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1.

Aims of the national report

In the debate of long-term care, a paradigm shift from quality of care to quality of life has been
made over time. The perception of quality of life is subjective and based on both bio- graphical
and environmental factors. Unlike quality of care, which can be assessed by meas- urable
indicators, quality of life is characterized by soft factors with individually varying im- portance.
The WHO defines quality of life as an individual's perception of their position in life in the
context of the culture and value systems in which they live and in relation to their goals,
expectations, standards and concerns. Against this background, long-term care is de- fined in
this project as a system by which a person with care and nursing needs can maintain the
highest possible quality of life, ensuring self-fulfilment through independence, participa- tion
and human dignity.
The Intellectual Output of the research phase is a compendium on standards for the quality of
life of care home residents that intends to serve as a basis for transferring know-how and
create awareness among paid staff in direct contact with people in need of care, volunteers
and committed relatives. The compendium reflects the state-of-the-art in theory and practice on these three dimensions with corresponding themes, criteria and indicators for the
quality of life of care home residents.
Research on the current state-of-the-art in research and the public debate in each partner
country provided the basis for the compendium. This national report describes the research
activities and summarize the main results for Italy. Together with results of other national
reports, they are integrated into a European compendium on standards of quality of life in
care home settings.

2.

Methodology and proceedings

In order to achieve the above-mentioned aims, the following methods were applied:
•
•
•

Desk research in each country concerning the state-of-the-art and public debate on ensuring autonomy, social participation and human dignity of care home residents;
Face-to-face or telephone interviews with relevant experts or stakeholders in fields relevant for the quality of life of care home residents.
Revision of the draft thematic grid for the compendium by the lead partner of IO1 with
preliminary examples for criteria, their rationales and exemplary indicators.

During desk research, key words for the internet search, cross-linking themes and target
groups were applied in Italian and English. Themes included terms for quality of life, autonomy, participation and human dignity; as regards target groups, terms for care home residents, old people in need of care and not self-sufficient persons were used.
Lead questions for interviews with experts and stakeholder were agreed upon in the kick-off
meeting; they were altered and adapted corresponding to the functions, expertise and personal background of the interviewees. The lead questions embrace the following topics:
•

What influences, according to your opinion, the quality of life of old people in care
homes?

•

Let us at first discuss matters of the personal autonomy of care home residents.
Autonomy includes personal independence and freedom of will in one’s actions.
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o In which way - separate from health issues - may the personal autonomy of care
home residents be restrained?
o Why is this the case?
o How can the personal autonomy of not self-sufficient people in care homes be
promoted by nursing staff?
o How can their personal autonomy be promoted by volunteers or relatives?
•

The social participation of care home residents is another crucial area for their quality of
life.
o In which way - separate from health issues - may the social participation of care
home residents be restrained?
o Why is this the case?
o How can the social participation of not self-sufficient people in care homes be
promoted by nursing staff?
o How can their social participation be promoted by volunteers or relatives?

•

Human dignity is an overarching issue of high relevance for care home residents.
o In which areas may the human dignity of care home residents be at risk?
o Why is this the case?
o What can and should nursing staff do to ensure the human dignity of care home
residents?
o What can and should volunteers and relatives do to respect their human dignity?

•

Do you know about examples of good practice how the quality of life of care home
residents was improved? If yes, please describe them.

•

Are there any further recommendations how paid staff, volunteers and relatives can
contribute to the quality of life of care home residents?

According to the research plan, seven expert interviews were carried out. Two interviews
were performed face-to-face, five interviews by e-mail.
In order to analyse different perspectives, stakeholders and experts were selected as follows:
•
•
•
•
•
•

2 old people residents in care homes managed by ASP Città di Bologna;
1 certified activities director (in Italian “animatore sociale”) in a care home;
1 geriatrician active in care homes;
1 representative of ARAD (Association for Research and Assistance of Dementia) association active in Bologna and promoting projects on healthy and pathological aging;
The General Director of “Santa Clelia Barbieri”, foundation that provides residential
and day-care services for older people and disabled in need of care;
The Health and Welfare Councillor of Bologna Municipality.

Desk research was performed by CADIAI while interviews were conducted by ASP Città di
Bologna.
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3. Summary of research results for the topics under study
3.1 The aging of the population in Italy: some data
Population aging is one of the main social transformations of our time. In Italy the older adults’
population is constantly increasing along with many related diseases and disabilities. Among
EU countries, Italy has one of the oldest populations with the highest life expectancy, while
non-healthy life expectancy has recently increased (Tediosi and Gabriele, 2010). Data from the
National Institute of Statistics (Istituto Nazionale di Statistica, ISTAT) reveal that in 2019 in Italy
individuals aged 65 and older represent 23.1% of the population (equal to 13.9 million people).
This figure is expected to grow to 34.3% by 2050. In the same way, the so- called Ageing index
will also grow, i.e. the percentage ratio between older population (aged65 and over) and the
younger population (aged 15 and under). This value, which today is 173.1%, will reach 283%
in 2050, therefore indicating that there will be almost 3 people aged 65 and older for each
young person up to the age of 14 (ISTAT, 2019; 2020). The conse- quences of this progressive
aging of the population are giving a new structure to the Italian population and its needs, with
effects that affect most of the sectors of society. Among the most significant consequences of
aging is the growth in the health and social-care needs of frail individuals, with around 4 million
non-self-sufficient older people present in Italy. This rate is expected to reach 6.3 million of
people in 2028 (Osservasalute report, 2018).
3.2 National and regional long-term care systems and quality assessment
The Italian national health-care system is public and universal: it covers all citizens independently from their economic and social conditions. Italian regions and autonomous provinces differ in economic, social and demographic terms. Long-term care in Italy is therefore
characterized by a wide variation among regions and areas in both funding levels and the
structure of the services provided. In Italy, rather than one national long-term care system,
there are many regional long-term care systems (Tediosi and Gabriele, 2010).
The legal framework defining minimum standards and requirements for running care homes
or other long-term services are under nation responsibility in Italy. The Italian Ministry of
Health defines the “essential levels of assistance” that National Health Service must guarantee, and then the Regions have the responsibility for the organization and administration of
health-care financed through public funds by the local health authorities. In Italy a unique
national framework legislation was adopted “to realize an integrated system of health and
social care” (L.328/2000). This resulted in a partnership of most regions, which had to adopt
and implement this regulation, to coordinate issues of quality and accreditation in social and
health care, and in the development of criteria concerning the management of care paths,
discharge management, training and quality assurance (Di Santo and Ceruzzi, 2009). Italian
regions and autonomous provinces use programs such as accreditation, a form of external
assessment of quality and safety, to assess, promote and maintain high quality and safe services. Minimum standards for the authorization and accreditation of care homes includes
requirements such as accessibility, the employment of a coordinator and qualified professionals (specified by regional authorities in terms of staffing levels), individual care planning
GAMLEC_Report_Italy_final

www.gamlec.eu

6

and publication of a Service Charter. Regional variations are therefore inevitable but they
result in relatively similar regulations. As an example, in Emilia Romagna’s care homes staffing ratios were set at 1:3.1 persons with a moderate degree of disability, 1:2.6 persons with
a severe degree of disability, 1:2 persons with high health and care needs or serious behavioural disorders; single rooms must have at least 12m2, while double rooms at least 18 m2 (Dgr
514/2009; OECD/European Commission, 2013).
Local health authorities promote systematic audit activities to enhance self-assessment of
professionals and improve clinical practice. "Audit" activity for aged residential facilities is a
widely used tool for assessing and improving quality and effectiveness of social-health care
services. It consists in: comparison of specific outputs/result indicators to international
standards, identification of critical issues that may hinder the achievement of these standards and implementation of specific interventions, final assessment of the obtained results.
Many of such auditing activities follow the Italian Dementia National Plan, formulated in
October 2014 by the Italian Ministry of Health in close cooperation with the Regions, the
National Institute of Health and the three major national associations of patients and carers.
The Plan provides directive indications for promoting and improving interventions in the
dementia field, not limiting to specialist and therapeutic actions, but particularly focusing on
the support of patients and families throughout the pathways of care. Four main objectives
are indicated: promote health- and social-care interventions and policies; create/strengthen
the integrated network of services for dementia based on an integrated approach; implement strategies for promoting appropriateness and quality of care; improve the quality oflife
of persons with dementia and their families by supporting empowerment and stigma
reduction (Di Fiandra et al., 2015).
Since quality services mainly depends on well-trained professionals, regional accreditation
system requires to provide continuous training of care workers and all paid staff. CADIAI
provide specific educational programs held by experts, about all relevant and updated interventions in dementia care and management. At least 12-15 hours of training per year are
provided (and paid) to each worker. The “audit“ activities proposed by the local health agencies are also considered additional training opportunities in which our organizations are required to participate.
This national report has been realized by CADIAI and ASP Città di Bologna, providers of personal care services both operating in Emilia Romagna according to the quality standards defined by the regional law on the accreditation of social and health services (Dgr 514/2009).
3.3 Quality of life of old people in need of care
The research community has accepted no definitive theoretical framework of quality of life
but there is a strong agreement on its multifactorial structure that takes into account both
subjective and objective dimensions whose importance varies according to the wishes and
needs of the individual and the stages of its existence (Cantarella et al., 2019).
There is also no consensus on a definition of quality of life in older age, whether among the
younger, fit elderly population or among the frailer elderly population. Arnold (1991) proGAMLEC_Report_Italy_final
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posed that quality of life assessment in frailer, older people should include physical functioning and symptoms, emotional, behavioural cognitive and intellectual functioning, social functioning and the presence of social support, life satisfaction, health perceptions, economic
status, ability to pursue interests and recreation, sexual functioning, energy and vitality.
Darnton-Hill (1995) also emphasized the importance of income in determining life expectancy and quality of life in older age.
Lawton (1983) offers a conceptual model of well-being in older people (later changed with the
term “quality of life”) as a complex collection of four interacting domains: behavioural
competence (e.g. measured by indicators of health, cognition, time use and social behav- iour),
perceived quality of life (e.g. measured by the individual’s subjective evaluation of each domain
of life), psychological well-being (negative and positive affect) (e.g. measured by indicators of
mental health, cognitive judgements of life satisfaction, positive-negative emo- tions) and the
external, objective (physical) environment (e.g. housing and economic indica- tors). Such
models acknowledge the importance of the individual’s own sense of perfor- mance and wellbeing, in addition it is still popular and remains firm over more than 20 years.
A periodic national survey on the quality of life, health and perception of services in old age,
reveal that in Emilia Romagna region 42% of aged 64 and over (more than 1 million people)
reports feeling well or very well, 47% fairly well and remaining 11% bad or very bad. At a
national level the values are respectively: 37%, 50% and 13%. In line with the cited literature
people reporting a better perceived quality of life are aged 75 and under, male, have no financial difficulties and good health conditions. In contrast, people reporting a worse perceived quality of life are aged 84 and over, female, have financial problems, are in frail conditions or in need of care. 17% reported being not satisfied at all with their lives, confirming
as detrimental factors: female gender, serious economic difficulties and a state of frailty or
disability (Passi d’Argento, 2016-2018). A comparative research between Turkey, Spain and
Italy on the living standards of residential care centres show that dependency in daily life
activities, chronic diseases (combined with the onset of cognitive impairments) may lead to
institutionalisation more likely in Italy than in the other two countries (Canatan and Yıldırım,
2015). In general, research tends to identify lower levels of psychological well-being and
quality of life for older people residents in institutions compared to peers residing at home
(for a systematic review, see Bradshaw et al., 2012). There is a wide-spread belief that people with dementia and a high level of physical and cognitive impairment cannot experience a
good quality of life (Hoe et al., 2006); and it has been demonstrated that mood disorders
and environmental factors could affect quality of life regardless of dementia severity (Hoe et
al. 2005; 2006).
Within dementia research, it is also well known that when assessed by proxy raters (staff and
relatives), quality of life is judged as lower than self-rated values (Hounsome et al.2011).
In fact, Griffiths and colleagues (2020) show that people living with dementia in care homes
rated their quality of life higher than both relatives and staff. Moreover, Robertson and
colleagues (2020) recently found that proxy ratings are influenced by the rater's own context
and experience of caring. While all raters reported higher quality of life when the resident had
fewer neuropsychiatric symptoms, staff judged a resident's quality of life to be
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significantly higher than family members did. Staff were more likely to view quality of life as
synonymous with ‘quality of care’. Relatives, however, had a longstanding personal relationship with the resident, their own fears, understanding and sense of loss for themselves and
their relative influenced their judgement of quality of life. Some relatives felt it was impossible to have a good quality of life whilst living in a care home.
The main goal of any socio-health system should be to maximize patient well-being (Lubkin
and Larsen, 1990), especially in those situations where quality of life represents a primary
value and is at risk, such as in people admitted to nursing homes. Moving into a care home
involves life changes that significantly impacts on an individual’s quality of life. These include
substantial alterations in social interactions and adapting to issues involving privacy, dignity
and independence (Kane R.A., 2003). Rosalyn Kane, one of the pioneers of the study of instruments for measuring quality of life in nursing homes, identified 11 domains of the quality
of life of care home residents: comfort, security, meaningful activity, relationships, functional
competence, enjoyment, privacy, autonomy, individuality, dignity, spiritual well-being (Kane et
al., 2003). These objectives must be sought by means of the pursuit of quality of care and
person-centred assistance/taking charge. A systematic thematic review found four key
themes that affect good quality of life in care homes: acceptance and adaptation, connectedness, homelike environment and caring practices (Bradshaw et al., 2012). In addition, authors of an important study in New Zealand found that resident’s quality of life was significantly related to: the quality of life of co-residents, the positivity of resident about entry to
long-term residential care, lower depression, but more physical ability, family contact, and
emotional support (Wilkinson et al., 2012).
Our interviewed experts stated that the personalization of care pathways from the definition
of nursing and medical services to leisure activities, cannot be disconnected from the in- depth
knowledge of the individual (including its biography). Care home residents have to be
considered, first of all, unique human beings. Giving voice to the manifest needs, but also
trying with the latent ones, is the basis for a person-centred approach. The quality of life of
residents mostly depends on the professionalism of the staff, a homelike environment and the
connectedness with care workers.
Our interviewed residents consider social integration as a key factor of their quality of life.
According to their statements, even with health problems, social interactions, presence of
family members, the opportunity to create and keep friendships and take part together with
pairs in leisure activities, as opposed to loneliness, strongly influence the maintenance of
quality of life in care facilities.
Systematic data collection of perceived quality of life in Italian care facilities from residents’
view is meagre. One reason is the settled practice that general customer satisfaction is periodically rated by residents’ families, on the other hand, there is lack of quality of life assessment tools that are translated and validated on the Italian population. Very recently, researchers from the psychology of aging and longevity laboratory of the University of Padua,
validated the first and innovative Italian tool for measuring the quality of life of people living
in institutions (from 65 to 105 years old), named Quality_VIA (Cantarella et al., 2019). The tool
is an “easy-to-use” interview with 34 items exploring 7 different dimensions of quality
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of life according to Maslow's hierarchy of needs (1962): basic needs satisfaction and quality of
care provided, satisfaction about physical environment, satisfaction about relationships
established with care staff, satisfaction about the level of participation and stimulation, privacy and self-determination, connectedness and sense of belonging, spirituality and selfactualization. Because of its simple and clear language, Quality_VIA can be administered
directly to the resident even in case of cognitive impairment (score range 13 to 30 points in
the Mini Mental State Examination, Folstein et al., 1975). This tool may add more knowledge
about quality of life of care homes residents in Italy. In addition, it may help in assessing the
efficacy of provided psychosocial interventions (included expected outcomes of individual
care plans) and quality of care within the institutions.
Results of our interviews confirmed the multifactorial structure of the quality of life in care
homes. The most relevant factors that emerged from experts’ statements can be summarized as follows:
•
•
•
•
•
•
•

Adequacy of architectural structure, the availability and suitability of outdoor spaces;
Organizational model applied;
Well-trained and motivated paid staff;
Person-centred approach, the ability to define personalized care pathways involving
family members (for example in defining individual care plan);
Empowerment of residents: promotion of individual cognitive and social abilities;
Participation in social life in a broader sense: balancing and integrating the social activities carried out inside the care home with those offered by the local community;
Promotion of a “culture of respect” until the final phase of life.

3.4 Autonomy, participation and human dignity of care home residents
The European Union recognizes and respects the rights of older people who are more likely to
come to depend on others for care, to lead a life of dignity and independence and to participate in social and cultural life (Charter of fundamental rights of EU, art. 25).
Even when moving to a care facility, people maintain the same rights and their autonomy,
participation and human dignity must be guaranteed by the institution.
Service Charter of care homes managed by CADIAI and ASP Città di Bologna specify that they
must protect and promote the following rights of each resident:
•
•
•
•
•
•

To maintain one’s own individuality and freedom
To express one’s own beliefs, opinions, feelings and behaviour, as long as they are not
harmful to the rights of others
To be cared and supported to improve/recover one’s own injured abilities
To develop and maintain relationships
To be protected from all forms of physical and/or moral abuse
To be informed about one’s own state of health and the available treatment and care
options, as well as medical interventions and the supporting motivations. To participate and contribute as far as possible to the concerned decisions.
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•

To express opinions, suggestions and complaints about the services received.

The above mentioned points are in line with the rights expressed in the recent “European
Charter of the rights and Responsibilities of older people in need of long-term care and assistance” (Eustacea Project, within the framework of the DAPHNE III programme against elder
abuse, 2010).
The quality policies of CADIAI and ASP Città di Bologna care homes have been developed on
the basis of residents’ rights, needs, care preferences, consistent with their lifestyle, according to a person-centred care approach (Kitwood, 1997). Our model is based on practices that
guarantee and support the maintenance and enhancement of the skills and competences still
preserved, even in case of advanced dementia. An individual care plan is elaboratedfrom
a multidisciplinary team adopting global and integrated interventions, which respect each
resident in all his dimensions and in his dynamic relationship with the environment (Service
Charter of CADIAI care homes, 2018). Our care approach aims to achieve essential goals as
recommended by national guidelines for care homes and literature (Guaita et al., 2005;
Bertolini and Pagani, 2011; Pagani et al., 2016) such as: preserving self-identity, main- taining
continuity with one’s own biography, preserving and respecting human dignity, main-taining
control and making choices, engaging in pleasant activities.

Autonomy
It is well known that the sense of autonomy and self-determination influence perceived quality
of life in care homes residents. A study by Ferrand and colleagues (2014) offer evi- dence that
old age can be fruitful and show that autonomy and relatedness need satisfaction is positively
associated with indicators of well-being such as purpose in life and personal growth,
considered as essential components of optimal functioning.
Autonomy, as perceived from our experts, is the precondition for overcoming frailty.
Autonomy is strictly linked to the individual level of dependency: residents often face their
physical limitations and depend on others, this may decrease their feeling of competence. The
majority of Italian residents in care homes declared to be fully dependent (25.7%), this rate is
drastically higher compared to other countries (Turkey, 13.2% and Spain, 15.7%). The rate of
full independency is less than 10% in most of the daily activities in the case of Italy. Fully
dependent residents or independent residents helped by a facilitative tool are more common
in Italy. The dependency in activities such as using toilet and walking is very high with the
approximate rate of 35% (fully dependent) and 20% (partly dependent). Physical living
standards are also crucial for residents‘ autonomy such us: size of the room, room per resident
ratio, ventilation, WC/baths, stairs, elevators, ramps, thresholds and doors. When asked on
these elements Italian scored a general satisfaction of 78.1% (Canatan and Yıldırım, 2015).
Accessibility (also by wheelchair) of the living areas and proximity with residents’ rooms,
“walkability” (a measure of how friendly an area is to walking) of the environments, presence
of green areas and outdoor spaces, are all elements supporting residents’ autono- my.
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Progression of dementia may affect quality of life since it enhances the individual level of
functional dependency. Studies show that residents with a higher dependency on staff generally have a lower quality of life (Jones et al., 2015).
Eating independency, for example, is crucial in promoting residents’ autonomy (with or
without dementia). An Italian multicentre descriptive qualitative study show that the
maintenance of eating independence for as long as possible, is ensured by a set of interventions targeting three levels: i) environmental, by ritualising the mealtime experience by creating a controlled stimulated environment; ii) social, by structuring effective mealtime social
interactions; and iii) individual, by individualizing eating assistance (Palese et al., 2018). Authors found that these interventions derived from tacit knowledge and were offered daily in
assisting eating by healthcare professionals in nursing homes. It would be beneficial to raise
awareness among staff in the interventions they provide.
Since the loss of independency impairs perceived quality of life, more and more is being invested on the so called “prosthetic model“, widely accepted in dementia care. As said by
Guaita and Jones (2011): “it identifies deficits in function in the patient and builds a ‘prosthesis of care’ for each individual that is intended to compensate for the lost function(s). The main
goal of the prosthesis is not to regain cognition or function, but to deal with the well- being of
the person, to achieve the best status in absence of distress and pain”. Along this line, specially
designed environments have been proposed in most of Italian care homes. The prosthetic
environment is being adapted to meet people with dementia changing needs, enhancing
safety, comfort, and access, rather than stimulation. They are also called “demen-tia-friendly
environments”. A good example could be the creation of circular corridors, in- door or outdoor
walking paths, tailored on individuals who continuously need to walk (“wandering”). These
environments ensure safety and don’t prevent walking. Furthermore, residential facilities that
are “homelike environments” help to facilitate residents’ adapta- tion, allowing a better
recognition of the living spaces and links with one’s own biography.
Our experts also recommended to create an environment without constraints that does not
limit the need for movement of people living with dementia. The same concept of “prosthesis” is mentioned by the interviewed certified activities director when she talks about finding
activities that build on remaining skills and talents.
Autonomy also refers to the decision to enter in a home care. This choice is more positive if
old people in need of care come to that decision themselves. Wilkinson and colleagues (2012),
found that people who regarded their move as positive were more likely to have higher quality
of life. This highlights that helping the older person to make their own deci- sion about entry
to long-term residential care, may enhance quality of life. Moreover, the quality of life of other
residents is likely to be important in choosing a facility.
Among conditions that may affect their personal autonomy, residents mentioned the lack of
freedom in maintaining some daily habits such as: to take a walk in the neighbourhood or to
make small personal purchases by themselves, bring some personal belongings to the care
facility. As highlighted by the interviewed care home manager, autonomy is more restricted
in those organizational models which exclude residents from decision-making. In these models the care planning is more focused on residents’ health needs, while their will, desires and
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expectations are less likely to be considered. The possibility of being involved in the choices
related to one’s own care, plays an important role in strengthen perceived residents’ autonomy.
In order to ensure personal autonomy our experts stressed the importance of minimizing
physical restraints, especially for people living with dementia. Residents’ freedom usually may
be affected by a tight organization that, although necessary, does not allow to meet individual
desires. In care homes often the rhythms of the care routines are marked by fixed working
time schemes and standardized interventions. Enhancing residents’ autonomy is a challenging
issue, it requires continuous staff training and more time devoted to the individ- ual’s care
since all residents’ needs change and evolve over time. The staff should be more careful when
assessing residents’ potential and should be more confident about their cur- rent abilities. At
the same time, relationships of trust and collaboration with the family members could help
the care workers to support and maintain the preserved abilities of res- idents. In addition our
experts highlight the opportunity of training courses for family mem- bers and volunteers.

Participation
Old people in need of care may spend an important part of their life in care homes. The facilities have to become more and more resident-friendly environments, maximizing opportunities to have options and choices, the agency to make decisions and also promoting skills development and self-growth regardless of the residents’ age and degree of frailty (Cantarella
et. al., 2019; Baxter et al., 2019).
For the majority of older Italians the opportunity of living in an environment that encourages
relationships, the sharing of common spaces and activities, the connection with the local
community, is an essential quality feature of a residential facility. The analysis of some exemplars of excellence in Italian nursing homes, demonstrates the importance to create prorelationships contexts, places, activities and projects, which are capable of generating social
integration as well as providing quality services and caring practices (CENSIS national report,
2015).
Social integration, family contacts and emotional support promote positive well-being and
quality of life in home care residents’, this way they are less likely to be depressed (Wil- kinson
et al., 2012).
An active social life helps improve resident's mental health and quality of life. Meaningful
activities give structure to the day for residents, which give them a sense of safety, helps with
passing the time, and give a purpose to their life. There is a certain level of safety in knowing
what exactly to expect from the entirety of the day. A stimulating activities program with
tailored and manageable goals, encourage affirming self-identity, feeling of usefulness,
adaptive and coping skills, use of technologies, cognitive and functional stimulation. It is
therefore important to identify and remove the barriers to participation by clearly communicate daily activity options to all staff so they can remind residents and encourage them to
attend. Encourage a feeling that the activity is useful or relevant by tailoring them on residents’ desires and aptitudes. Some authors have pointed out that residents' participation in
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leisure activities is influenced by their level of self-determination. (Ferrand et al., 2004). According to these findings, our institutions are periodically required to re-think and re- schedule
the activities programs together with the best ways of inviting residents. Involving relatives,
and volunteers could be very useful. For example, in our facilities all spiritual activi-ties and
needs are guaranteed by local church community which visit residents at least once per week.
An international project involving Australia, Norway and Sweden investigated cost-effective
ways to help residents live fulfilling lives. Thriving interventions aim to help residents participate in society, enjoy a decent quality of life, and experience healthy, pleasurable activities
and meaningful social participation. Findings have shown that resident thriving was associated with engagement in everyday activities in the facility, spending time outdoors, dressing
nicely and spending time with people they liked. On the flipside, predictors of poorer resident thriving included a lower capacity for activities of daily living, cognitive impairment and
behaviours of concern (Edvardsson et al., 2018).
Residents of our care home are given the opportunity to participate in local events, as well
as in outdoor trips, and intergenerational programs. They are supported in participate in
political events exercising the right to vote inside the facilities.
Our interviewed experts and residents generally agree with the idea of a close connection
between the quality of care and social integration. As suggested by some of them, the individual care plan should include specific interventions aimed at maintaining social relations.
Time and effort should be devoted to the social sphere of the individual as part of the care
process.
From the point of view of care professionals, time constraints and staff shortages are at odds
with the possibility of adequately addressing the social dimension.
The organisation of social events is challenging, and their success depends on the involvement and collaboration of all staff. Participation in social life can be limited in different ways:
for example, by creating constraints such as limited visiting hours or lack of space to spend
time with family, volunteers and friends.
Social participation can be improved through a real teamwork and better coordination and
communication between all staff involved in care. Well-trained staff are needed to develop
the most appropriate strategies. The activities must be meaningful and chosen by the participants, not just recruited as the right ones by the certified activities director. The personal skills
of residents can be identified, considering their interests, wishes and past work, andthe
specific tasks entrusted to them, to promote their feeling of usefulness. Social interac- tions
can be encouraged by promoting the participation of residents in the social life of the local
neighbourhood, in close collaboration with external institutions and associations.
Gender differences must also be considered. Women particularly love to take care of themselves. Therefore, helping them in make-up and in dressing up for an event can promote their
social participation. Men should also be encouraged to take care of their appearance and
clothing. Isolation must be avoided by supporting, even in the most serious cases of ill-
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ness, passive participation or by encouraging the use of technological tools to overcome
physical and/or cognitive deficits.
Relatives and friends are often valuable allies in supporting the participation of even the most
apathetic people. They can also take part in social life within the facility, encouraging residents
to participate. Their expertise and hobbies can foster the exchange of knowledge and
relationships with care home residents.

Human Dignity
“Human dignity is inviolable. It must be respected and protected”. This right is enshrined in
article 1 of the Charter of Fundamental Rights.
A recent review analyzing dignity in care from both the nurses' and patients' perspectives
support the idea of a multidimensional structure of human dignity (Šaňáková, Š. and Čáp J.
2018). Contrary to the general view in society that living in a nursing home always undermines one's dignity, good professional care and a supportive social network can preserve
dignity as well. To support residents in their challenge of maintaining dignity, nursing home
staff, relatives and society should pay more attention to the way they treat them (Oosterveld-Vlug et al. 2014). An Italian review indicate that residents and their families desire a
personalized approach by health care professionals, within a relationship based on trust,
respect, and sensitivity (Mignani et al., 2017).
The services charter of our care homes (CADIAI, 2018), for example, points out some obligations:
•
•

the staff is required to guarantee a respectful resident-centred communication to
each resident regardless of the degree of cognitive or functional impairment
residents are respected in their habits and privacy, compatibly with the residence coexistence rules, however they are helped and stimulate to social integration

The personalization of one’s own room is also encouraged in our care homes as stated by our
Charter of Service. Each resident can bring small objects, photographs and everything that can
contribute (without prejudice to the constraints imposed by the safety regulations) to
characterize and personalize his new living space.
All birthdays are celebrated, with a party for all the people born in the current month or according to the wishes/needs of the guest of honour and his family.
The concept of dignity is commonly debated in end-of-life care issues, because the majority of
older people who die each year do so in a care home. In Italy palliative care legislation
(L.38/2010) stated treatment of pain and palliative care to be extended to all care settings,
including long-term care facilities. Within this legislative framework, thematic “audit” activities on pain treatment in care home facilities have been proposed from local health authorities. Every residential institution has been required to guarantee pain management (assessment and treatment) even in case of advanced dementia and to adopt internal protocols
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about appropriate care in the last phase of life. CADIAI and ASP Città di Bologna comply with
current legislation.
Some studies have investigated the residents’ view about their death and last phase of life.
Results show that residents think about dying and/or death, and have desires for their dying
and are also willing to talk about it. Residents expressed, for example, some of following
wishes: not to receive life-prolonging measures, not to have pain, not to be in need of care
or bedridden, to receive affection while dying and to find forgiveness and reconciliation as
well as to die peacefully in the residential and/or nursing home (Kurkowski et al. 2018). Even
Advance Care Plan is considered a welcome intervention for the majority of Italian interviewed residents (Ingravallo et al. 2018). This evidence encourages organizations to promote
an end-of-life culture and the training of employees.
The results of our interviews confirmed the multidimensional structure of human dignity as
emerged by literature. From residents and the experts’ perspective: privacy, respect for behaviour and ideas, being listened to and considered as adults, as well as the management of
pain, are priority issues.
The human dignity of residents can be violated when attention is not paid to individual needs
and preferences, when there is a lack of listening or when the staff is distracted. This,
unfortunately, happens when rigid timeframes, work shifts and tiredness force the staff to a
high pace, which can compromise motivation and lead to shortcomings in the quality of care.
Training of staff should be more focused on communication and meta-communication skills
with the aim of preserving the dignity of the individual. How to deal with and communicate
with residents should be part of the care culture. As suggested, the presence of a psychologist on staff is strongly recommended in order to stimulate the ability of care professionals to
recognize and respect the different physical and psychological needs of residents. At the same
time, a cohesive working group in which members help and support each other may enhance
the quality of care. According to our experts, knowing the past biography and life- styles, as
well as the tastes and desires of the residents are all elements that preserve their dignity as
unique individuals. From the manager's point of view, it might be useful to gather this
information at the beginning of the residents' stay in the care home, and then schedule
moments to discuss how their wishes change over time.
Our interviewed stakeholders argue that relatives and volunteers should work together with
staff to give voice to the residents and combat prejudices about the quality of care in nursing
homes.
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3.5 Examples of good practice and suggestions
Our interviewed experts mentioned existing good practices that can be summarized as follows:
•
•
•

Encouraging Non-Pharmacological therapies, such as pet therapy
Continuous training on innovative methods and use of new technologies
Person-centred care as a synergy between professionals, family members and volunteers

•

The "Socializing circle": space and time devoted to listen to residents’ opinions about the
services and activities offered by care home
Participation in local cultural initiatives such as cinema, theatre, museums
Activities promoted by local institutions and active ageing associations: such as bingo, reading,
personalized gifts for residents' birthday
Intergenerational projects, promoting activities and exchanges between old and young people
of the community
The "Community tells itself": volunteers and family members tell stories about local cultural
heritage
The “Charter of responsible rights of frail older people”, an ongoing activity in which ASP Città
di Bologna is involved. The charter arises from the debate between different stakeholders on
the issues of fragility and safety of frail older person.

•
•
•
•
•

Examples of projects aimed at improving the quality of life of residents carried out in care
homes managed by CADIAI from 2000 to date:
•
•
•
•

•
•
•
•
•
•

Capelli d’Argento, music festival with live concerts held in nearby town squares and in the
care home gardens
Concorso di poesia de “Il Corniolo” - Literary contest for poetries and short stories written by
both residents and older people from the local community
Pet Therapy at the San Biagio day care center
Simplified Memory Training for persons with moderate cognitive impairment
• San Biagio Alzheimer Café: care home staff providing support, information and education
for persons with dementia and their family members living in the community
• Pet Therapy for older people– research project in association with the Emilia Romagna
regional administration
Il clown in RSA: Clown-therapy activities in care homes – in association with the University of
Bologna
Pain assessment and management for persons with advanced dementia
Simplified and ecological Augmentative/Alternative Communication for older people with
cognitive impairment
Research project in association with the University of Bologna aimed at defining an explanatory model for the assessment of dementia caregivers psychosocial needs
Implementing the “Water Swallow Test” for a quick and reliable dysphagia screening in care
homes
Adoption of the Nurturing Touch, gentle body contact techniques for residents with advanced dementia
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•
•
•
•
•
•
•
•
•
•
•

New technologies in care homes: implementing telepresence technology to enhance communication with families
Le immagini raccontano: art therapy project for care homes residents
An action-research intervention to improve fall detection using an adapted version of the
Morse Fall Scale
Advance care planning: giving a voice to care homes residents, in association with the University of Bologna
Granarolo Dementia-Friendly: building a dementia-friendly community to improve participation and social engagement of people living with dementia
Liberi dalla contenzione – AUDIT activity proposed by the Health Local Agency of Bologna in
order to avoid unnecessary use of physical restraints in care homes
Active participation in the european project IMPACT (IMplementation of quality indicators in
PAlliative Care sTudy), in association with the University of Bologna
A retrospective study on the usefulness of bedside ultrasound ecography for residents with
severe cognitive impairment
Valorizzare la Qualità di Vita: using “Photovoice” techniques to improve expression and comunication about residents‘ perceived quality of life
La persona al centro: applying a Shared Decision Making approach to involve residents in defining their individual care plan
Sensory stimulation using snoezelen rooms and tactile paths in the care home

Experts also suggested some ideas for further developments:
•

Pain assessment should evolve as a tool to better observe and learn more about residents,
moreover pain management may help to reduce agitation of patients, and avoid pharmacological and physical restraints

•

Increase staff training on relational, communicative, motivational aspects rather than just
technical skills
Investing in interventions that improve the quality of life of both residents and staff in order
to overcome prejudices about care homes.

•
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4.

Quotes

4.1 Autonomy
“We have to take in consideration resources of people. The attempt is to encourage and
develop residual skills by trying to be "prosthetic" without replacing.”
Certified activities director (“animatore sociale”) in care home, Bologna, Italy
“I don't like going to sleep so early. In the summer at 7:00 pm there are still many hours of
light and we have to stay in bed until morning.”
Care home resident, Bologna, Italy
“I would like to have the possibility of a single room, to have more space. I had to bring a
whole life into one closet.”
Care home resident, Bologna, Italy

“Architectural barriers are limiting. For example: the absence of internal places suitable for
wandering for people with dementia, severely limits their need for movement.”
Representative of ARAD, Bologna, Italy
“As for relatives, it is important to involve them in a therapeutic alliance with the staff, establishing a relationship of mutual trust. The same for volunteers”
Geriatrician in care home, Bologna, Italy

4.2 Social participation
“Encouraging participation in social activities requires a close coordination. For example: to
allow a non-self-sufficient person to attend an event outside, it is necessary to collaborate
with the doctors and nurses so that there are no other health commitments on that day,
inform the social and health workers in that shift, collaborate with the nurses to discuss any
problems related to the consumption of certain foods, inform family members and involve
them in the event ... in short, there has to be real teamwork!”
Certified activities director (“animatore sociale”) in care home, Bologna, Italy
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“Even if I do not have children or a husband, there are my relatives for all my needs. Furthermore, I am lucky because I have many friends who come to spend time with me”
Care home resident, Bologna, Italy
“The quality of my life is good, I would be alone at home. I like this place because there is a
nice garden, the bar gives me the opportunity to see people, animation activities are fun.”
Care home resident, Bologna, Italy

4.3 Human dignity

“Relatives should involve residents in decisions related to the actions that are taken, explaining them clearly. It should never be assumed that the ‘person does not understand’..."
Certified activities director (“animatore sociale”) in care home, Bologna, Italy
“The thing that hurts my dignity most is to be infantilized. A few years ago my situation was
more serious and I needed everything, just like a new-born baby. It is difficult to get used to
being cared for. Now the staff don't make me feel uncomfortable even in moments of most
intimate care.”
Care home resident, Bologna, Italy

“Human dignity for me is first of all privacy, for example, closing doors when doing hygiene
care. I feel not respected in my dignity when I express problems and I am not believed.”
Care home resident, Bologna, Italy

“People are known from the point of view of what they ‘lack’, but not for their whole life.
This is a limit in the humanization of the care relationship.”
Representative of ARAD, Bologna, Italy

“When you take the place of the resident to do something or stop him/her in taking an initiative, the dignity of the individual is offended. People must also be respected when they
engage in atypical and uninhibited behaviours.”
Representative of ARAD, Bologna, Italy
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“Favouring anonymous suits or clothes simply because they are more practical - thus also
disrespecting a person's will or taste in clothing - is a serious violation of human dignity.“
General Director of “Santa Clelia Barbieri” Foundation

“Healthcare professionals work for the well-being of people in their care. This is not repetitive work, it should rather be a comprehensive form of assistance to an adult in a state of
frailty. Staff should see the person before the task to be performed.”
Health and Welfare Councillor of the Municipality of Bologna.

4.4 Other aspects
“Human closeness with the staff means a lot to me. I would like to have more time to spend
together just to talk.”
Care home resident, Bologna, Italy
“The goal of all staff must be the well-being of each resident. The path we are walking with
our residents can be a challenging one and we must be mindful of this. On this path, failure
is a possibility. Nonetheless there is help and guidance, and we must sometimes give up our
professional roles to become more welcoming. We aim at creating a “soft” prosthetic environment that can stimulate (and help maintain residual abilities) while not being overstimulating (so as to avoid disruptive inputs in some cases). We need to make use of our
professional and pharmacological expertise, while using a whole range of nonpharmacological treatments when necessary, and aiming at a person-centred approach.”
Geriatrician in care home, Bologna, Italy.
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