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SAMMANFATTNING 

Introduktion: Trots att fysisk aktivitet är viktigt för personer som bor på särskilt boende för äldre 

har många en stillasittande vardag. Hur fysioterapeuter, som har kunskap om fysisk aktivitet, 

främjar boendes fysiska aktivitet, och hur arbetslivserfarenhet samt hel- respektive deltidsarbete 

påverkar främjandet av fysisk aktivitet har tidigare inte beskrivits.  

 

Syfte: Att beskriva hur fysioterapeuter främjar fysisk aktivitet för personer som bor på särskilt 

boende för äldre. 

 

Metod: En tvärsnittsstudie genomfördes där fysioterapeuter som arbetade vid särskilt boende för 

äldre i Sverige bjöds in via professionella nätverk till att besvara en webbenkät. Urvalet av 

deltagare gjordes genom bekvämlighetsurval. Kvalitativ data analyserades genom manifest 

induktiv innehållsanalys. Kvantitativ data användes för att beskriva gruppen och jämföra grupper 

avseende arbetslivserfarenhet samt hel- respektive deltidsarbete. 

 

Resultat: Nittiosju enkätsvar analyserades från fysioterapeuter från hälften av länen i Sverige, 

varav 88 procent av dessa var kvinnor. Följande fem kategorier framkom från den kvalitativa 

analysen: (1) Kunskap för en aktiv vardag, (2) Anpassa till aktuella förhållanden och 

prioriteringar, (3) Metoder för träning och för att vara aktiv i vardagen, (4) Åtgärder och 

anpassning till den boende och (5) Kommunikation för att främja aktivitet. Den kvantitativa 

analysen visade ingen signifikant skillnad mellan de jämförda grupperna. 

 

Konklusion: Fysioterapeuter som arbetade vid särskilt boende för äldre använde en bredd av 

åtgärder för att främja fysisk aktivitet för de boende och för att stödja boendet att främja fysisk 

aktivitet. Arbetslivserfarenhet samt hel- respektive deltidsarbete påverkade inte hur 

fysioterapeuter främjade fysisk aktivitet i denna studie. 

 

Nyckelord: Sjukgymnast, Vård- och omsorgsboende, Teamarbete, Träning, Äldreomsorg. 
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ABSTRACT 

Introduction: Even though physical activity is important for older people living in long-term care 

facilities (LTCFs), many spend most of their time in sedentary activities. How physiotherapists, 

with competence in physical activity, promote physical activity for residents and how work 

experience and employment context affect physical activity promotion have not been described. 

 

Purpose: To describe how physiotherapists approach physical activity promotion for residents of 

LTCFs for older adults. 

 

Method: A cross-sectional study was performed using a digital survey sent via professional 

networks, to physiotherapists at LTCFs in Sweden. Participants were recruited via convenience 

sampling. Qualitative data were analysed through manifest inductive content analysis. 

Quantitative data were summarised descriptively for the whole group. Between-group 

comparisons were also made for work experience and employment context. 

 

Results: Ninety-seven survey responses were analysed from physiotherapists from half of the 

counties in Sweden. Eighty-eight percent of the responses were from women. Five categories 

emerged from the qualitative analysis: (1) Knowledge for active daily living; (2) Adapting to 

present circumstances and priorities; (3) Methods for exercise and staying active in daily living; 

(4) Actions and adjustments for the resident; and (5) Communication to promote activity. There 

were no significant differences between the compared groups. 

 

Conclusion: Physiotherapists at LTCFs for older adults used a range of measures to promote 

physical activity for residents, and to support the facility in promoting physical activity. Work 

experience and employment context did not influence how physiotherapists approached 

promoting physical activity in this study. 

 

Keyword: Elderly care, Exercise, Nursing home, Physical therapist, Teamwork. 
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1 Introduction 

To be physically active is important for health and wellbeing. Physical activity participation 

needs to be individually tailored to support frail older peoples’ independence - skills that 

physiotherapists master. The individual perspective is challenged by organisational factors 

and the need for structured teamwork, which are parts of physiotherapists’ daily work at long-

term care facilities for older adults. 

 

1.1 Background 

During the last decades, science has shown how important physical activity is for health and 

wellbeing, and how exercise can treat or prevent illnesses (1). Physical activity includes any 

bodily movement by skeletal muscles that increases the use of energy, from activities of daily 

living (ADL) to exercise (2). Improved life conditions have increased the lifespan, and more 

people reach old age, where dependence in everyday life is common and needs to be met (3). 

Therefore, elderly care needs to be evidence-based to ensure best practice (3) in supporting 

physical activity. 

 

1.1.1 Physical activity for old and frail persons 

Exercising and staying active with ADLs, such as dressing and ambulation, is important for 

frail older persons to maintain their independence (4). Physical activity must be individualised 

to preserve and improve health and independence in frail older persons (4). How a person 

stays active depends on factors including the person’s behaviours and habits, if the activity 

appears to be meaningful, how support is given, caregivers’ competence, the surroundings, 

and policy (5). 

 

In physiotherapy, physical activity and movement are seen as means for independence and for 

health (6), to express emotions, and for confirmation of oneself (7). Movement, health, and 

function interact and effect one another (6). To improve function in frail older persons’ ADL 

abilities, exercise interventions must be individual tailored, and continuously performed and 

adjusted to challenge the person’s capacity (8). Challenging individualised high-intensity 

exercise programmes are appropriate for residents with physical impairment, as well as with 

cognitive impairment (8). Still, further research is needed regarding the specific exercise dose 

responses for frail older persons with multiple illnesses (5). 

 

1.1.2 Residents of long-term care facilities 

Long-term care facilities (LTCFs) – sometimes called nursing homes (8) and residential care 

facilities (10) – provide 24-hour support for ADLs and management of chronic conditions for 

residents with physical and/or cognitive impairment (9). Among residents of LTCFs, 

cognitive impairment, physical disabilities, anxiety, depression, pain, dizziness, and 

incontinence are common (11). As well as, chronic obstructive pulmonary disease (12) 

diabetes, hypertension, osteoarthritis, osteoporosis, heart diseases, and stroke (4). So too, are 

multimorbidity, polypharmacological treatment, malnutrition (4), sarcopenia, with low 

muscle mass, and frailty, both including decreased muscle function, affected by physical 
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inactivity and affecting physical abilities (13). Almost half of the residents of LTCFs in 

Sweden have severe difficulties with walking or cannot ambulate (14).  

 

To be physically active improves dependent residents’ health and wellbeing, and can be done 

safely, but needs to be implemented in frail older persons’ everyday life by understanding the 

person’s preferences of how to be active (4). As frailty and multimorbidity is common among 

residents’ of LTCFs, the treatment aims should focus on quality of life and maintaining 

functional ability (4). Still, residents in care facilities, spend most of their waking time in 

sedentary activities (4, 8).  

 

Residents’ possibility to be active are counteracted by factors such as the use of physical and 

chemical restraints (4), their need of support from staff, and an unsupportive environment 

(14). Residents spend their days waiting for different activities: to get up in the morning, to go 

to bed, for meals (15), for support, and to go outside (16), which could increase their 

sedentary time. Whereas, a used culture of slowness could indicate that the residents are 

offered time to be active with activities of their own choice and pace (16). Care staff’s attitude 

towards physical activity, is that they mainly assimilate physical activity for residents with 

everyday activities, and not with physical exercising (17). Even though exercising may 

support residents’ reserve capacity to cope with periods of illness (18). 

 

1.1.3 To improve residents’ abilities  

In Sweden, LTCFs are regulated by the municipality (19), and must offer evidence-based 

rehabilitation (20) for residents with disabilities (21). The definition of rehabilitation is 

measures to contribute to maintenance or restoration of the best possible function abilities, 

according to a person’s needs and preconditions, for independence and participation in society 

(22). Which could include treatment goals as to decrease impairments as well as to increase 

fitness (23). Physiotherapists are one of the professions that are responsible for rehabilitation 

at LTCFs, through individual rehabilitation and measures towards the facility and other co-

working caregivers (24). To support physical activity at LTCFs, physiotherapists have a key 

role (25). In Sweden, approximately 1200 physiotherapists work at different types of care 

facilities provided by municipalities, including residents for older persons (12). 

 

Apart from specific rehabilitation measures performed by occupations as physiotherapists, a 

rehabilitative approach is to be used at LTCFs (26, 27). The approach is used by the team, by 

being aware of the person’s abilities, and supporting the person to be active in everyday 

activities, through person-centred care and a salutogenic approach (28): promoting the 

person’s health, independence, and maintenance of abilities (29). Through structured 

interdisciplinary teamwork, older persons’ health care needs can be addressed more 

efficiently (29, 30). Elderly care needs to be person-centred (31) and focused on the person’s 

abilities, interests, and sense of belonging, to have a salutogenic approach (32). To use 

person-centred care means that the person, and what is meaningful to the person, is the centre 

of care, not the work tasks (31). The concept includes tailored care to support holistic 

wellbeing for the person (31). 

 

Researchers and clinicians from the International Association of Gerontology and Geriatrics 

have reported international recommendations regarding physical activity for older adults 

living in LTCFs (4). They declare that staff at LTCFs must offer and support breaks from 

sedentary time and activities that motivate residents to be physically active, as for example 
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light gardening. Also, residents without contraindications and with certain abilities should be 

offered individualised exercise at least twice a week (4).  

 

Counteracting factors 

Supporting residents to be active in daily activities through a rehabilitative approach is often 

of low priority at LTCFs, irrespective of staff’s competence, and is more up to the individual 

staff’s approach (15). Mahrs Träff et al. (15), who in their study addressed different team 

members, have described certain organisational counteracting factors. Like, the purpose of the 

activities was unclear to staff and therefore not prioritised, care staff lacked instructions and 

supervision from rehabilitation staff, and the rehabilitation staff had low awareness of the 

residents’ daily activities (15).  
 

Physiotherapists at LTCFs have described a feeling of exclusion from the team and a need to 

spend more time on individual training and to educate, instruct, and supervise care staff about 

a rehabilitative approach (33). The organisational cultures at LTCFs may also prioritise other 

work tasks over the individuals’ needs for physical activity (15). While care staff, when 

comparing urban to more rural settings, who work close with professionals like 

physiotherapists and occupational therapist and management, seem to increase the 

opportunities for residents to be active, as with outdoor walks (34). 
 

1.1.4 Movement and physiotherapists as a resource  

Physiotherapy is used to promote health, relieve suffering, counteract illness, restore or 

maintain behaviours and functional abilities meaningful to the person, and involves 

comprehension of the human as a physical, psychological, social, and existential unit (6). In 

physiotherapy, movement is a core value, and are used for body awareness, to confirm one’s-

self and one’s abilities, and for self-expression (35). Movement can convey emotions as joy 

of movement as well as fear of movement (6). Clinically, movement is used for assessments, 

goal settings, interventions, and evaluations. 

 

Physiotherapists’ academic and clinical competencies provide a unique team contribution in 

promoting physical activity through individually-tailored interventions (6) and organisational 

strategies (23). The profession contributes to the shared value of person-centred care from the 

movement perspective to promote tailored physical activity to support function, activity, and 

participation in everyday life (6).    

 

The physiotherapy profession demands independent clinical decision making, where the 
initial two work years of practice bring professional confidence to the physiotherapist, 

growing from the work context (36). The profession’s work at LTCFs also demands skills of 

individualised physiotherapy measures, of assistive device measures, to work in team, to 

supervise care staff, and to facilitate health promotion within the LTCF (24). How the work is 

performed and prioritised could be affected by different conditions, like work experience and 

employment context. 

 

Physiotherapists’ work at LTCFs regarding physical activity has been described concerning 

experiences of high-intensity exercise treatments (10), motivators to organise activities (25), 

distribution of physiotherapy (37), and attitudes within the team (15). 
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To facilitate residents of LTCFs to be more physically active, physiotherapists’ experiences of 

how they work for the individual and for the facility, and how work experience and 

employment context effect their work need to be studied.  
 

1.2 Purpose and research questions 

The purpose of this study was to describe how physiotherapists approach physical activity 

promotion for residents living in long-term care facilities for older adults. Three research 

questions were addressed in this study: 

1. How do physiotherapists promote physical activity for the individual?  

2. How do physiotherapists work to support the facility in promoting the residents’ 

physical activity? 

3. Does experience working in the physiotherapy profession or aspects of the 

employment context influence how physiotherapists promote physical activity at 

LTCFs?  
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2 Method 

To describe how physiotherapists promote physical activity for residents living in LTCFs, a 

cross-sectional mixed methods study was performed. Descriptive quantitative and qualitative 

data were collected by a digital survey (Appendix 1) of physiotherapists working at LTCF in 

Sweden. The study design was expected to reach a larger number of physiotherapists than 

interviews or focus groups would, to contribute with a breadth of experiences and to compare 

influencing factors. To design and perform the study, scientific knowledge regarding methods 

and elderly care were used, as well as the researcher’s own experiences as a physiotherapist in 

elderly care and as a project manager for development of elderly care. 

 

2.1 Selection of respondents 

2.1.1 Inclusion and exclusion criteria 

To work as a physiotherapist in elderly care in Sweden can include rehabilitation 

responsibility for patients at several different services, like LTCFs, short-term care, day care, 

and community home care. The services and facilities have different work contexts depending 

on each specific care level. Therefore, inclusion and exclusion criteria were set up for the 

study.  

The inclusion criterion was: 

- Physiotherapist working at LTCF for older adults at somatic care or dementia care 

The exclusion criterion was: 

- Physiotherapist working only at short-term care facilities, assisted living facilities or 

day care facilities 

To invite relevant physiotherapists with different employment contexts that could contribute 

to a wide picture of how physiotherapists work (38), required a broad approach. Convenience 

sampling (39) was used to invite potential respondents through relevant networks (two 

national and four regional) and through relevant representatives (Table 1). The representatives 

and the administrator of each network were contacted by the researcher for permission to 

inform the network or for the contact person to pass on the information of the study. The 

national networks were the Facebook group for the Swedish Association of Physiotherapists 

section Äldres hälsa, older people’s health, and the section’s dementia network group. The 

regional contacts consisted of the section’s regional representatives, and four networks at 

research and development centres within a county. Two of the centres had ended their 

networks. Instead they offered to forward the invitation to previous members, or passed email 

addresses to the researcher to relevant “medical responsible nurses” (medicinskt ansvariga 

sjuksköterskor), responsible for municipality health care, for further contact. 

 

One of the research centre’s networks was administrated by the researcher. The researcher’s 

own professional contacts were also contacted. The members of the networks were 

physiotherapists working at LTCFs, physiotherapists in other types of geriatric care, and 

occupational therapists. All informed network members were encouraged to pass the study’s 

information letter (Appendix 2) to relevant physiotherapists who might be interested to 

participate.  
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Table 1. Contact with networks and representatives for administration of the survey. 

Contact Number of informed persons Reminders 

The section’s Facebook 
group 

465 at the invitation, 495 at the last reminder Four reminders were sent 
by the researcher  

The administrator of the 
section’s dementia 
network 

145 None 

The section’s regional 
representatives for 
seven regions 

Two representatives forwarded the invitation to 
four, respectively eleven local physiotherapists 

The two representatives 
were encouraged once to 
distribute a reminder 

Four research and 
development centres 
within one county 

Three ongoing or former networks consisted of 65 
to about 100 members each.  
Five contact persons responsible for municipality 
health care either forwarded the invitation or sent 

contact information of relevant managers or 
physiotherapist to the researcher 

The contacts were 
encouraged twice to 
distribute a reminder 

The researchers own 

professional contacts 

One rehabilitation manager forwarded the invitation None 

 

2.2 The design of the survey and the information letter 

Data concerning research questions 1 and 2: how physiotherapists promote physical activity 

for the individual and support the facility in promoting physical activity, were collected 

through a digital survey with closed and open-ended questions. Research question 3: if 

experience in the profession or aspects of the employment context influences how 

physiotherapists promote physical activity, was studied by comparing answers from the 

closed survey questions from different groups.  

 

When developing the survey (Appendix 1), four documents were used: the international 

recommendation of physical activity and exercise for residents living in LTCFs (4), the 

section’s recommendations of work specification for physiotherapists at LTCFs (24), a report 

from the National Board of Health and Welfare about physiotherapists’ work in elderly care 

(33), and a questionnaire about person-centred care (40). To explore physiotherapists’ work 

priorities, a Likert-type scale from 1-10 was used regarding opinions, from strongly disagree 

to strongly agree. The width enabled a spread of ordinal data (41). The questions were about 

how important physical activity was perceived to be, how physically active the residents 

were, if the physiotherapist’s knowledge had impact on residents’ everyday life, to instruct 

exercise training, supervise care staff, and contribute to activities at the facility.  

 

Apart from the physiotherapist’s specific work, the survey also addressed the conditions at the 

facility regarding residents’ possibility to exercise once or twice a week, care staff’s 

competence, and the physiotherapist’s opportunity to consult colleagues. To describe how 

common each condition was, replies with five options were used, for example at all wards, at 

most wards, at some wards, at no wards, and I don’t know.  The survey instruction was to 

complete the survey according to one’s own opinions and experiences, and to exclude 

interventions for residents who had contraindication to be physically active or were at the end 

of life. 

 

To enable comparison between groups, background questions about full-time and part-time 

employment, work years in the profession and in elderly care, and gender were included. The 

survey questions also concerned what type of wards the respondents worked at, number of 
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persons (residents/ patients) that the respondent was responsible for, work region, 

professional degree, and the respondents’ age. This was to describe the study population to 

enable readers to transfer and use the result of the study (42).  

 

The open-ended questions concerned the physiotherapist’s work for the individual and for the 

facility, facilitating factors, what guidelines and recommendations they used, and if they 

considered that anything specific needed to be changed. It was also possible for the 

respondents to add further information about promoting physical activity. For the first two 

questions the researcher gave instructions by clarifying with an example, what the questions 

concerned.  

 

All together the survey contained 30 questions, of which 20 were mandatory (Appendix 1). 

The different questions were grouped to facilitate completion. At the beginning of the survey, 

the respondent gave consent to participate in the study and confirmed she/he worked as a 

physiotherapist at a somatic care ward and/or a dementia care ward at a LTCF in Sweden. 

These questions were mandatory. Because the digital survey was anonymous, respondents 

were asked to write their email address and name in the beginning of the survey to make sure 

that data could be deleted in case of withdrawal.  

 

The questions relevance (face validity) and construction were discussed before the study for 

validation, with a group of five physiotherapists working at LTCF (41, 43). They were first 

asked to complete the survey before the discussion of each question. All therapists were later 

invited to participate in the study. Four changes were made after the discussion. The question 

about the care staff’s competence changed from the Likert-type scale 1-10 to instead use the 

five options (from at all wards to at no wards and I don’t know), because care staff 

competencies vary. About peer consultation, this was clarified to also include interactions 

other than face-to-face. The question about work years was clarified to include employment 

shorter than twelve months. Finally, instead of asking if there were routines that supported 

supervision of the care staff, the question investigated if the physiotherapist gave instructions 

and supervised when needed, using the Likert-type scale. 

 

The researcher used the survey programme esMaker to create the digital survey (Appendix 1). 

The information letter (Appendix 2) carried details about the purpose of the study and the 

survey, how data would be handled, stored, and presented, as well as contact information to 

the researcher and Linköping University’s Data Protection Officer. The letter also stated that 

it was voluntary to participate in the study and that withdrawal without declaring any reason 

could be done at any time before the analysis of the material. All as described in the ethical 

principles of Helsinki Declaration for medical research (44). Respondents were also informed 

that they could save their answers and paused while filling it out the survey. The design of the 

survey and information letter were done together with the researcher’s supervisor.   
 

2.3 Administration of the survey 

To invite participants to the study, the researcher emailed the information letter (Appendix 2) 

with an open link to the survey to the contact persons described in Table 1. Some did not 

reply or could not forward the study information. Survey responses were collected during a 

five-week period, and reminders were sent as described in Table 1. For incomplete responses, 

personal links to the survey were sent to the therapists who had started (but not completed) 

the survey. This was to maximise the number of responses and offer all interested 
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physiotherapists an opportunity to participate. The personal links were accessible for one 

week. 

 

2.4 Data collection and analysis 

2.4.1 Data collection 

Collected data were securely stored at the survey programme esMaker by the researcher’s 

personal password, at an external hard drive locked in a safe by the researcher, and at the 

researcher’s supervisor’s personal digital account at the Linköping University. Contact 

information to the respondents together with the code list of the respondents were saved on a 

USB that was locked separated from the external hard drive by the researcher. Before the 

analysis, the researcher controlled the respondents’ email addresses, names, and regional 

workplaces to control for duplicates. No-one withdrew from the study. All complete 

responses and the partially completed surveys that included answers on at least the first five 

survey questions were used in the analysis, all given consent to participate. 

 

2.4.2 Aggregated data concerning recommendations and guidelines 

One of the open-ended questions concerned recommendations and guidelines that the 

physiotherapists used to promote physical activity for the residents. The respondents were 

simply encouraged to write down what they used, both for the study to describe how spread 

the international recommendation (4) was and what other support from guidelines and 

recommendations that were used. These answers were aggregated to make a list of what was 

used. Other supports, like work tools would also be listed and presented. 

 

2.4.3 Qualitative analysis  

The open-ended questions regarding the physiotherapist’s work, were analysed by manifest 

inductive qualitative content analysis in accordance with Graneheim and Lundman (42). By 

using a manifest method, the analysis used a low degree of interpretation, and the inductive 

approach supported an open mind to what the respondents had written (38). First the answers 

for each survey were read several times for an overview of the whole (42). Meaning units 

about work for the individual and for the facility that answered to the purpose of the study 

were highlighted during the ongoing collection of data (42). Responses concerning 

community home care were excluded. When all data had been collected, the meaning units 

were extracted, condensed, and labelled with codes (42). The meaning units were held short 

and not too wide, and the codes followed the meaning units to not lose the content and to 

counteract the influence of the researcher’s interpretation (42), as presented in Table 2. 

Thereafter, the search began for similarities and differences of the codes to categorise them 

for new perspectives of how physiotherapists work (38). All codes were used and compared 

to only fit into a certain category (42). 
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Table 2: Example of the analysis process to categories meaning units. 

Meaning unit Condensed meaning unit Code Subcategory Category 

Medication is obvious for 
the most that it must not be 
missed 

Medication obvious for 
most that must not be 
missed 

Medication 
obvious not to 
miss 

Required 
competences 

Knowledge for 
active daily 
living 

It is a part of our work that 
all co-workers shall work 
with person-centred care 

Everyone shall work 
person-centred  

Person-centred 
care shall be 
used 

Prioritised and 
to prioritise 

Adapt to present 
circumstances 
and priorities 

 

During the process of formulating categories and subcategories of survey responses, meaning 

units and codes were evaluated several times to understand the respondents’ messages (42). 

By reading the responses several times and comparing the codes, the researcher could use her 

experience from the field, and question her previous interpretations. The researcher discussed 

the findings with the supervisor to strive for an open mind and to have an active approach 

concerning her preunderstanding of the context (39). As described by Graneheim et al. (38), 

the interpretation grows from the researcher’s professional perception of the research 

question, the respondent’s current context, as well as the researcher’s current context while 

performing the study.  

 

During the analysis, data concerning team, organisation, environment, and resources emerged 

from the material. Through the analysis the researcher had a closed exchange with the 

supervisor to validate the analysis, and also an independent person with training in qualitative 

analysis reviewed the preliminary qualitative analysis. Thereby the researcher’s interpretation 

was verified and criticised through new perspectives on the material (42) and differences 

between subcategories were explored. Quotes were chosen and used to confirm the result of 

subcategories. Thereby the study’s credibility increases as the respondents’ own words 

legitimate the researcher’s interpretation and confirm the result (42). The quotes were 

translated from Swedish to English, then from English back to Swedish to check the 

translation. 

 

2.4.4 Quantitative analysis 

The statistical programme SPSS version 24 was used for the quantitative analysis, that was 

performed together with the supervisor. Data from the survey program esMaker were 

exported to SPSS. To ensure accuracy when transferring data, controls of the data were made. 

A variable was created in SPSS to exclude incomplete survey responses that did not include 

consent to participate, duplicates, and responses that did not meet the inclusion criteria. The 

quantitative analysis concerned the survey’s demographic questions, scaling questions, and 

the questions with five options. Four of the survey questions contained ratio data: number of 

work years in the profession as well as in elderly care, number of residents/patients that the 

respondent was responsible for, and age. Six questions contained interval data from Likert-

type 10-point scale. These concerned the approach to physical activity, the residents’ level of 

activity, the impact of the physiotherapist’s knowledge, to instruct exercises, supervise care 

staff, and contribute to activities. Altogether, nine questions contained nominal data 

concerning the organisational structures; peer consultation, care staff competence, and 

opportunity to exercise once or twice a week. They also concerned, type of ward, professional 

degree, employment rate, work region, and gender. 
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First, normality testing was done for the data as a whole, with the Kolmogorov-Smirnov test, 

and by analysing histograms. As the data were not normally distributed, non-parametric tests 

were used. Descriptive statistics of frequencies and percent were calculated for nominal data.  

 

For the ratio data and interval data, descriptive statistics of median, interquartile range, 

minimum, and maximum were calculated for measures of central tendency and of spread. To 

compare interval data between groups the test Mann-Whitney U Test were used, and to 

compare nominal data, Pearson Chi-Square test was used.  

 

To compare groups, different variables were used (Table 3). Some were from the survey 

(Appendix 1), while others were created in SPSS. The created variables were to ensure the 

possibility to compare groups if the sample size from the survey responses was too small. As 

for the questions concerning work years, variables were created for the cut-off of five years. 

For the questions with five options, one variable was made that included the two options with 

a higher frequency (all units, most units), and another included the three options with lower 

frequency (some units, no units, I don’t know). Which seemed clinically relevant and was 

discussed with the supervisor. 

 
Table 3. Compared variables. 

Compared variables from the survey 

Women Men 

Full-time employment Part-time employment 

Compared variables created in SPSS concerning work years 

Respondents who had worked more than five 
years in the profession 

Respondents who had work five years or less in 
the profession 

Respondents who had worked more than five 
years as physiotherapists in elderly care  

Respondents who had work five years or less as 
physiotherapists in elderly care 

Compared variables created in SPSS of two or more optional choices 

When needed / At least once a week At least once a month, but not every week / 
Less than once a month, or never / I don’t know 

At all wards / At most wards At some wards / At no wards / I don’t know 

 

2.5 Ethical considerations and data protection 

While planning the study the researcher and the supervisor discussed the ethical 

considerations of the study. Why the study should be made and how relevant data could be 

collected, stored, analysed, and presented. No ethical permission was needed for the master 

study (45). To ensure that the study followed the ethical principles of the Helsinki Declaration 

for medical research (44) and the EU GDPR regulations for collecting and storing data (46), 

four measures were instituted: 

1. The researcher used specific contacts to invite relevant physiotherapists to the study.  

2. Invited physiotherapists were informed through the information letter (Appendix 2) of 

the purpose of the study, how data would be handled and stored, and that data would 

be presented confidentially. The respondent could download a copy of one’s survey 

answers. Contact information for the researcher was included in the information letter 

and respondents were requested to return with any questions to the researcher. Contact 

information to the University’s Data Protection Officer was also included.  

3. The information letter explicitly informed potential respondents that they had no 

obligations to participate in the study even after they started to complete the survey 
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(Appendix 1). Within the survey, respondents had to declare if they agreed to 

participate and that their answers could be used in the study.  

4. Collected data were secured by the researcher’s personal passwords to the survey 

programme. During the analysis and the process of compiling the material the 

researcher stored data from the surveys on an external hard drive locked in a safe. 

Contact information to the respondents, including a code list, were saved on a USB 

that was locked separated from the external hard drive. All collected material was 

stored on the supervisor personal account at the University server. The supervisor 

informed the University’s Data Protection Officer that personal data were saved. All 

collected data and email conversation were deleted after the study was completed and 

those who had shown interested had received a summary of the study results. 
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3 Result 

The results are presented by first describing the group of respondents concerning their 

demographic statistics, and used guidelines and recommendations. Thereafter the qualitative 

results are presented for the first and second research question. Finally, the quantitative results 

are presented for the whole group and for the comparisons between groups addressing the 

third research question. Appendix 3 includes a short presentation of the study in Swedish. 

 

3.1 Survey replies 

124 open links had been accessed and 85 responses were complete (Figure 1). Twelve of the 

partially completed surveys included contact information for the respondent, who were 

offered personal links to complete the survey, where one did. Totally, 97 responses were used 

in the analysis. The response rate for each survey question varied even though it mainly was 

high. The lowest response rate for quantitative data was 83,5% (n=81). The open-ended 

questions (number 15, 16, 17 and 19) regarding research question one and two, generated a 

large amount of data from 87,6% (n=85) to 92,8% (n=90). Whereas question 20, used for 

further information, generated replies from 54,6% (n=53). One duplicated email address was 

found for a complete response and a partially complete survey, the complete response was 

used in the analysis.   

 

Figure 1. Survey responses, whereof 97 were used in the analysis. 
 

3.2 Demographic data 

Almost 90 percent of the respondents were women. The respondents were between 23 and 63 

years old, with a median of 41 years, which nearly include experience from all general work 

life (Table 4). Both professional years as a physiotherapist and as a physiotherapist in elderly 

care had a wide range, with some respondents who had just begun working, while others had 

worked as a physiotherapist for almost a whole work life and in elderly care for nearly thirty 

years. The medians show that most of the respondents had ten years of work experience for 

both questions. One person had a two-years master degree, and nine persons had a one-year 

master degree, while the others’ highest degree was bachelor. The respondents represented 11 

of the 21 counties in Sweden (Table 5). 

124 open links were 
opened

85 completed surveys 
were used in the 

analysis

12 partially filled out 
were emailed personal 

links

1 partially filled out 
through a personal link 
was used in the analysis

11 partially filled out 
through the open link 

were used in the 
analysis

27 excluded:

7 were only opened

3 did not agree to participate

5 did not work at somatic or 
dementia care ward

11 only answered the first or 
second question

1 duplicated email address 
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About half of the respondents worked full time, and the most common type of ward were 

dementia care, followed by somatic care (Table 4). Nearly thirty percent worked at short-term 

care and ten percent worked at community home care. Other types of rehabilitation care were 

represented by seven percent of the respondents. The different types of care might have 

affected how many individuals each therapist was accountable for, which were eight to 500 

persons, with a median of 75 individuals. Two respondents were responsible for 300 and 500 

persons respectively, while the maximum for the other 79 participants who answered the 

survey question, was 175 individuals.  

 
Table 4. Demographic data of the participants 

Survey question n (%) Median IQR Min-Max Total 

Women / Men 76 (88) / 10 (12)    86 

Age (years)  41 20 23-63 86 

Bachelor degree / Master degree 76 (88) / 10 (12)    86 

Professional years  12 16 1-40 86 

Professional years elderly care   9 15 1-29 86 

Worked full time 54 (63)    86 

Number of residents/patients  75 40 8-500 a 81 

Somatic unit b 88 (91)    97 

Dementia unit b 89 (92)    97 

Short-term care b  27 (28)    97 

Community home care b 10 (10)    97 

Other care context b, c 7 (7)    97 
a Three respondents added that they also were responsible for community care but did not describe the number of 
community care patients. b Multiple choice question. c Other care units were: respite care, senior day centres, 
home rehabilitation, psychiatric long-term care, care for people with acquired brain injury, group homes and 
daily activities for people with intellectual and developmental disabilities. 

 
Table 5. Respondents per county/region in Sweden n=86 (missing data 11). 

County/Region (%)  County/Region (%) 

Gotland 3,5  Södermanland/Sörmland 4,7 

Gävleborg 1,2  Uppsala 4,7 

Jämtland/Jämtland-Härjedalen 1,2  Västernorrland 1,2 

Kronoberg 7,0  Östergötland 4,7 

Skåne 4,7  Västra Götaland 17,4 

Stockholm 50,0    

 

3.3 Support from guidelines, recommendations, and work tools 

The respondents described recommendations and guidelines that they used in their work, 

which were both national and local guidelines as well as work tools, as presented in Table 6. 

The respondents also gave examples of their own work experiences, which is described 

below. Sixty-nine percent (n=67) of respondents answered the survey question. 

 

Some of the respondents replied that they did not use guidelines and recommendations, even 

if they were aware of them, and that this needed to be changed. According to one respondent, 

physical activity was not included in their work priorities. Another described that national 

guidelines were difficult to use, and a few found that the recommendations for physical 

activity seemed not possible for most residents to achieve. Instead, the use of ADL-goals, like 
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to maintain assisted standing transfer, or participate in group training, seemed more 

appropriate. Also, for residents to be active each day with walks and flexibility exercises, 

seemed better than to do heavier exercises more seldom. Physical activity was presented as an 

effective treatment for anxiety, while medication could increase the risk of falling and of 

medical addiction. 

 

The respondents used their professional experiences from elderly care, geriatric care, and 

brain injury rehabilitation, as well as their common sense and personal experiences to give 

advice like individualised dosage of physical activity. One respondent expressed that elderly 

care did not offer plans for supplementary education in physical activity, instead it was up to 

the individual employee to advance. Another described that care staff who was trained in 

other frameworks than what was used in Sweden, might not use a rehabilitative approach. 

 
Table 6. Guidelines, recommendations and work tools used by the respondents.  

Guidelines and recommendations described by the respondents: 

- Physical Activity in the Prevention and Treatment of Disease (FYSS in Swedish), for example 

the chapters Elderly, Dementia, Stroke, Chronic obstructive pulmonary disease  

- WHO’s and the National Board of Health and Welfare’s recommendations of physical activity 

150 minutes per week 

- The National Board of Health and Welfare’s national guidelines for different patient groups 

and diagnoses like dementia, depression, Parkinson’s disease, stroke 

- Care programmes for persons with dementia, stroke, fall prevention, elderly 

- Local guidelines, local care programmes, and routines 

- Work priorities concerning individual training in groups, and specific rehabilitation 

- Recommendations from formal employer (health care region) 

- Research papers through education, research articles 

Work tools described by the respondents: 

- Person centred care, rehabilitative approach, The Swedish dementia care centre Vision Zero: 

For Dementia Care without Restraint  

- Natural Mobility method for manual transfer technique  

- The National Board of Health and Welfare national fall prevention campaign Balansera mera 

- National quality registries The Swedish BPSD register and Senior alert  

- Rehabilitation plan  

- Individual treatment prescription from physicians 

- The High-intensity functional exercise programme (HIFE) 

- Assessment tools as Timed Up and Go (TUG), Berg’s balance scale 

 

3.4 The qualitative result 

The qualitative analysis of the open-ended questions about how physiotherapists promote 

physical activity for the individual and support the facility resulted in five main categories 

with three to four subcategories in each. The main categories were: (1) Knowledge for active 

daily living; (2) Adapting to present circumstances and priorities; (3) Methods for exercise 

and staying active in daily living; (4) Actions and adjustments for the resident; (5) 

Communication to promote activity. The main categories and subcategories are presented in 

Table 7 and exemplified below by quotations.  
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Table 7. Main categories and subcategories of how physiotherapists promote physical activity for the individual 
resident and support the facility. 

Main category Subcategory 

Knowledge for active daily 
living 

- Required competences 
- Instruct, supervise, and establish relationships  
- Formal education, internal education, and to educate 

Adapting to present 
circumstances and priorities 

- Prioritised and to prioritise 
- Difficulties to adapt to limitations  
- Plan according to resources and needs 

Methods for exercise and 
staying active in daily living 

- Make the environment accessible and equipped for exercise and 
participation 

- Different exercise types 

- Support common activities and one-on-one activities 

Actions and adjustments for the 
resident 

- Individualised physiotherapy measures 
- Multidisciplinary measures  
- Organise and act according to the resident’s abilities and clinical 

condition 
- Adjust to the resident’s interests 

Communication to promote 
activity  

- Meetings for multidisciplinary communication about and with the 
resident 

- Team communication with co-workers, management, and the resident 
- Questioning the residents’ inactivity 

  

 

Knowledge for active daily living  
Required competences  

For the respondents, it was necessary that the whole team knew why, described by research, 

being physically active through life was important. Like the benefits and positive effects of 

letting the residents be active, for their improved quality of life and self-esteem, improved 

work environment, and reduced risk of occupational injuries at the workplace. 

  

The team should be aware that physical activity is more than just to transfer to a kitchen chair 

at meals, stated a respondent and that it takes time before the effects of physical activity are 

seen. To be motivated and interested, with an approach to prioritise and support physical 

activity, just as medication, were important competences according to the respondents. 

 

Different competences were needed, such as basic knowledge in the human body as well as in 

Swedish language, and about new interventions that were to be used at the facility. The 

activity coach needed skills regarding activities that were physically activating, and the 

resident’s contact person at the ward (kontaktperson) needed to be aware of the person’s 

needs. The respondents themselves, wanted increased knowledge in gerontology, geriatrics, 

orthopaedics, stroke, and how to support residents with different disabilities and ages to be 

physically active.  

 

The promotion work was described as difficult and that it was hard to reach out when 

residents and care staff believed that abilities could not improve because of old age. Or when 

residents could not perform their daily activities as they were used to, once they moved to the 

facility. The relationship between movement and health by practicing daily activities to 

maintain one’s abilities were to be explained by the respondents, from discussions with other 

interested physiotherapists. 
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Competence in rehabilitative approach varied among care staff, and also depended on how 

physically active the staff were themselves. To support a resident to be active, who might feel 

pain, could feel difficult if the effects of physical activity was not known. Continued learning 

brought comprehension, engagement, and confidence in the staff to support the residents at all 

times to be physically active. Management, but also politicians, needed competence in 

rehabilitation and to understand different aspects. Such as, the advantages with residents 

maintaining their abilities, the team having a favourable attitude and prioritising exercise, and 

that to offer activities requires time. They needed to see that physiotherapists improved health 

and decreased suffering, which in the long run decreased economical costs, stated the 

respondents.  

 

“An openness and understanding from personnel at the facilities, that physical activity is 

important the whole life.” (R18) 

 
Instruct, supervise, and establish relationships  

The respondents supervised the care staff to support and encourage the residents to be 

physically active every day, according to the person’s condition and situation. They gave 

formal instructions for everyday rehabilitation like ambulation, or for exercise programs like 

with stationary bike, and some respondents described that digital signing was used. They gave 

advice about how physical activity and a rehabilitative approach could be a part of the daily 

care, and instructions, some mainly addressed the resident’s contact person, so that the 

assisted transfer would be as active and independent as possible over time. The supervision 

was done during morning activities or other daily care, and was followed up regularly 

according to the respondents.  

 

To be present and available at the wards, with the intention to support the residents and staff 

as well as to create good relationships, promoted the residents’ physical activity, described the 

respondents. They wanted to have more opportunities to be included at the ward, both to do 

exercises with residents and to improve the work in general, but they felt that the large 

number of residents they were responsible for inhibited this. They also perceived that the care 

staff did not pursue the work because they were not aware of the benefits of residents being 

active or simply had too much other things to do.  

 

“Opportunity to spend time at the ward and establish good contact with all involved.” (R63) 

 
Formal education, internal education, and to educate 

The respondents described that rehabilitation and scientific knowledge about physical activity 

needed to be included in the basic education for assistant nurses. For the respondents’ own 

part, further education in how to support frail older people to maintain their abilities gave 

confidence in their professional role. Internal education concerning transfer techniques, 

rehabilitative approach, physical activity, and assistive devices were performed for different 

team members. During training of transfer technique, participants experienced how residents 

could be active during transfer to maintain their abilities.  

 

Specific training for care staff to lead group activities, like strength and balance training, or 

gym workout, were also accomplished by respondents, and through education care staff could 

achieve certain rehabilitation responsibilities at the ward, as a “rehabiliteringsombud”. 

 



LINKÖPINGS UNIVERSITET 

22 
 

Different education took place at different settings. Some more central within the 

organisation, while other were performed at workplace meetings, team meetings, and at care 

planning, or one-on-one with care staff. Care staff needed more education in rehabilitative 

approach and to be inspired in health promoting work, felt the respondents. They thought it 

was important to educate and motivate care staff, as they interacted with the residents more 

often than the respondents did. Through education care staff would become aware that if the 

residents stayed active it would facilitate for all. 

 

“At all occasions for transfer technique education, is the importance of being physical activity 

brought up, and we go through different activities and try them.” (R6) 

 

Adapting to present circumstances and priorities 
Prioritised and to prioritise 

Prioritised work at facilities, that respondents felt supported their work, were person-centred 

care, Vision zero for dementia care without restraint, and the High-intensity functional 

exercise program. Apart from this, they prioritised to be available to assess safe, active, and 

independent transfer, needs of assistive devices, and to train with residents who urgently 

needed to. While preventive work was of low priority. This, because the large number of 

patients made it not possible to accomplish. Still, the preventive work seemed important and 

that it would benefit residents to train regularly with physiotherapists. Increased resources for 

preventive work would support that all who could exercise, would be offered strength and 

balance training, and not just for acute rehabilitation argued the respondents. One way to offer 

training was through individual workout in group, for residents with similar functional 

abilities. 

 

To stay alert regarding premises, equipment, and outdoor environment were relevant to the 

respondents, and to collaborate with the employer to purchase exercise equipment. On the 

other hand, one respondent did not work to support the facility in promoting physical activity. 

Another declared that nothing needed to be changed in the organisation concerning physical 

activity. While others wanted residents to be more physically active. The possibility to assess, 

try out, and follow up the daily activities, seemed urgent, as to educate care staff in 

rehabilitative approach. To have activity coaches at the facility and rehabilitation assistants 

that carry out delegated training, was a resource and released time from the respondents. 

Competent, experienced, and stable work groups were other resources.  

 

Supporting physical activity should be prioritised and a part of caring, in the same way as 

administering medication, stated the respondents, because being sedentary could lead to major 

consequences. The residents should be allowed to be active in their daily activities, even if the 

residents needed help afterwards and it took time, reflected the respondents. 

 

That management raised the residents’ right to be physically active and created possibilities 

by allocating responsibilities, resources, and time for group exercise and daily outdoor walks, 

was stated as important. If management had an unclear approach, the personnel became less 

engaged. Priorities that supported the work were organisational goals, that formal instructions 

of daily activities were performed, enough staffing during afternoon and evenings, and to 

counteract high work load. Favourable and motivated managers and staff were also helpful. 

 

The issue concerning residents’ need of support to be physically active should be lifted 

nationally for increased resources, which could decrease the use of medication, according to 

the respondents. Physical activity was an unused resource, a universal medication without 
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side-effects and of low cost, that increased residents’ quality of life, they argued. Physical 

activity was not taken seriously, they thought, instead, other issues were discussed like 

medication, assistive devices, and time. They also wondered how equipment, premises, and 

routines for physical activity were assured by the municipally at all LTCFs. 

 

“Sanction/support from bosses so that the care staff get time allocated to arrange activities.” 

(R17) 

 
Difficulties to adapt to limitations  

Respondents felt that it was difficult for them to have time for individual or group exercises, 

because of limited resources, few colleagues, a large amount of patients, and other tasks to 

attend to. Some offered group exercise with few participants, or only once a week, or a few 

training periods a year. While others did not offer group exercises at all, because, the day they 

were at a facility, there were so many residents to visit individually. They felt that they could 

only concentrate on making the daily care work. Time was mainly spent on transfer 

assessments, to try out assistive devices, and managing acute rehabilitation. Instead of 

exercising with the residents, physiotherapists gave advice and instructed care staff to support 

the residents training. Though, it was expressed by the respondents that they perceived that 

care staff were stressed and forgot about everyday rehabilitation, and instead focused on other 

tasks, even though they had the competence and were motivated. Delegated training was not 

performed because of low staffing, described the respondents. At the same time residents 

wanted to exercise and questioned why they were not offered, when there were others who 

were.  

 

That no rehabilitation assistant was employed, and the care staff’s time was spent on laundry 

and cleaning, was not in the residents’ interests, described the respondents. The respondents 

wished that physiotherapists, occupational therapists, and care staff had more resources and 

time.  

 

“Unfortunately, we see further cutbacks on rehab in elderly care, and much turns to consultant 

work.” (R3) 

 
Plan according to resources and needs 

To promote physical activity, the respondents thought it was important to plan one’s work 

day, and for care staff to plan the support of physical activity, just as they planned other tasks. 

The possibility to offer group training needed to be planned, and for some, plans concerning 

physical activity was done together with the employer. Depending on the residents’ needs, the 

respondents tried to offer periods of individual or group exercise, if other duties were not 

required to be handled first.  

 

The purpose of the training was to improve or maintain the residents’ abilities, and was 

offered once or twice a week. One respondent described that if specific group training was 

cancelled, individual training was offered. After the period of physiotherapy, the training 

continued with support from instructed care staff, and followed up by the physiotherapist. The 

respondents reported that they decided with the residents and the personnel how often, for 

example, the daily gait training would be done.  

 

By exercising during daily activities, continuity in the training was established. One 

respondent described a schedule, where the physiotherapist along with the occupational 

therapist and care staff did follow ups every week, even if urgent needs also could be met. 
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The weekly follow ups concerned the residents’ functional assessments, medical technical 

products, and the person’s wellbeing.  

 

“Plan for the opportunity to have training groups.” (R92) 

 

Methods for exercise and staying active in daily living 
Make the environment accessible and equipped for exercise and participation 

The respondents described that they had refurnished at the facility, and supported with 

material and easily used assistive devices to facilitate transfer, and created longer walking 

distances by putting chairs along the walls. They had assisted purchase of equipment for 

exercise, and placed training equipment at the wards. Half wall bars had been put up to 

support daily standing exercise, and the gym at the ward had been equipped, or nearby gym 

locations were used. Exercise instructions had been put up in the gym by the respondents, to 

encourage care staff to exercise together with the residents. Training equipment had also been 

placed outdoors.  

 

Access to gym supplies and assistive devices, and efficient premises that were large enough 

for group exercises with music, was seen as something positive, and also expressed to 

management. Mentioned equipment were rollators, sit to stand aids, stairs, stationary bikes, 

resistance band, ankle weights, parallel bars, and wall bars. The respondents though it was 

important that the training tools were convenient and designed for older persons with 

disabilities, like motorised stationary bikes. 

 

The indoor and outdoor environment was, or needed to be, adapted to stimulate walks or other 

physical activities, declared the respondents. The facility’s architecture sometimes 

counteracted the residents to be physically active, because of doorsteps, stairs, and elevators. 

It was described as important that the residents, by themselves, were able to reach the 

courtyard and come back in again. The facilities’ courtyards should have safe outdoor 

environment, with even surfaces and the possibility for residents, who use assistive devices, 

to pass each other at the walks. One respondent had made sure that the walks were maintained 

during winter. Some facilities had gardens with fruit trees, flowers, and seats to promote 

walks, and surroundings with parks and lake. There was collaboration with occupational 

therapists concerning the outdoor environment to create an accessible “garden of senses” for 

different activities because residents wanted to go outside. 

 

“Put up half wall bars so many can easily do standing training at one’s unit.” (R56) 

 
Different exercise types 

In the result the respondents describe different types of exercises, from the persons own daily 

walks, to specific training and common exercise activities. Individual training (e.g. tailored 

exercise programs or daily transfers) could be done at the person’s apartment with support 

from care staff or the physiotherapist. During training different equipment was used, like 

assistive devices for walking and standing. Walks were offered in different variations, as 

indoor, outdoor, in groups, dog walking, or along a mindfulness walk, and as gait training. 

Seated gymnastics were offered once to three times a week, with or without weight for arms 

and legs. Intense seated and standing gymnastics, and seated yoga were other types. One 

respondent described an idea of care staff offering group gymnastics that would be a bit more 

challenging than seated gymnastics, to vary the offered exercise even more. 
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To exercise in a group seemed motivating for residents. Some group training included few 

persons, as two to five participants. Examples of motivating group training were 

individualised circle training regarding strength and balance, functional training, and mobility 

training. Specific exercise programmes for older persons or residents of LTCFs were used. 

Other types of training were dog-assisted interventions and biking, for example with a 

motorised stationary bike. Attractive outdoors activities that felt safe and contributed to social 

interaction were gardening, tricycle, garden chess, and other garden games. The respondents 

wanted more opportunities to offer preventive training and premises where the residents could 

exercise on their own. They wanted residents to be able to carry out physical activity every 

day of the week with support from care staff, volunteers, or others. They also wanted to 

implement daily walks as an ordinary care task with close follow up, and that more time 

would be spent on training, outdoor activities, and for the residents to take part in society. 

 

“…different options for physical activity and exercise both indoors and outdoors.” (R59) 

 
Support common activities and one-on-one activities 

The respondents supported activities in different ways. They instructed and supervised care 

staff in leading group gymnastics, by starting up the group and thereafter give advice and 

support with new ideas. They gave suggestions of simple group activities, that would not need 

any preparation, as balloon games, dance, and outdoor games. They contributed with 

equipment for common activities and gave suggestions of equipment to buy. Other activities 

that the respondents supported were outdoor walks and walk groups, singing and dancing, and 

excursions, while they collaborated with the activity coach and non-profit organisations. That 

there were many activities at the facility, seemed relevant to the respondents. They also 

contributed to common activities by offering drop-in hours at the gym and different annual 

races. Care staff were also encouraged to perform one-on-one activities with residents. 

 

“Instruct personnel in seated and standing group gymnastics.” (R107)   

 

Actions and adjustments for the resident 
Individualised physiotherapy measures 

When a resident first moved to the facility, the respondents gave information about physical 

activity. The person’s transfer abilities were assessed, using specific assessment tools as The 

Functional balance test for geriatric patients, and reported to the care staff. From the 

assessment and the resident’s interests, suitable activities were found and instructions were 

given on how the person should exercise. Assessments with following measures were carried 

out on request from the resident, the person’s family, or personnel, wrote the respondents. 

The residents were encouraged to participate in activities like group gymnastics, walks with 

staff, or to do exercises from the group gymnastics on their own. They could be handed and 

instructed individualised exercise program and given advice in self-care.  

 

Some respondents gave more general advice, like to walk instead of being transported in the 

apartment or at the ward, or to stand up several times at transfer, while others did not give 

general advice. Residents and care staff were encouraged and confirmed to use transfer 

techniques where the residents were active, and both were encouraged to participate in the 

different activities at the facility. Follow ups were done on transfer abilities and on delegated 

training, while the training was evaluated with certain assessment tools. The Chair-stand-test 

was given as an example.  
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The training, like assisted transfer, could be performed with the physiotherapist, and if needed 

through formal instructions or delegated to care staff, who were instructed and supervised by 

the respondents. If the resident was in need of more specific training it was carried out by the 

respondents, for example individualised strength, balance, and coordination exercises. Or 

walks with increased intensity. The specific training could take place several times a week, 

privately, in the gym, or at the ward, to improve the persons transfer abilities. Assistive 

devices were prescribed to support the residents to be physically active and to be able to go 

outdoors. Other common measures that were mentioned, were fall prevention, motivational 

interviewing, hip fracture rehabilitation, to prescribe exercise equipment, and TENS treatment 

to support the person’s wellbeing.  

 

“See to that all residents have for example, not just an indoor rollator but also an outdoor 

rollator or a wheelchair for outdoor use, so that everyone can come out.” (R28) 

 
Multidisciplinary measures 

The respondents performed assessments for ADL-training like standing up or ambulation, or 

designed and tried out simple and individualised exercise programmes with specific dosages 

for further training without the physiotherapist. Either the resident did the exercise 

independently, or was reminded by or supported by a rehabilitation assistant or care staff. The 

support from care staff varied according to the respondents, but when it was accomplished for 

all residents, it facilitated the respondents’ work.  

 

Time was needed for the care staff to work according to the formal instructions of physical 

activities or delegated training. Allotted time to make all transfer to be as active as possible, 

was described as something desirable. Each training was documented, to be followed up with 

the resident concerning rehabilitation goals, like to be as independent as possible, described 

the respondents. Other multidisciplinary measures were rehabilitation after hip fractures 

accomplished through different team members, several times a week, adjusted to what the 

person wanted. To prescribe training equipment, like bicycles, for training with the care staff 

was another measure. Also, the work task to write incident reports was described as a measure 

to promote the residents’ physical activity. 

 

“Perform training with the patient a couple of weeks until we find the right dosage, and then 

pass on to the care staff. Then it is done through formal instructions and a signing list.” (R83)  

 
Organise and act according to the resident’s abilities and clinical condition 

Assessments were done according to the resident’s specific symptoms or situation, like 

rehabilitation after fracture or amputation, for pain treatment, transfer training, or strength 

training. The person’s current clinical situation needed to be recognised together with the 

person’s other functional disabilities. For example, how to support ambulation for a person 

with post-stroke conditions during rehabilitation after fracture. Several visits could be 

required to investigate how support should be given to the person and the personnel, reported 

the respondents.  

 

Residents who had a risk of falling, needed to be offered strength and balance training, and 

also to be allowed to walk, despite the risk of falling, the respondents argued. Also, to 

recognise the need of rest to be able to be physically active, was highlighted, and to have a 

palliative approach in the team. The residents’ personal factors, like what language the person 

understood or spoke, was considered, and if the person was of good health and able to move 

around this were facilitating. 
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According to the respondents, there were no preparedness in the organisation to meet the 

needs of physical activity that physically alert residents had who suffered from dementia. 

They reflected that residents with dementia did not request to exercise, instead their body 

language needed to be interpreted, like when a person wanders. To support residents with 

dementia to be physically active, their prescribed assistive devices needed to be available at 

the ward, easy to use. The respondents informed the personnel how cognitive diseases 

affected a person’s ability to move and transfer. Patience and time were expressed as 

important for interaction and to create suitable activities for residents with dementia. Some 

difficulties were described, like how to engage residents when verbal instructions could not be 

used and the person’s difficulty to focus on physical activity with other persons around. 

Common exercises for residents with dementia were ambulation during daily activities, 

outdoor walks to ease symptoms of restlessness, anxiety, or depression, or other physical 

activities for dementia-related behavioural symptoms. Something that was also discussed at 

team meetings. One respondent who worked at both somatic care and dementia care wards 

describe that more work hours were spent at somatic care, this even if respondents also 

declared that follow ups were required more frequently for persons with dementia. 

 

“Many persons with dementia can have difficulties to focus on physical activity with many 

other around,” (R6) 

 
Adjust to the resident’s interests 

Residents should be included in the development work concerning physical activity, wrote the 

respondents. They described, that if residents were interested in physical activity, it was easier 

to support them to be active. Rehabilitation goals depended on how active the resident wanted 

to be, as to sit up while eating, standing or walking daily or to move as independently as 

possible to maintain function through daily activities. To adjust care to the person’s interests, 

the respondents encouraged staff, that they together with the therapist would find physical 

activities suitable for the person, as transfer, walks, strength and balance exercises, 

individually or in a group. The team needed to be aware of the residents’ abilities and 

motivation, whereas the respondents also needed to get to know the care staff to instruct them 

how to support the resident.  

 

Sometimes, when residents move to a facility, they become more limited, described the 

respondents. This might be because of the difficulty to give support at the time the residents 

requested it, as to go outside even if it was slippery or at night. The respondents thought that 

person-centred care should include physical activity, and felt that they needed to take a 

greater part in each resident’s activities. All activities that suited the resident’s requests and 

energy level should be used. As for daily walks, or to prepare one’s sandwich “to feel at 

home”. The resident’s family was also engaged for motivation and to give support, in a 

comfortable environment for all. To find out what the person found interesting and joyful, 

would be economically profitable, thought the respondents. 

 

Familiar, functional movements were used, aiming to make the exercise activities enjoyable 

with music that was inspiring and happy, as well as an amusing and inspiring leader. Singing, 

dancing to live music, feeding birds, and picking flowers was used to promote physical 

activity according to the person’s interests. Residents’ joy in movement was described by the 

respondents, and also their satisfaction when they could make intense efforts when using a 

MOTOmed, or to walk in parallel bars and not just make short transfers. The residents were 

often motivated and wanted to be active, wrote the respondent. To the residents, to be active 
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was something they were accustomed to and had done before, a way to socialise, and 

something that they longed to do sensed the respondents. Even if it was in a different way 

than how the respondents exercised and were physically active. 

 

“Advocate all activities that could fit the individual.” (R78) 

 

Communication to promote activity 
Meetings for multidisciplinary communication about and with the resident 

The professional team, consisting of care staff, nurse, occupational therapist, first-line 

manager, and physiotherapist conferred with each other at team meetings every week or 

month. At the meetings they used a rehabilitative approach when they discussed the residents’ 

physical activity needs, how those needs should be supported, and by whom. For example, 

offering assisted walks for training, or to treat or relieve symptoms of sleep disorders and 

aberrant motor behaviour, before medication or other health care measures were needed. They 

also tried to encourage the care staff and conveyed that if the residents were as active as 

possible, the care staff would gain from it through less work. 

 

They met with the residents and the personnel on a daily basis. During assessment of 

dementia-related behavioural symptoms, the respondents gave suggestions on physical 

activity. Information about the advantage of physical activity was given at workplace 

meetings, management meetings, morning reports, and meetings at the resident’s home 

together with care staff. At meetings with first-line manager, nurses, and rehabilitation staff, 

general questions, like how to promote physical activity, were discussed. 

 

“Information, instruction at team meetings (happens 1/month) and while visiting the patient, 

together with personnel.” (R48) 

 
Team communication with co-workers, management, and the resident 

On a regular basis, the team reflected on residents’ preconditions and abilities to be active, if 

they took part in activities, how they got to the activities, and used their trained abilities, 

wrote the respondents. They discussed how environment, equipment, and complementary 

training could delay the use of passive transfer and how assistive devices could support 

residents’ current abilities. To improve the teamwork, the structure for team communication 

were adjusted to fit the care staff. Other respondents felt that teamwork needed to be 

improved. The care staff was difficult to reach when they were under a lot of time pressure 

when staffing was low. This had a negative impact on follow ups and how knowledge was 

conveyed, which reduced the care staff’s professional confidence and possibilities to use a 

situational rehabilitative approach, considered the respondents.  

 

The collaboration needed to be close between rehabilitation staff, assistant nurses, and first-

line management. It was stated that insufficient team communication reduced the residents’ 

possibility to be physically active. By having time to be present at the wards, the work could 

be promoted. Also, by a close, well-functioning collaboration with wise, competent, 

interested, engaged, and positive team members of management, care staff, occupational 

therapist, nurse, activity coach, physician, music therapist, and other physiotherapists. 

Motivated and able care staff with a rehabilitation focus, who wanted to learn more how to 

support the residents, and residents who wanted to be physically active facilitated 

respondents’ promoting work. Management that followed the work and perceived that it was 

important to communicate the approach also facilitated respondents’ work. 
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The team needed to have a favourable attitude towards physical activity and exercise, seeing 

the physiotherapist as a natural co-worker for residents’ comfort and health. The team should 

spread enthusiasm and encouragement, and before residents move in to the facility, they 

should be informed about the work approach. For motivation, the respondents assessed the 

residents’ improvements and invited care staff to the residents’ training. They gave advice and 

recommendations, nagged and inspired, and followed up delegated exercise programs. They 

reminded about training and to use a rehabilitative approach, such as to let the person first 

walk before wheelchair was used, even if it took more time, and to not help residents without 

first asking if they needed help. 

 

“The unit manager at the facility needs to see it as an important task and convey it to one’s 

personnel.” (R70) 

 
Questioning the residents’ inactivity 

According to the respondents, the residents were inactive and had too few possibilities to be 

physically active. The sedentary time itself, could become a vicious circle, wrote a 

respondent, when the risk of falling inhibits the resident to be active, the inactivity also 

increases the person’s risk of falling. Respondents continuously questioned that residents 

were transported in wheelchairs at the ward or in the facility, and encouraged care staff to not 

use wheelchairs unnecessarily if the resident could walk, even if the ambulation took longer 

time. Respondents felt that it was difficult for residents to use their abilities when daily 

exercise was forgotten, therefore, they supported staff to remind the residents of their daily 

exercise.  

 

“Many are immediately transported in a wheelchair because it is easier. The everyday 

exercise is forgotten.” (R43) 

 

3.5 Quantitative result for group comparisons  

The quantitative result is presented below, for the whole group and for the compared groups. 

There were no significant differences between the groups, which suggests these aspects may 

not affect how physiotherapists work. 

  

3.5.1 The whole group 

To describe the respondents, the result for the whole group is presented in Table 8 and 9. 

Respondents believed that it was very important for residents to be physically active and that 

they, when needed, supervised care staff how to support the residents to be physically active 

(median=10) (Table 8). Respondents gave instructions of individualised exercises to the 

individual (median=9) and contributed to common activities that promoted physical activity 

(median=8). They also reported that their professional knowledge promoted the residents’ 

level of activity in everyday life (median=8). Residents seemed less physically active than 

they could and wanted to be (median=5), though the range was between one to ten. All 

questions had a wide spread of data, except for how important the respondents thought that 

physical activity was. The data with the widest variation was if the respondents contributed to 

physical activity promoting activities at the LTCF. 
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Table 8. Responses from the whole group (n=97), survey question 5-10. 

Survey question Median 

(M) 

IQR Min-

Max 

Test of 

normality* 

Total 

5. How important do you think it is for older people who 
live in LTCFs to be physically active? (1) Not at all 
important to (10) Very important 

10 1 7-10 ,000 97 

6. I believe that the residents at the wards where I work 
are as physically active as they want to be, given their 
abilities. (1) Strongly disagree (10) Strongly agree 

5 3 1-10 ,000 96 

7. I believe that the residents’ physical activity in 
everyday life is promoted by my knowledge as a 
physiotherapist. (1) Strongly disagree (10) Strongly 

agree 

8 4 1-10 ,000 95 

8. I instruct individualised exercises to the residents who 

need to and who want to exercise. (Instructions are given 
to the resident and when necessary care staff and/or 
family.) (1) Strongly disagree (10) Strongly agree 

9 3 1-10 ,000 95 

9. I contribute so that common activities are offered that 
promote residents’ physical activity. (You don’t have to 
lead the activity or be responsible for the activity.) (1) 
Strongly disagree (10) Strongly agree 

8 7 1-10 ,000 95 

10. When needed, I instruct and supervise care staff on 
how to support residents to be physically active. (For 
transfer for example). (1) Strongly disagree (10) Strongly 

agree 

10 1 3-10 ,000 95 

* Kolmogorov-Smirnov test 

 

For the four survey questions with five options, the sample sizes for at least one of the options 

were generally fewer than five respondents, which indicated that the optional choices needed 

to be categorised in created variables (Table 3) for comparing groups. In Table 9, the results 

of both categorised options and each separated option are presented. Three quarters of the 

respondents could discuss questions with a physiotherapist colleague concerning residents’ 

physical activities at least once a week (Table 9). For half of the respondents, the care staff at 

most units or all units had knowledge in a rehabilitative approach. While for the other half, it 

was only at some units or less, that the care staff had the competence. Within this, six 

respondents replied that they did not know if the care staff had competence in a rehabilitative 

approach. 

 

It was more common that the residents were offered physical training once a week than twice 

a week. Three fifths of the respondents described that it was offered at least once a week at 

most units or all, and according to about half it was offered at least twice a week at most units 

or all. 

 
  



LINKÖPINGS UNIVERSITET 

31 
 

Table 9. Responses from the whole group N=86 (missing data=11), survey question 11-14.  

Survey question Responds n (%) 

11. Where I work, I can discuss questions concerning the 
residents’ physical activity with physiotherapist colleagues. 

This can be done at face to face, on the phone, or in other 
ways. (This do not include contacts with experts from 
assistive devices companies etcetera.) 

At least once a weeka 

When needed n=52 

At least once a week n=11 
Less than once a weekb 

At least once a month n=2 
Less than once a month n=20 

63 (73,5) 
 

 
23 (26,5) 

  

12. Where I work, the ordinary care staff have knowledge 
in a rehabilitative approach. 

At most units or morec 

At all units n=16 
At most units n=26 
At some units or lessd 

At some units n=33 
At no units n=5 
I don’t know n=6 

42 (49) 
 
 

44 (51) 

13. Residents who need to exercise are offered physical 
training individually or in group with a physiotherapist or 
other person at least once a week. 

At most units or morec 

At all units n=31 
At most units n=21 
At some units or lessd 

At some units n=23 

At no units n=11 

52 (60) 
 
 

34 (40) 

14. Residents who need to exercise are offered physical 

training individually or in group with a physiotherapist or 
other person at least twice a week. 

At most units or morec 

At all units n=16 
At most units n=24 
At some units or lessd 

At some units n=22 
At no units n=23 
I don’t know n=1 

40 (47) 

 
 

46 (53) 

a When needed/At least once a week, b At least once a month but not every week/Less than once a month or 

never/I don’t know, c At all units/At most units, d At some units/At no unit/I don’t know. 

 

3.5.2 Comparisons between men and women 

Seventy-six women participated, but only ten men, which was a too small sample size to use 

for comparison. Therefore, no statistical analysis is described, apart from Table 10a and 10b. 

No other gender identities were represented. An inconsistency was seen in the replies from 

male respondents as two respondents graded a higher rate for units that offered exercise twice 

a week than at least once a week. This was not seen for the other compared groups. 

 

3.5.3 Comparison between full-time and part-time workers 

The analysis showed no significant difference when comparing the group who worked full 

time (n=54) to those who worked part-time (n=32). Both groups rated physical activity to be 

very important for the residents, and that they supervised and instructed care staff when 

needed (median=10/10) (Table 11a). They instructed individualised exercise (median=8,5/9), 

contributed to common activities that promote physical activity (median=8/8), and perceived 

that their professional knowledge promoted the residents’ physical activity (median=8/8). 

Concerning how physically active residents appeared to be, they seemed less active than they 

could and wanted to be (median=5/4). Just as for the whole group, all questions, but the one 

about how important physical activity is, had a wide spread of data.  

 

For the survey question about support from peers, the answers for the two groups were the 

same, 72-75 percent could discuss residents’ physical activity with colleagues at least once a 
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week, Table 11b. About, if care staff had knowledge in rehabilitative approach, a larger share 

of the group that worked full time replied that this was accurate for all or most units 

(52%/44%). While for the survey questions concerning if exercise was offered once or twice a 

week, it was the opposite, with a larger share of the group that worked part-time (offering 

exercise once a week 56%/69%, offering exercise twice a week 39%/59%). 

 

3.5.4 Comparison of longer or shorter work experience in the profession 

The length of time a respondent had worked as a physiotherapist did not influence their 

perceptions about physical activity in elderly care. Respondents who had worked more than 

five years in the profession (n=69), compared to those who had worked less (n=17) showed 

no significant difference. Both groups described that physical activity was very important for 

the residents and supervised the care staff when needed (median=10/10/) (Table 12a). Both 

groups instructed individualised exercises (median=9/8), contributed to common activities 

that promote physical activity (median=8/8), and felt that their professional knowledge 

promoted the residents’ physical activity (median=8/7). While the residents appeared to be 

less physical active than the residents could be and wanted to be (median=5/4). The spread of 

data followed the result of the whole group.  

 

Seventy-one to 74 percent of the groups could discuss residents’ physical activity with 

colleagues at least once a week, and about 50 percent worked where the ordinary care staff at 

most or all units had knowledge in rehabilitative approach (Table 12b). For the result of how 

often exercise was offered, a difference could be seen between the groups. A larger Sixty-four 

percent of those who had been more than five years in the profession replied that exercise was 

offered at least once a week at most or all units, just as for the survey question concerning 

twice a week (once a week 64%/47%, twice a week 51%/29%). 

 

3.5.5 Comparison of longer or shorter professional experience in elderly care 

The result of comparing respondents who had work more than five years as physiotherapist in 

elderly care (n=58), to those who had worked less (n=28) showed also no statistical 

significance difference. The compared groups followed the result for the whole group. Both 

rated physical activity as very important (median=10/10), supervised care staff 

(median=10/10), instructed individualised exercises (median= 9/8,5), and contributed to 

common activities (median= 8/8) (Table 13a). They also estimated that their professional 

knowledge promoted the residents’ physical activity (median= 8/7,5), and that the residents 

seemed less physically active than they could be and wanted to be (median=5/4).  

 

A larger percent of the respondents who had worked longer in elderly care could at least once 

a week discuss questions concerning the residents’ physical activity with colleagues 

(78%/64%) (Table 13b). About 50 percent of both groups described that ordinary care staff at 

all or most units had knowledge in rehabilitative approach. A larger share of those who had 

been more than five years in the profession replied that exercise was offered at least once a 

week at most or all units, and the same difference was seen for twice a week (once a week 

67%/46%, twice a week 55%/29%). 
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Table 10a. Compare women (n=76) and men (n=10) survey question 5-10. 

Survey question N=86 

(missing data=11) 

Median 

(M) 

IQR Min-

Max 

5. How important do you think it is for older people who live in LTCFs to be physically active? (1) Not at all 
important to (10) Very important 

Women 

Men 
10 
10 

1 
2 

7-10 
7-10 

6. I believe that the residents at the wards where I work are as physically active as they want to be, given their 
abilities. (1) Strongly disagree (10) Strongly agree 

Women 

Men 
5 
4 

3 
1 

1-10 
3-8 

7. I believe that the residents’ physical activity in everyday life is promoted by my knowledge as a physiotherapist. 
(1) Strongly disagree (10) Strongly agree 

Women 

Men 
8 
8 

4 
5 

1-10 
5-10 

8. I instruct individualised exercises to the residents who need to and who want to exercise. (Instructions are given 
to the resident and when necessary care staff and/or family.) (1) Strongly disagree (10) Strongly agree 

Women 

Men 
9 
8 

3 
5 

1-10 
3-10 

9. I contribute so that common activities are offered that promote residents’ physical activity. (You don’t have to 
lead the activity or be responsible for the activity.) (1) Strongly disagree (10) Strongly agree 

Women 

Men 
8 
7 

7 
8 

1-10 
1-10 

10. When needed, I instruct and supervise care staff on how to support residents to be physically active. (For 
transfer for example). (1) Strongly disagree (10) Strongly agree 

Women 

Men 
10 
9,5 

1 
2 

3-10 
6-10 
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Table 10b. Compare women (n=76) and men (n=10) survey question 11-14. 

Survey question N=86 

(missing data=11) 
n (%) 

11. Where I work, I can discuss questions concerning the residents’ physical activity with physiotherapist colleague. 
This can be done at face to face, on the phone, or in other ways. (This do not include contacts with experts from 
assistive devices companies etcetera.)  

Women 

 

Men 

At least once a weeka 

Less than once a weekb 

At least once a weeka 

Less than once a weekb 

55 (72) 
21 (28) 

8 (80) 
2 (20) 

12. Where I work, the ordinary care staff have knowledge in a rehabilitative approach. Women 

 

Men 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd 

38 (50) 
38 (50) 

4 (40) 
6 (60) 

13. Residents who need to exercise are offered physical training individually or in group with a physiotherapist or 
other person at least once a week. 

Women 

 

Men 

At most unitsc 

At some unitsd  

At most unitsc 

At some unitsd  

48 (63) 
28 (37) 

4 (40) 
6 (60) 

14. Residents who need to exercise are offered physical training individually or in group with a physiotherapist or 
other person at least twice a week. 

Women 

 

Men 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd  

35 (46) 
41 (54) 

5 (50) 
5 (50) 

a When needed/At least once a week. b At least once a month but not every week/Less than once a month or never/I don’t know. c At all units/At most units, d At some 

units/At no unit/I don’t know.  
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Table 11a Compare respondents who worked full time (n=54) to those who worked part-time (n=32) survey question 5-10. 

Survey question N=86 

(missing data=11) 

Median 

(M) 

IQR Min-

Max 

Asymp. sig. 

(2-sided)* 

5. How important do you think it is for older people who live in LTCFs to be physically active? (1) Not 
at all important to (10) Very important 

Full time 

Part-time 
10 
10 

1 
1 

7-10 
7-10 

,321 

6. I believe that the residents at the wards where I work are as physically active as they want to be, given 
their abilities. (1) Strongly disagree (10) Strongly agree 

Full time 

Part-time 
5 
4 

4 
3 

1-10 
1-9 

,242 

7. I believe that the residents’ physical activity in everyday life is promoted by my knowledge as a 
physiotherapist. (1) Strongly disagree (10) Strongly agree 

Full time 

Part-time 
8 
8 

4 
4 

1-10 
1-10 

,789 

8. I instruct individualised exercises to the residents who need to and who want to exercise. (Instructions 
are given to the resident and when necessary care staff and/or family.) (1) Strongly disagree (10) 
Strongly agree 

Full time 

Part-time 
8,5 
9 

3 
3 

1-10 
2-10 

,922 

9. I contribute so that common activities are offered that promote residents’ physical activity. (You don’t 
have to lead the activity or be responsible for the activity.) (1) Strongly disagree (10) Strongly agree 

Full time 

Part-time 
8 
8 

7 
6 

1-10 
1-10 

,346 

10. When needed, I instruct and supervise care staff on how to support residents to be physically active. 
(For transfer for example). (1) Strongly disagree (10) Strongly agree 

Full time 

Part-time 
10 
10 

1 
1 

4-10 
3-10 

,953 

* Mann-Whitney U test (≤ 0.01 significant difference between the compared groups)   
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Table 11b. Compare respondents who worked full time (n=54) to those who worked part-time (n=32) survey question 11-14. 

Survey question N=86 

(missing data=11) 
n (%) Asymp. sig. 

(2-sided)* 

11. Where I work, I can discuss questions concerning the residents’ physical activity with 
physiotherapist colleague. This can be done at face to face, on the phone, or in other ways. (This do not 
include contacts with experts from assistive devices companies etcetera.)  

Full time 

 

Part-time 

At least once a weeka 

Less than once a weekb 

At least once a weeka 

Less than once a weekb 

39 (72) 
15 (28) 
24 (75) 

8 (25) 

,778 

12. Where I work, the ordinary care staff have knowledge in a rehabilitative approach. Full time 

 

Part-time 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd 

28 (52) 
26 (48) 
14 (44) 
18 (56) 

,468 

13. Residents who need to exercise are offered physical training individually or in group with a 
physiotherapist or other person at least once a week. 

Full time 

 

Part-time 

At most unitsc 

At some unitsd  

At most unitsc 

At some unitsd  

30 (56) 
24 (44) 

22 (69) 
10 (31) 

,226 

14. Residents who need to exercise are offered physical training individually or in group with a 
physiotherapist or other person at least twice a week. 

Full time 

 

Part-time 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd  

21 (39) 
33 (61) 
19 (59) 
13 (41) 

,066 

* Pearson Chi-Square (≤ 0.01 significant difference between the compared groups). a When needed/At least once a week. b At least once a month but not every week/Less 

than once a month or never/I don’t know. c At all units/At most units, d At some units/At no unit/I don’t know.  
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Table 12a. Compare respondents who worked longer than 5 years as a physiotherapist (n=69) to those who had worked 5 years or less as a physiotherapist (n=17) survey 
question 5-10. 

Survey question N=86 

(missing data=11) 

Median 

(M) 

IQR Min-

Max 

Asymp. sig. 

(2-sided)* 

5. How important do you think it is for older people who live in LTCFs to be physically active? (1) Not 
at all important to (10) Very important 

Longer 

5 years or less 
10 
10 

1 
1 

7-10 
8-10 

,416 

6. I believe that the residents at the wards where I work are as physically active as they want to be, given 
their abilities. (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
5 
4 

3 
4 

1-10 
1-10 

,421 

7. I believe that the residents’ physical activity in everyday life is promoted by my knowledge as a 
physiotherapist. (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
8 
7 

4 
5 

1-10 
1-10 

,515 

8. I instruct individualised exercises to the residents who need to and who want to exercise. (Instructions 
are given to the resident and when necessary care staff and/or family.) (1) Strongly disagree (10) 
Strongly agree 

Longer 

5 years or less 
9 
8 

3 
3 

1-10 
2-10 

,937 

9. I contribute so that common activities are offered that promote residents’ physical activity. (You don’t 
have to lead the activity or be responsible for the activity.) (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
8 
8 

7 
6 

1-10 
1-10 

,821 

10. When needed, I instruct and supervise care staff on how to support residents to be physically active. 
(For transfer for example). (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
10 
10 

1 
2 

3-10 
4-10 

,857 

* Mann-Whitney U test (≤ 0.01 significant difference between the compared groups)   
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Table 12b. Compare worked longer than 5 years as a physiotherapist (n=69) and worked 5 years or less as a physiotherapist (n=17) survey question 11-14. 

Survey question N=86 

(missing data=11) 
n (%) Asymp. sig. 

(2-sided)* 

11. Where I work, I can discuss questions concerning the residents’ physical activity with physiotherapist 
colleague. This can be done at face to face, on the phone, or in other ways. (This do not include contacts 
with experts from assistive devices companies etcetera.) 

Longer 

 

5 years 

or less 

At least once a weeka 

Less than once a weekb 

At least once a weeka 

Less than once a weekb 

51 (74) 
18 (26) 
12 (71) 

5 (29) 

,781 

12. Where I work, the ordinary care staff have knowledge in a rehabilitative approach. Longer 

 

5 years 

or less 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd 

33 (48) 
36 (52) 

9 (53) 
8 (47) 

,705 

13. Residents who need to exercise are offered physical training individually or in group with a 
physiotherapist or other person at least once a week. 

Longer 

 

5 years 

or less 

At most unitsc 

At some unitsd  

At most unitsc 

At some unitsd  

44 (64) 
25 (36) 

8 (47) 
9 (53) 

,207 

14. Residents who need to exercise are offered physical training individually or in group with a 
physiotherapist or other person at least twice a week. 

Longer 

 

5 years 

or less 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd  

35 (51) 
34 (49) 

5 (29) 
12 (71) 

,115 

* Pearson Chi-Square (≤ 0.01 significant difference between the compared groups). a When needed/At least once a week. b At least once a month but not every week/Less 

than once a month or never/I don’t know. c At all units/At most units, d At some units/At no unit/I don’t know.  
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Table 13a. Compare worked longer than 5 years as a physiotherapist in elderly care (n=58) and worked 5 years or less as a physiotherapist in elderly care (n=28) survey 
question 5-10. 

Survey question N=86 

(missing data=11) 

Median 

(M) 

IQR Min-

Max 

Asymp. sig. 

(2-sided)* 

5. How important do you think it is for older people who live in LTCFs to be physically active? (1) Not at 
all important to (10) Very important 

Longer 

5 years or less 
10 
10 

1 
0 

7-10 
8-10 

,050 

6. I believe that the residents at the wards where I work are as physically active as they want to be, given 
their abilities. (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
5 
4 

3 
3 

1-10 
1-10 

,326 

7. I believe that the residents’ physical activity in everyday life is promoted by my knowledge as a 
physiotherapist. (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
8 

7,5 
3 
5 

1-10 
1-10 

,888 

8. I instruct individualised exercises to the residents who need to and who want to exercise. (Instructions 
are given to the resident and when necessary care staff and/or family.) (1) Strongly disagree (10) Strongly 
agree 

Longer 

5 years or less 
9 

8,5 
3 
3 

1-10 
2-10 

,744 

9. I contribute so that common activities are offered that promote residents’ physical activity. (You don’t 
have to lead the activity or be responsible for the activity.) (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
8 
8 

7 
7 

1-10 
1-10 

,560 

10. When needed, I instruct and supervise care staff on how to support residents to be physically active. 
(For transfer for example). (1) Strongly disagree (10) Strongly agree 

Longer 

5 years or less 
10 
10 

1 
1 

3-10 
4-10 

,865 

* Mann-Whitney U test (≤ 0.01 significant difference between the compared groups)   
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Table 13b. Compare worked longer than 5 years as a physiotherapist in elderly care (n=58) and worked 5 years or less as a physiotherapist in elderly care (n=28) survey 
question 11-14. 

Survey question N=86 

(missing data=11) 

N (%) Asymp. sig. 

(2-sided)* 

11. Where I work, I can discuss questions concerning the residents’ physical activity with physiotherapist 
colleague. This can be done at face to face, on the phone, or in other ways. (This do not include contacts 
with experts from assistive devices companies etcetera.) 

Longer 

 

5 years 

or less 

At least once a weeka 

Less than once a weekb 

At least once a weeka 

Less than once a weekb 

45 (78) 
13 (22) 
18 (64) 
10 (36) 

,192 

12. Where I work, the ordinary care staff have knowledge in a rehabilitative approach. Longer 

 

5 years 

or less 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd 

28 (48) 
30 (52) 
14 (50) 

14 (50) 

,881 

13. Residents who need to exercise are offered physical training individually or in group with a 

physiotherapist or other person at least once a week. 

Longer 

 

5 years 

or less 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd  

39 (67) 

19 (33) 
13 (46) 
15 (54) 

,064 

14. Residents who need to exercise are offered physical training individually or in group with a 
physiotherapist or other person at least twice a week. 

Longer 

 

5 years 

or less 

At most unitsc 

At some unitsd  
At most unitsc 

At some unitsd  

32 (55) 
26 (45) 

8 (29) 
20 (71) 

,020 

* Pearson Chi-Square (≤ 0.01 significant difference between the compared groups). a When needed/At least once a week. b At least once a month but not every week/Less 

than once a month or never/I don’t know. c At all units/At most units, d At some units/At no unit/I don’t know. 
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4 Discussion  

4.1 Result discussion 

In this study, physiotherapists’ approaches to promoting physical activity for residents of LTCFs 

were explored regarding work for the individual and support of the facility, and according to the 

therapist’s work experience and employment context. 

 

4.1.1 The overall result  

The qualitative result shows a breadth of how physiotherapists work. From well-established 

teamwork, with a variation of training and support, to only having time for the most urgent. A red 

thread goes through the result concerning the effort to tailor measurements towards the resident’s 

needs and interests. The qualitative result concerning basic and further competence in the 

category Knowledge for active daily living is followed by how work is prioritised in the category 

Adapting to present circumstances and priorities. The qualitative result also describes the need of 

supportive environments and organised activities in the category Methods for exercise and 

staying active in in daily living. While also, taking into consideration the individual, through the 

category Actions and adjustments for the resident, and communicating for a mutual 

understanding in the category Communication to promote activity. The physiotherapist’s work for 

the individual can be seen through all the categories. From the quantitative result, the 

physiotherapist’s prioritised work seemed similar among the respondents, regarding instructing 

and supervising care staff, instructing exercises, and contributing to common physically 

activating activities, even if the range was wide.  

 

While the work context varied concerning the care staff competence in rehabilitative approach, 

support from peers, and opportunities to exercise. Even though the respondents believed that it 

was important for the residents to be physically active and their professional knowledge 

promoted this, they only partly believed that the residents were as active as the persons wanted 

to, according to their abilities. Though, there were some respondents who described that residents 

were as active as they wanted. Just as the respondent urged for physical activity, other studies 

have also shown that physical activity is regarded as important for residents at LTCFs. Both by 

physiotherapists (25, 15), administrators of LTCFs (47), care staff, occupational therapists, and 

first-line management (15).  

 

To promote physical activity for the residents, the respondents described the need to make efforts 

at different levels in the society. They wanted the issue concerning residents’ physical activity, to 

be recognised at a national level to increase resources for the promoting work at the facilities and 

so that physical activity and rehabilitation should be a part of care staff basic training. Something 

that has also been expressed nationally (26, 28). To support a person to be active is one of the 

basic competences within elderly care, including how to motivate and use assistive devices and 

the adjusted environment so that older people can use their abilities (26). The respondents 

reflected on that the rehabilitative approach depended on the staff’s own experience, but also that 

stress made staff forget about using the approach.  
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Even if the result of the study includes experiences of further professional development through 

both receiving formal and giving internal education, it also expresses that elderly care does not 

include plans for supplementary education in physical activity for the profession. Something that 

the respondents felt a need for to increase their professional confidence, and what is also required 

of the profession to use the best evidence-based practice (20, 48). Still, they used national 

guidelines, recommendations, local care programmes, and also their own professional 

experiences when promoting physical activity. With low general competence within the facility 

about physical activity and no further education for the profession, physical activity could be 

assumed to be of low priority by the organisation and management. The respondents expressed 

that shared values, like person-centred care and rehabilitative approach supported their work, and 

also to have close teamwork, including the residents and their families. Structured teamwork with 

shared values and clear roles within the team are important parts for qualitative care (30) and 

seemed to be used by the respondents through structured follow ups. 

 

4.1.2 To promote physical activity for the individual 

The qualitative result describes a range of measures to promote physical activity for the 

individual, as in the category Actions and adjustments for the resident. From finding out what the 

person finds interesting, assessing abilities, trying out and adjusting physiotherapy measures 

according to the person’s different conditions and desires, setting goals, and making adjustments 

together with staff and management. Followed by, instructing and supervising care staff and to do 

follow ups with the team, all work that is described in the recommendations of work specification 

for physiotherapists at LTCFs (24). 

 

According to the respondents, they needed to know the resident as well as the care staff to 

support physical activity, which is recommended internationally to assess both parts’ need of 

support (4). The respondents could be understood to use a person-centred care approach when 

promoting physical activity, focusing on the person’s wellbeing and quality of life, and 

communicating within the team how to support the person (40). Inhibiting factors, were that team 

communication and follow ups were counteracted when staffing was low, and that physical 

activity was not included in person-centred care by other team members. They thought that 

physical activity needed to be planed just as other work tasks, and they supported care staff to 

remind residents about the activities of interest. It was expressed that, if all formal instructions of 

physical activities would be performed and assisted transfer would be performed as active as 

possible with assistive devices supporting the residents’ abilities, it would increase residents’ 

physical activity. Still, lack of time inhibited even if staff was motivated, which has also been 

described by care staff, that stress decrease their ability to give sufficient care (34). The need for 

competence in the Swedish language and to take into account the language the person spoke and 

understood was also expressed, just as described nationally regarding communication (28).  

 

Different perspectives of physiotherapy were expressed concerning the core value of movement 

(35). As to promote health by explaining the positive effects of physical activity, relieve 

symptoms of restlessness, and to restore transfer abilities, planned and discussed within the team. 

To support residents to achieve what was meaningful to the person, physiotherapists helped set 

up individual rehabilitation goals. Movement was used for assessment, treatment, and evaluation, 

to make the residents aware of their achievements, increase their self-esteem, and support their 

feeling of the joy of movement. 
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More work hours were spent at somatic care than dementia care, something that also has been 

presented in research (37). This, even though the result declared that time was needed to 

approach a person with dementia, to read the person’s body language, and follow up the training. 

To tailor challenging exercises for a person with dementia, the therapist needs to create trust and 

develop communication skills to receive relevant information from the person as well as staff 

(10), something that could demand increased time to carry out.  

 

The respondents used physical activity to treat or prevent different behavioural and psychological 

symptoms of dementia, BPSD. Depression is one symptom where physical activity is effective, 

as well as aberrant motor behaviour, and to some extent agitation, apathy, and eating disorders  

(49). Also, in the national guidelines for dementia care, physical activity is expressed as 

important to include in activities that appears meaningful to the person, and outdoor activities 

have a high priority (50). According to the respondents, they used other national guidelines, too, 

as for depression (51), Parkinson’s disease (52), and stroke (53), which all include 

recommendations concerning physical activity. For older people with multiple illnesses, the 

guidelines recommendations need to be individualised with a comprehensive view regarding the 

person’s physical, psychological, social, and existential needs to tailor the treatments (54). 

Something that could explain why respondents experienced national guidelines difficult to use. 

 

Even if no respondent referred to the international recommendation of physical activity and 

exercise for residents of LTCFs (4), they still worked according to them. Respondents thought it 

was important to find activities that the person found interesting, especially outdoor activities and 

walks, as well as animal interventions. To use the daily life activities, and to be cautious about 

medication and physical restraints were also described. Respondents used individual 

rehabilitation and exercise programmes for recovery or to maintain abilities. Whereas the 

recommendations are more proactive, declaring that all residents with no contraindication and 

with the ability to stand, should have a personalised exercise programme within their health care 

plan (4). The respondents felt that preventive work, regarding physical activity, was not 

prioritised, but wanted balance and strength training to be offered to everyone who could 

exercise, instead of just for acute treatments. As well as to use rest, to facilitate the ability to be 

active. The expressed low priority of preventive work, has been described before by the 

profession (33), and even if the respondents’ intentions were to offer strength and balance 

training to residents with an increased risk of falling, gait training has been shown to be more 

commonly used (55).  

 

What was not seen in the result but is described in the international recommendations (4), was an 

awareness of the resident’s nutrition status and the use of new technology, as robots, which could 

be useful to promote physical activity (4). Still, the survey only asked about the most common 

used measures.  

 

4.1.3 To support the facility in promoting physical activity 

To support the facility to promote the residents to be physically active, the respondents educated 

care staff, made sure outdoor areas were maintained in winter, searched for premises, and made 

strategy plans with co-workers and management. With support from management, the 

respondents could continuously educate and communicate with the multidisciplinary team to feel 

safe to use a situational person-centred rehabilitative approach to support the resident to be as 



LINKÖPINGS UNIVERSITET 

44 

 

active as possible. Through further personal education, the respondents’ confidence in their 

professional role to promote physical activity for persons with multiple illnesses would grow. 

Respondents appreciated the need for everyone involved to have general competence in the 

benefits of physical activity and how to motivate and support the performance. As care staff, 

health care staff at the facility and co-working primary care, residents and their families, 

volunteers, management, and politicians. Physical activity should be of the same priority as 

administering medication, which have been stated before (33), and should be a part of person-

centred care, declared to the respondents. 

 

The category, Methods for exercise and staying active in daily living also address the facility and 

offered exercise and activities. Both the indoor and outdoor environment of the facility were 

organised to facilitated and support physical activity, by equipment, training instruction notes, 

and routines used at the wards, the gym, and the courtyard. National statistics show that 25% of 

the facilities in Sweden have a supportive indoor environment, something that also could affect 

how active residents are (56). A supportive environment can be described to facilitate orientation 

in the facility through colour and furnishing (14).  

 

The respondents offered different types of training, including intense walks and strength, 

flexibility, balance, and coordination exercises, for some facilities twice a week following 

specific programmes, authorised by management. The main reasons for physiotherapists to offer 

training are described as to reduce the risk of falls, maintain independence, the benefits of 

physical activity, and the risk of sedentary time (25). Internationally, as few as 10% of residents 

of LTCFs exercise twice a week (4). Half of the facilities in Sweden offers convenient premises 

for exercise and 80% offer a convenient outdoor environment (14). To not have access to a 

garden, reduces residents’ physical activity, according to administrators at LTCFs, while adapted 

outdoor environment and equipment, supports it (47). The respondents gave suggestions on how 

to make the outdoor environment accessible, with walks wide enough to let persons who use 

assistive devices pass each other. 

 

The respondents supported the use of different motivating factors at the facility, as stimulating 

environments and equipment, and a variety of activities including motivating group activities 

with music. They argued that relevant staff needed education when new activities, like animal–

assisted interventions, were offered. The need for residents to rest to be able to be active and to 

adapt physical activity to the person’s condition and interest, was expressed, and that activities 

could be performed one-on-one. Which all are important reflections, as group activities often are 

seen as something everyone should take part in (15). 

 

Even though the quantitative result shows a wide range of how engaged the respondents were in 

supporting common activities, the qualitative result describes how support is given through 

equipment and advice, and that residents were recommended to participate in the activities. They 

made plans and schedules with the multidisciplinary team to facilitate team communication and 

to offer different exercise activities, something that needed time to accomplish, according to the 

respondents. 
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4.1.4 Effects of work experience and employment context 

The comparison did not show that work experience and employment context affected how the 

physiotherapists approached promoting physical activity for residents of LTCFs, as no significant 

differences were found. Instead, each compared group followed the result of the whole group. For 

example, participants with both longer or shorter work experience considered that their 

knowledge promoted residents’ physical activity. Also, physiotherapists who are in their second 

year of clinical practice experience that they contribute to the team and that other team members 

turn to them for advice (36). Still, among the respondents with longer work experience as 

physiotherapists in elderly care, support from peers were more common than for those who had 

worked less in elderly care. Even though support from colleagues is necessary for the latter group 

to reflect and grow professionally (36). For respondents with longer work experience, offering of 

exercise once or twice a week was more common than for those with shorter work experience. 

Something that could indicate that increased professional knowledge favour structured training. 

 

That there was no difference regarding how full time working and part-time working 

physiotherapists supervised care staff, instructed exercised, and supported common activities was 

somewhat surprising, as part-time workers apparently spend less time at work. One speculation is 

that part-time workers were responsible for less residents/patients, or that full-time employment 

included other work tasks, and therefor left no further time to instruct. It is also possible that the 

part-time employees could have worked almost full time as the survey did not ask about percent 

of full-time. Also, the result does not display how collaboration with occupational therapist 

colleagues affected time to instruct and supervise care staff. Concerning how offering of exercise 

once or twice a week was described as more common among respondents who worked part-time, 

this might suggest that different professionals, or even volunteers, support resident to exercise. 

The results could also be affected by measurement error, which is discussed in the Method 

discussion.  

 

4.2 Method discussion 

The cross-sectional mixed methods study was performed using a digital survey to collect 

qualitative and quantitative data from physiotherapists at LTCFs in Sweden, contacted through 

different professional networks. Qualitative data was analysed through content analyses and 

quantitative data was analysed concerning demographic data and by comparing different groups. 

 

4.2.1 The material as a whole 

As residents of LTCFs often have a sedentary lifestyle and physiotherapists, who have 

competence in physical activity, have a responsibility to support their independence, the 

profession was approached in this study. Because the work context for physiotherapists at LTCFs 

vary (33), a digital survey was used to reach a large number of respondents with the purpose to 

capture a wide range of variation. The survey (Appendix 1) contained 30 questions regarding 

demographic background, work context, and physiotherapists’ work approaches, that the 

researcher had developed with support from the supervisor and by input from a group of 

physiotherapists working at LTCFs. Specific professional networks were contacted to invite 
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relevant respondents. An open survey link was used to facilitate the collection of answers from a 

large number of respondents, as this would contribute to describe how physiotherapists work.  

 

The expectation was to reach a larger number of respondents than interviews would have, even if 

to participate in a survey can be of low priority (41). Data from survey responses do not reach as 

deep as interviews do by the use of follow up questions, clarifications, and the interaction 

between the interviewer and the interviewee (58). Because of this, considerations were made 

when formulating the e-mail invitation, the information letter of the study (Appendix 2), and the 

survey (Appendix 1) to be as motivational and as explicit as possible. The high response on the 

open-ended questions for research questions one and two, shows engagement from the 

participants. There is always a risk that respondents will answer according to social norms (41). 

Nevertheless, the quantitative data included a wide spread, and the qualitative data included 

information about not using guidelines and not working to support the facility in promoting 

physical activity. 

 

The use of an open survey link or a personal link was considered. With a personal link, each 

respondent needs to be sent the link individually. Interested respondents would contact the 

researcher to receive the link, which assumed would result in few responses. An open link, which 

was used in the study, counteracts the researcher’s ability to send personal reminders and to 

control who would be invited. On the other hand, by using an open link, efforts were made to 

collect the largest number of respondents as possible. Also, to use the partially complete survey 

responses, increase the number of responses contributing to the result. Before analysis of the data 

the researcher controlled the responses for duplicates. 

 

The use of different networks for invitations might have affected the result as four of the 

networks were from one county and half of the responses were from that county. Also, the use of 

the networks of the association of the profession, might have limited responds from non-members 

of the association, still, this should probably not have affected the result. Apart from that, 

members in professional networks might have worked for a longer time or had a special 

interested in the subject. Therefore, the result could be more representative for physiotherapists 

with longer work experience or who allocate time to network. Another consideration, when using 

different networks for invitations, was whether to invite through the network’s contact person, 

who was known by its members, or through the researcher, who then would be able to send 

personal reminders. By using the contact persons, the researcher hoped that more respondents 

would be interested in participating. For one network, the reply rate was a third of the invited 

members. Another consideration that was made was how many reminders to send, as more than 

two reminders have been described as inappropriate (41), still, each response is of importance as 

it will contribute to the picture of the research question. As for the study, for every reminder new 

responses were collected.  

 

To collect data, a wide invitation went through specific professional networks that included 

physiotherapists who worked at LTCFs at somatic care and dementia care ward. Data contained 

responses from relevant respondents representing half of the counties in Sweden, men and 

women, different ages and professional degrees, and different employment contexts, including 

number of residents/patients and care orientations. The variation and the relevance increases the 

validity and credibility of the study, as well as the transferability of the qualitative result with the 

relative large number of respondents (39). While the convenience sampling decreases its 
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reliability and generalisability (external validity) concerning the quantitative result (39), as the 

sampling method does not consider how the sample represents the population. Also, only half of 

the counties in Sweden were represented in the result, which could indicate that the information 

about the study had not reached as broad as possible.  

 

While planning the study the researcher and supervisor discussed whether the study should only 

include data from one county where the researcher worked and could use her professional 

contacts, with a risk of not including enough responses. With the ambition to ensure of at least 80 

respondents and at least 40 responses of the open-ended questions, both national networks and 

representatives from other regions were used. The discussion also included whether to use 

interviews or focus groups to confirm the result, but because the amount of data and time needed 

for the methods, the idea was rejected. 

 

4.2.2 Reflections specifically concerning the qualitative data 

To describe how physiotherapists work, for the individual and for the facility, data from open-

ended questions were analysed by manifest inductive qualitative content analysis. The method 

can be used to analyse text, following a certain structure (42). By focusing on the manifest 

content, the analysis is held close to the text, to try not to interpret the underlying meaning, the 

latent content (38). Through the inductive approach, the concrete text is analysed to formulate a 

general understanding. For this, the researcher needs to be conscious of one’s preunderstanding to 

find new perspectives of the material. Whereas, a deductive approach uses an establish theory to 

understand the material. When planning this study, the researcher discussed the possibility to use 

person-centred care or the concept movement for a deductive approach, but concluded that the 

respondents’ descriptions should be analysed as open minded as possible.  

 

During the study, the researcher must be aware of how one’s preunderstanding affects the 

planning of the study, the data collection, and the analysis of the data. To maintain as objective 

perspective as possible, the interaction with the supervisor was important (39). Through the 

support, the researcher reflected on different methods for data collection and analysis, and tried 

ways to interpret the material by testing how meaning units, codes, and categories conveyed the 

respondents’ voices and answered the purpose of the study. By discussing the qualitative material 

with the supervisor and by using quotes, the studies credibility (internal validity) and 

dependability (reliability) was increased (38). 

 

4.2.3 Reflections specifically concerning comparison of groups 

During the analysis of the quantitative data, the researcher worked closely with the supervisor, 

and controlled that accuracy of data was established while transferring was done between data 

programs. The result showed no significant differences between any of the compared groups. 

Either, because there was no difference, or the survey (Appendix 1) did not detect any difference, 

or the sampling did not offer a fair comparison. To compare how different work context and 

experiences, as well as gender affect work procedures, it is important to be aware of confounders, 

other factors that could affect the result. In the study, background factors concerning percent of 

full-time, other professions in the multidisciplinary team, low staffing, organisational goals, and 

support from management could have affected how the respondents promoted physical activity.  
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To reduce the bias of these factors, specific questions concerning this could have been included 

in the survey, still the number of questions needed to be considered to support completion of the 

open-ended questions. To compare groups, both systematic and random sampling are preferable 

to increase the possibility for the sample to reflect the population (57). As both sampling methods 

implies a selection of respondents, a larger sampling size could be acquired than what was used 

in this study.  

 

One factor that the survey took into account, was the number of residents/patients each 

respondent was accountable for (Appendix 1), but this only to describe the respondents as a 

whole. The wide variation in number of residents/patients shown in the result (from eight to 500 

persons), should have affected how promoting physical activity were done, even considering 

different care orientations. Another factor that could affect the therapist’s promotion work, is the 

care staff competence, which is well described by the qualitative result. The quantitative result, 

present that for half of the respondents, care staff at most units had competence in rehabilitative 

approach, but the distribution between the groups that were compared showed no significant 

differences. Also, the support from peers could affect the work, but was equally distributed 

between the groups. For some compared groups, the sampling size was quite small, as for 17 

respondents who had worked five years or less in the profession, that was compared to 69 

respondents who had worked more than five years. With the small sample size, variation within 

the population could have been more difficult to capture, compare to the larger sample size.  

 

When planning the study, the researcher wanted to see how work experience in the profession 

and in elderly care affected the therapists’ work. A cut-off of two years was seen as relevant 

because the first years in a profession develop professional confidence and skills (36). While 

collected data only included two responses from respondents who had worked less than two 

years, other cut-offs needed to be considered. With a cut-off of five years, a large enough sample 

size could be used (17 persons). By using that cut-off, survey data concerning work years were 

used, but as these questions did not specifically ask about work years equivalent to full-time, the 

cut-off was not as sharp as first intended in the survey. As the profession in elderly care, includes 

many different work tasks to learn and to manage, the cut-off five years seemed reasonable to 

use. The work tasks can include: to educate and supervise care staff, handle different assistive 

devices, give evidence-based treatments adjusted to the residents’ specific conditions, and also to 

follow the routines of the different wards and facilities. Another way to compare the impact of 

work experience are to use two cut-offs, one for a group who have worked five years or less, 

compared to those who have worked longer than ten years, for example. For this, specific survey 

questions need to ask about work years equivalent to full-time to decrease the risk of comparing 

respondents who have worked half time during ten years to those who have worked full time for 

five years.  

 

4.2.4 Limitations of the study 

Five limitations of the study have been found by the researcher. First, the convenience sampling 

limits how the result can be generalized (57). The small sampling sizes for some of the compared 

groups affected how the analysis was performed. The survey questions had not been used before, 

and should therefore be seen as a first attempt to capture how physiotherapists work to promote 

physical activity for residents of LTCFs. Also, the researcher had limited work experience in both 

the qualitative and the quantitative methods used in the study, while her preunderstanding of the 
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work field affected her expectations on the collected data and her ability to contribute with new 

insights. 

 

4.2.5 Strengths of the study 

Four strengths of the study are described. The survey questions relevance and construction were 

confirmed by a group of physiotherapists who worked at LTCFs (43). The researcher had work 

experience in the analysis method qualitative content analysis and worked close with the 

supervisor during the whole study. The qualitative material was rich, even though data were 

collected using a survey. Also, the researcher’s own experience from the work field as working as 

a physiotherapist at LTCFs and development work in elderly care contributed with knowledge 

about the context.  

 

4.3 Implications for physiotherapy practice 

As the result describe how physiotherapists work towards the individual, the whole team, and the 

facility, this could be used for local development at LTCFs, where also residents should be 

invited to contribute with their perspectives. The local work approaches, goals, and barriers for 

residents’ possibilities to be physically active could be discussed. How supporting movements 

becomes a part of daily care, how knowledge is conveyed, and how support from management 

facilitates the work. This to comply with international recommendations (4). Physiotherapists at 

LTCFs can be inspired by the results, and discuss with the multidisciplinary team how the 

therapist can support the team and the facility even further, and how accomplished work can be 

maintained.  

 

4.4 Implications for further research 

To increase the understanding of how physiotherapists promote physical activity for the 

individual and the LTCFs, further research addressing if and how relevant factors, other than 

those analysed in this study, affect the residents level of physical activity is warranted. The few 

factors addressed in this study supports that other factors needs to be studied to guide evidence 

based initiatives to offer stimulating support for physically active days at the LTCF. 

 

The result of the study could be used for focus groups with multidisciplinary teams, including 

first-line managers, or separate professionals focus groups. Different professions have different 

experiences that all contribute to how residents could be supported. With inspiration from the 

result, residents should be interviewed, face-to face, or by focus groups to inspire each other of 

what facilitates or inhibits, and how physical activity is preferred to be performed when support 

is needed from others. In the study, some respondents declared that residents were as active as 

they wanted to be, according to their abilities. Facilities that support residents to be active should 

be approached to understand how this is performed and maintained. 
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4.5 Conclusion 

To promote physical activity for the resident of LTCF, physiotherapists assessed their abilities 

and used a person-centred treatment approach. Though acute rehabilitation was more common 

than to prevent sedentary time. Physiotherapists communicated in the team to report, instruct, and 

follow up the treatments, and therefore needed to establish relationships not just with the resident, 

but with the whole team. They used guidelines for specific diagnoses, different work tools, and 

adjusted the environment to the person. Still, they felt that the preventive work was of low 

priority in the organisation and that more competence was needed at all levels. The respondents 

wanted physical activity to be part of person-centred care, and described a need of national 

engagement for increased resource, like time and competence. They also considered that 

residents would participate in the development work of care. 

 

To support the LTCF in promoting physical activity for the residents, physiotherapists studied or 

felt they needed more education to support staff and residents. They educated care staff, planned 

and offered different types of exercises, and supported common activities. Tools for physical 

activity were expressed, as a variety of activities, specific training programs, one-on-one 

activities, motivating group activities, joy, music, and to rest to be able to be active. They also 

worked to make the indoor and outdoor environment accessible, equipped the facility with 

training tools, and made structured plans concerning team communication and the organisation.  

 

Work experience and employment context did not influence how physiotherapists approached 

promoting physical activity for residents of LTCFs in this study.  
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6 Appendix 1 The survey 

 

Fysioterapeuters och sjukgymnasters erfarenheter av 
arbetet kring fysisk aktivitet för personer vid särskilt 

boende för äldre 

Tack för att du tar dig tiden att besvara denna enkät. 

När du fyller i enkäten utgå då från dina uppfattningar och erfarenheter 
från den/de enheter där du arbetar. 

Utgå från personer som bor på somatisk enhet eller demensenhet vid särskilt 
boende för äldre. Insatser vid korttidsvård och dagverksamhet är 
exkluderade från studien. Likaså insatser för personer i livets slutskede och 

för dem där fysisk aktivitet är kontraindicerat. 

Enkäten består av totalt 30 frågor och beräknas ta cirka 10-15 minuter att 
fylla i. I enkäten tillfrågas du om du samtycker till att delta i studien. 

Om du pausar enkäten ombeds du att skriva in din e-postadress så skickas 

en ”fortsättningslänk” som du använder för att fortsätta fylla i dina svar. 

 

 

1. Jag samtycker till att delta i enkätstudien och till att mina enkätsvar 

används för att beskriva hur fysioterapeuter/sjukgymnaster arbetar med 

fysisk aktivitet för personer i särskilt boende för äldre. 

Jag har tagit del av den skriftliga informationen om studien och jag vet 

vem jag ska kontakta om jag har frågor om studien.  

 

 Ja, jag samtycker till att delta i enkätstudien.  

 Nej, jag samtycker inte till att delta i enkätstudien. 

 

2. Jag arbetar som fysioterapeut/sjukgymnast vid särskilt boende för äldre 

vid somatisk enhet och/eller demensenhet i Sverige.  

 

 Ja 

 Nej 
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3a. Skriv din e-postadress. (Din e-postadress användas för att kunna ta 

bort dina svar om du inte längre vill delta. Denna fråga kommer att vara 

dold vid analysen.) 

 

 

3b. Skriv ditt namn. (Även denna fråga kommer att vara dold vid analysen.)  

 

 

4. Jag arbetar som fysioterapeut/sjukgymnast på: 

 

 Somatisk enhet 

 Demensenhet 

 Korttidsvård 

 Annat: 

 

Besvara nedanstående fråga med hjälp av skalan 1-10, där siffran 1=inte alls 

viktigt och 10=mycket viktigt. 
 

5. Hur viktigt tycker du det är att personer som bor i särskilt boende för 

äldre är fysiskt aktiva? 

 

 
1 2 3 4 5 6 7 8 9 

1

0 

 

Inte alls viktigt           Mycket viktigt 
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Ta ställning till nedanstående fem påståenden med hjälp av skalan 1-10, där 
siffran 1=instämmer inte alls och 10=instämmer helt. 
 

6. Jag tycker att de boende vid de enheter där jag arbetar är så fysiskt 

aktiva som de vill vara utifrån sina förutsättningar.  

 

 
1 2 3 4 5 6 7 8 9 

1

0 

 

Instämmer inte 

alls 

          Instämmer helt 

 

7. Jag tycker att de boendes fysiska aktivitet i vardagen främjas av mina 

kunskaper som fysioterapeut/sjukgymnast. 

 

 
1 2 3 4 5 6 7 8 9 

1

0 

 

Instämmer inte 

alls 

          Instämmer helt 

 

8. Jag instruerar individanpassade träningsövningar för de boende som har 

behov av detta och som önskar träna. (Instruktionen ges till den boende 

och vid behov till omvårdnadspersonal och/eller anhörig.)  

 

 
1 2 3 4 5 6 7 8 9 

1

0 

 

Instämmer inte 

alls 

          Instämmer helt 

 

9. Jag medverkar till att gemensamma aktiviteter erbjuds som främjar att 

de boende är fysiskt aktiva. (Det behöver inte vara du som genomför 

aktiviteten eller som ansvarar för aktiviteten.) 

 

 
1 2 3 4 5 6 7 8 9 

1

0 

 

Instämmer inte 

alls 

          Instämmer helt 
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10. Vid behov instruerar jag och handleder omvårdnadspersonal i hur de 

bör stödja de boende till att vara fysiskt aktiva. (Exempelvis vid 

förflyttningar med mera.) 

 

 
1 2 3 4 5 6 7 8 9 

1

0 

 

Instämmer inte 

alls 

          Instämmer helt 

 

Ta ställning till nedanstående fyra påståenden genom att kryssa för ett av 
alternativen. 
 

11. Där jag arbetar kan jag diskutera frågor rörande de boendes fysiska 

aktivitet tillsammans med fysioterapeut- eller sjukgymnastkollegor. Detta 

kan ske vid fysiska möten, per telefon eller på annat sätt. (Inkludera inte 

kontakter med externa hjälpmedelsexperter/-företag.) 

 

 Vid behov 

 Minst en gång i veckan 

 Minst en gång i månaden, men inte varje vecka 

 Mer sällan än en gång i månaden eller inte alls 

 Vet ej 

 

12. Där jag arbetar har ordinarie omvårdnadspersonal kunskap i 

rehabiliterande förhållningssätt* (*vardagsrehabilitering, hälsofrämjande 

arbetssätt, funktionsbevarande arbetssätt).  

 

 Vid alla enheter 

 Vid de flesta enheter 

 Vid några enheter 

 Inte vid någon enhet 

 Vet ej 

13. Boende som har behov av att träna erbjuds träning enskilt eller i grupp, 

tillsammans med fysioterapeut/sjukgymnast eller annan person, minst 1 

gång i veckan. 
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 Vid alla enheter 

 Vid de flesta enheter 

 Vid några enheter 

 Inte vid någon enhet 

 Vet ej 

 

14. Boende som har behov av att träna erbjuds träning enskilt eller i grupp, 

tillsammans med fysioterapeut/sjukgymnast eller annan person, minst 2 

gånger i veckan. 

 

 Vid alla enheter 

 Vid de flesta enheter 

 Vid några enheter 

 Inte vid någon enhet 

 Vet ej 

 

Ge 1-3 exempel per fråga, på de två nedanstående frågorna. 
 

15. Beskriv hur du ofta arbetar gentemot enskilda boende i att främja deras 

möjlighet att vara fysiskt aktiva? Ge 1-3 exempel. (Det kan handla om att 

instruera, träna eller något annat.) 

 

 

16. Beskriv hur du arbetar för att äldreboendet/-boendena ska främja att 

de boende är fysiskt aktiva. Ge 1-3 exempel. (Det kan handla om att 

utbilda, anpassa lokaler eller något annat.) 

 

17. Vilka faktorer underlättar ditt arbete som fysioterapeut/sjukgymnast 

att främja att de boende är fysiskt aktiva? 
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18. Jag använder följande riktlinjer, rekommendationer eller liknande i mitt 

arbete med att främja fysisk aktivitet för de boende: 

 

 

19. Om du skulle kunna förändra EN sak för att främja att de boende är 

fysiskt aktiva, vad skulle du då förändra? 

 

 

20. Är det något mer du vill tillägga om att främja fysisk aktivitet för de 

boende? 

 

 

21. Jag har arbetat som fysioterapeut/sjukgymnast i ... år. (Ange i siffror. 

Om du arbetat kortare tid än två år skriver du siffran 1.) 

 

 

22. Jag har arbetat som fysioterapeut/sjukgymnast inom äldreomsorgen i 

... år. (Ange i siffror. Om du arbetat kortare tid än två år skriver du siffran 

1.) 
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23. Den högsta högskoleexamen jag har i mitt yrke som 

fysioterapeut/sjukgymnast är: 

 Fysioterapeut-/sjukgymnastexamen 

 Magisterexamen 

 Masterexamen 

 Annat: 

 

24. Antal personer som jag ansvarar för som ordinarie 

fysioterapeut/sjukgymnast är ... personer. (Ange i siffror.)  

 

 

25. Jag arbetar: 

 Heltid 

 Deltid 

 

26. Jag arbetar i ... län/region: 

 Region Blekinge 

 Region Dalarna 

 Region Gotland 

 Region Gävleborg 

 Region Halland 

 Region Jämtland Härjedalen 

 Region Jönköpings län 

 Region Kalmar län 

 Region Kronoberg 

 Region Norrbotten 

 Region Skåne 

 Region Stockholm 

 Region Sörmland 
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 Region Uppsala 

 Region Värmland 

 Region Västerbotten 

 Region Västernorrland 

 Region Västmanland 

 Region Örebro län 

 Region Östergötland 

 Västra Götalandsregionen 

 Annat: 

 

27. Jag har arbetat som fysioterapeut/sjukgymnast i minst 2 år på heltid 

eller motsvarande. (Exempelvis att du arbetat 4 år om du arbetar halvtid.)  

 Ja 

 Nej 

 

28. Jag har arbetat som fysioterapeut/sjukgymnast inom äldreomsorgen i 

minst 2 år på heltid eller motsvarande. (Exempelvis att du arbetat 4 år om 

du arbetar halvtid.) 

 Ja 

 Nej 

 

29. Jag är ... år gammal. (Ange i siffror.) 

 

 

30. Jag ser mig som:  

 Kvinna 

 Man 

 Annan könstillhörighet 
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7 Appendix 2 Information letter of the study 

Informationsbrev om att delta i enkätstudien riktad till 

fysioterapeuter/sjukgymnasters vid särskilt boende för äldre 

    Haninge 2019-05-06 

Hej! 

Jag heter Karin Högstedt och jag genomför min masterstudie vid Linköpings universitet. I 

studien vill jag ta del av fysioterapeuters och sjukgymnasters erfarenheter av arbetet kring 

fysisk aktivitet för personer i särskilt boende för äldre. Därför bjuder jag in dig, som arbetar 

som fysioterapeut/sjukgymnast vid särskilt boende för äldre i Sverige, till att delta i en 

enkätundersökning. 

Syftet med studien är att beskriva hur fysioterapeuter vid särskilt boende för äldre arbetar med 

att främja fysisk aktivitet för de boende. Enkäten tar cirka 10-15 minuter att besvara. Enkäten 

fokuserar på arbete vid somatisk enhet och vid demensenhet. Korttidsvård och dagverksamhet 

samt insatser för personer där fysisk aktivitet är kontraindicerat eller som är i livets slutskede 

ingår inte i studien. Resultatet från studien förväntas användas för utvecklingsarbete vid 

särskilt boende. En sammanfattning av studien kommer att skickas till de som är intresserade. 

 

Enkäten 

I början av enkäten tillfrågas du om du samtycker till att delta i studien och till att dina 

enkätsvar användas i studien. Deltagandet i undersökningen är frivilligt och du har ingen 

skyldighet att besvara enkäten även om du påbörjat att fylla i den. Bakgrundsfrågorna, om 

ålder med mera, används för att övergripande beskriva vilka som deltagit. I slutet av enkäten 

kan du skriva ut eller maila dina svar till dig själv.  

Dina enkätsvar kan inte kopplas samman med din e-postadress. Därför innehåller enkäten en 

obligatorisk fråga om din e-postadress samt ditt namn. Frågorna är dolda vid analysen. Syftet 

med frågorna är att kunna identifiera och ta bort dina svar om du inte längre vill delta. Då 

kontaktar du mig per mail så raderar jag dina svar. Du behöver inte ange någon orsak till 

varför du vill avstå från att delta. 

 

Insamlat material 

Insamlad data kommer endast vara tillgängligt för mig och min handledare, som är ansvariga 

för studien och som har sekretess rörande data på individnivå. Sammanställningen av 

enkätsvaren förvaras inlåst samt behandlas och hanteras konfidentiellt enligt 

dataskyddsförordningen GDPR (EU 2016/679). Bakgrundsfrågor i enkäten används för att 

övergripande beskriva deltagarna i studien. Resultatet av studien kommer att presenteras 

konfidentiellt så att enskilda inte ska kunna identifieras. Efter genomförd och godkänd studie 

kommer insamlat material att raderas. 
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Om du har några frågor rörande studien är du mycket välkomna att kontakta mig. Om du har 

yrkeskollegor som arbetar vid särskilt boende för äldre och som ännu inte blivit informerade 

om studien får du gärna vidarebefordra detta mail samt informationsbrev till dem. 

Du kommer till enkäten genom att klicka på följande länk:  
XXXXX 

 

Samtycke till personuppgiftsbehandling 

Enkätsvar kommer att användas för ovanstående ändamål och i enlighet med ditt samtycke 

som du bekräftar i enkäten. Den rättsliga grunden för behandlingen av dina personuppgifter är 

att du har gett ditt frivilliga samtycke. Vi delar inte dina personuppgifter med tredje part. 

Linköpings universitet, 581 83 Linköping, med organisationsnummer 202100-3096 är 

personuppgiftsansvarig. Du hittar Linköpings universitets integritetspolicy på www.liu.se.  

Samtycket är giltigt under genomförandet av denna masterstudie. Du har rätt att när som helst 

ta tillbaka ditt samtycke. Detta gör du genom att kontakta Karin Högstedt 

karli244@student.liu.se eller registrator@liu.se. Vi kommer i så fall upphöra att behandla 

personuppgifter som vi har samlat in med stöd av detta samtycke. Uppgifter om ingår i 

resultat som redan har åstadkommits kommer dock inte att påverkas av att ditt samtycke 

återkallas. Vissa uppgifter kan även komma att arkiveras i enlighet med svensk lag. Du har 

rätt att få information om de personuppgifter vi behandlar om dig. Du har också rätt att få 

felaktiga personuppgifter om dig själv rättade. Om du har klagomål på vår behandling av dina 

personuppgifter kan du kontakta universitetets dataskyddsombud via 

dataskyddsombud@liu.se. Du har även rätt att inge klagomål till tillsynsmyndigheten 

(Datainspektionen) om du tycker att vi behandlar dina personuppgifter på ett felaktigt sätt. 

Vänliga hälsningar  

Karin Högstedt  Handledare: 

leg fysioterapeut, med mag, masterstudent Clare Ardern, utredare 

karli244@student.liu.se Institutionen för medicin och hälsa 

 Linköpings universitet 

  

http://www.liu.se/
mailto:karli244@student.liu.se
mailto:registrator@liu.se
mailto:dataskyddsombud@liu.se
mailto:karli244@student.liu.se
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8 Appendix 3 Populärvetenskaplig sammanfattning 

Hur fysioterapeuter främjar att äldre personer på särskilt boende är aktiva 

Det är viktigt att personer som bor på särskilt boende för äldre fortsätter att vara aktiva 

i sin vardag och med att träna. Båda för att bibehålla sina förmågor och för att främja 

sin hälsa. Multisjuklighet, fysiska funktionsnedsättningar, fallrisk och demenssjukdom 

är vanligt bland äldre som bor på särskilt boende, och vardagen präglas många gånger 

av stillasittande. Därför behöver insatser för att främja fysisk aktivitet individanpassas 

utifrån personens förutsättningar men även intressen, något som fysioterapeuter som 

arbetar på särskilt boende har kunskap i. 

 

I den här studien fick fysioterapeuter som arbetar på somatisk enhet och demensenhet 

på särskilt boende för äldre besvara en webbenkät. Enkäten skickades ut via olika 

nationella och regionala nätverk för fysioterapeuter inom äldreomsorgen. Nittiosju 

enkätsvar analyserades utifrån öppna och fasta svarsalternativ om hur fysioterapeuter 

arbetar för att främja fysisk aktivitet för den enskilde boende och för boendet i sig. De 

öppna frågorna analyserades genom manifest induktiv innehållsanalys där fem 

kategorier framkom: (1) Kunskap för en aktiv vardag, (2) Anpassa till aktuella 

förhållanden och prioriteringar, (3) Metoder för träning och för att vara aktiv i 

vardagen, (4) Åtgärder och anpassning till den boende och (5) Kommunikation för att 

främja aktivitet. En jämförelse gjordes också mellan fysioterapeuter som arbetat längre 

eller kortare tid i yrket och mellan de som arbetade heltid respektive deltid. Den 

statistiska analysen visade ingen signifikant skillnad mellan de jämförda grupperna.  

 

För att främja fysisk aktivitet för den enskilde, beskrev fysioterapeuterna att de 

bedömde den boendes förmågor samt att de också behövde lära känna personen för att 

anpassa träningen till personens intressen. Teamarbete var viktigt för att kunna 

förmedla kunskap och följa hur träningsinsatserna, som den boende många gånger 

utförde med omvårdnadspersonal, fungerade. Därför behövde fysioterapeuterna även 

lära känna personalen. Olika riktlinjer och arbetsverktyg användes, likaså anpassade 

fysioterapeuten boendemiljön till den enskilde. Arbetet med att främja fysisk aktivitet 

på boendet innebar att utbilda både sig själv men även omvårdnadspersonal och övriga 

i teamet. Fysioterapeuterna erbjöd också olika typer av träning och aktiviteter eller 

stöttade andra teammedlemmar som anordnade sådana. De försåg boendet med 

träningsutrustning och medverkade till anpassning av boendemiljön, samt främjade att 

fysisk aktivitet uppmärksammades både på teammöten och i verksamhetens planering. 

 

Fysioterapeuterna i studien ville arbeta förebyggande med att erbjuda alla boende 

träning, men arbetade främst med mer akuta insatser. De upplevde att utrymmet för det 

förebyggande arbetet var lågt och inte prioriterades av teamet, och att mer kunskap 

behövs på alla nivåer inom äldreomsorgen. De ville att de boende skulle erbjudas att 

medverka i verksamhetsutvecklingen rörande fysisk aktivitet, och att fysisk aktivitet 

skulle vara en del av den personcentrerade vården och omsorgen.  


