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Abstract 

Background  
As the population of older people is expected to increase in the coming decades, 
an increase in service demand will likely follow. Aging in place is common in 
Sweden, but may be associated with loneliness, anxiety, and other negative health 
effects. Swedish sheltered housing began to emerge around 2008, and was aimed 
at older people who felt socially isolated, anxious, or unsafe aging in place. 
Swedish sheltered housing was to be a form of independent housing, providing 
accommodation with increased opportunities for social participation and 
accessible spaces, but with no provision of health care services. Despite the 
emergence of such housing, and policy documents outlining anticipated benefits, 
the national and international scientific body of knowledge is small. 
 
Aim  
The overall aim of this thesis was to explore the health, wellbeing and thriving of 
residents living in Swedish sheltered housing. 
 
Methods  
This thesis is based on data from two data collections and registry data. The first 
data collection, the U-Age Sheltered Housing Survey Study, took place between 
October 2016 and January 2017, and consisted of surveys sent to residents living 
in Swedish sheltered housing, and to a matched control group. The matching 
criteria was age, sex and municipality of residence. The sample for the U-Age 
Sheltered Housing Survey Study consisted of 3,805 individuals: 1, 955 individuals 
living in sheltered housing, and  1,850 aging in place. The second data collection 
took place between April 2019 and January 2020, and consisted of semi-
structured interviews in five sheltered housing accommodations which had 
participated in the U-age Sheltered Housing Survey Study. This data collection 
consisted of a total of seven group interviews with a sample of 38 residents. In 
addition, to enable longitudinal analyses, registry data on social services resource 
utilization and mortality was obtained from The Department of Health and 
Welfare in Sweden and Statistics Sweden. Data were analyzed using descriptive 
statistics, linear regression analyses with interaction variables, logistic 
regressions, and qualitative content analysis. 
 
Results 
Residents living in Swedish sheltered housing generally reported lower self-rated 
health,  lower health-related quality of life, lower functional status, and higher 
depressive mood, compared to those aging in place. With increasing level of 
depressive mood, and decreasing levels of self-rated health and functional status, 
those residing in sheltered housing generally reported higher levels of thriving, 
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compared to those aging in place. A higher proportion of those living in Swedish 
sheltered housing received home care services, and received on average more 
home care service hours, compared to those aging in place. Furthermore, a higher 
proportion of residents living in sheltered housing had relocated to a nursing 
home and deceased over a 3-year period, compared to those aging in place. Rates 
of relocation to a nursing home and mortality were higher among those who lived 
in Swedish sheltered housing and received home care services, compared to those 
living in Swedish sheltered housing who did not receive home care services. 
Interviews with residents living in Swedish sheltered housing revealed four 
different levels to the experienced facilitators and barriers to thriving in Swedish 
sheltered housing: individual factors, social context, environmental factors and 
organizational context. 
 
Conclusions  
There seems to be both a want, and a potential need, for health care related 
support among residents living in Swedish sheltered housing. Although residents 
in Swedish sheltered housing reported slightly lower self-rated wellbeing than 
older people aging in place, differences in wellbeing did not seem to be explained 
by type of accommodation per se. There do however seem to be aspects in 
Swedish sheltered housing that support thriving specifically among those with 
lower levels of health, lower functional status, and higher depressive mood, when 
compared to those aging in place. It seems possible that thriving in Swedish 
sheltered housing may be influenced by the interplay of various especially 
influential aspects, such as, but not limited to, levels of health, the services 
provided, the experience of the social environment, and the perceived support. 
Thereby, providing residents of Swedish sheltered housing with more health care 
related support and information could further support resident health and 
thriving. The findings of this thesis contribute to the currently limited pool of 
knowledge on health, wellbeing, and thriving in Swedish sheltered housing, and 
may assist in developing tailored services, support, and interventions for the 
demographic residing in this type of housing. 
 
Keywords  
Sheltered housing, older people, health status, wellbeing, thriving, cross-
sectional, longitudinal, nursing 
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Svensk sammanfattning 

Bakgrund 
Antalet äldre förväntas öka under de kommande decennierna, vilket troligtvis 
kommer medföra ett ökat behov av service för äldre. Att bo kvar hemma i eget 
boende är den vanligaste boendeformen bland äldre i Sverige. Detta är en 
boendeform som har förknippats med ensamhet, oro och andra negativa 
hälsoeffekter. Trygghetsboende etablerades omkring 2008, och riktade sig till 
äldre som kände sig socialt isolerade, oroliga eller otrygga hemma. 
Trygghetsboende skulle vara en form av eget boende, som skulle erbjuda boende 
med ökade möjligheter till social samvaro och tillgängliga utrymmen, men utan 
hälso- eller sjukvårdstjänster. Trots framväxten av sådana boenden, samt 
policydokument som beskriver förväntade fördelar med denna boendeform, så 
finns ett begränsat nationellt och internationellt vetenskapligt kunskapsunderlag 
kring hälsa, välbefinnande och trivsel hos äldre personer som lever i 
trygghetsboenden. 

 
Syfte  
Det övergripande syftet var att utforska de boendes hälsa, välbefinnande och 
trivsel i trygghetsboende. 
 
Metod 
Denna avhandling bygger på data från två datainsamlingar samt registerdata. 
Den första datainsamlingen, en enkätstudie kallad Tygghetsboendestudien, 
ägde rum mellan oktober 2016 och januari 2017 och bestod av enkäter som 
skickades till boende i trygghetsboende samt en matchad kontrollgrupp. 
Matchningskriterierna var ålder, kön och boendekommun. Urvalet för 
enkätstudien bestod av 3,805 individer: 1,955 individer i trygghetsboende och 
1,850 individer i eget boende. Den andra datainsamlingen ägde rum mellan 
april 2019 och januari 2020, och bestod av semistrukturerade intervjuer på fem 
trygghetsboenden som hade deltagit i enkätstudien. Denna datainsamling 
bestod av totalt sju gruppintervjuer, med ett urval av 38 personer som lever i 
trygghetsboende. För att möjliggöra longitudinella analyser erhölls dessutom 
registerdata om socialtjänstresursutnyttjande och dödlighet från Socialstyrelsen 
och Statistiska centralbyrån. Data analyserades med hjälp av beskrivande 
statistik, linjära regressionsanalyser med interaktionsvariabler och logistiska 
regressioner samt med kvalitativ innehållsanalys. 
 
Resultat 
De äldre som bodde i trygghetsboende rapporterade i allmänhet lägre 
självskattad hälsa, lägre hälsorelaterad livskvalitet, lägre funktionell status, och 
högre nivå av nedstämdhet jämfört med de i eget boende. Trots högre nivå av 
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nedstämdhet och lägre nivå av självskattad hälsa och funktionell status, 
rapporterade de som bodde i trygghetsboende i allmänhet högre nivå av trivsel 
jämfört med de i eget boende. En högre andel av de äldre i trygghetsboende fick 
hemtjänst, de fick även i genomsnitt fler hemtjänsttimmar jämfört med de i eget 
boende. Dessutom hade en högre andel äldre i trygghetsboende flyttat till ett 
särskilt boende och avlidit under en treårsperiod jämfört med de i eget boende. 
Frekvensen av flytt till annan boendeform och dödligheten var högre bland de 
som bodde i trygghetsboende och fick hemtjänst jämfört med de som bodde i 
trygghetsboende och inte fick hemtjänst. I intervjuer med äldre i trygghetsboende 
framkom fyra olika faktorer som påverkarade trivsel positivt respektive negativt 
inom trygghetsboende: individuella faktorer, socialt sammanhang, miljöfaktorer 
och organisatoriskt sammanhang. 
 

Konklusion 
Det verkar finnas både en önskan och ett potentiellt behov av vårdrelaterat stöd 
bland de som bor i trygghetsboende. Även om de äldre i trygghetsboende 
rapporterade något lägre självskattat välbefinnande än de i eget boende, verkar 
skillnader i välbefinnande inte förklaras av typen av boende. Det verkar dock 
finnas aspekter i trygghetsboende som positivt inverkar på trivsel specifikt 
bland de äldre med lägre nivåer av hälsa, funktionell status och högre nivåer av 
nedstämdhet jämfört med de som lever i eget boende. Trivsel i trygghetsboende 
verkar kunna influeras av samspelet mellan olika särskilt inflytelserika aspekter, 
såsom, men inte begränsat till, nivåer av hälsa, de tjänster som erbjuds, 
upplevelserna från den sociala miljön och det upplevda stödet. Genom att 
erbjuda de som bor i trygghetsboende mer hälso- och sjukvårdsrelaterat stöd 
och information skulle man eventuellt kunna stödja de boendes hälsa och trivsel 
ytterligare. Resultaten av denna avhandling bidrar till den begränsade 
vetenskapliga kunskapen om hälsa, välbefinnande och trivsel i trygghetsboende 
och kan hjälpa till att utveckla bättre skräddarsydda tjänster, stöd och insatser 
för de som bor i trygghetsboende. 
 

Nyckelord 
Trygghetsboende, äldre, hälsostatus, välbefinnande, trivsel, tvärsnittsstudie, 
longitudinell studie, omvårdnad 
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Introduction 

The global population is aging dramatically, with the number of the oldest old 
expected to triple during the next 30 years. This will present challenges and 
impose strain on the health and social care services for older people in many 
countries (United Nations, 2015). In Sweden, the number of people aged over 80 
years is predicted to increase by 50% within the next 10 years (Statistics Sweden, 
2018), and so there is a growing urgency to plan and prepare for the upcoming 
increase in demand for services for older people. In addition to the increasing 
numbers of older people, significant societal changes have taken place in recent 
decades, such as the individualization of society, increased migration, and the 
decrease of intergenerational living (Brodin, 2005). These changes have been 
speculated to have increased the number of older people suffering from 
loneliness, which has caused concern as loneliness has been proven to have 
extensive negative effects on health (Dahlberg et al., 2015; National Board of 
Health and Welfare, 2019a; The Swedish Government, 2020). With predictions 
of the total cost of care services for older people possibly increasing by as much 
as 80% in Sweden between 2014 and 2046, preventative housing models focusing 
on promoting social participation, wellbeing, and health have emerged in 
Sweden, as additions to the current pool of services for older people (The Swedish 
Association of Local Authorities and Regions, 2014). 

One of these new additions to the services for older people in Sweden is 
“trygghetsboende”, or “trygghetsbostäder”, which can be translated as “sheltered 
housing”. Sheltered housing in Sweden has been described as accessible 
apartments developed for older people who feel anxious, unsafe, or socially 
isolated living at home (Ministry of Health and Social Affairs, 2008). In addition 
to accessible spaces, Swedish sheltered housing was intended to provide 
increased opportunities for social participation, such as access to communal 
spaces and activities arranged by a hired host (Ministry of Health and Social 
Affairs, 2008). This type of accommodation was intended for older people who 
were capable of independent living but in need of social support (Ministry of 
Health and Social Affairs, 2008). Health care services were not intended to be 
included as part of residency, with potential health care needs to be addressed by 
home care services or specialized home nursing care (Ministry of Health and 
Social Affairs, 2008). According to the Ministry of Health and Social Affairs, 
increased social participation while residing in Swedish sheltered housing was 
anticipated to promote resident health and wellbeing, ultimately postponing the 
need for health care services and decreasing the eventual costs of institutional 
care (Ministry of Health and Social Affairs, 2008). However, despite the 
establishment of several sheltered housing accommodations in Sweden, and 
policy documents outlining expected benefits of living in sheltered housing, there 
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have been no national studies, and few international studies, exploring health, 
wellbeing and/or thriving in sheltered housing. Therefore, to increase knowledge 
on this previously undefined population in Sweden, the aim of the sheltered 
housing study, of which this thesis is a part, was to explore resident health, 
wellbeing, and thriving in Swedish sheltered housing. The sheltered housing 
project is part of the larger Umeå Aging and Health Research Program (U-Age) 
project, which explores person-centered care and health-promoting living 
conditions for the aging population (Umeå University, 2019). 
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Background 

The focus of this thesis is older people’s health, wellbeing, and thriving while 
living in Swedish sheltered housing. “Older people” has often been used as a 
generic term to describe people over a specific chronological age, and has 
commonly been associated with retirement from working life, as well as existing 
or arising shifts in health status (Colón-Emeric et al., 2013; Kowal & Dowd, 2001; 
Vijaya Prasad & Akbar, 2018). The definition of older people has however been 
argued to be problematic, as the age of onset of physical or cognitive decline may 
vary due to biological factors, lifestyle choices, social factors, psychological 
factors, spiritual factors, cognitive factors, and environmental factors (Vijaya 
Prasad & Akbar, 2018; Wiltjer & Kendall 2019). There are several chronological 
age limits currently in use to define older people; the WHO has defined older 
people as those over 60, the Swedish National Board of Health and Welfare has 
defined them as those over 65, and in countries with shorter life expectancy 50 
years may be used as the cut-off point (Kowal & Dowd, 2001; National Board of 
Health and Welfare, 2019b; World Health Organization, 2021). Within the 
context of this thesis, the term “older people” will be defined according to the 
minimum age set by the Swedish government for the target population of people 
residing in sheltered housing, which is 65 years of age (The Swedish Government, 
2016). 

Services for older people in Sweden 
The health and wellbeing of older people may be seen to be supported in many 
ways in Sweden. The Swedish government supports the provision of various 
public, means-tested, services to older people, to help promote wellbeing and 
support independence, despite potential age-related physical and cognitive 
decline (National Board of Health and Welfare, 2021). The law on social services 
in Sweden states that: “The care for older people provided by the social services 
shall provide older people the opportunity to live a dignified life and experience 
wellbeing.  The social welfare board shall aim to ensure that older people have the 
opportunity to live independently under safe conditions, and have an active and 
meaningful existence within the community” (The Swedish Government, 2001, 
Section 5). Means-tested services provided to older people in Sweden include, but 
are not limited to, home care services, personal security alarms, access to 
community activity centers and residence in nursing homes (National Board of 
Health and Welfare, 2021). In addition, various actors in the private market 
provide services one may purchase, such as private home care and medical 
services, as well as private housing in senior housing facilities (National Board of 
Housing, Building and Planning, 2020). 
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Swedish sheltered housing is a newer addition to the governmentally supported 
services for older people in Sweden, which specifically aims to increase health and 
wellbeing among older people, by decreasing feelings of social isolation, 
loneliness and insecurity (Ministry of Health and Social Affairs, 2008). In recent 
decades, Swedish policies concerning care of older people seem to have had an 
emphasis on supporting older people to be able to live in ordinary homes and lead 
autonomous lives, referred to as aging in place (National Board of Health and 
Welfare, 2011). As the focus of services for older people in Sweden has been on 
aging in place, with approximately 90% of those over 65 and 80% of those over 
80 in Sweden aging in place, concerns have been voiced in relation to the health-
related effects associated with reduced social interaction and increased feelings 
of loneliness, anxiety, and insecurity among the older population; these concerns 
have been further exacerbated by the Covid-19 pandemic (Dahlberg et al., 2020; 
National Board of Health and Welfare, 2019a; National Board of Health and 
Welfare, 2020; Nordic Welfare, 2013; The Swedish Government, 2020). 
Loneliness has been shown to increase the probability of many physical illnesses 
(such as elevated blood pressure and diminished immunity) as well as predict 
depressive symptoms and suicidal ideation and behavior, and is commonly seen 
as a possible threat to the wellbeing of older people, as old age coincides with 
retirement, the possible loss of loved ones, and declining health (Masi et al., 2011; 
Routasalo & Pitkälä, 2003; Taube et al., 2013). Furthermore, a nationwide study 
conducted by the Swedish National Council for Crime Prevention showed that the 
largest group to report feeling unsafe in their place of residence was women in 
the age group 75–79 years old (The Swedish National Council for Crime 
Prevention, 2017). Swedish sheltered housing may therefore be seen as a 
potentially significant complement to the currently existing services for older 
people in Sweden. 

Definitions and descriptions of health, wellbeing and thriving 
Within nursing theories and descriptions of the metaparadigms of nursing, there 
has been great variation in the definitions of health and wellbeing; health can 
refer merely to one’s state of wellbeing, to a continuum from adaptation to 
maladaptation, to a dichotomy of health versus illness, or to a value-based 
concept depending on cultural context (Fawcett, 1995). Many nursing models 
have rejected health as a rigid dichotomy, and refer to health as a concept  that is 
interrelated with several domains of human life, such as, but not limited to, 
physical, psychological, social, mental, cultural and spiritual aspects related to 
the individual (Wiklund  Gustin & Bergbom, 2017). The definition outlined by the 
WHO is often used, in which health is defined as “a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity” 
(World Health Organization, 2020, p.1). Traditionally, the biomedical 
perspective on health has viewed health as a lack of disease or illness, and has 
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been critiqued for viewing the body as a machine separate from psychological, 
social, and environmental aspects (Swedish Nurses’ Association, 2008). The 
humanistic perspective to health, which the WHO incorporates, takes a holistic 
approach to health, defining health as a state of overall wellbeing instead of lack 
of illness (Office of the High Commissioner for Human Rights, 2008; Swedish 
Nurses’ Association, 2008). The holistic perspective to health considers the 
subjective reality of the person as an integral part of health, which is seen as an 
interrelated and indivisible component of physical health (Swedish Nurses’ 
Association, 2008). 

Humanistic or holistic descriptions of health have often referred to health in 
relation to wellbeing, without conceptually defining wellbeing. Wellbeing, much 
like health, currently lacks a consistent definition, and seems to often be used 
interchangeably with the term “quality of life”.  Although the WHO definition of 
health is commonly used, the WHO is yet to define wellbeing. The WHO has, 
however, defined quality of life as: “an individual’s perception of their position in 
life in the context of the culture and value systems in which they live and in 
relation to their goals, expectations, standards and concerns. It is a broad ranging 
concept affected in a complex way by the person’s physical health, psychological 
state, personal beliefs, social relationships and their relationship to salient 
features of their environment” (World Health Organization, 2019a, p. 3). The 
WHO also defines mental health as: “a state of well-being in which every 
individual realizes his or her own potential, can cope with the normal stresses of 
life, can work productively and fruitfully, and is able to make a contribution to 
her or his community” (World Health Organization, 2019b, para 2). Wellbeing 
according to the WHO therefore seems to refer to the bio-psycho-social balance 
of an individual.  

The dictionary definitions of wellbeing have described wellbeing as a state of 
being healthy and happy, while quality of life has often been described as the 
standard or level of satisfaction or comfort one possesses (Edvardsson et al., 
2019). Likely due to these conceptually similar definitions, wellbeing and quality 
of life have often been used synonymously in the literature, and their definitions 
seem to vary depending on philosophical standpoints or theoretical frameworks 
(Dodge et al., 2012). Quality of life or wellbeing can therefore be seen as 
consisting of features related to, but not necessarily limited to, the physical, 
psychological, and social state of a person, in combination with environmental 
factors.  Although no consensus currently exists, quality of life has been argued 
to be related to the broader perception of satisfaction in life in combination with 
cultural and value-based aspects that may affect quality of life, while wellbeing 
has been described as referring to the subjective psychological dimension of 
satisfaction, as seen in the WHO definition of mental health (Centers for Disease 
Control and Prevention, 2018; Halleröd, 2009; Pinto et al., 2017). Wellbeing 
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therefore often seems to be viewed as the subjective perception of satisfactory 
attainment of different dimensions, such as mental, social, physical and 
psychological satisfaction. Quality of life, on the other hand, often seems to 
describe subjective attainment of these different dimensions, while also 
considering the cultural, economic, and societal factors and structures supporting 
or hindering the attainment of these factors.   

“Thriving” (Swedish: “trivsel”) has been a commonly used word in the 
Scandinavian languages to denote a sense of contentment, place-related 
wellbeing, or enjoyment within a certain setting or situation (The Swedish 
Academy Dictionary, 2007). Within nursing literature thriving has often been 
defined as a physical or psychological state of growth, resilience, and/or function 
(Brown et al., 2017; Bundick et al., 2010; Carver, 1998; Haight et al., 2002). 
However, in recent decades, thriving has evolved from the Scandinavian 
understanding into a nursing concept that is used to explore place-related 
wellbeing, and which encompasses the lived experiences of older people in a 
specific place or context (Bergland & Kirkevold, 2001; Bergland et al., 2014). 
Thriving has been described as a process that involves balancing expectations and 
reality, and which involves the exploration of the interaction between the person, 
the human environment, and the non-human environment (Bergland & 
Kirkevold, 2006; Bergland et al., 2014; Patomella et al., 2016). More recently, 
definitions for thriving in long-term care settings have emerged, with thriving 
being defined as “a holistic concept denoting lived experiences of situated 
contentment” (Baxter et al., 2021).  

Based on the literature and definitions that have emerged, thriving may be 
understood as a concept that explores the subjective experiences of contentment, 
which are unique to the  specific environment or context one is in (Baxter et al., 
2021; Bergland & Kirkevold, 2006; Patomella et al., 2016). Thriving seems to 
differ from wellbeing in that it involves experiences pertaining to a certain setting, 
and may be understood as either a component or dimension of wellbeing in a 
particular setting. However, further studies are needed to determine how thriving 
influences wellbeing, and vice versa. Further studies on whether and how thriving 
conceptually varies in different settings would also be valuable. Nevertheless, 
studies exploring the concept of thriving have provided valuable information on 
the interaction and interrelatedness of environmental factors and personal 
perceptions, as well as knowledge on factors that may influence wellbeing in a 
specific context. 

In the context of this thesis, health will be defined as the physical health status of 
an individual. This distinction is made in order to clearly differentiate and 
describe the concepts of interest, in an effort to increase research validity, 
transparency, and replicability. For these same reasons, wellbeing will refer to a 
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more holistic perspective of overall wellbeing, including but not limited to the 
combination of the physical, social, and mental wellbeing or satisfaction of an 
individual. Thriving will refer to situated contentment, understood as perceived 
contentment in the specific context and situation one is in, as, in addition to the 
reasons stated above, this definition seems to have evolved from the largest pool 
of data to date.  

Health, wellbeing and thriving among older people in Sweden 
The aim of this chapter is to give an overview of the knowledge on levels of health, 
wellbeing and thriving among older people in Sweden living in nursing homes 
and aging in place, to enable comparisons to the population living in Swedish 
sheltered housing. The studies presented here were selected on the basis of using 
the same instrumentation as the U-Age sheltered housing survey study utilized in 
this thesis. However, although these studies provide insight into the levels of 
health, wellbeing and thriving among older people in Sweden, it should be noted 
that these studies only provide an overview based on varying sample sizes, and 
may therefore not be completely representative of these populations in general. 

Studies concerning health of older people in Sweden seem to mainly address the 
health status of older people in general, of the older old (85+), and of those 
receiving means-tested health and social care services. This may be explained by 
older people being a heterogeneous group, with potentially large variation in 
levels of health up until considerably older ages (80+) (Santoni et al., 2015). One 
Swedish study among 80–89-year-old people aging in place showed that these 
older old people reported relatively good health, with a mean score of 7.6 on an 
activities of daily living (ADL) scale where 9 indicates independence (Oswald et 
al., 2007). Another study on >85-year-olds in Sweden, 92% of whom were aging 
in place, also revealed relatively good health, with a mean EQ-5D index value 
score of 0.725 (1 indicating perfect health) and an EQ-5D VAS score of 67.5 (100 
indicating perfect health) (Andersson et al., 2014). However, a study using a 
measure of instrumental activities of daily living (IADL) among recipients of 
home care services reported relatively poor scores (median 2, where 6 indicates 
independence), suggesting relatively low health (Lämås et al., 2020). Research 
on the capacity for ADL among older people living in nursing homes in Sweden 
found a mean score of 2.9 on a scale where 6 indicates independence, implying 
even lower health among those living in nursing homes (Björk et al., 2017). Due 
to the variability in sample sizes, instrumentation, and participants, it is difficult 
to draw any explicit conclusions concerning health among older people in Sweden 
living in nursing homes or aging in place. It does however seem that older people 
in Sweden aging in place report relatively good health, even among the oldest old, 
while older people living in nursing homes and those receiving home care services 
report more ADL/IADL restrictions and lower health.  
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The wellbeing of older people living in Sweden seems to have been sparsely 
researched, with many studies reporting quality of life values or lack of negative 
symptoms, rather than presence of wellbeing. Smaller studies of people aged >70 
years and aging in place in Sweden have revealed  relatively high wellbeing, with 
mean scores of 0.81 and 0.86/0.84 on a scale where 1 indicates best capability for 
wellbeing (Gustafsson et al., 2018; Hörder et al., 2016). One study on proxy-rated 
wellbeing among older people in Sweden aging in place with mild to moderate 
cognitive impairments revealed a mean score of 0.816 (where 1 indicates best 
capability for wellbeing), implying that levels of wellbeing are similar among 
those with and without cognitive impairments (Perry-Duxbury et al., 2019).  

Thriving has been previously explored among older people in Sweden both in the 
nursing home setting and in terms of aging in place with home care services. 
Nursing home residents showed relatively high levels of thriving, with reported 
mean values of 154.1 and 152.2, respectively, on a scale of 32–192 (Björk et al., 
2017; Patomella et al., 2016). Those aging in place and receiving home care 
services had an even higher mean thriving score of 159 (Lämås et al., 2020). It 
therefore seems that older people both in nursing homes and aging in place with 
home care services experience relatively high thriving. 

Definitions and descriptions of sheltered housing 
There is currently a plethora of different terms and concepts used in the 
international literature to describe different forms of housing and care facilities 
for older people. Moreover, the services provided to older people vary due to 
differences in fiscal and social policies. In an ambition to unify the language used 
to describe housing services for older people, Howe et al. (2013) defined “service 
integrated housing” as an umbrella term for all housing models provided to older 
people. They divided this into three subcategories: service integrated housing 
offering lifestyle and recreation (including but not limited to retirement villages, 
retirement resorts, lifestyle villages, and 55+ retirement communities), service 
integrated housing offering support services (independent living facilities, 
retirement villages, sheltered housing, and park homes), and service integrated 
housing offering support and care services (assisted living facilities, housing care, 
supported housing, and very sheltered housing) (Howe et al., 2013). Service 
integrated housing offering services, commonly also referred to as independent 
living facilities, usually provide a supportive environment and encourage older 
people who do not need extensive nursing or care assistance to live as 
independently as possible (Howe et al., 2013). The focus of this model of housing 
is to support the sociability of the residents and thus preserve their mental and 
physical capabilities (Howe et al., 2013). International terms to describe such 
housing include: independent living unit, co-housing, sheltered housing, 
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supportive housing scheme, retirement community, and service housing (Howe 
et al., 2013; Iecovich, 2016). 
 
As there is large variation in the terms and concepts used to describe housing 
models for older people, and as this is one of the first studies within the context 
of Swedish sheltered housing, the literature on different international housing 
models and how they compare to Swedish sheltered housing was examined. This 
was done to identify any relevant internationally comparable models to Swedish 
sheltered housing, as well as to uncover any previous studies on specifically 
Swedish sheltered housing. All housing models listed as “service integrated 
housing” were examined, with models described as having several similarities to 
Swedish sheltered housing (independent living, similar services provided) being 
included in the final examination. Based on the results of this examination of the 
literature, the attributes that were found to be recurring were then listed as 
attributes of the specific housing model, and compared to the requirements of 
Swedish sheltered housing in a table format. This table illuminates the 
similarities and differences of the different international housing concepts for 
older adults, comparing them to the requirements for Swedish sheltered housing 
(Please see Table 1).  
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Table 1. Comparison of different international housing models for older people.  

 
Swedish 
sheltered 
housing 

International 
sheltered housing 
/ accomodation 

Assisted 
living 
residence
/facility 

Independent 
(senior) 
living 
facility/com
munity 

Extra-
care 
housing 

Age limit 
65/70+ 

Y  N/A N N/A N/A 

Individual 
premises 

Y  Y  Y  Y  Y  

Communal 
spaces 

Y Y  Y  N/A Y  

Planned 
(social) 
activities 

Y  Y  Y  N/A N/A 

Shared 
mealtimes 

Y  N Y  N/A N/A 

Staff 
available at 
certain times 
(for social 
needs) 

Y  Y  Y  N/A Y  

Possibility to 
continue to 
live with 
decreased 
mobility 

Y  Y  N/A N/A Y  

Assistance 
with ADL 

N N Y  N Y  

Health care 
services 
provided 

N N Y  N Y  

Personal 
security 
alarms 
provided 
upon 
residency 

N Y  N/A N/A Y  

 
   Y=yes, N=no, N/A= information not available or inconclusive 
 
 
Due to the significant similarities in the definitions of sheltered housing in 
Europe, and as “sheltered housing” was the selected translated term for Swedish 
sheltered housing in a governmental policy document on sheltered housing 
(Swedish Governmental Inquiry, 2015), the term “Swedish sheltered housing” 
was selected as the translation of “trygghetsboende” both in this thesis and 
throughout the U-Age project.  
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The term “sheltered housing” does however seem to vary conceptually, as 
international sheltered housing providing differing amounts of services; this 
variation is apparently due to differences in national and regional regulations. 
The concept of sheltered housing seems to have originally developed in the 1950s 
in the UK, as a social housing scheme intended to improve the housing standards 
of older people and support independent living (Egbu et al., 2011). Initially, 
sheltered housing in the UK has reported to have been intended as a form of 
housing for healthy older people, with only a limited amount of support provided 
upon residency (Egbu et al., 2011). However, described as a result of the increased 
care needs of older people living in sheltered housing in the 1980s, housing 
models with more extensive care services were reported to have developed, such 
as very sheltered housing and extra-care housing (Croucher et al., 2006; Egbu et 
al., 2011). Seemingly due to changes in the political climate and perceptions of 
sheltered housing being expensive and institution-like, provision of local 
authority run sheltered housings substantially reduced, with housing 
associations taking over a majority of the provision of sheltered housing (Howe 
et al., 2013).  These changes have been described as resulting in a shift of 
responsibility for sheltered housing from the state to privately run and financed 
associations (Howe et al., 2013).  As a result, the amount of sheltered housing has 
been reported to have decreased in the UK, while housing models providing more 
comprehensive care services, such as extra-care housing, have increased 
(Croucher at al., 2006).   

In the UK and the Netherlands, sheltered housing has been described as housing 
for older people which has a focus on providing social support, and is often a 
service provided by local authorities (Egbu et al., 2011; Fox et al., 2017; Iecovich, 
2016; Van Bilsen et al., 2008). Furthermore, sheltered housing in Europe and the 
UK has generally comprised apartments which are equipped with security alarms 
and accessible spaces (Egbu et al., 2011; Fox et al., 2017; Iecovich, 2016; Van 
Bilsen et al., 2008). However, the amount of health and social care services 
provided in international sheltered housing vary, with some sheltered housing 
complexes offering access to services such as 24/7 alert systems and health care 
staff on site or in the vicinity (Cook et al., 2016; Egbu et al., 2011; Herbers & 
Meijering, 2015; Howe et al., 2013; Iecovich, 2016; Van Bilsen et al., 2008) 

A summary of the establishment and regulations concerning 
Swedish sheltered housing 
In 2008, the Delegation for Housing for Older People, which was commissioned 
by the Swedish government, introduced a policy document which outlined 
sheltered housing as a new accommodation form for older people in Sweden 
(Ministry of Health and Social Affairs, 2008). Designed for older people who felt 
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lonely, unsafe or anxious aging in place, but who were not in need of the extensive 
health-care services provided in nursing home type care settings, sheltered 
housing was anticipated to fill a perceived gap in the existing services for older 
people in Sweden. In the policy document by the Delegation for Housing for Older 
People, it was stated that some older people relocate to nursing home type care 
settings to obtain better access to services, an increased sense of security and/or 
more opportunities for social participation, despite not necessarily fulfilling the 
health care related needs associated with nursing home residency. By providing 
a so called “in-between housing model” with increased access to services and 
opportunities for social participation, sheltered housing was expected to reduce 
feelings of insecurity, improve quality of life, and support continued independent 
living. It was also expected to decrease the costs associated with care of older 
people, as residence in sheltered housing was anticipated to postpone the need 
for more extensive health care. Sheltered housing was further proposed to 
provide a solution for the increasing accommodation needs of the growing 
demographic of older people, as it was intended to be provided to older people 
capable of independent living without means-testing. It was emphasized that to 
promote agency, it would be important that older people themselves sought 
residency in sheltered housing (Ministry of Health and Social Affairs, 2008). 

According to the policy document by the Delegation for Housing for Older People, 
the anticipated positive outcomes of residence in sheltered housing were based 
on studies done in the 1970s, which showed that social support has a positive 
effect on health and that social interaction provides a protection from different 
forms of stress (Ministry of Health and Social Affairs, 2008). The report also 
referred to later studies showing correlations between social relationships and 
reduced mortality, sickness, and psychological illness. This document also 
emphasized that social networks, and especially the support of a live-in partner, 
are meaningful for maintaining independence when moving into a service home, 
or living at home at older ages. It was further stated that well-planned and well-
implemented sheltered housing may increase resident security and autonomy, 
and improve resident quality of life, which could ultimately reduce and postpone 
relocation to a nursing home (Ministry of Health and Social Affairs, 2008). 

The definition of sheltered housing as defined in the policy document drafted by 
the Delegation for Housing for Older People in 2008 proposed that Swedish 
sheltered housing should fulfill the following requirements: 

• The residents themselves should have the opportunity to seek the 
accommodation, with no means-testing, in order to ensure the 
individual’s opportunity for self-determination, to maintain social 
networks, and to make this form of accommodation more accessible. 
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• The accommodation should be available to people over the age of 70, with 
the possibility for siblings or spouses to move in as well (the age limit 
would not apply to spouses and siblings). 

• The spaces within the accommodation should be accessible, giving the 
possibility to continue living in the sheltered housing despite decreasing 
mobility (and thus increase autonomy and independence).  

• Communal spaces, planned activities, and shared meals should be 
provided (proposed to be paid by the municipality) in order to increase 
social interaction and decrease feelings of isolation and loneliness.  

• Non-means-tested personal security alarms should be provided in all 
apartments, and a host or other staff member should be present during 
certain hours of the week (Larsson et al., 2013; Ministry of Health and 
Social Affairs, 2008; National Board of Housing, Building and Planning, 
2013). 
 

These regulations were to be mandatory only if contractors sought financial aid 
or funding from the government for building sheltered housing, and no further 
regulations concerning the requirements or amount of services provided in 
sheltered housing were defined (Ministry of Health and Social Affairs, 2008). In 
the report by the Delegation for Housing for Older People, it was acknowledged 
that many of the residents living in sheltered housing are, or will become, 
recipients of home care services, and that to increase the sense of security of 
residents it would be beneficial to place the staff rooms of home care service staff 
within or in the vicinity of sheltered housing units (Ministry of Health and Social 
Affairs, 2008). This would also increase the efficiency of home care services and 
free up more staff time; this time could then either be divided among the clients, 
or used to serve more clients (Ministry of Health and Social Affairs, 2008). 
Although the Swedish government has provided financial assistance to establish 
Swedish sheltered housing accommodations, residence in Swedish sheltered 
housing is considered regular housing (Ministry of Health and Social Affairs, 
2008). Residents therefore pay market-level rent for their residence, which often 
may be higher than in ordinary apartments (Home and Rent, 2019; Senior Life, 
2021) 

Since the establishment of Swedish sheltered housing in 2008, some changes 
have been made concerning eligibility and the services to be provided in sheltered 
housing. In 2016, new regulations for receiving financial assistance for 
establishing sheltered housing accommodations were passed; the age limit was 
lowered to 65, and ensuring residents access to public services became mandatory 
(The Swedish Government, 2016). Since April 2019, a means-tested sheltered 
housing concept has been implemented, in which older people who are at risk of 
social isolation, but do not need around-the-clock care, may be appointed 
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residence in sheltered housing by the social services (The Swedish Government, 
2018). The requirements concerning staff and services remained the same (The 
Swedish Government, 2018). The newer regulations make no mention of a 
requirement for personal security alarms or shared meal times (The Swedish 
Government, 2016; The Swedish Government, 2018). Currently, the 
requirements for eligibility for residence and the services provided in Swedish 
sheltered housing accommodations seem to vary depending on the choices of the 
municipality, or the private owner of the sheltered housing accommodation (City 
of Malmö, 2018; Karlstad Municipality, 2019; Larsson et al., 2013; National 
Board of Housing, Building and Planning, 2013; Public Housing Sweden, 2016; 
Umeå Municipality, 2021). For instance, some sheltered housing 
accommodations may provide more extensive services, such as personal 
assistance in practical everyday chores, or have specific requirements for 
eligibility for residence, such as being a recipient of home care services (City of 
Malmö, 2018; Karlstad Municipality, 2019; Larsson et al., 2013; National Board 
of Housing, Building and Planning, 2013; Public Housing Sweden, 2016; Umeå 
Municipality, 2021). 

As there have been several shifts concerning the requirements of sheltered 
housing since the beginning of the U-Age sheltered housing project in 2017, an 
analysis of the 88 sheltered housing accommodations included in the project was 
undertaken in August 2020. The aim of this analysis was to explore how many of 
the sheltered housing accommodations from the original sample were still 
classified as sheltered housing. Based on the data from the original study registry, 
information on the status of the sheltered housing accommodations was sought 
online and by contacting the listed contact persons. This analysis indicated that 
34 of the original 88 sheltered housing accommodations had either been 
converted into other types of accommodation for older people, such as senior 
housing or nursing homes, or did not fulfill the requirement of having staff 
present. These changes may be due to the requirements for receiving financial 
support for building sheltered housing, which state that the proprietor must 
retain the building as housing for older people for a minimum of eight years 
(National Board of Housing, Building and Planning, 2019). 

National research on sheltered housing 
Nationally there have been only a few published reports, mainly in the gray 
literature, concerning residents’ perceptions of sheltered housing. These studies 
have primarily been qualitative studies based in smaller geographical areas 
within Sweden. A report on the relocation patterns of older people, including 
interviews with older people who had relocated to sheltered housing, indicated 
that residents appreciated the autonomy and opportunity for self-determination 
in sheltered housing, the assistance the staff provided in practical matters, and 



 

15 
 

the opportunity for social interaction with neighbors (Abramsson et al., 2012). A 
general report on experiences of sheltered housing from the perspective of the 
municipalities, contractors, and residents revealed that these actors saw hosts 
with the task of implementing social activities as an essential part of sheltered 
housing, but there were challenges in determining how to implement and design 
the services the hosts were to provide (Larsson et al., 2013).  The report also 
showed that the average age of residents in sheltered housing was higher than 
initially expected, resulting in the residents having more health care related needs 
than expected, which ultimately restricted their opportunities for social 
interaction (Larsson et al., 2013).  

A study performed in collaboration with building entrepreneurs in three 
municipalities in western Sweden found that motivators for relocation to 
sheltered housing were being able to live in accessible spaces maintained by the 
landlord and the sense of freedom of not having to care for the accommodation 
themselves, although some residents reported minor issues concerning the 
accessibility of the spaces (Lindahl, 2015). Some had relocated to sheltered 
housing to increase their opportunity for social participation, and the social 
environment and opportunity to gather in communal spaces were appreciated 
(Lindahl, 2015). Follow-up interviews showed that some residents were 
disappointed by the reduced amount of time the hosts were present, as well as 
diminishing health restricting opportunities to gather in the common areas 
(Lindahl, 2015). 

A recent peer-reviewed study examined how residents in Swedish sheltered 
housing described perceptions of safety and which features in the environment in 
sheltered housing contributed to residents’ perceptions of safety; the results 
showed that, in general, residents felt that living in sheltered housing contributed 
to their perceptions of safety (Lindahl et al., 2018). Living in a safe social context 
with people of the same age contributed to a safe peaceful environment, and being 
able to maintain independence due to the accessible spaces in sheltered housing 
contributed to perceptions of safety (Lindahl et al., 2018). However, residents 
raised security concerns regarding being potential victims of crime, as well as 
concerns about being forced to move due to potential shifts in their health and 
financial situation (Lindahl et al., 2018). Another peer-reviewed study also found 
that living in Swedish sheltered housing generally provided a context for safe 
aging; but factors such as uncertainty concerning the amount of care provided, 
health issues restricting residents from participating in activities, strangers 
congregating within the building, and concerns related to neighbors with 
cognitive impairments caused unease and concern among the residents 
(Berglund-Snodgrass & Nord, 2019). Although previous studies conducted on 
sheltered housing in Sweden provide interesting insight into the preconceptions, 
thoughts, and experiences that residents of sheltered housing have, these insights 
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are mainly based on small-scale, qualitative studies with a focus on the general 
attractiveness of sheltered housing for older people, rather than the health, 
wellbeing, or thriving of residents.  

International research on health and wellbeing in sheltered 
housing 
Due to the conceptual issues related to the ambiguity of different forms of housing 
for older people, as well as differences in welfare systems, it is challenging to draw 
international comparisons to Swedish sheltered housing. As sheltered housing in 
Europe and the UK generally have significant similarities to Swedish sheltered 
housing (being provided to some extent as a public service, with a focus on social 
interaction and participation as well as independent living) most comparable 
studies are from Europe and the UK. Swedish sheltered housing and comparable 
international sheltered housing models seem to share the intention of supported 
independence and postponed relocation to a nursing home, but differ in the 
support provided. Most international sheltered housing models emphasize 
offering residents 24-hour support, usually in the form of personal alarm systems 
(Croucher, 2006; Egbu et al., 2011; Van Bilsen et al., 2008).  

The international literature on health and wellbeing among residents of sheltered 
housing is currently both scarce and varied in nature, and has mainly focused on 
residents’ perceptions of the outcomes of living in sheltered housing. Only one 
larger quantitative study has been identified that explored the health care usage 
of residents of sheltered housing in the UK, finding that 57% of a sample of 978 
residents did not have any hospital admissions during a year-long period of living 
in sheltered housing (Cook et al., 2016). Results from a longitudinal study based 
on three consecutive datasets from the British Household Panel Survey, which 
was administered between the years 1993 and 2008, showed no significant 
difference in mortality between residents living in sheltered housing and those 
living in private housing (Robards et al., 2014). Another study on the same 
sample, observed at two time points, did however reveal that contact with health 
care services in the preceding year was an indicator of transition to sheltered 
housing (Vlachantoni et al., 2016). 

Other studies on the health of residents living in sheltered housing have been 
based on smaller samples, and have shown little difference in health and mobility 
between individuals living in sheltered housing and those aging in place (Fox et 
al., 2017; Van Bilsen et al., 2008); only one older study from 2002 found high 
rates of depression and activity limitation among a sample of residents living in 
sheltered housing (Field, Walker & Orrell, 2002). The social aspects of sheltered 
housing have been indicated to be beneficial to residents, with sheltered housing 
residents reporting more active participation in social events, higher autonomy, 
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fewer feelings of insecurity, a sense of increased independence, and a stronger 
feeling of personal responsibility for their wellbeing due to the support of the 
communal environment (Cook et al., 2016; Taylor & Neill, 2009; Van Bilsen et 
al., 2008). An ethnographic study from the UK showed that living in sheltered 
housing may result in both social closeness and social resistance, due to concerns 
about gossip and neighbors’ perceptions (Percival, 2003). Moreover, a qualitative 
study based on 16 interviews with residents in the Netherlands affirmed that 
although residents living in sheltered housing may socially interact with other 
people more often, the interaction  may be limited and superficial in nature, due 
to fear of gossip (Herbers & Meijering, 2015).  
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Rationale  

The health, wellbeing, and thriving of residents living in sheltered housing in 
Sweden is currently largely uncharted; very limited national studies have been 
found in searches of the literature, and only a few international studies have been 
found that may be more or less comparable to the Swedish form of  sheltered 
housing. There have been no larger scale studies into the demographic 
characteristics, health, wellbeing, or thriving of residents living in sheltered 
housing in the Swedish context, despite the existence of several sheltered housing 
accommodations in Sweden, and financial incentives being provided by the 
Swedish government to support their continued establishment. Furthermore, 
policy documents outline several intentions as to the outcomes of residing in 
Swedish sheltered housing, despite the current lack of evidence concerning how 
residence in sheltered housing influences health, wellbeing, or longitudinal 
trajectories. As Swedish sheltered housing is a new complement to the current 
social and health care services provided to older people in Sweden, identifying 
the people who live in Swedish sheltered housing and exploring levels of resident 
health, wellbeing, and thriving will help fill the current gap in the national and 
international literature. This thesis may also assist in clarifying some of the 
conceptual inconsistencies that exist in the field. Finally, data obtained from this 
thesis can hopefully be used in further promoting the health, wellbeing, and 
thriving of residents living in Swedish sheltered housing.   
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Aims 

The overall aim of this thesis was to explore resident health, wellbeing and 
thriving in Swedish sheltered housing. 

Specific aims and research questions 

Study I 
The aim of study I was to explore the characteristics and health status of older 
people in sheltered housing, compared to those ageing in place. The research 
questions were: 

1. What are the demographic characteristics of residents living in sheltered 
housing?  

2. What are the differences in self-reported health-related quality of life 
(EQ5D), functional status (Katz ADL), instrumental functional status 
(Lawton IADL) and depressive mood (GDS4) between those living in 
sheltered housing and those aging in place? 
 

Study II 
The aim of study II was to explore to what extent type of residence (sheltered 
housing or aging in place) contributes to thriving and wellbeing, when controlling 
for age, sex, living alone, being a widow, functional status, self-rated health and 
depressive mood. The research questions were: 

1. To what extent does type of residence effect wellbeing, when controlling 
for age, sex, living alone, being a widow, functional status, self-rated 
health and depressive mood? 

2. To what extent does type of residence effect resident thriving, when 
controlling for age, sex, living alone, being a widow, functional status, 
self-rated health and depressive mood? How does type of residence effect 
thriving when adjusted for differences in functional status, self-rated 
health and depressive mood? 

 

 

 



 

20 

Study III 
The aim of study III was to illuminate aspects of sheltered housing that are 
facilitators and/or barriers to thriving, as described by residents living in Swedish 
sheltered housing. The research questions were: 

1. What are the factors that facilitate thriving in sheltered housing? 
2.  What are the factors that hinder thriving in sheltered housing? 

Study IV 
The aim of study IV was to describe relocation patterns and explore predictors of 
relocation to a nursing home and mortality, in a sample of older adults living in 
Swedish sheltered housing and aging in place. The research questions were: 

1. What are the patterns of relocation to a nursing home/mortality in a 
sample of older adults living in Swedish sheltered housing and aging 
in place? 

2. How does the distribution of home care services differ in a sample of 
older adults living in Swedish sheltered housing and aging in place, 
and how does receiving home care services influence patterns of 
relocation/mortality? 

3. What are the predictors of relocation to a nursing home/ mortality in 
a sample of older adults living in Swedish sheltered housing and 
aging in place? 
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Methods 

Research/Study Design 
This thesis is part of the larger Umeå Aging and Health Research Programme (U-
Age), which explores person-centered care and health-promoting living 
conditions for the ageing population in Sweden. The U-Age programme consists 
of four research projects designed to provide experimental, cross-sectional and 
longitudinal data on different types of housing models and person-centered care 
interventions. This thesis is part of the U-age sheltered housing study (TryBo), 
which aims to compare characteristics and health outcomes between residents 
living in sheltered housing and older people ageing in place. 

This thesis consists of four studies. Studies I and II are based on data obtained 
from a survey (sheltered housing survey study) sent out to all registered sheltered 
housing accommodations in Sweden, and a matched control group. Study III is 
based on data obtained from group interviews with residents living in sheltered 
housing accommodations. Study IV utilizes the data from the sheltered housing 
survey study, in combination with registry data on usage of health care services 
and mortality registries. An overview of the aims, design, data analyses and 
participants is presented in Table 2. 
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Table 2. Overview of study aims, design, data analyses and participants. 

Study  Aim Design Data 
Analysis 

Participants 

I To explore the 
characteristics and 
health status of older 
people living in 
sheltered housing, 
compared to those 
ageing in place. 

Cross-
sectional 
study 

Descriptive 
statistics, t-
tests and 
effect sizes 

1,955 sheltered housing 
residents living in 88 
different sheltered 
housing accommodations, 
and 1,850 older people 
aging in place 

II 
 

To explore to what 
extent type of 
residence (sheltered 
housing or aging in 
place) contributes to 
thriving and 
wellbeing 

Cross-
sectional 
study 

Linear 
regression 
analyses 
with 
interaction 
variables 

1,955 sheltered housing 
residents living in 88 
different sheltered 
housing accommodations, 
and 1,850 older people 
aging in place 

III To illuminate aspects 
of sheltered housing 
that are facilitators 
and/or barriers to 
thriving, as 
described by 
residents 

Exploratory 
interview 
study 

Qualitative 
content 
analysis 

38 sheltered housing 
residents in 5 different 
sheltered housing 
accommodations 

IV 
To describe the 
longitudinal 
trajectories and 
relocation patterns 
of residents living in 
sheltered housing 

Longitudinal 
study 

Descriptive 
statistics, 
logistic  
regression 
analyses 

1,955 sheltered housing  
residents living in 88 
different sheltered 
housing accommodations, 
and 1,850 older people 
aging in place 

 

Context 
All four studies are based on data collected from individuals living in sheltered 
housing in Sweden. The data collection for these studies utilized the National 
Board of Housing, Building and Planning’s registries, which covers only those 
sheltered housings that have received financial assistance from the government. 
All sheltered housing accommodations that had received financial assistance, and 
were therefore part of the registry, were to comply with the minimum 
requirements of sheltered housing presented previously (accessible spaces, a host 
present during certain hours of the week, providing the opportunity for social 
activities). Only registered sheltered housing accommodations were selected as 
the sample for these studies to increase validity, as other sheltered housing 
accommodations in Sweden do not need to comply with the regulations, and 
therefore likely have vast variation in the services provided. 
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Data collection, sampling and participants 

Studies I and II 
The inclusion criterion for the sheltered housing survey study was residence in 
sheltered housing. For each sheltered housing resident, a matching control 
person aging in place was sought out on a ratio of 1:1, with the matching criteria 
being age, sex, and municipality of residence. To facilitate contact with owners of 
sheltered housing in Sweden, access to the National Board of Housing, Building 
and Planning’s registries on sheltered housing accommodations in Sweden was 
sought and received. A total of 88 sheltered housing accommodations were 
identified, both public and private, and all were contacted by either mail or phone. 
The contact persons at the sheltered housing accommodations were asked to 
assist in obtaining the addresses of sheltered housing residents.  

Statistics Sweden was responsible for sending the sheltered housing study survey 
in October 2016 to both residents living in sheltered housing and the matched 
control group of older people aging in place. The sheltered housing survey study 
consisted of questions concerning demographic data as well as study-specific 
variables and instruments. An information letter with contact information for the 
research group and a postage-paid reply envelope was included with the 
questionnaire. Two reminder letters were sent to those whom had not replied to 
the questionnaire, the first in the middle of November 2016 and the second 
during the first week of December 2016. The data collection phase ended on 15 
January 2017. A total of 8,163 people living in sheltered housing and aging in 
place were eligible for the survey; 4,087 self-report surveys were sent to people 
living in sheltered housing, and 4,076 to people aging in place. In all, 3,805 
surveys with responses from both groups were received; 1,955 from residents in 
sheltered housing and 1,850 from older people aging in place. The overall 
response rate was 46.6%. Further details on the data collection process for the 
sheltered housing survey study are given in Figure 1. 
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Figure 1. The data collection process for the U-age sheltered housing survey 
study. 



 

25 
 

Study III 
The inclusion criteria for study III was residence in sheltered housing, and 
participation in the sheltered housing survey study. Based on information 
available in the registry and online, 14 potential sheltered housing 
accommodations were identified, with respect to logistical and financial 
limitations. Phone and e-mail attempts were made to contact these 14 sheltered 
housing accommodations, in order to obtain contact information for the host or 
manager. Five of the sheltered housings had been converted into other types of 
senior housing facilities, and were no longer classified as sheltered housing. Of 
the remaining nine, three did not respond to repeated calls or e-mails. However, 
six hosts/managers responded and volunteered to assist in recruiting 
participants. These hosts/managers informed all of the residents about the study 
by handing out an information letter, by placing an invitation on the sheltered 
housings notice board, and/or by personally inviting residents. One host reported 
that there were no residents at their sheltered housing accommodation interested 
in participating in the study. The hosts/managers of the five remaining sheltered 
housing accommodations assisted in informing the residents of the time of the 
interview, or provided direct contact information to the residents, and also 
assisted in booking facilities for the group interviews. The final sample consisted 
of two sheltered housing accommodations in northern Sweden and three in 
central Sweden (Figure 2).  All willing participants at the five sheltered housing 
accommodations were included in the study, resulting in a convenience sample 
of the population living in sheltered housing. 
 
 
Focus group interviews were conducted in five sheltered housing 
accommodations in Sweden between April 2019 and January 2020, using an 
interview guide consisting of open-ended questions (Kamberelis & Dimitriadis; 
2013). The participants were first asked how they thrived in sheltered housing, 
and then asked to elaborate on their responses. Follow-up questions were guided 
by the residents’ responses, and covered the services provided, the hosts, home 
care services, and the expectations residents had of sheltered housing. The 
residents were also asked to list 5–10 factors that facilitated and obstructed 
thriving while living in sheltered housing. All interviews were conducted in the 
group rooms within the sheltered housing, and the duration ranged from 45 
minutes to 1 hour 15 minutes. The final sample consisted of 38 residents: 28 
women and 10 men. The youngest participant was 73, the oldest participant was 
96, and the residents had lived in sheltered housing from 1 month to 8½ years.  
In all, seven group interviews were conducted, in five different sheltered housing 
accommodations, with four to nine participants in each group. These five 
sheltered housing accommodations seemed to have some variation in the services 
provided, with some providing only a weekly coffee session, while others had 
several group activities during the course of the week. The physical environments 



 

26 

also varied, with some sheltered housings being in rural areas surrounded by 
nature, and others being in more urban areas. 

 

 

Figure 2. The data collection process for study III. 
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Study IV 
For study IV, data from the sheltered housing survey study was combined with 
registry data on social services resource utilization and mortality. Registry data 
on the complete sample from the sheltered housing survey study for the years 
2017-2019 was obtained from the Department of Health and Welfare in Sweden 
and Statistics Sweden. The registry data consisted of individual-level data on 
social services resource utilization (including data on home care service hours 
and relocation to a nursing home) and mortality. 

Instruments and study variables 
The study variables consisted of data on age, sex, living alone or not, relationship 
status, participation in physical/social activities and place of birth. The study 
specific variable type of residence (sheltered housing/aging in place) was used to 
explore the influence of sheltered housing on the outcome variables. The utilized 
measurement tools (known as instruments) are presented below, and an overview 
is given in Table 3. The available standardized Swedish translations of each 
instrument were utilized. 

The ICEpop (Investigating Choice Experiments for the Preferences of 
Older People) CAPability Measure for Older People (ICECAP-O) was 
developed to measure five attributes related to the capability for wellbeing and 
quality of life of older people: attachment, security, enjoyment, role, and control 
(Coast, Peters, et al., 2008). It is a preference based-measure, measuring how 
much of the different dimensions the respondent feels they want to, and can, 
achieve. The objective of ICECAP-O is to measure how free the individual is to 
function, based on a self-evaluation on a scale from 1 to 4 (Coast, Flynn, et al., 
2008). Using rescaling, these values may then be converted into a single index 
value ranging between 0 and 1 (Coast, Flynn, et al., 2008). 

The EQ-5D is a standardized non-disease-specific instrument that was 
developed by the EuroQoL Group to measure health status and health-related 
quality of life (Carr-Hill, 1992). It converts the self-reported health state of the 
respondent into a single index value based on predetermined weighted values 
(EuroQoL Research Foundation 2019). The EQ-5D consists of a thermometer-
like scale (visual analog scale) on which the respondent marks their current 
health state, as well as a question segment regarding the respondents’ health 
state, in which the respondent ticks the statement that they deem most 
appropriate (EuroQoL Research Foundation, 2019). The five-level version (EQ-
5D-5L), which has five response alternatives per dimension, was utilized in this 
study (EuroQoL Research Foundation, 2019). 
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The Thriving of Older People Assessment Scale (TOPAS) is used to 
measure resident thriving. The TOPAS instrument is built on a theory of thriving 
in long-term care facilities by Bergland & Kirkevold, and thus takes into 
consideration the person, the human environment, and the non-human 
environment that affects residents’ thriving in care facilities. It consists of 32 
items that are scored on a six-point scale (Bergland et al., 2015).  The studies in 
this thesis used a modified version of TOPAS: the TOPAS-SH (sheltered housing 
version). Development of the TOPAS-SH was largely based on pragmatic choices; 
the research group decided to exclude questions pertaining to staff, and slight 
changes were made in the wording of the selected 20 items to ensure applicability 
for those living independently in ordinary housing. Substitute questions 
pertaining to activities and the environment were also added, to explore the 
significance of these factors to thriving in this setting. The TOPAS-SH consists of 
20 items that are scored on a six-point scale, to give a total score of 20–120, with 
higher numbers indicating higher thriving. 

The four-item form of the Geriatric Depression Rating Scale (GDS-4) 
is a shortened version of the Geriatric Depression Rating Scale instrument, which 
was developed to measure depression and risk of depression among older people 
(Almeida & Almeida, 1999). It consists of four questions regarding the wellbeing 
and mood of the respondent, to which the respondent answers either yes or no 
(Van Marwijk et al., 1995). Depending on the question, the yes or no answer may 
give 1 point. After the reversed items are accounted for, the total score is summed. 
Total scores range from 0 to 4, and the higher the score, the higher the likelihood 
of depressive mood (National Board of Health and Welfare, 2014a).  

The Katz Index of Independence in Activities of Daily Living (Katz 
ADL) is an instrument used to measure the functional status of older people 
(Katz et al., 1963). It ranks the respondents on six categories related to activities 
of daily living: bathing, dressing, going to the toilet, transferring, feeding, and 
continence. Each item is scored either 1 or 0, resulting in a total score ranging 
from 0 (dependent) to 6 (independent) (Katz et al., 1963; National Board of 
Health and Welfare, 2014b; Shelkey & Wallace, 2012). 

The Lawton Instrumental Activities of Daily Living (Lawton IADL) 
scale is used to measure the functional abilities necessary for independent living, 
and can be seen as measuring more everyday (social) tasks, rather than activities 
related to personal care and grooming as in the Katz scale (Graf, 2013; Lawton & 
Brody, 1969). The respondent selects the most appropriate option from eight 
different categories, scoring either 0 or 1 points on each question: using the 
telephone, shopping, preparing food, housekeeping, doing laundry, using 
transportation, handling medication, and handling finances (Graf, 2013). The 
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total score ranges from 0 to 8, with lower values indicating higher dependence 
(Graf, 2013). 

The combined ADL/IADL, also known as the expanded ADL/IADL, the 14/15 
item ADL/IADL scale, the adjusted Katz scale, or the Katz 15 scale, consists of the 
combined Katz ADL and Lawton IADL instruments. The number of items seems 
to vary depending on context. In some contexts, a number of the Lawton IADL 
items have been replaced with others, due to some items being seen as outdated; 
for example, the item on doing laundry may be excluded as most people nowadays 
own washing machines (Laan et al., 2014). Furthermore, the Lawton IADL 
initially consisted of five domains for men and eight for women, but the domains 
preparing food, doing laundry, and housekeeping are now commonly included as 
domains for both sexes (Graf, 2013). The combined ADL/IADL has been 
described as a unidimensional scale, which has been shown to predict hours of 
personal assistance among older people more precisely than measuring ADLs 
alone (Laan et al., 2014; LaPlante, 2010; Spector & Fleishman, 1998). 
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Table 3. Overview of the utilized instruments. 

 Example item No. of 
items Scoring Total range 

 Katz ADL “Can you bathe/shower 
yourself?” 

6 3 response alternatives to 
each question, scored 0 
or 1 

0 (dependence) to 6 
(independence) 

Lawton 
IADL 

“Do you shop 
independently?” 

8 a 3 response alternatives to 
each question, scored 0 
or 1 

0 (dependence) to 
8a (independence) 

Combined 
ADL/IADL 

“Can you manage 
financial matters 
independently?” 

13 3 response alternatives to 
each question, scored 0 
or 1 

0 (dependence) to 
13 (independence) 

EQ-5D 
tariffs 

“Mobility: no problems/ 
slight problems/ 
moderate problems/ 
severe problems/unable 
to walk” 

5 5 alternatives to each 
dimension, scored based 
on weighted value sets 
and converted into an 
index value 

-0.241 (worse than 
dead) to 1.000 (full 
health) 

EQ5D VAS 100 = best imaginable 
health 

 
 
 
 
 

0 = worst imaginable 
health 

1 Thermometer-like scale 
of 0–100 representing 
best–worst health  

0 (worst possible 
health) to 100 (best 
imaginable health) 

 GDS-4 “Do you feel happy most 
of the time?”  

4 Yes/no question, scored 
either 1 or 0 

0 to 4; higher scores 
imply higher 
probability of 
depressive mood 

ICECAP-O “I can have all/can have a 
lot/can have a 
little/cannot have any of 
the enjoyment and 
pleasure that I want” 

5 4 response alternatives to 
each item, scored based 
on a weighted value set 

0 (no capability) to 
1 (full capability) 

TOPAS-SH “I feel safe in my home” 20 6 response alternatives, 
scored 1–6 

20–120; higher 
scores indicate 
higher thriving 

Note. Katz ADL = Katz Index of Independence in Activities of Daily Living, Lawton IADL 
= Lawton Instrumental Activities of Daily Living Scale, VAS = visual analog scale, GDS-4 
= 4-item Geriatric Depression Scale, ICECAP-O = ICEpop Capability Measure for Older 
People, TOPAS-SH = Thriving of Older People Assessment Scale – Sheltered Housing 
version. 
a Adjusted 7-item version used in the studies in this thesis. 
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Data analyses 
For studies I, II, and IV, a screening question was added to the start of the Katz 
ADL and Lawton IADL, asking whether the respondent was able to take care of 
their personal hygiene or every day activities independently; those who answered 
“yes” to this were instructed to ignore the questions that followed. As a positive 
answer to the screening question implied total independence, the highest scores 
were imputed for missing items in these cases.  The question on medication use 
was accidently omitted from the Lawton IADL instrument, and so the total range 
of the Lawton IADL instrument in studies I, II, and IV was 0–7, resulting in the 
total range of the combined ADL/IADL scales utilized in studies II and IV being 
0–13. The internal consistency reliability of all the utilized instruments (EQ-5D-
5L tariffs, Katz ADL, Lawton IADL, GDS-4, ICECAP-O, TOPAS-SH) was explored 
using Cronbach’s alpha, which measures inter-item correlation and the extent to 
which the items as a whole capture the intended construct. 

For studies II and IV, the Katz ADL and Lawton IADL instruments were 
combined to obtain a total value for functional status, resulting in a total range of 
0–13. The Katz ADL and Lawton IADL measure different aspects of the same 
concept (ADL), and so the scales were summed together to provide an overall 
ADL rating. As those living in sheltered housing and aging in place are assumed 
to be capable of independent living and therefore likely exhibit high levels of 
functional level, the intention of combining the scales was to provide a more 
comprehensive unidimensional measure. To ensure the compatibility of the 
combination of these two scales in this sample, the scales were examined using 
scatterplots and correlations, which revealed moderate correlations between the 
two scales (Pearson’s r= .621). 

To ensure the statistical assumptions of the linear regression models in study II 
were met, the variables included in the regression models were tested for 
linearity, normality, multicollinearity, and homoscedasticity. Linearity was tested 
by examining scatterplots of the variables. Normality of the instruments was 
tested by visual inspection of the histograms, as well as by examining skewness 
and kurtosis values (<±2) (Norman & Streiner, 2014). Multicollinearity was 
tested by inspecting the variance inflation factor (VIF) (<10), tolerance (>0.10), 
and correlation matrix (r<0.7) (Norman & Streiner, 2014). To ensure the 
assumption of homoscedasticity, the scatterplots of the standardized predicted 
values and residuals were examined to ensure that the variance of the residuals 
was similar across the model. Cook’s distance (<1) was calculated to explore if 
there were any influential data points or significant outliers affecting the 
regression models (Cook & Weisberg, 1982). 
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To ensure the statistical assumptions for the logistic regression models in study 
IV, the variables included in the regression models were tested for 
multicollinearity, linearity in the logit of the independent continuous variables, 
and influential outliers. Multicollinearity was tested by calculating a correlation 
matrix. Linearity of the continuous variables with respect to the logit of the 
dependent variable was assessed by adding the cross-products of the independent 
variables and their natural logarithms to the logistic regression model (i.e. the 
Box-Tidwell Test). Significant interaction terms indicate non-linearity in the logit 
(p≥0.05) (Osborne, 2015, Chapter 4). Goodness of fit of the logistic regression 
models were assessed using the Hosmer-Lemeshow test (p=>.05), and influential 
outliers were assessed by examining the standardized residuals (Bewick et al., 
2005; Stoltzfus, 2011). For studies II and IV, the TOPAS-SH instrument values 
for up to two missing items were replaced with the mean values of the total score 
for the individual. 

Statistical significance was defined at p=0.05 for studies I, II, and IV. 

Study I 
To explore the demographic characteristics of the residents living in sheltered 
housing and the control group aging in place, descriptive statistics were 
calculated and chi-square tests were performed. Counts and percentages for both 
groups were calculated for the following characteristics: age, sex, living alone, 
having been born in Sweden, having a paid job, living in an owner-occupied 
residence, living in a home with accessible space, having participated in activities 
during the last year, having participated in  social activities, having participated 
in physical activities, income (SEK/year), incomplete compulsory education (<9 
years), complete compulsory education, 2-year high school education, 3-year 
high school education,  university education <3 years, and  university education 
≥ 3 years. Chi-square tests were then performed to explore any statistically 
significant differences between groups, and phi coefficients were calculated to 
compare effect sizes between groups. 

To explore differences in self-reported health-related quality of life (EQ5D 
tariffs), functional status (Katz ADL), instrumental functional status (Lawton 
IADL) and depressive mood (GDS-4) between those living in sheltered housing 
and those aging in place, independent t-tests, mean scores, standard deviations, 
and effect sizes (Cohen’s D) were calculated for all instruments. In addition, to 
further explore health status differences between groups, percentages, chi-square 
tests and effect sizes were calculated for dichotomized EQ-5D frequencies for 
mobility, self-care, usual activity, pain/discomfort, and anxiety/depression. All 
analyses for study I were performed using version 23 of the Statistical Package 
for the Social Sciences (SPSS).  
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Study II 
First, to explore the relationships between the study variables, a correlation 
matrix was calculated for the TOPAS-SH, ICECAP-O, ADL-capacity, GDS-4, and 
EQ-5D VAS instruments. The extent to which type of residence contributed to 
wellbeing was explored via multiple linear regression models with wellbeing 
(ICECAP-O) as the dependent variable and residence (sheltered housing vs. aging 
in place) as an independent variable. The models were adjusted for the 
background variables age, sex, living alone, being a widow, GDS-4 score, EQ-5D 
VAS score, and the combined ADL/IADL score. Models including interaction 
coefficients were then calculated for the ICECAP-O scale, including the 
background variables, to explore changes in wellbeing when controlling for 
depressive mood, self-rated health status, and functional status. 

To explore the extent to which type of residence contributed to resident thriving, 
multiple linear regression models were constructed with thriving (TOPAS) as the 
dependent variable and residence (sheltered housing vs. aging in place) as an 
independent variable. The models were adjusted for the background variables 
age, sex, living alone, being a widow, GDS-4 score, EQ-5D VAS score, and the 
combined ADL/IADL score. Models including interaction coefficients were then 
calculated for the TOPAS scale, including the background variables, to explore 
changes in thriving when controlling for depressive mood, self-rated health 
status, and functional status. As the TOPAS instrument showed a ceiling effect 
towards higher values, a sensitivity analysis using tobit regressions in version 14 
of STATA was performed to verify the results of the multiple regressions related 
to thriving. Statistical significance was set at p<0.05.  Except for the tobit 
regressions, all analyses for study II were performed using version 23 of SPSS. 

Study III 
Study III was based on semi-structured interviews with residents living in 
sheltered housing, analyzed using qualitative content analysis. Each group 
interview was tape-recorded and transcribed. An inductive approach comparing 
similarities and differences was used to identify factors that promoted or 
hindered thriving in sheltered housing (cf. Graneheim et al., 2017). This approach 
consisted of three phases: preparation, organizing, and reporting (Elo & Kyngäs, 
2008). During the preparation phase, each interview was read multiple times to 
obtain an overall understanding of the content of the interviews. During the 
organizing phase, the interviews were read with a focus on identifying categories 
and meaning units regarding elements of sheltered housing that either facilitated 
or obstructed thriving. The identified categories and meaning units were written 
in the margins as short statements, mainly in gerund form, to form initial codes. 
These initial codes were then compared and critically discussed with the research 
group, after which the codes were listed and grouped on the basis of whether they 
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illuminated factors that facilitated or obstructed thriving. Similar codes were then 
merged, and subcategories were identified; the subcategories were then again 
compared and discussed within the research group. Finally, after deliberation 
within the research group, the subcategories were fitted into main categories on 
the basis of a model inspired by Grol and Wensing (2004). These four main 
categories illuminated the different levels of the dimensions that were facilitators 
and barriers to thriving: the individual factors, the social context, environmental 
factors, and the organizational context (Grol & Wensing, 2004). 

Study IV 
To explore demographic characteristics, functional capacities, care needs, and 
levels of thriving and depressive mood among those living in sheltered housing 
and those aging in place, descriptive statistics including means, percentages, and 
counts were calculated. Chi-square tests were used to look for statistically 
significant differences between groups (sheltered housing vs. aging in place). To 
explore patterns of relocation to a nursing home and mortality, descriptive 
statistics including percentages and counts were calculated. Chi-square tests were 
again used to look for statistically significant differences between groups 
(sheltered housing vs. aging in place). To explore the influence of receiving home 
care services on relocation patterns, counts and percentages were calculated. To 
explore predictors of relocation to a nursing home and mortality, logistic 
regression models were constructed with relocation to a nursing home/mortality 
as dependent variables and sex, age, type of residence (sheltered housing vs. aging 
in place), living alone, functional status, thriving, and depressive mood as 
independent variables. To explore the significance of type of residence, models 
with interaction terms between type of residence (sheltered housing vs. aging in 
place) and all other independent variables were also constructed. All analyses for 
study II were performed using version 25 of SPSS. 
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Ethical considerations 

Ethical approval for the studies in this thesis was granted by the Regional Ethical 
Review Board in Umeå, Sweden (Dnr: 2016/40-31, 2017/494-32).   

The interests of the study participants were protected in several ways. The 
Declaration of Helsinki describes the four principles of biomedical ethics as 
autonomy, non-maleficence, beneficence, and justice (World Medical 
Association, 2013). Autonomy refers to the individual’s right to self-
determination, non-maleficence to the obligation to do no harm, beneficence to 
acting for the benefit of the participant, and justice to being fair and appropriate 
(Beauchamp & Childress, 2009; World Medical Association, 2013). The 
beneficence and autonomy of the participants in these studies was ensured by 
providing all participants with information on the project, contact details for the 
research team, and information on how the data would be used and stored. All 
participants were also informed that participation in the study was voluntary and 
that they could withdraw at any time. The participants in the group interviews 
were clearly informed of their rights by means of an information sheet as well as 
by orally informing them of their rights both before and after the interviews. Only 
participants who volunteered to take part in the group interviews and gave their 
informed consent were included in the study. To ensure non-maleficence in the 
group interviews, the participants were only asked to provide their age and the 
duration of their residence in sheltered housing; no other personal information 
was collected. All participants in the U-Age sheltered housing survey study and 
the group interviews were given the opportunity to withdraw from the study at 
any point without further explanation. 

An ethical challenge related to this project was the possibility of decreased 
cognitive ability among the participants, as the demographic of this study consists 
of older adults. For the U-age sheltered housing survey study, informed consent 
was obtained through the active response to the postal self-report survey. 
Although some participants may have been experiencing cognitive decline, those 
with adequate cognitive ability to respond to the self-report postal survey were 
seen to provide informed consent. To ensure non-maleficience of the self-report 
postal survey, all responses that were clearly illegible were excluded, and all 
information provided to participants reminded them of their right to withdraw 
from the study at any point. To ensure the non-maleficience of the group 
interviews, the participants were reminded of their rights and the voluntary 
nature of the study, and oral consent of the participants was obtained before each 
interview. A potential risk of this type of study that may compromise the principle 
of non-maleficence is emotional distress, especially if the topic of the study is 
deemed to be of a sensitive nature (Evans et al., 2002). As the U-Age sheltered 
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housing survey study and the group interviews included questions concerning 
individuals’ homes, health status, wellbeing, and thriving, there is a risk that 
these questions may have been viewed as personal, and evoked strong feelings or 
concerns. However, as contact information to the research team was provided for 
any potential questions or concerns, the risks related to emotional distress may 
be seen to have, at least to some extent, been minimized, as the research team 
was prepared to address any concerns and assist distressed participants to seek 
the appropriate help. However, no participants have contacted the research 
group, implying that the risk of emotional distress may be seen as low. The data 
obtained from the questionnaires has been stored in compliance with data 
regulations on a secure server. Anonymity was ensured as the personal 
identification numbers were known only to Statistics Sweden; the research team 
did not have access to personal data, ensuring beneficence, non-maleficence, and 
justice for the participants. The data obtained from the group interviews were 
also stored on a secure server in compliance with data regulations, and could only 
be accessed by members of the research group. 
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Results 

The main results from the four studies provide insight into the population 
characteristics, health, wellbeing, thriving, and relocation patterns of residents 
living in Swedish sheltered housing. An overview of the results is presented 
below, and more detailed findings of the studies can be found in the original 
publications appended to this thesis. 

Population characteristics, health status and social 
participation in sheltered housing (I) 
The aim of study I was to explore the characteristics and health status of older 
people in sheltered housing in Sweden, compared to those aging in place. The 
mean age of the sheltered housing residents was relatively high (83.09 years), and 
the majority of them (67.6%) were women. Of the total group of residents living 
in sheltered housing, 68% lived alone (51.1% in the control group aging in place), 
63.8% lived in a home with accessible spaces (15.2% among controls), 57.8% 
reported having participated in social activities during the past year (70.5% 
among controls), and 42.2% had participated in physical activities (29.5% among 
controls). 

The internal consistency reliability of the scales utilized in this study was explored 
using Cronbach’s alpha. Satisfactory values were found for the EQ-5D tariff 
values (α=0.84), Katz ADL (α=0.86), and Lawton IADL (α=0.83), but the GDS-4 
showed low internal consistency reliability (α=0.64). 

Independent t-tests showed that in comparison to older people aging in place, 
residents living in Swedish sheltered housing reported lower self-rated health 
status (EQ-5D VAS; M=64.68/70.08, p<0.001, d=0.259), lower health-related 
quality of life (EQ-5D tariffs; M=0.734/0.805, p<0.001, d=0.320), lower 
functional status concerning activities of daily living (Katz ADL; M=5.394/5.542, 
p<0.001, d=0.148), lower functional status concerning instrumental activities of 
daily living (Lawton IADL; M=5.443/5.882, p<0.001, d=0.236), and higher 
probability of depressive mood (GDS-4; M=0.798/0.575, p<0.001, d=0.223). 
Calculation of Cohen’s D showed that the effect sizes were small (cf. Cohen, 1988).  
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Table 4. Characteristics of residents living in Swedish sheltered housing 
compared to older people aging in place (results from studies I & II). 

 Residents living in 
sheltered housing 

Older people aging in 
place 

P-value Effect size 
(Cohen’s D) 

N (%) M (SD) N (%) M (SD) 

Age, years  
83.09 

(±6.49)  
82.86 

 (±6.39) 0.272  

Female 1322 (67.6)  1226 
(66.3)    

Male 633 (32.4)  624 (33.7)  0.395  

Living 
alone 

1290 
(68.0)  909 (51.1)  <0.001 0.172 a 

GDS-4 1806 
0.798 

(±1.097) 1663 
0.575 

(±0.907) <0.001 0.223 

EQ-5D 
VAS 1744 

64.68 
(±21.240) 1660 

70.08 
(±20.434) <0.001 0.259 

EQ-5D 
tariff 1808 

0.734 
(±0.240) 1711 

0.805 
(±0.200) <0.001 0.320 

Katz ADL 1840 
5.394 

(±1.107) 1748 
5.542 

(±0.897) <0.001 0.148 

Lawton 
ADL 1775 

5.443 
(±1.958) 1705 

5.882 
(±1.767) <0.001 0.236 

TOPAS  
99.15 

(±16.00)  
99.79 

(±16.80) 0.276  

ICECAP-O   0.77 (±0.19)  0.82 (±0.16) <0.001  

a Phi coefficient. 

The chi-square test of the different dimensions of the EQ-5D showed that in 
comparison to older people aging in place, residents living in Swedish sheltered 
housing more frequently reported problems with mobility (64.9% vs. 52.9%, 
p=<0.001, φ =0.122), self-care (28.2% vs. 19.1%, p<0.001, φ=0.107), usual 
activities (57.9% vs. 46.7%, p<0.001, φ=0.113), pain/discomfort (84.9% vs. 
78.8%, p<0.001, φ=0.078), and anxiety/depression (51.0 vs. 39.8%, p<0.001, 
φ=0.112). The phi coefficient for these analyses showed that the effect sizes were 
small (Allen, 2017). 

Wellbeing and thriving in sheltered housing (II) 
The aim of study II was to explore to what extent type of residence (sheltered 
housing or aging in place) contributes to thriving and wellbeing, when controlling 
for age, sex, living alone, being a widow, functional status (ADL and IADL 
capacity), self-rated health status (EQ-5D VAS), and depressive mood (GDS-4). 
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A correlation matrix was calculated to explore the relationships between the 
study variables. The matrix showed low multicollinearity, with Pearson’s r 
values varying between -0.599 and 0.532. This result indicates relationships, 
but supports that the instruments measure different phenomena.  
 

The multiple linear regression model related to wellbeing showed that 50% of the 
variance in wellbeing was explained by age, sex, living alone, being a widow, 
functional status, depressive mood, self-rated health status, and type of residence 
(sheltered housing/aging in place). The variables living alone, functional status, 
depressive mood, and self-rated health status were statistically significant. 
However, the results showed that type of residence did not significantly explain 
wellbeing. 

In the first regression model related to thriving, 27% of the variance in thriving 
was explained by age, sex, living alone, being a widow, functional status, 
depressive mood, self-rated health status, and residence. The variables living 
alone, being a widow, functional status, depressive mood, self-rated health and 
residence were statistically significant. In this regression model, residence was 
statistically significant, explaining thriving with an unstandardized beta of 2.152 
(p=0.001). This means that participants living in sheltered housing in general 
scored 2.152 units higher in thriving compared to those aging in place. 

In the second, third, and fourth regression models related to thriving, where the 
interaction variable residence was multiplied by depressive mood, self-rated 
health, and functional status, the analyses revealed statistically significant 
interactions (p<0.001) with unstandardized betas of 1.933, 11.061, and 17.208, 
respectively. These results showed that with increasing levels of depressive mood 
and decreasing levels of self-rated health status and functional status, residents 
living in sheltered housing generally reported higher levels of thriving compared 
to older people aging in place. However, respondents with very high levels of self-
rated health status, functional status, and low depressive mood displayed higher 
thriving values when aging in place. These results imply that there may be 
attributes particular to sheltered housing that support thriving among people 
with higher levels of depressive mood and lower levels of self-rated health and 
functional status. 
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Figure 2. Interaction term: thriving by functional status in Swedish sheltered 
housing and aging in place. 

Facilitators and barriers to thriving in sheltered housing (III) 
The aim of study III was to to illuminate aspects of sheltered housing that are 
facilitators and/or barriers to thriving, as described by residents living in Swedish 
sheltered housing. The results of this study are presented based in a model 
inspired by Grol and Wensing (2004), illustrating four different levels of 
facilitators and barriers to thriving: individual factors, social context, 
environmental factors and organizational context. In total, 19 dimensions related 
to thriving in sheltered housing were identified; 10 facilitators and nine barriers 
(Table 5). 
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Table 5. Perceived barriers and facilitators to thriving in Swedish sheltered 
housing. Main categories. 

 Barriers to thriving Facilitators of thriving 
Individual 
factors 

Having declining health  
Having unmet expectations 
 

Having a positive attitude 
Having opportunities to 
preserve autonomy 

Environmental 
factors 

Living in an impractical and 
uninspiring environment 
Living in an unsafe 
environment 

Living in an accessible 
environment 
Living in an esthetically 
pleasant and peaceful 
environment 
Living close to services and 
public transport 

Social context Perceiving social tensions 
Perceiving declining health of 
neighbors 
 

Perceiving organized 
support 
Perceiving informal 
support 
Perceiving a positive social 
climate 

Organizational 
context 

Experiencing limited provision 
of services  
Experiencing not being heard  
Experiencing high cost of rent 
 

Experiencing shared 
activities 
Experiencing arenas for 
spontaneous social 
interaction 
 

 

Individual factors 

Within the main category individual factors, the residents described two 
facilitators of thriving in sheltered housing: having a positive attitude and having 
opportunities to preserve autonomy. Having a positive attitude was described as 
making the best of the situation one is in and adapting one’s attitude, exemplified 
by seeing the positive in aspects that may initially be perceived as negative. 
Having opportunities to preserve autonomy was described as having privacy and 
a choice concerning how much time one wants to spend with others, as well as a 
community that respected each other’s need for autonomy.  

Residents described two barriers to thriving within this category: having 
declining health and having unmet expectations. Having declining health was 
described as a barrier to thriving, as declining health both restricted 
opportunities to participate in activities and evoked fear of not being able to 
manage alone. Having unmet expectations was described as misconceptions 



 

42 

concerning the requirements for moving into sheltered housing, as well as 
confusion concerning the services provided in sheltered housing. 

Social context 

Within the main category social context, residents described three facilitators of 
thriving: perceiving organized support, perceiving informal support, and 
perceiving a positive social climate. Perceiving organized support, described as 
the opportunity to receive support from the host or home care staff, was perceived 
as an element that supported the possibility to remain in sheltered housing 
despite decreasing health, which facilitated thriving. Perceiving informal support 
was described as support received from neighbors and loved ones, which 
provided security and a sense of community. Perceiving a positive social climate, 
such as knowing neighbors and enjoying spending time with them, was described 
as facilitating thriving.  

Residents described two barriers to thriving within this category: perceiving 
social tensions and perceiving declining health of neighbors. Perceiving social 
tensions was described as disputes, fear of gossip, fear of being left out, and 
language barriers, which hindered thriving. The declining health of neighbors 
was described as a barrier to thriving as the residents worried about their 
neighbors, and wished that all residents could participate in shared activities, 
which could be limited by restrictions due to decreasing health. 

Environmental factors 

Within the main category environmental factors, residents described three 
facilitators to thriving: living in an accessible environment, living in an 
esthetically pleasant and peaceful environment, and living close to services and 
public transport. Living in an accessible environment was described as living in 
an environment adapted for older people, with features such as elevators, no or 
low thresholds, stoves with auto-shutdown, apartments and corridors with wide 
rooms and doors enabling wheelchair access, and good maintenance. Living in an 
esthetically pleasant and peaceful environment was described as being close to 
nature, and having new and modern apartments. Living close to services and 
public transport was described as being close to necessary services, such as a 
store, gym, and bus stop, as these features facilitated opportunities to remain 
active and autonomous.  

Residents described two barriers to thriving within this category: living in an 
impractical and uninspiring environment and living in an unsafe environment. 
Living in an impractical and uninspiring environment was described as 
inadequate consideration of accessibility in both the planning of the sheltered 
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housing and in practice, as well as a lack of consideration towards the esthetics of 
the physical environment. Living in an unsafe environment was described as 
inadequate consideration of safety aspects, slow maintenance, and unease due to 
societal restlessness. 

Organizational context 

Within the main category organizational context, residents described two 
facilitators of thriving: experiencing shared activities and experiencing arenas for 
spontaneous social interaction. Experiencing shared activates was described as 
having the opportunity to participate in activities such as bingo, wine tasting, and 
other organized social events, arranged either by the host or by volunteers. 
Experiencing arenas for spontaneous social interaction was described as having 
opportunities for spontaneous social interaction in the common rooms or in the 
corridors of the sheltered housing accommodation, which promoted thriving by 
alleviating loneliness. 

Residents described three barriers to thriving within this category: experiencing 
limited provision of services, experiencing not being heard, and experiencing 
high cost of rent. Experiencing limited provision of services was described as 
disappointment in the amount of activities provided and disappointment in the 
amount of time the host was present. Experiencing not being heard was described 
as experiencing a lack of information and not being heard in the decision making 
processes. Experiencing high cost of rent was described as a financial strain which 
led to a fear of having to relocate, despite the desire to continue living in sheltered 
housing. 

Longitudinal trajectories of residence in sheltered housing 
(IV) 
The aim of study IV was to describe relocation patterns and explore predictors of 
relocation to a nursing home and mortality in a sample of people aging in place 
and in sheltered housing. Analysis of the demographic data showed that 55.6% of 
residents living in sheltered housing and 39.5% of older people aging in place 
received home care services between the years 2017–2019 (p<0.001). The mean 
number of home care hours received was 360.85 among residents living in 
sheltered housing and 284.30 among older people aging in place (p<0.001).  

Analyses of relocation patterns showed that between the years 2017–2019, 219 
residents (11.2%) living in sheltered housing and 151 older people (8.2%, 
p=0.002) aging in place had relocated to a nursing home. Furthermore, 422 
residents (21.6%) living in sheltered housing and 324 older people (17.5%, 
p=0.002) aging in place at had died during the same time period. 
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Analyses on the influence of receiving home care services on relocation patterns 
showed that residents who lived in sheltered housing and received home care 
services in 2017 had a higher rate of relocation (9%) and mortality (37.6%) than 
residents who lived in sheltered housing and did not receive home care services 
in 2017 (3.8% and 16.1%, respectively, p<0.001). The influence of receiving home 
care services on relocation patterns was similar among older people aging in 
place. 

The logistic regression model with relocation to a nursing home as the dependent 
variable showed that age, functional status, and receiving home care services 
were statistically significant predictors of relocation to a nursing home.  The odds 
ratios indicated that increasing age, decreasing functional status, and receiving 
home care services increased the odds of relocation to a nursing home. 

The logistic regression model with mortality as the dependent variable showed 
that sex, age, functional status, living alone, and receiving home care services 
were statistically significant predictors of mortality. The odds ratios indicated 
that being male, increasing age, decreasing functional status, living alone, and 
receiving home care services increased the odds of mortality. 
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Discussion  

The overall aim of this thesis was to explore resident health, wellbeing, and 
thriving in Swedish sheltered housing. The main findings show that the residents 
living in Swedish sheltered housing had a relatively high mean age (83.1 years) 
and generally reported lower self-rated health, lower health-related quality of life, 
lower functional status, and higher depressive mood compared to those aging in 
place (I). However, with increasing level of depressive mood and decreasing levels 
of self-rated health and functional status, residents living in Swedish sheltered 
housing generally reported higher levels of thriving compared to those aging in 
place (II). Differences in wellbeing between residents living in Swedish sheltered 
housing and older people aging in place were not explained by type of residence 
(II). Interviews with residents living in Swedish sheltered housing revealed four 
different levels of facilitators and barriers to thriving in Swedish sheltered 
housing: individual factors, social context, environmental factors, and 
organizational context (III). Longitudinal analyses showed that a higher 
percentage of residents living in Swedish sheltered housing received home care 
services, and these residents received on average more home care service hours, 
compared to older people aging in place (IV). Furthermore, higher proportions of 
residents living in Swedish sheltered housing had relocated to a nursing home 
and died over a 3-year period, compared to older people aging in place (IV). Rates 
of relocation and mortality were higher among residents living in Swedish 
sheltered housing who received home care services, compared to residents who 
did not (IV). 

Resident health in Swedish sheltered housing 

There seems to be both a want, and potential need, for increased health-related 
support while residing in Swedish sheltered housing. The results of study I 
indicated lower self-rated health, lower health-related quality of life, lower 
functional status, and higher depressive mood among residents living in Swedish 
sheltered housing, and the results of study III revealed that many of the described 
facilitators and barriers to thriving in Swedish sheltered housing involved health-
related concerns. The described facilitators involving health-related concerns 
included having perceived easy access to home care services, having familiar care 
takers, and having the possibility to remain living in sheltered housing despite 
decreasing health. The described barriers involving health-related concerns 
included having declining health, perceiving the declining health of neighbors, 
and having unmet expectations concerning the services. Previous studies on 
experiences of residing in Swedish sheltered housing have also illuminated 
concerns among residents related to decreasing health and the potential for 
health care related needs to arise  (Berglund-Snodgrass & Nord, 2019; Lindahl et 
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al., 2018). The results of study IV furthermore indicated that residence in Swedish 
sheltered housing did not reduce or postpone relocation to a nursing home or 
mortality, compared to those aging in place, implying that residence in Swedish 
sheltered housing does not influence health to the extent of reducing or 
postponing care needs. It therefore seems that the anticipated health-related 
benefits of Swedish sheltered housing, which were described in the establishing 
documents as reduced or postponed health care needs, are currently not being 
obtained (Ministry of Health and Social Affairs, 2008). Differences in relocation 
patterns and mortality were however detected between those who received home 
care services and those who did not, as those who received home care services 
relocated and died to a higher extent than those without home care services (IV). 
Although this result is likely explained by higher levels of health among those who 
did not receive home care services, further studies on this specific subgroup may 
reveal features related to residence in sheltered housing that are specifically 
beneficial among those with higher levels of health. 

The health-care related needs among residents of Swedish sheltered housing 
currently seem to be largely addressed by home care services, with study IV 
showing that 55.6 % of residents in sheltered housing received home care 
services. However, study III illuminated several factors implying a want for 
increased support, and it therefore seems possible that home care services may 
not sufficiently provide the type and/or amount of support or security that 
residents of Swedish sheltered housing want. The results of study III also showed 
that residents living in Swedish sheltered housing had unmet expectations 
concerning the services, support and information provided, implying that the 
support and information provided by the host may also be experienced as 
insufficient in some cases. It therefore seems that residents living in Swedish 
sheltered housing have a want for either more consistent or more specific support 
during their residency. As the demographic residing in Swedish sheltered housing 
comprises older people with potentially decreasing health, Swedish sheltered 
housing may be seen as an easily accessible option to access support when care 
needs arise.  Among older people, the need for services often arises due to changes 
in physical mobility (Granbom et al., 2014), and as the results of this thesis 
revealed lower health among those residing in Swedish sheltered housing 
compared to those aging in place (I), measures to better support resident health 
may be necessary. While residents living in Swedish sheltered housing reported 
higher ADL and IADL status compared to both older people living in nursing 
homes and older people aging in place receiving home care services, the mean 
ADL scores among residents living in Swedish sheltered housing were still lower 
than those among the older-old (85+) aging in place, and the control group aging 
in place (Björk et al., 2017; Lämås et al.,, 2020; Oswald et al., 2007). Hence, 
although many residents living in Swedish sheltered housing may not be eligible 
for nursing home care, it is likely that many residents will develop new or 
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increased health care related needs during residency. Increased health-related 
support may therefore be necessary to further promote resident health in Swedish 
sheltered housing, especially for residents with lower levels of health. 

Many international sheltered housing models have reported to have nearby or 
on-site staff, and/or security alarms in each apartment (Croucher, 2006; Egbu et 
al., 2011; Van Bilsen et al., 2008). Previous qualitative studies of these 
international sheltered housing models have shown that residents report less 
feelings of insecurity, a sense of increased independence, and a stronger feeling 
of personal responsibility for their wellbeing due to support of the communal 
environment while residing in sheltered housing housing (Cook et al., 2016; 
Taylor & Neill, 2009; Van Bilsen et al., 2008). The results of these international 
studies imply that having support nearby or security alarms may enhance feelings 
of security and autonomy while living in sheltered housing. It therefore seems 
that providing residents with personal security alarms, as originally proposed, 
could potentially provide an increased sense of security that residents living in 
Swedish sheltered housing report a need for (Ministry of Health and Social 
Affairs, 2008). However, further studies exploring the support needs of, and 
sense of security among, residents living in sheltered housing are still required. 
To ensure health among residents with potential care needs, special attention 
should be paid to exploring how those with lower levels of health experience the 
support provided, which complimentary support services may be needed, and on 
how these needs may be actualized in sheltered housing. It also seems important 
to clarify to both current and potential residents which services are provided by 
sheltered housing accommodations, as the results of study III showed confusion 
concerning the availability of services, especially in relation to the amount of 
health-care services provided. 

Resident wellbeing in Swedish sheltered housing 

Differences in wellbeing between residents in Swedish sheltered housing and 
older people aging in place do not seem to be explained by type of residence per 
se. The results of study II showed that although residents in Swedish sheltered 
housing reported slightly lower self-rated wellbeing than older people aging in 
place, these differences were explained by living alone, functional status, 
depressive mood, and self-rated health, rather than type of residence. Levels of 
wellbeing among residents of Swedish sheltered housing do however seem to be 
slightly lower than those among older people aging in place (Gustafsson et al., 
2018; Hörder et al., 2016; Perry-Duxbury et al., 2019). These differences may to 
some extent be explained by lower health, lower functional status, and higher 
depressive mood, as wellbeing is often described as a multidimensional concept 
in which physical, mental, and psychological aspects are significant (Pinto et al., 
2017; World Health Organization, 2020). Nonetheless, it seems further study is 
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needed to better understand the variability in wellbeing among older people aging 
in different contexts. Interestingly, thriving, which has been defined as lived 
experiences of situated contentment, seems to be supported in Swedish sheltered 
housing specifically among residents with lower levels of health, lower functional 
status, and higher depressive mood (Baxter et al., 2021). It therefore seems that 
while residence in Swedish sheltered housing does not influence wellbeing, there 
are features specifically in the environment and situatedness of Swedish sheltered 
housing that are beneficial to residents. 

Resident thriving in Swedish sheltered housing 

Thriving in Swedish sheltered housing seems to be influenced by the interplay of 
various aspects, with some aspects potentially being especially influencial. The 
results of this thesis, along with previous research, suggest that these especially 
influential aspects may include levels of health, the services provided, the 
experiences of the social environment, and the perceived support. Study II found 
no significant differences in levels of thriving between residents living in Swedish 
sheltered housing and older people aging in place at a sample level, and it seems 
residents living in Swedish sheltered housing report somewhat similar levels of 
thriving as those living in nursing homes and those aging in place receiving home 
care services (Björk et al., 2017; Patomella et al., 2016; Lämås et al., 2020).  The 
results of study II of this thesis however revealed that at a subsample level 
residents living in Swedish sheltered housing with lower levels of health and 
functional status and higher depressive mood reported higher thriving compared 
to older people aging in place with similar levels of health, functional status and 
depressive mood. Although further studies on thriving in the context of Swedish 
sheltered housing and among those with varying levels of health are needed, the 
results of this thesis and previous literature on thriving imply that thriving in the 
context of Swedish sheltered housing may be an interplay of various aspects, with 
differing levels of significance. Study III of this thesis revealed several aspects that 
were described as facilitators of thriving, such as having opportunities to preserve 
autonomy, living in an accessible environment, perceiving informal support, 
perceiving a positive social climate and experiencing shared activities. On the 
other hand, barriers to thriving included having declining health, living in an 
unsafe environment, perceiving social tensions, perceiving declining health of 
neighbors, and experiencing limited provision of services. The variation in these 
results implies that thriving in Swedish sheltered housing may be influenced by a 
variety of potentially inter-related aspects. It may also be possible that being in a 
context with others, and having access to some levels of support, may provide the 
reassurance needed to experience thriving despite lower levels of health and 
functional status and higher levels of depressive mood; further studies on aspects 
that influence thriving are however needed to explore this interpretation. 
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An earlier study identified several aspects relevant to thriving in the nursing 
home setting. Two of these, namely the resident’s mental attitude towards living 
in the nursing home and the quality of the care and caregivers, were considered 
critical core aspects, but five additional aspects were also distinguished: positive 
relationships with other residents, participation in meaningful activities in the 
nursing home, opportunities to go outside the ward or nursing home, 
relationships with family, and qualities in the physical environment.  While the 
core aspects were defined as critical to thriving, the five additional aspects were 
described as aspects that may contribute to thriving, but that do not ensure 
thriving in the absence of the core aspects (Bergland & Kirkevold, 2005). It has 
also been proposed that thriving in the nursing home setting may be comprised 
of various contributors, with the optimal quantity of contributors varying 
according to individual preference (Baxter et al., 2021). Although there is a need 
for further research on how aspects that influence thriving in Swedish sheltered 
housing are potentially interrelated, the results of this thesis and previous 
research illuminate some potentially influential aspects. Access to services could 
be a significant aspect of thriving in Swedish sheltered housing, as study I showed 
that being closer to services was reported as the most significant reason for 
relocation to sheltered housing, and study III revealed that living close to services 
and public transport was a facilitator of thriving in Swedish sheltered housing. 
Furthermore, a previous study on Swedish sheltered housing showed that the 
residents appreciated features related to the services provided, such as assistance 
from the host and the accessible spaces (Berglund-Snodgrass & Nord, 2019; 
Lindahl et al., 2018). As one of the significant differences between Swedish 
sheltered housing and aging in place is access to formal and informal support, 
and as residents living in Swedish sheltered housing report lower health than 
those aging in place (I), it is also possible that access to support may be a 
significant aspect that supports thriving in Swedish sheltered housing especially 
among residents with lower levels of health. Although further research is needed 
to explore the specific aspects that are beneficial to thriving among those with 
lower levels of health, previous studies on thriving in the nursing home setting 
have identified quality of care as a meaningful aspect of thriving (Baxter et al., 
2021; Bergland & Kirkevold, 2006).  

Although older people who live independently may not be in need of care as such, 
it is possible that as age-related health issues begin to emerge, the importance of 
access to support and care may be emphasized; this is illuminated in the results 
of study III which showed that both perceived organized support and perceived 
informal support were reported as facilitators of thriving.  A report on Swedish 
sheltered housing has also shown that residents reported appreciating the 
assistance the staff provided in practical matters (Abramsson et al., 2012). Study 
III revealed several factors related to both the social and physical environment 
that were described as facilitators of thriving, such as living in an accessible 
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environment, perceiving a positive social climate and experiencing shared 
activities. Previous studies on sheltered housing have also identified features in 
the environment that have been described as beneficial. An international study 
showed that the communal environment was described as a factor that supported 
aspirations to maintain personal wellbeing (Cook et al., 2016). Furthermore, 
studies on specifically Swedish sheltered housing have shown that the 
environment, both physical and social, contributed to feelings of safety 
(Berglund-Snodgrass & Nord, 2019; Cook et al., 2018). A report on Swedish 
sheltered housing also showed that residents reported appreciating the social 
environment and opportunities to gather in the common areas (Lindahl et al., 
2015). It therefore seems that the environment may be a key aspect relevant to 
both perceived support and resident thriving in Swedish sheltered housing. On 
the other hand, previous international studies have also illuminated features in 
the environment, such as gossip and concerns about neighbors’ perceptions, that 
have resulted in social resistance and superficial relationships (Herbers & 
Meijerling, 2015; Percival, 2003), and social tensions were reported as a barrier 
to thriving in study III. It may therefore be interesting to further explore how the 
dynamics and experience of the social environment are perceived in relation to 
thriving in Swedish sheltered housing. Nonetheless, it seems possible that the 
interplay of various aspects, such as, but not limited to, levels of health, services 
provided, experiences of the social environment, and perceived support, may be 
interrelated aspects that are especially influential for thriving in Swedish 
sheltered housing. Further studies on thriving specifically in the context of 
Swedish sheltered housing and among those with differing levels of health, may 
thus provide further knowledge that can assist in developing better tailored 
services and better specified support for residents living in Swedish sheltered 
housing. 

Further research on the health and thriving of residents living in Swedish 
sheltered housing remains needed. Specifically, further studies of how residents 
living in Swedish sheltered housing perceive their health care and support needs, 
and how they are being fulfilled, could assist in determining whether specific 
interventions may be needed to further promote resident health; and, if so, what 
kind. Studies on thriving in the context of Swedish sheltered housing and among 
residents with varying levels of health could also reveal aspects that may assist in 
developing better tailored services and in supporting and promoting resident 
thriving. By clarifying the information concerning what Swedish sheltered 
housing provides in relation to the expectations that future residents might have, 
and by addressing the decreasing health of residents, Swedish sheltered housing 
can be a promising solution to the housing and support needs of the growing 
demographic of older people. By catering to not only the environmental needs, 
but also the personal, health, and potential nursing needs that may arise among 
residents in sheltered housing, sheltered housing accommodations may 
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increasingly cover the holistic needs people have as they age. This could help 
ensure that the demographic residing in Swedish sheltered housing has increased 
opportunities to live a dignified life and experience health, wellbeing and/or 
thriving. 
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Methodological considerations 

Design 
The cross-sectional designs of studies I and II limit causal interpretations of the 
results, but nonetheless provide valuable demographic information on the 
population residing in sheltered housing. A limitation concerning the design of 
study III is the limited transferability of the results. A limitation of the 
longitudinal design of study IV in this particular thesis is the relatively short 
follow-up time.  

Sample and procedure 
The total response rate for the U-Age sheltered housing survey study was 46.6 %. 
As the study sample included all individuals living in registered sheltered housing 
accommodations in Sweden in 2017, it can be seen as comprising all possible 
eligible individuals at the time of the study. Analysis of the response rates showed 
some patterns concerning responsiveness to the survey. Sex did not seem to have 
significance, as the female/male respondent ratio to the questionnaire was equal; 
46.7% of men and 46.6% of women who received the survey responded to it. 

Some differences were identified with respect to country of origin and citizenship. 
Those born outside of Sweden had a lower response rate (38.9%) than Swedish-
born individuals (47.7%). Similarly, those with foreign citizenship had a lower 
response rate (36.7%) than those with Swedish citizenship (46.9%). Regarding 
relationship status, response rates were 39.2% among unmarried/single 
individuals, 45.3% among cohabiting individuals, 45.8% among widowed 
individuals, and 49.6% among married individuals.  

There was a somewhat linear progression with regard to response rates and 
income. Those with no income had the lowest response rate of 24.7%, while those 
in the highest income group (370 000 SEK/year) had the highest response rate 
of 57.6%. All income groups between the two extremes showed increasing 
response rates with increasing income. The influence of age on response rates was 
also linear, as higher age groups displayed lower response rates. The lowest age 
group (70–79) had the highest response rate of 50.3%, while the highest age 
group (90+) had the lowest response rate of 39.7%. Response rates differed 
somewhat by place of residence. Sparsely populated areas had the lowest 
response rate of 31.3%, while the highest response rate of 55.1% was seen among 
individuals living in an area with high seasonal tourism.  

As this study consisted of a sample of older people, cognitive status could 
potentially have influenced ability to participate in the survey. Analysis of in-
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patient hospital care, outpatient hospital care, and mortality registries of non-
respondents showed that in 2016/2017, 5.2% of non-respondents were diagnosed 
with or received at least one medication for major neurocognitive disorder, 
implying that neurocognitive disorder may to some limited extent have 
influenced participation in the study. However, this does not explain the overall 
low response rate. Of those who responded to the survey, 4.5% were diagnosed 
with or received at least one medication for major neurocognitive disorder in 
2016/2017. It is nevertheless possible that undiagnosed neurocognitive disorders 
or other health related issues may have had some impact on the overall low 
response rate. 

No significant differences in response patterns between the groups living in 
sheltered housing and aging in place were detected. These analyses related to 
respondents/non-respondents suggested that the sample was largely 
representative and generalizable, as respondents did not seem to significantly 
differ from nonrespondents (McNabb, 2014). Although slightly lower response 
rates were found among those born outside of Sweden and those with non-
Swedish citizenship, this could be explained by language barriers, as the survey 
was in Swedish. However, the overall low response rate does raise some concerns. 
It is possible that the low response may have been due to decreased health among 
non-respondents, especially as lower response rates were found among older 
respondents. It is also possible that non-respondents did not find the survey 
relevant or interesting, as previous non-response surveys have identified lack of 
interest or just not wanting to participate as major reasons for non-response 
(Stopher, 2012). There is therefore a risk that this sample may not be completely 
representative of those with lower levels of health and those who do not speak 
Swedish, meaning that the results could indicate higher population health, 
wellbeing, and thriving than in the whole population. 

Although the response rate of the sheltered housing survey study was somewhat 
low, the total sample for this study may be seen as relatively large. One strength 
of large sample sizes is that the results are likely to be more representative of the 
population and hence possibly more generalizable. However, large sample sizes 
have been argued to increase the risk of type I (false positive) errors; that is, 
rejecting the null hypothesis when it is actually true, and therefore finding an 
association when there is none (Norman & Streiner, 2014). The statistical 
significance value of these studies was set at p=0.05, resulting in a 5% or a 1 in 20 
chance of a type I error.  This cut-off value for statistical significance has been 
said to have originated from the recommendations Ronald Fisher, one of the 
pioneers of modern statistics (Norman & Streiner, 2014). Although this value has 
become the gold standard in many fields of research, it has been stated that Fisher 
also argued that statistical significance values should be set according to the 
specific circumstances of each analysis, and statements of rejecting a set level of 
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statistical significance have recently gained more traction (Andrade, 2019; 
Kennedy-Shaffer, 2019; Wasserstein et al., 2019). It has been suggested that cut-
off values for statistical significance should be replaced by reporting the p-values 
for each analysis with other important details, such as effect sizes or 95% 
confidence intervals (Andrade, 2019). This approach has been argued to take into 
consideration the distinct circumstances of the study setting, such as the specific 
scientific context and previous evidence (Wasserstein et al., 2019). By reporting 
the p-values and the effect sizes for the analyses in this thesis, the risk of type I 
errors may be seen to have to some extent been reduced. 

Another risk in these studies is of a type II (false negative) error occurring; that 
is, accepting the null hypothesis when it is actually false, and not finding an 
association when there is one (Norman & Streiner, 2014). The risk of type II 
errors may to some extent be controlled by setting lower statistical significance 
values and higher thresholds for power calculations (Stefano, 2003). Power 
calculations are based on estimating the appropriate sample size needed for 
reducing the risk of type II errors (Biau et al., 2008; Stefano, 2003). There are 
some ethical issues to consider when selecting the level of power and needed 
sample size, as small sample sizes may subject participants to the risks associated 
with human research but without reaching any meaningful conclusions, while 
large sample sizes might expose a large number of participants to the same 
potential risks even though the appropriate results could have been achieved with 
fewer participants (Biau et al., 2008). Generally, smaller sample sizes are often 
deemed adequate if large differences are expected between groups (Biau et al., 
2008). The power level for this study was set a priori to be 95% with a sample size 
of 5000 and 0.05 significance level, which would result in a 5% chance of a type 
II error occurring (Edvardsson et al., 2016). However, the final sample size for 
this study was 3,805, meaning that the power level was lower and the chance of 
type II errors was higher; and so the possibility remains for both type I and type 
II errors having occurred within the studies in this thesis, despite efforts to reduce 
the probability of both. Hence, especially as this is one of the first studies in the 
context of Swedish sheltered housing, continued and repeated studies, preferably 
with larger and adequately powered sample sizes, would ultimately be desirable 
to confirm the statistical and clinical signficance of the findings of this thesis. 

Limitations concerning the sample of study III include the group setting of the 
interviews, and the convenience sampling. Due to logistical and financial 
challenges, convenience sampling was utilized for study III, and all willing 
participants were included. There may therefore be a bias towards the more 
socially inclined and active residents participating in the study. Another 
limitation concerning study III is the group interview setting. As all the interviews 
were conducted in groups, it is possible that the respondents felt pressure to give 
socially desirable responses. In addition, there is a risk that the residents who 
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participated in this study were those with sufficient functional ability to assemble 
in the common areas, as the interviews were conducted in these areas. It is 
therefore possible that the results of study III are representative of the healthier 
and more socially active residents living in sheltered housing. However, the 
transferability of study III will ultimately be determined by the extent to which 
people within and outside of academia draw on the findings of this study in their 
own context. 

A limitation regarding the sample for all four studies is that only sheltered 
housing accommodations that were registered with the National Board of 
Housing, Building and Planning were available for this study. Consequently, 
these studies are only representative of sheltered housing accommodations that 
have sought governmental financial assistance, and which are therefore obliged 
to comply with the guidelines set by the Swedish government. The results 
therefore may not be comparable to other sheltered housing accommodations 
beyond this registry. 

Instruments 
 

The ICEpop (Investigating Choice Experiments for the Preferences of Older 
People) CAPability Measure for Older People  

Wellbeing was measured using ICECAP-O, which is designed to measure the 
capability for wellbeing and quality of life, and which may also be used for 
economical evaluations. The Swedish ICECAP-O has shown good test-retest 
agreement, but some problems have been identified with the item-level 
agreement (Hörder et al., 2016). It has shown satisfactory validity and 
acceptability, although the category “control” caused uncertainty in the Swedish 
setting when tested among community-dwelling 70-year-olds (Gustafsson et al., 
2018). A systematic review of the psychometric properties of the ICECAP-O found 
that it has generally shown good construct validity and responsiveness (Proud et 
al., 2019). However, the limited consideration of physical health may be seen as 
both a strength and a weakness of this instrument, as physical health may be 
argued to impact wellbeing, and vice versa. 

The EQ-5D 

Self-rated health status and health-related quality of life were measured using 
the EQ-5D, which comprises a visual analog scale along with a descriptive 
system consisting of five questions. The EQ-5D is largely used in various 
different research settings, and has shown good validity for use in multiple 
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different health conditions (Finch et al., 2017). It has also been found to have 
good validity among a population of older people in Europe with multimorbidity 
and polypharmacy (Bhadhuri et al., 2020), confirming the validity of this 
instrument among older populations with varying health levels. A study 
comparing quality of life instruments found older people had difficulties with 
the narrow interpretations of the items, found the response options limited, and 
had an inclination towards positive answering of the EQ-5D; however, the EQ-
5D had fewer such issues than the other  instruments compared in the study 
(van Leeuwen et al., 2015). There is evidence suggesting that the EQ-5D may 
suffer from validity-related problems when used among people with dementia 
(Finch et al., 2017). For the studies in this thesis, the responses to the five 
dimensions of the descriptive system were converted into a single index value 
representing the individual's self‐reported health (EuroQoL Research 
Foundation, 2019). These index values are weighted according to country‐
specific value sets, but as there are currently no tariff values for Sweden, the 
tariff values for the UK were used for the studies in this thesis. The UK tariff 
values were selected as these values are based on the largest samples. However, 
this carries a risk that the index values may not be completely representative of 
the Swedish cultural context. 
 

 
The Thriving of Older People Assessment Scale 

Thriving was measured using TOPAS-SH, which is designed to measure thriving 
among residents of sheltered housing. The 32-item TOPAS has shown good 
reliability and validity in nursing home settings, with Cronbach’s alpha values of 
0.85 in the Norwegian resident self-rating version and 0.971 in the Chinese self-
rating version (Bergland et al., 2014; Li et al., 2020). This thesis used a 20-item 
sheltered housing version of the TOPAS, including 13 items from the 15-item 
short-form TOPAS (Baxter et al., 2019). Although the sheltered housing version 
of TOPAS has not been previously tested for reliability and validity, a study 
evaluating the psychometric properties of the 32-item and 15-item versions found 
that the short-form 15-item version showed high internal consistency and strong 
correlation with the 32-item scale, while also maintaining diversity among items 
(Baxter et al., 2019). TOPAS-SH was developed by the U-Age Sheltered Housing 
research group, and differs from the 32-item TOPAS in that it excludes questions 
specific to the nursing home setting, adds questions pertaining to the 
environment and activities, and adjusts some of the wording. These changes may 
have been the reason for the large proportion of missing data (between 5.0% and 
14.3% on the item level). Previous studies within the nursing home context have 
found proportions of 2.1%–3.1% and 0.5%–3.1% of item-level missing data for 
the 32-item TOPAS (Björk et al., 2017; Patomella et al., 2016). Further testing of 
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the modified TOPAS-SH focusing on validity and reliability in different sheltered 
housing settings would therefore be valuable. 

The Geriatric Depression Rating Scale 

Depressive mood was measured using the GDS-4, which is designed to measure 
depression and risk of depression among older people. The GDS-4 showed low 
internal consistency reliability in this study sample (α=0.64). However, despite 
lower reliability compared to the original 30-item version, the GDS-4 is still 
considered helpful in identifying signs and risk of depression in older people 
(Almeida & Almeida, 1999). It has been shown to perform well in identifying and 
excluding those who do not have depression, and those who score high on the 4-
question scale are recommended to pursue more in-depth screening for signs of 
depression (Van Marwijk et al., 1995). The GDS-4 is also beneficial in that it may 
be seen as being easier for respondents, as older people may not have the strength 
to answer larger sets of questions (Van Marwijk et al., 1995). However, due to the 
very limited number of items, no inferences regarding depression can be drawn, 
and higher scores merely indicate further screening may be necessary. 

Katz Index of Independence in Activities of Daily Living 

ADL capacity was measured using the Katz ADL scale, which is designed to 
measure the functional status of older people. The Katz ADL has been widely used 
across different research settings and clinical practice for several decades, and 
has shown good reliability when used among older people, with Cronbach’s alpha 
values ranging from 0.84 to 0.94 (National Board of Health and Welfare, 2014b; 
Reijneveld et al., 2007; Wallace & Shelkey, 2008).  

Lawton Instrumental Activities of Daily Living  

IADL capacity was measured using the Lawton IADL scale, which is designed to 
measure the functional abilities necessary for independent living. This 
instrument has shown satisfactory reliability, and is widely used in both research 
and clinical practice (Graf 2013; Lawton & Brody, 1969). 

The combined ADL/IADL scale 

For studies II and IV, functional status was measured using the combined 
ADL/IADL scale. The combined ADL/IADL has been described as a 
unidimensional construct which provides a more accurate measure of functional 
ability than either scale used alone (Laan et al., 2014; LaPlante, 2010; Spector & 
Fleishman, 1998). The combined scale has shown good validity and reliability 
when used for evaluations of older people (Laan et al., 2014; LaPlante, 2010; 
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Spector & Fleishman, 1998). The ADL/IADL scales have been criticized for 
potentially obscuring levels of ability by providing a single score to represent 
activities that require different levels of ability, such as getting dressed and using 
the toilet (Iwarsson et al., 1998; Sonn & Hulter-Åsberg, 1991). As a response, the 
ADL staircase, which combines elements of the Katz ADL and Lawton IADL into 
a cumulative scale ranging from 0–9, was developed for use in evaluating level of 
disability and predicting need for care (Iwarsson et al., 1998; Sonn & Hulter-
Åsberg, 1991). However, the separate ADL/IADL scales were selected for use in 
the studies of this thesis, as this was the first large national study in the context 
of Swedish sheltered housing, and having separate ADL/IADL values may be seen 
to enable a more concise picture of the ADL/IADL differences between two 
potentially different groups. Furthermore, having separate ADL/IADL values 
may also be seen to increase comparability with studies of older people living in 
different settings. Nevertheless, there would be merit in further studies exploring 
the ADL staircase in relation to the population living in Swedish sheltered 
housing, in order to more precisely define potential care and support needs. 

Statistical considerations 
As the TOPAS-SH instrument showed between 5.0% and 14.3% missing data on 
an item level, the values for up to two missing items were replaced with the mean 
values of the total score for the individual. Analysis of the missing data revealed 
indications that that the data were missing not at random, as varying 
responsiveness patterns were identified between those residing in sheltered 
housing and those aging in place. The missing data were deemed likely to be due 
to some of the items of the TOPAS-SH not being applicable to respondents aging 
in place, as questions relating to receiving care and participating in activities at 
one’s place of residence had the highest percentages of missing answers among 
those aging in place (ranging from 15.1% to 17.9%). Missing answers among those 
living in sheltered housing in response to the questions pertaining to receiving 
care and participating in activities ranged between 7.5% and 11.2%. 

The interviews conducted for study III were analyzed using qualitative content 
analysis, which is a systematic method of describing patterns and meanings in a 
text (Drisko & Maschi, 2016; Elo et al., 2014; Graneheim et al., 2017). As 
qualitative content analysis explores meanings to produce interpretations of the 
text, the trustworthiness of its results needs to be addressed. Trustworthiness in 
qualitative content analysis is often evaluated by exploring credibility, 
dependability, conformability, transferability, and authenticity (Elo et al., 2014; 
Graneheim et al., 2017; Polit & Beck, 2017). Credibility refers to the extent to 
which the research is believable and appropriate, while dependability refers to 
the stability of the data under different conditions (Given, 2008; Graneheim et 
al., 2017). Conformability refers to the objectivity of the research and the 
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agreement between different individuals concerning the data collection and 
analysis, and transferability refers to the extent to which the results can be 
generalized and replicated in other settings (Given, 2008). Authenticity refers to 
the extent to which the research portrays a fair depiction of different cultural and 
social contexts, and shows reflectiveness concerning the potential political and 
social implications that the research may have (Given, 2008). 

Several steps were taken to ensure the trustworthiness of study III. The 
participants were residents living in the sheltered housing accommodations that 
participated in the U-Age sheltered housing survey study. This ensured 
credibility, as the participants had relevant experience of residing in sheltered 
housing, and were therefore able to provide data relevant to the study questions. 
Furthermore, including all willing participants increased both transferability and 
dependability by enhancing variation in the sample. Dependability and 
conformability were promoted by having two researchers conduct the interviews, 
as well as by including the whole research team in the data analysis process. 
Preunderstandings and interpretations of the results were repeatedly discussed 
and compared within the research team, which consisted of individuals with 
different fields of expertise and levels of experience; this further promoted 
authenticity and conformability. The inclusion of quotations to support the study 
findings may further be seen to have enhanced authenticity and conformability. 
To promote overall trustworthiness, the data collection and analysis process were 
described in as much detail as possible; however, the ultimate assessment of the 
generalizability of these results is up to the individual reader (Polit & Beck, 2017). 
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Implications for policy and practice 

This thesis contributes to the currently rather limited pool of literature 
concerning health, wellbeing, and thriving in Swedish sheltered housing, and has 
several implications for both policy and practice: 

 
• The results of this thesis provide health- and social care workers, 

proprietors of Swedish sheltered housing accommodations, policy 
makers, and other stakeholders, with insight into the potential needs 
of the population living in Swedish sheltered housing. 

 
 
• The results of this thesis provide information on aspects that were 

experienced as facilitators and barriers to thriving while residing in 
sheltered housing, which may be used to develop the services provided to 
residents living in Swedish sheltered housing. 
 

• The results of this thesis suggest that further consideration towards 
health care related needs and support, as well as clearer information 
concerning the services provided in Swedish sheltered housing, may be 
necessary to further promote resident health and thriving.  

 
• The results of this thesis can be used as a basis for designing tailored 

health interventions and further support for residents living in Swedish 
sheltered housing.  
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Further research 

Although some questions have been answered concerning resident health, 
wellbeing, and thriving in Swedish sheltered housing, many still remain. Further 
research exploring longitudinal changes in health status, resource use, and 
service needs in sheltered housing is still needed to understand the specific needs 
of residents living in Swedish sheltered housing. Furthermore, research on the 
evolution of the housing model itself, and the extent to which this evolving 
housing model meets resident needs, are needed. Specifically, the following areas 
require further attention: 

• Studies on how residents living in Swedish sheltered housing perceive 
their health care and support needs, and how they are being fulfilled, as 
well as further studies on thriving in Swedish sheltered housing, are 
needed to better understand the specific, and changing, needs of this 
population. Special attention should be paid to exploring differences 
between those with varying levels of health, as these studies may reveal 
factors that can assist in developing better tailored services and support 
for residents. 
 

• Further studies on thriving in the context of Swedish sheltered housing 
may reveal whether and how factors relevant to thriving are inter-related, 
and which factors are especially influential, which may assist in further 
promoting thriving in Swedish sheltered housing. 
 

• Studies on how the social environment in Swedish sheltered housing is 
experienced may illuminate factors that influence both thriving and 
perceptions of support while living in Swedish sheltered housing. 
 
 

• Continued longitudinal studies on the health status and service use of 
residents living in Swedish sheltered housing would be valuable to 
further understand the specific needs, and potential shifts in needs, of 
this population. 
 

• Studies exploring the hosts, proprietors and other stakeholders’ 
experiences and perceptions of health and thriving in Swedish sheltered 
housing may illuminate other factors relevant to health and thriving in 
this context. 
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• This thesis can also be used to provide baseline data and tested 
measures for longitudinal monitoring of population health, wellbeing 
and thriving. This may enable exploring trends, variability and 
changes over time. 

 

Future studies within this context will hopefully not only shed more light on this 
specific population, but also ultimately assist in further improving the health, 
wellbeing, and thriving of residents living in Swedish sheltered housing. 



 

63 
 

Conclusions 

The findings of this thesis show that residents of Swedish sheltered housing 
reported lower health and functional status and higher depressive mood 
compared to those aging in place. Furthermore, in comparison to their 
counterparts aging in place, residents in sheltered housing used home care 
services to a greater extent and were more likely both to relocate to a nursing 
home and to die. Residents living in Swedish sheltered housing reported slightly 
lower self-rated wellbeing than older people aging in place, but this difference 
was not explained by type of accommodation per se. However, residents living in 
Swedish sheltered housing with lower levels of health, functional status, and 
higher depressive mood reported higher levels of thriving compared to those 
aging in place with similar levels of health, functional status and depressive 
mood, implying that there are factors specific to Swedish sheltered housing that 
are beneficial to thriving. Factors described as facilitating thriving in Swedish 
sheltered housing were having a positive attitude, having opportunities to 
preserve autonomy, perceiving organized support, perceiving informal support, 
perceiving a positive social climate, living in an accessible environment, living in 
an esthetically pleasant and peaceful environment, living close to services and 
public transport, experiencing shared activities, and experiencing arenas for 
social interaction, while barriers to thriving were having declining health, having 
unmet expectations, perceiving social tensions, perceiving declining health of 
neighbors, living in an impractical and uninspiring environment, living in an 
unsafe environment, experiencing limited provision of services, experiencing not 
being heard, and experiencing high cost of rent. 

The results of this thesis indicate there to be both a want and a potential need for 
increased health-related support among residents living in Swedish sheltered 
housing. In addition, further explicit information concerning which services 
Swedish sheltered housing accommodations provide seem to be needed to 
calibrate expectations with reality. Although further studies on resident health 
and thriving in Swedish sheltered housing are needed, the results of this thesis 
provide new data and findings on the levels of health, wellbeing, and thriving in 
Swedish sheltered housing. This data, and findings, can assist in further 
developing tailored services, support, and interventions for residents living in 
Swedish sheltered housing, and thereby further support health, wellbeing and 
thriving in Swedish sheltered housing. 
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