

could be perceived as potential hindrances, but the underlying meanings of 

thriving acknowledged a more holistic understanding in which a person could still 

thrive irrespective of illness or decline. This is commensurate with research 

supporting the presence of positive experiences such as meaning, purpose, joy, 

well-being, and quality of life for people living in nursing homes, despite physical 

or cognitive deterioration (Bradshaw et al., 2012; Böckerman et al., 2012; 

Drageset et al., 2017; Haugan et al., 2020).  

Notably, the meanings described in study I illustrate the experiential variations 

that exist within perceptions of the concept of thriving, emphasising the 

importance of actively seeking information about residents’ desires. These 

findings support a holistic understanding of thriving, acknowledging that a 

person’s preferences may change depending on how they perceive their lived 

experiences, as well as on the availability of the social, relational, and/or societal 

resources within their lived environment (Baxter et al., 2021). In this way, the 

provision of opportunities for collaboration, autonomy, and self-determination 

in nursing homes should be tailored to residents’ wants and needs. For example, 

meaningful activities and interactions have been linked to thriving and well-being 

in previous research (Björk et al., 2017; Morley et al., 2014) and are said to be 

vital to maintaining a sense of stability, predictability, and enjoyment in 

residents’ everyday lives (Mondaca et al., 2018). However, attempts to exercise 

influence over everyday activities and interactions can be perceived to be 

thwarted by rigid institutional processes, or perceived lack of support, risking loss 

of identity or disconnection from oneself (Mondaca et al., 2018). This suggests a 

need to problematise attempts to provide options, choices, and a sense of agency 
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to older people living in nursing homes, laying the foundation for evolving 

explorations of thriving to consider the role of institutional routines, 

interdependency, social and environmental resources, and perceived personal 

autonomy in residents’ everyday lives (Mondaca et al., 2020). There is also a need 

for further investigation of how older persons with cognitive impairment, who 

may not have the will or freedom to open these ‘doors’, experience thriving in this 

context. In any case, nursing home staff could use the findings of study I to inform 

and enhance person-centred practices by striving to be flexible in their approach 

to providing options and choices, and by working collaboratively with residents 

and their relatives to create space for their individual identities, subjectivities, 

and preferences in everyday care. 

Thriving: A question of perception? 

In study II, the motivations underpinning how staff recognised expressions of 

thriving among nursing home residents were explicated as occurring through a 

combination of understanding, observing, and sensing. Staff viewed this 

information through the lens of their own understandings of thriving, as well as 

their knowledge of what constitutes ‘normality’ for the individual resident. The 

use of reflective thinking to inform assessments in healthcare has been described 

as ‘thinking with purpose’, involving a combination of inductive and deductive 

reasoning to connect theory with practice (Bulman, 2013; Sherwood & Horton-

Deutsch, 2008). This is said to go beyond simple intellectual reasoning, as critical 

reflective thinking is fused with the person’s own feelings, emotions, and 

perceptions; thereby acknowledging a level of fluidity between the subjective and 

objective, and the implicit and explicit in such assessments (Morse et al., 1998). 

Staff described this as encompassing a level of intuition, whereby assessments 

were not informed by superficial considerations alone. Instead, the processes by 

which staff were able to identify and reason about resident thriving were linked 

to their own theoretical or conceptual understandings and experiences of thriving 

within the bounds of the perceived reality of the individual resident. As outlined 

by Benner et al. (2010), this shift towards reflective thinking demands a 

reformation within nursing education and practice to focus on learning about all 

parts of the person, including intellectual, emotional, creative, imaginative, and 

physical/sensory aspects. By providing insight into how expressions of thriving 

are recognised, it may be possible to better understand how positive life-world 

concepts are perceived, interpreted, and subsequently supported by nursing 

home staff in both education and practice. 

Knowledge regarding residents’ needs, wants, and desires is said to develop as a 

result of close and intimate professional relationships whereby the nurse can 

observe, listen, stimulate, and isolate that which is meaningful to individual 

residents (Bedin et al., 2013). The findings of this thesis underscore the need to 
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incorporate these person-centred principles within nursing education, 

assessments, and practice. This includes getting to know the person, their values, 

history, and relationships, as well as elucidating the nurses’ own understandings 

and beliefs to shape a level of authenticity and reflexivity in nurse–resident 

interactions and evaluations (McCormack, 2004; Vassbø et al., 2019). The results 

of studies I and II go some way towards bridging this knowledge gap between 

resident and staff understandings of thriving, highlighting similarities, such as 

the person’s own feelings about their thriving and the importance of acceptance, 

contentment, and balance in relation to thriving. Yet, these findings showed that 

nursing home staff seemed to incorporate assessment of physical aspects into 

their overall assessment of thriving, including observations of physical decline, 

illness, or injury. Similar studies exploring the concept of ageing found that, in 

the presence of physical disabilities, individuals tended to rate themselves higher 

in terms of successful ageing criteria than researchers (Montross et al., 2006; 

Strawbridge et al., 2002). Likewise, studies have reported differences in how 

nursing home residents and staff rate concepts such as well-being or quality of 

life, with impaired physical or cognitive functioning often rated lower by staff 

than by individuals (Griffiths et al., 2020; Kane et al., 2005; Parker et al., 2017; 

Robertson et al., 2017, 2020). These differences could be partly due to how staff 

comprehend ageing and illness in general, the value and meaning they ascribe to 

care provision, how well they relate to the concept under study, and the how they 

perceive their role in the resident’s everyday life (Robertson et al., 2020).  

Staff in study II described a didactic movement between understanding and 

recognising expressions of thriving, acknowledging that physical or cognitive 

indicators did not necessarily impede thriving in and of themselves, but 

comprised just one piece of the assessment puzzle. In this way, studies I and II 

have highlighted how perceptions of thriving can correspond or diverge; an 

important consideration for the evolution and interpretation of self- and proxy-

assessments of thriving. Overall, these studies indicate that thriving can be 

commonly understood by residents and staff as a positive phenomenon with 

experiential and situational variations related to both space and time. These 

findings also provide some insight into how nursing home staff can influence 

thriving through interventions that may, or may not, be temporally limited, but 

also have a transferable meaning regarding experiences of place-related well-

being. 

The exploration of meanings and expressions of thriving in the Australian context 

provides an important explication of the concept outside of Scandinavia, and 

illuminates the relevance of thriving both internationally and cross-culturally. 

Concepts such as quality of life and general well-being have complex historical 

foundations, understandings, and applications across numerous fields, which can 

make it difficult to delineate and define indices for particular population groups 
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(Camfield & Skevington, 2008; Salvador-Carulla et al., 2014). This elucidation of 

thriving specific to older people living in nursing homes seems to indicate that 

the concept is perceived similarly in Australian and Scandinavian settings, with 

nursing home residents in both contexts describing aspects such as the outlook 

and adjustment of the individual person, their relationships with others, and their 

interactions within their lived environment (Bergland & Kirkevold, 2006; 

Ericson-Lidman, 2019). Like the American understanding of thriving, staff in the 

Australian setting described assessing physical aspects in relation to the person 

as a whole, and residents also described physical decline as not greatly affecting 

their experience of thriving (Sullivan & Willis, 2018). This could indicate that 

understandings of thriving as a global phenomenon with a common core, albeit 

with different utterances in different contexts. However, as there is a dearth of 

information regarding how nurses in Scandinavia regard and assess thriving 

among nursing home residents, it seems important to compare potential cultural 

similarities and differences of thriving in future thriving research. 

Thriving: A question of interpretation? 

In study III measurement of thriving using the 32-item TOPAS was found to be 

valid and reliable, and the short-form TOPAS showed promise as having 

improved functionality for use in proxy-rated survey-based nursing home 

research. In research undertaken by means of questionnaires it is important to 

include items that are relevant to the concept under investigation, as the quality 

and quantity of the data can be threatened when a survey is perceived to be too 

long or cumbersome (Edwards et al., 2007; Sahlqvist et al., 2011). As Bowling 

(2005) asked, “if one question works, why ask several?” (p. 342). However, care 

must be taken when shortening an existing instrument, as the revised version 

must retain the ability to measure the construct of interest while maintaining 

validity, reliability, and accuracy.  

By utilising innovative analyses, and maintaining awareness of the balance 

between psychometric acceptability and conceptual fit, scales such as the TOPAS 

can evolve. Study III found that despite the number of items having been reduced 

by over half, the short-form TOPAS appeared to retain sensitivity and diversity 

across items and content areas relevant to both the theory and measurement of 

thriving. In combining the weaker fourth and fifth factors, the short-form TOPAS 

was able to maintain a factor structure similar to that of the 32-item parent, while 

losing less than 2% of the total explained variance for the scale. Thus, in future 

research it may be possible to select the longer or shorter version of the scale to 

fit the purpose or needs of the prospective study or clinical investigation. In 

addition, these findings support the purported unidimensionality of thriving as a 

concept encompassing different aspects or facets, with individual variations 

(Baxter et al., 2021). Given that the World Health Organisation (2015) 
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recommends the use of positive assessments and messaging in health promotion 

among older populations, TOPAS could offer important opportunities to explore 

thriving associations and contribute constructive and affirming advice to support 

place-related well-being for people living in nursing homes. 

In study IV associations between thriving and certain variables were found 

among Swedish nursing home residents. This confirmed earlier research linking 

higher thriving to less severe cognitive impairment and specific neuropsychiatric 

symptoms among Swedish nursing home residents (Björk et al., 2017, 2018b; 

Patomella et al., 2016). These findings are consistent with those found in the 

broader context of psychological well-being and ageing research, in which 

characteristics such as cognitive impairment, dependence in ADL, and severity of 

neuropsychiatric symptoms have been linked to lower levels of well-being and 

quality of life (Griffiths et al., 2020; Kane et al., 2005; Parker et al., 2017; 

Robertson et al., 2017, 2020;). Total thriving scores were found to have increased 

over the five-year period of the study, and the overall prevalence of 

neuropsychiatric symptoms were found to have decreased, although the clinical 

significance of such changes should be investigated in repeated follow-up studies. 

While it is not possible to discern why changes to thriving and neuropsychiatric 

symptoms occurred over the last five years, it is important to note that a number 

of national initiatives were implemented during this time to improve care of 

persons living in nursing homes. One such initiative was the revision of 

recommendations regarding antipsychotic use and the prioritisation of person-

centred care interventions for the management of symptoms of dementia 

(National Board of Health and Welfare, 2018). This prompted healthcare 

professionals to seek person-centred alternatives to medication administration, 

such as ensuring that the person has had sufficient food, sleep, activities, or 

socialisation, as well as encouraging identification of possible explanations for 

symptoms such as pain or physical illness (Swedish Register for Behavioural and 

Psychological Symptoms of Dementia, 2019). Such strategies have been endorsed 

in past research as having the potential to mitigate possible triggers by optimising 

the social, physical, and atmospheric environment to better meet the needs of the 

individual, an approach that seems highly relevant to thriving theory in that it 

uses social and environmental resources to influence positive outcomes (Ballard 

et al., 2018; Bergland & Kirkevold et al., 2001; Hansen et al., 2017; Lee et al., 

2021; Sjögren et al., 2013). 

An interesting finding of study IV was that although the overall score for 

neuropsychiatric symptoms had decreased, the prevalence of agitation was found 

to have increased over the five-year period. Individuals, caregivers, and relatives 

alike have singled out agitation as one of the most upsetting and challenging of 

all neuropsychiatric symptoms (Dauphinot  et al., 2015; Fauth & Gibbins, 2014; 

Feast et al., 2016), and it has been associated with higher care costs and greater 



 

42 

functional dependence (Kolanowski et al., 2017). Persons with dementia are said 

to be severely negatively affected by the expression of neuropsychiatric 

symptoms, and both quality of life and neuropsychiatric symptoms have been 

linked to the physical environment of nursing homes and to psychological well-

being (Jonker et al., 2004; Mjørud et al., 2014, 2017; Samus et al., 2005; 

Schmüdderich et al., 2021). Given that these aspects seem to be intertwined, 

thriving could be a useful assessment for persons experiencing prevalent or 

severe neuropsychiatric symptoms because it incorporates and acknowledges the 

existent connection between well-being and the lived environment. By actively 

exploring variables and symptoms associated with thriving in nursing homes, 

opportunities may arise to target certain groups with interventions to improve 

experiences of place-related well-being. It therefore seems essential to continue 

to monitor the prevalence of resident characteristics and symptoms at population 

level, and at nursing home level, to inform person-centred and evidence-based 

care that supports thriving.  

Thriving: A question of (person-centred) ethics? 

The role of nurses in nursing homes has been described as that of a veritable 

linchpin, encompassing organisation, innovation, autonomy, person-centred, 

and ethical competencies (Bedin et al., 2013). Indeed, ethical values and 

principles act as both a foundation and a compass for nursing practice, 

exemplifying the negotiation between the science and the art of caring. Person-

centred care has itself been described as ‘a new caring ethic’ that requires further 

elaboration in aged care settings (Rushton & Edvardsson, 2017; Tomaselli et al., 

2020); not least due to the ethical conflicts that can arise in the care of persons 

with dementia, where weighing the implications of ‘to intervene or to not 

intervene’ involves innumerable layers of complexity related to the person, the 

carer, and the environment (Strøm & Engedal, 2020).  The ethical principles of 

non-maleficence (to do no harm) and beneficence (to do good) can therefore be 

used to further interpret and situate the present findings.  

Non-maleficence is the primary principle on which modern healthcare services 

are built. Hippocrates established the ethical stance that ‘the physician must … 

have two special objects in view with regard to disease, namely, to do good or to 

do no harm’ (Evans, 2016). This was echoed by Florence Nightingale, who 

likewise affirmed ‘it may seem a strange principle to enunciate as a first 

requirement in a hospital that it should do the sick no harm’ (1863, p. ii). To 

determine potential causation (or prevention) of harm in nursing homes, 

significant focus has been placed on assessment of deficit-focused indicators; 

however, this means that care risks being solely centred on, and measured by, the 

presence or absence of negative qualifiers. For example, a lack of depressive 

symptoms does not mean that a person is happy, just as a lack of falls does not 
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indicate good mobility. Of course one does not preclude the other, as alleviation 

of depression or prevention of falls also likely does ‘good’, but as nursing home 

funding, staffing, and quality are often determined using deficit-focused 

outcomes as the baseline there seems to be greater emphasis on the measurement 

and task-oriented avoidance of these aspects rather than actively striving to move 

beyond minimum standards (Castle & Ferguson, 2010). Thus, it seems important 

for quality indicators and policies to look beyond maintaining the status quo and 

consider how harm can be avoided, while also actively fostering ‘the good’.   

It would be remiss to believe that doing no harm simply comes from action or 

inaction alone, when in reality it is a responsibility that demands relentless 

diligence in every aspect of practice (Evans, 2016). The principle of beneficence 

is said to be at the heart of everyday nursing care, as it embraces humanism and 

acknowledges that action is required to maximise good experiences and outcomes 

(Beauchamp & Childress, 2019). But to meaningfully affect ‘the good’, healthcare 

professionals and organisations alike must strive to understand that each person 

is unique with different wants and needs in terms of relationships, 

communication, collaboration, and the lived environment (Smebye et al., 2016). 

Individual subjectivities and capabilities should thus be considered in relation to 

beneficence when negotiating person-centred and thriving-promoting ideals 

across resident, staff, organisational, and societal domains (Chenoweth et al., 

2019; Rajamohan et al., 2019; Strøm & Engedal, 2020; Tomaselli et al., 2020). In 

this way, person-centred care could be thought of as an ethical imperative to 

balance potential conflicts between non-maleficence and beneficence in practice 

(Louw et al., 2017). It therefore seems essential to explore innovative and 

inclusive concepts such as thriving from the perspective of multiple stakeholders 

to cultivate ‘good’ person-centred experiences.  

Just as there is a difference between being alive and living, there is a difference 

between existing and thriving. By improving the visibility and understanding of 

positive life-world concepts, and by elucidating their meanings, expressions, 

measurements, and associations, it may become possible to add salutogenic 

paradigms such as thriving to the toolkit of care for older people. This thesis has 

taken important steps towards clarifying questions surrounding experiences, 

perceptions, and interpretations of thriving, and has presented reasoning to link 

non-maleficence and beneficence to person-centred care and place-related well-

being in nursing homes. The present findings can therefore be viewed as an 

ethical call to action across all aspects of the nursing home care spectrum, to 

actively endeavour to encourage ‘the good’ by supporting residents to live lives in 

which they can thrive.  

https://www.researchgate.net/profile/Benedicte-Strom?_sg%5B0%5D=v6UObi3akAabHWkdVn-B23e8W9dMl_rcEc-bkSjjP-C0Pqucafvojxq0zCp9LMUkFPNce9M.f4drOuL0RvWuBoe38YLSdEKSJnZC8eCEF3OEwOMkAjqPXmMhs1IQg8tsRWlwfbHxSBX8Ani8D1AHHuifKMAg4w&_sg%5B1%5D=oYYuI9waOp_XAbOMQrHbkdJzZHNzyfBKo9o6P1UBUadR2ye1767eesm3WMyzwcLTHE3PAcQ.tCZWy3mx5ynft69hx9EwFXAl8xOZ6s0aPk9ezf_VDYekQa8p2cGrm5a0zV-Bd00IcirBa8-mKccw29JinWJyug


 

44 

Methodological discussion  

Design  

Two studies in this thesis used cross-sectional data collected at a single time point 

(studies III and IV). This design could be viewed as advantageous as it provides 

an important snapshot of the characteristics, variables, and outcomes for people 

living in nursing homes at that point in time. However, this design does not allow 

for the investigation of cause and effect relationships between variables. Repeated 

follow-ups to measure variables and outcomes at different time points would 

provide stronger evidence regarding the influence of certain variables on thriving. 

While the residents and staff may have changed between data collections, it is 

reasonable to think that that the culture of care within the nursing home 

environment/organisation is likely to be more embedded and can therefore still 

inform potential changes over time (Theurer et al., 2015; Wickström et al., 2014). 

The present findings can therefore act as an informative springboard for 

forthcoming hypotheses and future research.  

Sampling and procedures  

In SWENIS I, a total of 35 municipalities participated in the study, giving a 

municipal response rate of 58.3% and an overall survey response rate of 70%. In 

SWENIS II, 43 municipalities participated, giving a municipal response rate of 

71.6% and an overall survey response rate of 55%. The distribution of 

municipalities was relatively consistent between SWENIS I and SWENIS II, and 

28 municipalities participated in both data collections. A response rate of more 

than 60% has been commonly used as a general marker to suggest a low 

probability of non-response bias, as this was thought to indicate adequate 

representation of the respondent population (Phillips et al., 2016). But, it has also 

been suggested that the percentage of non-respondents and the likelihood of non-

response bias are poorly connected (Halbesleben & Whitman, 2013; Phillips et 

al., 2016).   

One possible reason for survey non-response could have been that municipalities 

or nursing home units that were experiencing changes or difficulties (e.g., 

increased workload, staffing shortages, or organisational transitions) at the time 

of data collection may have elected to decline participation, potentially affecting 

the representation of the sample. Another reason could have been related to the 

method of survey administration, i.e., hard-copy postal surveys, which might 

have been perceived by respondents as time-consuming or cumbersome to 

complete and return. Major changes occurred in the socio–political research 

climate between the SWENIS I and II studies, namely, the implementation of the 

European Union General Data Protection Regulation (European Union, 

2016/679). The impact of such legislation on public trust in relation to survey-
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based research has yet to be determined. However, as reasons for non-response, 

non-participation, and withdrawal/drop-out were not explored, it is impossible 

to draw conclusions concerning differences in response rates, non-response, bias 

or non-response error, which is acknowledged to be a weakness of the study. Still, 

relatively high response rates were achieved in both data collections and several 

strategies were used to maximise postal response rates, including personally 

addressing the surveys in writing to the nursing home unit managers, 

establishing contact with the nursing home unit managers prior to sending the 

surveys, sending reminder emails to the unit managers about survey completion, 

and providing pre-paid return envelopes (Edwards et al., 2007).   

Instrumentation  

The Thriving of Older People Assessment Scale 

Thriving was measured using the TOPAS (Bergland et al., 2014, 2015). The items 

within the TOPAS were developed from interviews with mentally lucid Norwegian 

nursing home residents (Bergland & Kirkevold, 2006). This could mean that the 

scale may be missing aspects specific to persons with cognitive impairment, as 

well as aspects that may be relevant for residents from different socio–cultural 

settings. In addition, the TOPAS was first developed and tested in a Norwegian 

version (Bergland et al., 2014). The psychometric testing and validation of the 

TOPAS occurred in a sample of Norwegian and Swedish nursing homes, but the 

analyses were not separated by context/language (Bergland et al., 2015). Given 

the similarities between the languages and settings, and use of the TOPAS in 

subsequent research in both Sweden and Norway, the use of the Swedish 32-item 

TOPAS in this study seems reasonable. It was not possible to use the newly 

developed short-form TOPAS in the SWENIS II data collection; however, this 

could be viewed as advantageous as it allowed for the analysis and comparison of 

the full 32-item TOPAS in both SWENIS I and II. 

Another consideration is that TOPAS mean scores were relatively high across 

both data collections. Previous research related to the empirical measurement of 

well-being has shown that responses tend to favour the positive end of the 

spectrum as opposed to the negative, resulting in a negative skew of score 

distributions (Palmer & Evans, 2015). With regards to the TOPAS, this may be 

partly due to the six-point Likert-type response options, as scales with more 

response options offer more positive responses to choose from. It could therefore 

be worth further exploring the TOPAS in relation to the number and type of 

response options (i.e., positive, negative, and possibly neutral). 



 

46 

The Katz Index of Independence in ADL  

The Katz-ADL was used to assess activity function (Katz et al., 1963). The benefit 

of using the Katz-ADL is that nursing home staff are ideally placed to make 

objective and non-invasive evaluations of residents’ ability to undertake common 

everyday activities. However, the Katz-ADL does not reflect subtle gradations or 

variability within function, instead compelling raters to make a categorical yes/no 

judgement even if the person does not, or cannot, perform such tasks (Hartigan, 

2007). Hence, the index provides a general overview of ADL within population 

groups but does not identify motivations for adaptation or failure. The advantage 

of the Katz-ADL is that it can be rated using observation by nursing staff and does 

not require residents to answer questions (Hartigan, 2007).  

Gottfries Cognitive Scale 

The GCS was used to measure residents’ cognitive function (Gottfries et al., 1969). 

Previous studies have reported sound psychometric properties and the scale has 

been deemed feasible for proxy-rated use in nursing home research (Lövheim et 

al., 2019). Compared with scales of a similar genre that measure cognitive 

function (i.e., the Mini-Mental State Examination), the GCS has been said to offer 

a simpler solution by focusing primarily on orientation rather than other aspects 

such as problem-solving. In this vein, the strength of the GCS is that it can be 

easily rated by proxy and requires little in the way of active participation from 

residents (Lövheim et al., 2019).  

Neuropsychiatric Inventory – Nursing Home 

The NPI-NH was used to measure the frequency and severity of neuropsychiatric 

symptoms (Cummings et al., 1994; Wood et al., 2000). While the NPI-NH has yet 

to be formally validated in Swedish, psychometric testing of an earlier Norwegian 

version deemed it valid and reliable (Selbæk et al., 2008), and the NPI and NPI-

caregiver distress have been validated in other Nordic languages (i.e., Danish and 

Icelandic) (Cummings, 2020; Davidsdottir et al., 2012; Kørner et al., 2008). One 

challenge in using the NPI-NH is that it can be hard to distinguish certain 

symptoms, as some may overlap or be difficult to recognise, which is why it is 

important that the person rating the scale is familiar with the person being rated, 

their neuropsychiatric symptoms, and the scale itself (Lai, 2014).  

Statistical considerations 

Statistical validity  

While the relatively large SWENIS I and II samples can be viewed as a strength, 

there are aspects that require consideration regarding validity. The benefit of a 

large sample is that there is more representation within the population group, 

improving opportunities for generalisation of the study findings: however, a large 
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sample carries increased risk of making a type-I error (Sullivan & Feinn, 2012). 

Thus, in study IV, the significant p values for the total TOPAS and NPI-NH scales 

were presented alongside their corresponding effect sizes. It should be noted that 

while these effect sizes were marginal, this study aimed to explore and confirm 

patterns/associations related to variables; thus, a numerical difference could still 

be interpreted as meaningful in illustrating overall changes in scoring.  

Item response theory 

Traditional psychometric testing methods are said to be enhanced by the use of 

item response theory-based analysis to explore the properties of an instrument at 

item and scale levels (Yang & Kao, 2014). The assumption of stable item 

parameters was supported in study III, as the amount of variance explained by 

the first factor accounted for a minimum of 20% of the total scale variance 

(Reckase, 1979). To retain score diversity and comparability, the sample was not 

split for cross-validation, so further testing of the short-form TOPAS is 

recommended among other samples and settings.  

Regression analysis 

As the data in study IV were cross-sectional, it is impossible to infer causality 

between specific variables and thriving. One possibility is that, for example, 

persons with neuropsychiatric symptoms or cognitive impairment who reported 

higher or lower levels of thriving could have received additional resources, 

interventions or time with nursing staff due to the nature of their symptoms. This 

study did, however, confirm and further elucidate patterns related to associations 

of thriving and specific symptom variables. Further longitudinal, interventional, 

and observational studies are therefore necessary to explore the nature of these 

relationships in greater detail.  

Imputations 

The validity of replacing missing scale data with imputations requires 

consideration. In study IV, scale data for the full sample were analysed in their 

entirety, but missing data within the sub-sample of matching nursing homes that 

participated in SWENIS I and SWENIS II were handled using the imputation 

strategy outlined in the Methods section. As imputing an individual’s mean value 

does not alter the overall variance, the mean of each sum score is unaffected 

(Schrive et al., 2006; Tabachnick & Fidell, 2013). Use of an imputation strategy 

in study IV can therefore be viewed as beneficial as it increased overall statistical 

power and allowed for the inclusion of data from individuals who would have 

otherwise been excluded.  
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Proxy-ratings 

The exclusion of persons with dementia or cognitive impairment from research is 

a multi-disciplinary problem that has left a vulnerable population group without 

a valid and reliable evidence base (Prusaczyk, 2017). The use of proxy-raters in 

the SWENIS data collections can therefore be viewed as beneficial as they allowed 

for the experiences of persons with dementia to be included in research that 

concerns them (Logsdon et al., 2002; Prusaczyk, 2017). It is important to note 

that in previous research staff proxy-ratings have been found to over- or under-

estimate experiences of health, well-being, and quality of life (i.e., Crespo et al., 

2012; Griffiths et al., 2020; Kane et al., 2005; Kloos et al., 2020; Parker et al., 

2017). The reliability of the proxy-ratings used here for the TOPAS are 

strengthened by the high level of agreement between staff proxy-ratings and 

resident self-ratings in previous testing (Bergland et al., 2014). In addition, close 

relationships between the proxy-raters and the study subjects have been said to 

improve the accuracy of the estimated responses (Logsdon et al., 2002). In both 

SWENIS I and SWENIS II, 99% of the proxy-raters indicated that they had 

interacted with the resident in question on a daily or weekly basis.  

As the responses provided by the proxy-raters are inevitably influenced by the 

proxies’ own understandings, expectations, biases, and beliefs, it is important to 

understand both proxy perspectives and the perspectives of those being rated 

(Logsdon et al., 2002). These perspectives have been somewhat elucidated in 

studies I and II, but further research is needed regarding how commensurate 

resident and staff understandings of thriving are in the Swedish context. Also, the 

inter-rater reliability of staff proxy-ratings could not be determined as it was 

impossible to educate each and every staff member involved in the SWENIS 

studies to use the scales. In an effort to mitigate significant variation among 

proxy-raters, written instructions were provided on the front of the surveys, the 

references for all scales within the surveys were provided, and the researchers’ 

contact details were listed in case respondents required further clarification. It is 

possible that staff members who participated in both SWENIS I and II may have 

been more familiar with the instrumentation than those who had not participated 

previously, but as proxy-raters were not coded to individual level, it is impossible 

to know whether these ratings differed significantly.  

Trustworthiness in qualitative analysis 

The trustworthiness of the phenomenological hermeneutical (study I) and 

qualitative content analysis (study II) methods used in this thesis require 

consideration and justification in relation to their purported credibility, 

dependability, conformability, transferability, and authenticity (Elo et al., 2014; 

Graneheim et al., 2017; Lindgren et al., 2020; Lindseth & Norberg, 2004).  

https://www.ncbi.nlm.nih.gov/pubmed/?term=Prusaczyk%20B%5BAuthor%5D&cauthor=true&cauthor_uid=28452628
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To achieve credibility, participants in studies I and II were purposively recruited 

based on their place of residence or work, respectively. This ensured that those 

who took part in the study would be best placed to provide relevant data regarding 

the specific research aims and questions (Polit & Beck, 2017). In addition, 

participants were informed of the aim of the study from the outset and could 

therefore decide for themselves if they wanted to share their knowledge or 

experience of the topic of interest. More than one researcher was involved in 

analysing and interpreting the interview texts in an effort to safeguard 

dependability and mitigate actual or potential bias stemming from the 

researcher’s own pre-understandings (Sandelowski, 2011). Decisions concerning 

data interpretation were discussed at length in the research group until consensus 

was reached.  

As in any descriptive qualitative research, there is a risk that data may be analysed 

and interpreted in different ways depending on the persons undertaking the task. 

This threat to conformability was somewhat minimised by the wealth of clinical 

and research experience within the inter-disciplinary research group (Elo et al., 

2017). Regarding the expertise of the persons involved in the analyses, the 

research team comprised a range of professionals in the fields of nursing, 

informatics, and occupational therapy. It is acknowledged that the transferability 

and generalisability of the study findings could be limited, as resident and staff 

data were collected from a modest sample within a single Australian nursing 

home; however, on a conceptual level, the understandings derived from these 

studies may hold relevance and new insights for contexts beyond those explored 

here. Authenticity was supported by providing examples and quotations to 

illustrate how the data were coded and categorised. Ultimately, the findings have 

been presented in as much detail as possible and final judgement regarding 

transferability and generalisability lies with the reader (Polit & Beck, 2017). 

Implications for practice 

There is a renowned shortness of salutogenic life-world measures and concepts 

for use in long-term care. By further extending understandings of the meanings, 

expressions, measurements and associations of thriving it may become possible 

to create opportunities for promotion of place-related well-being in practice, 

policy, education, and research. This thesis has affirmed that thriving appears to 

be a relevant concept that can be used to explore place-related well-being among 

older persons residing in nursing homes. These findings have contributed 

important insight into resident and staff perspectives on thriving, and elucidated 

understandings of thriving in nursing homes outside of Scandinavia. By 

expanding the evidence-base for thriving staff may be better equipped to plan and 

deliver care that supports place-related well-being in ways that are meaningful to 

residents; generating opportunities for residents to both access and open doors 
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to thriving in their everyday lives. Further, this thesis has contributed specific 

knowledge regarding measurement of thriving by exploring the psychometric 

properties and performance of the TOPAS, and suggesting a short-form TOPAS. 

The short-form TOPAS seems to have improved utility to measure thriving, 

particularly in circumstances where it would be preferable to use fewer survey 

items, for example, in aged care research, assessments, and care-planning 

purposes. Identification of nursing home residents who experience higher or 

lower thriving may provide important information for health-promoting care 

interventions, practice development, and future research to enhance resident 

thriving. This may be of particular benefit to managers and policy makers in 

planning care that aims not only to avoid negative symptoms, but also actively 

emphasises and prioritises positive outcomes in nursing homes. 

Future research  

These findings can be used to pave the way for future research questions and 

studies. There is limited knowledge regarding how everyday thriving discourses 

are played out in practice. Residents and staff have both articulated that 

experiences of thriving encompass temporal fluctuations, and are related to 

acceptance and adjustment to the lived environment. To date, there is little 

known about the process of thriving or the extent to which thriving changes 

between living at home and living in a nursing home. Future studies with a 

grounded theory focus could elucidate nuanced processual and experiential 

anchors for this phenomenon over time and provide insight as to how thriving 

could be supported when moving to a nursing home. This would require 

discussions with residents and staff to better understand how person-centred 

care processes can meaningfully enhance experiences of thriving. It would also be 

interesting to explore this from the perspective of non-clinical stakeholders (i.e., 

policy-makers and governing bodies for aged care) to track the alignment of 

health-promoting and person-centred guidelines with positive outcomes.   

Little is known about empirical contrasts of thriving in international and cross-

cultural settings. The short-form TOPAS could facilitate such comparisons, but 

further reliability testing and validation is required in English and other 

languages. It could also be worthwhile to explore potential cut-off groups in 

relation to TOPAS scores, and whether dichotomous answer options or a single-

item thriving visual analogue scale would add value; however, this would require 

careful psychometric, theoretical, and clinical consideration. Future studies could 

explore the possibility of using the TOPAS within clinical assessments or resident 

care plans to explore the effectiveness of interventions to support thriving.  
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Finally, the influence of the COVID-19 pandemic on the lives of older people 

living in nursing homes cannot be understated. In addition to affecting the 

demographic composition of nursing home populations worldwide, the long-

term impact of isolation and physical/social distancing measures has yet to be 

determined. In a time where many may feel hopeless or alone, research to explore 

thriving in a post-pandemic world could make an important contribution towards 

understanding and supporting place-related well-being for older people in times 

of calm and crisis.  

Conclusions  

While prevention of harm for people living in nursing homes is important, it 

seems just as important to explore how ‘the good’ can be promoted in the lives of 

residents. This thesis has made valuable connections and raised important 

questions regarding the meanings, expressions, measurements, and associations 

of thriving for older people living in nursing homes. Resident and staff 

experiences and perceptions of thriving have been elucidated, and foundational 

knowledge surrounding how thriving is understood, assessed, and interpreted in 

different cultures and contexts has been generated. Taken together, these studies 

emphasise the importance of acknowledging the ubiquitous influence of the wider 

nursing home environment upon understandings and experiences of thriving. 

Embodying a person-centred approach to the care and assessment of nursing 

home residents could help to promote thriving through illumination of the 

individual’s needs, desires, beliefs, and capabilities. These findings seem to 

confirm that positive experiences within nursing homes not only exist, but have 

the potential to be assessed, enhanced, and personalised. By exploring positive 

salutogenic concepts like thriving it may become possible to develop more 

person-centred, health-promoting, and beneficence-focused approaches to care 

for older people living in nursing homes; because when it’s all said and done, life 

is for living.  
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