
Objectives: Negative attitudes in society toward working in
eldercare constitute a challenge to educators and care
providers. The purpose of this study was to explore,
describe, and compare the attitudes of different professional
groups toward factors that are important for the well-being
of older adults. Methods: A randomized sample of 210
respondents that included registered nurses (RNs), regis-
tered occupational therapists (OTRs), personal benefit
advisors (PBAs), and home help assistants (HHAs) was
collected from social service agencies in 10 Swedish munic-
ipalities. A scale was developed in a six-step process to
measure attitudes toward factors influencing elder well-
being, and the final 22-item Likert-type scale was called the
“Staff Attitudes toward the Well-being of Older Adults”
scale. Results: Thirty-three percent of staff responded with
positive attitudes <toward working with elders>, and the
remaining were uncertain or negative. The attitudes of
RNs, OTRs, and PBAs were significantly more positive
than those of HHAs. Discussion: The scale is practical for
use in different professional groups with the aim of explor-
ing existing attitudes, identifying areas with a low degree of
prevailing positive attitudes and differences between
groups, and evaluating whether attitudes change after staff
training. J Allied Health 2010; 39(4):293–300.

AS A RESULT of the baby boom after World War II,
Sweden has a demographic bulge of people born in the
1940s, many of whom will likely need social support and

health care within 10 to 20 years. In 2050, there will be a
population peak in Sweden with one person in four being
age 65 or older.1,2

A major administrative responsibility of the Swedish
municipalities is to implement measures aimed at support-
ing and promoting older adults in their daily lives.3 Local
authorities provide home help services, organize transporta-
tion services for old and/or disabled people, and are respon-
sible for providing and administering special housing. The
National Board of Health and Welfare2 also stipulates prin-
ciples for how municipalities should organize such activi-
ties. Concepts such as normality, ageing-in-place, and qual-
ity of care should form the basis of local planning and
implementation of such eldercare.4 The concept of ageing-
in-place is an ideological and political idea, but it is also a
reality in light of how municipalities in Sweden develop
programs for the elderly. During the last 5 years, more eld-
erly (about 9%) than before have received some form of
home help services. Concurrently with an increase in home
help, the share of elderly in sheltered housing has decreased
by 13,500 people, corresponding to a decrease of 11%. In
Sweden, approximately 132,000 elderly over age 65 cur-
rently receive home help and 104,000 receive care in shel-
tered housing.2

Ageing often involves physical and psychological
changes as well as a loss of occupations and roles.5,6 Von
Faber et al.7 stress that successful ageing is related to valued
well-being and social functioning rather than to physical
and psychocognitive functioning, and the most significant
factor is the adaptation to one’s own limitations. It is obvi-
ous that older adults have an increasing need for supportive
environments and meaningful tasks of their own choosing
to facilitate their occupational performance, i.e., well-being.

Several professional groups are involved in enabling
older adults to stay in their homes despite failing health,
including groups such as registered nurses (RNs), registered
occupational therapists (OTRs), and personal benefit advi-
sors (PBAs). These groups have 3 to 4 years of academic
studies, and their professional functions have different foci
and ethical codes that are specific to each occupational
group. These ethical codes encourage reflections on ethics
and serve as guidelines in various decisions in working with
individuals.8–10 An important group of professionals respon-
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sible for the daily care of older adults at home is the home
help assistants (HHAs), comprising two subgroups of pro-
fessionals, nurse assistants (NAs) and care assistants (CAs).
Nurse assistants have a 3-year high school education, and
care assistants have a shorter 1- to 6-month training, or no
formal education. Versatility and adaptability are described
as crucial prerequisites for good quality in care staff, espe-
cially considering the fact that home help service is pro-
vided in a private home where staff meet many different
needs and lifestyles, implying that they must adapt to the
rules prevailing in each individual home.11

With the increasing population of older adults in society,
a crucial task for the educational system and municipalities
is to educate and recruit staff who are interested in working
with this age group of people. This mission is aggravated by
prevailing attitudes in society toward older adults, repre-
sented by the concept of “ageism.” There are various defi-
nitions of the concept, but Andersson12 argues that it
involves “stereotype notions or discrimination emanating from
a person’s age” (p 104). The National Board of Health and
Welfare13 describes the problem as a lack of interest among
students to choose courses focused on the elderly and their
needs. The report refers to researchers such as Kropf, Cum-
mings, Adler, and DeCoster, who all call attention to the
lack of interest among students in working with older
adults. Stereotypes about older adults depict them as
depressing, unattractive, and boring. Work in eldercare is
seen as having low status and is not considered professional. 

First, these devastating attitudes are a real challenge to
educators and staff providers but also by their perpetuation
to good quality of the future eldercare.<AU: meaning
unclear> Additionally, each person working in eldercare
today has a responsibility to mediate a more nuanced pic-
ture of their work by stating good examples of what it
means to support the well-being of older adults. This
implies that it is of great interest to elucidate prevailing
attitudes among professionals working in this area of
expertise. The purpose of this study therefore was to
explore, describe, and compare the attitudes of different
professional groups toward factors of importance for the
well-being of older adults. 

Methods

Because no tools exist to measure how staff express their
attitudes toward important factors for the well-being of
older adults, it was necessary to develop an instrument. A
scale to measure these attitudes was developed and tested in
a six-step process. The final scale was used to examine staff
attitudes in a cross-sectional randomized design. <AU:
edited as meant?>

PARTICIPANTS

Information describing the study was sent to the staff man-
agers in 13 municipalities in southern Sweden together

with a request for a list of staff and their place of work.
Information was received from 10 municipalities and
included 1,186 HHAs, 93 PBAs, 132 RNs, and 50 OTRs.
From these lists, 75 persons from each group were randomly
selected, except for the OTRs, all of whom were asked to
participate (total n = 275). <AU: total correct?> After one
reminder, 218 persons had responded to the request (79%
response rate). Ten of the respondents (4%) were younger
than 25 years of age, 69 (32%) were between ages 25 and
40, 104 (48%) between ages 41 and 55, and 35 (16%) older
than age 55. OTRs were younger than RNs (p< 0.01) and
PBAs (p<0.05), and HHAs were younger than RNs
(p<0.05). Registered nurses had worked fewer years after
finishing their education compared with OTRs (p<0.05)
and PBAs (p<0.05) (Table 1).

For 19 respondents, the answer to one item was missing,
and for 5 respondents, answers to two to five items were
missing. Four respondents had missing data in one and the
same item; otherwise, no pattern regarding unanswered
items was seen. During the development of the scale, these
missing data were substituted by the median value calcu-
lated from each respondent’s total score. The answers from
eight HHAs were excluded due to missing data. For one
HHA, the answers to 12 items were missing, for five, one
whole page including 8 items was missing, and for two other
HHAs, the answers from two and three pages, respectively,
were missing. Consequently, answers from 210 respondents
were used in the subsequent process, including 59 HHAs,
52 PBAs, 55 RNs, and 44 OTRs. 

DEVELOPMENT OF THE ATTITUDE SCALE

Step 1

In the operationalization of issues regarding “important fac-
tors for the well-being of older adults,” the International Clas-
sification of Functioning, Disability and Health (ICF) compo-
nents body functions/structures, activity and participation,
and contextual factors14 were used, and in framing the items,
Fishbein and Ajzen’s model for attitude studies was used.15,16

This model includes three theoretical components: 

• affect, referring to a person’s feeling toward some object,
person, or issue; 

• cognition, denoting the person’s knowledge, opinions, beliefs
and thoughts about the object; and 

• conation, referring to the person’s behavioral intentions and
actions. 

The raw version included 92 items. Approximately one
third of the items had their origins in published research
results on the well-being of older adults within the profes-
sion of PBA, one third came from the RN profession, and
one third came from the OTR profession. Most items
within PBA concerned contextual factors, most items
within OTR the activities domain and participation, and
most items within RN concerned contextual factors and
body functions/structures (Table 2). 
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Step 2

The attitude scale was designed as a 5-point Likert scale
where 1 = completely disagree, 2 = disagree on the whole,
3 = uncertain, 4 = agree on the whole, and 5 = completely
agree.17–19 The raw 92-item version was used in a pilot study
in which five staff members from each profession responded
to the scale in order to optimize the scale. The respondents
were told to be critical about how the items were worded,
including clarity, intelligibility, double-barrelled items, and
relevance.

Step 3

The comments from the respondents in the pilot study were
analyzed, the raw version was adjusted, and the number of
items was reduced to 70. Thirty-five of the items were pos-
itively worded statements and 35 were negatively worded.
Scores for the negatively stated items were reversed during
the statistical process, with complete agreement scoring 5
points in a positively stated item and 1 point in a negatively
stated item. Consequently, the scores 4 and 5 reflect a pos-
itive attitude.18,19 In the questionnaire, no points were
shown to the respondents. 

Step 4

The total score for each member of the staff was calculated.
The 25% of respondents with the highest total score (H)
and the 25% with the lowest total score (L) were used to
calculate discriminatory power (DP value). The mean value
(M) for each item was calculated for both the MH and ML

group. In each item, the difference between the two
extreme mean values was calculated: MH minus ML. Those
items showing the greatest difference (highest DP value)
were included in the scale, and the others were excluded.
The difference between MH and ML in the 22 items
included ranged between 0.8 and 1.73, and the differences
were significant in all items (p<0.000). The distribution of
the items in relation to components in the ICF model and
in Fishbein and Ajzen’s model is described in Table 3.

Step 5

In the next step, the scale was tested regarding reliability.20

Internal consistency was considered to have been reached
when a correlation >0.20 (Spearman’s rho) was established
between each item and at least two other items. Item-total
score correlation of the final scale ranged between 0.28 and
0.57 (Spearman’s rho). The internal consistency reliability
of the entire scale was 0.79 (Cronbach’s alpha).

Step 6

Construct validity was tested using factor analysis (principal
components with varimax rotation) showing seven underly-
ing dimensions with eigenvalue <1, accounting for 56% of
the variation (Table 4). The underlying dimensions were
labeled physical problems, psychosocial problems, respect,
depreciation, encouragement, social support, and trust. 

Of the 22 items included in the scale, 18 were negatively
stated. A total score of 22 points reflects the most negative
attitude toward factors important for the well-being of older
adults, and a score of 110 reflects the most positive attitude.
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TABLE 1. Demographic Characteristics of the Responding Staff

HHA PBA RN OTR

No. 59 52 55 44

Age  
<25–40 yrs 26 (44) 14 (27) 9 (16) 22 (50)
41–55 yrs 21 (36) 27 (52) 38 (69) 18 (41)
≥56-65 yrs 12 (20) 11 (21) 8 (15) 4 (9)

Yrs of experience
<5 yrs 17 (29) 9 (17) 20 (36) 9 (20)
6–15 yrs 18 (31) 14 (27) 17 (31) 13 (30)
>15 yrs 23 (40) 29 (56) 18 (33) 22 (50)

Data given as n(%).

TABLE 3. Distribution of 22 Items in the SAWOA Scale
in Relation to Components of the ICF Model14 and of

Fishbein and Ajzen’s15 Model

Components of an Attitude15
_____________________________

Factors for Well-being14 Affection Cognition Conation

Body functions/structures 2 1 1
Activity and participation 4 1 1
Contextual factors 1 4 7

TABLE 2. Distribution of Items in the Raw Version 
(92 Items) of the SAWOA Scale Among Components 

of the ICF Model and Occupational Category

Occupational Category_________________________
Components of the ICF model PBA RN OTR

Body functions/structures 1 11 9
Activity and participation 3 9 17
Contextual factors 23 12 7



A total score of 88 implies that the staff member scored an
average of 4 points on all 22 items reflecting positive atti-
tudes. A total score of <66 represents that the staff member
had an average score lower than 3 on all 22 items reflecting
negative attitudes.

The scale was named the SAWOA scale (Staff Attitudes
Toward the Well-being of Older Adults) (Table 5). 

STATISTICAL ANALYSES

Staff attitudes are given as percentages, median (Md), and
interquartile ranges (Q1–Q3). First each professional group
(HHA, PBA, RN, OTR) was analyzed separately and then
differences between the groups and subgroups to HHA
(NA, CA) were analyzed using the Kruskal-Wallis test fol-
lowed by a Mann-Whitney U-test with Bonferroni correc-
tion. In the first analysis, NA and CA were grouped
together and labeled HHA, and in the second analysis they
were separated. A p-value <0.05 was considered significant.
SPSS® version 16.0 (SPSS Inc., Chicago, IL) was used for
the statistical analysis. <AU: is mfg name correct?>

ETHICAL CONSIDERATIONS

The study was conducted in accordance with the ethical
guidelines provided by the Swedish Medical Research Coun-

cil.21 Permission to perform the study was obtained from the
head of each local municipal social service office. Consent
was obtained from the respondents after they had received
written information about the research and their right to
decline participation. The scale was sent to the respondents’
homes along with a self-addressed envelope, and to control
dropout, the scale was coded with the respondent’s name. All
information was treated confidentially, and it is not possible
to associate any specific answer with a given participant. 

Results

In all staff, 33% responded with ≥88 points in total
SAWOA score, which represents positive attitudes. Five
percent responded with <66 points, representing negative
attitudes. The total median score of staff aged 25 years and
below was 76, in those between ages 26 and 40 it was 84, in
those between 40 and 55 it was 84, and in those above age
55 it was 81 (NS). The lowest score was 57 points (one staff
member) and the highest 105 points (two staff members). 
According to the total scores, PBAs, RNs, and OTRs
responded with significantly more positive attitudes than
did HHAs. The median total score of the OTRs was 88
points, which indicates positive attitudes. The median
values of the other professional groups were below the
break point (Table 6). 
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TABLE 4. Principal Components with Varimax Rotation of the SAWOA Scale for 209 Home-care Staff  <AU:  n= 210??>

Factors_________________________________________________________________________ Communality
Items 1 2 3 4 5 6 7 h2

2 0.602 0.484
18 0.726 0.666
22 0.824 0.728
23 0.781 0.652
26 0.393 0.463
28 0.565 0.546
31 0.479 0.601
34 0.639 0.526
37 0.328 0.420
38 0.614 0.482
39 0.615 0.584
40 0.563 0.602
41 0.586 0.451
49 0.753 0.650
51 0.615 0.643
53 0.647 0.498
56 0.674 0.613
58 0.558 0.540
59 0.643 0.492
60 0.421 0.501
63 0.669 0.524
65 0.729 0.626

Egenvalue 2.5 1.8 1.7 1.6 1.6 1.5 1.5
% of var. 11.3 8.2 7.7 7.5 7.3 6.9 6.9
Cum. var % 11.3 19.5 27.2 34.7 42.0 49.0 55.9

Only factors loadings with an absolute value >0.30 are noted.



HHAs showed significantly more negative attitudes in
the physical problems dimension compared to the PBAs and
RNs. In the psychosocial problems dimension, their attitudes
were more negative compared to those of the other profes-
sional groups. In the respect dimension, HHAs showed sig-
nificantly more negative attitudes than did PBAs and
OTRs, and RNs were more negative than OTRs. HHAs
showed significantly more negative attitudes in the depreci-
ation dimension compared to BPAs and OTRs. In the social
support dimension, PBAs showed significantly more nega-
tive attitudes compared to RNs (Table 6).

To the statement “Older adults with speech impedi-
ments have to expect that the staff will not always have
time to listen to them” (item 26), 192 staff members
answered “completely disagree” or “disagree.” This item
showed the highest total score, which denotes a positive
attitude. To the statement “Older adults have to accept
that they cannot do everything they would like to do”
(item 37), 127 staff members responded with agreement
or were uncertain. This item showed the lowest score,
which means that this statement showed the most nega-
tive attitudes. 

When care assistants and nurse assistants (collectively
HHA) were analyzed separately, the total median (Q1–Q3)
score was 77 (65.5–83.5) in care assistants (CAs) and 78.5
(75.75–88.25) in nurse assistants (NAs) (NS). Nurse assis-
tants showed significantly more positive attitudes regarding
the respect dimension than CAs did: otherwise no signifi-
cant differences were seen.  

To the statement “Older adults must expect to have some
form of pain” (item 2), significantly more RNs than NAs
disagreed. To the statements “Older adults with speech
impediments have to expect that the staff will not always
have time to listen to them” (item 26), “Older adults have
difficulties making independent decisions” (item 31),
“Older adults have to take into account that constipation is
a common complaint” (item 22), and “Staff do not need to
ask older adults what to do when the tasks are clearly stated”
(item 41), CAs agreed significantly more than the other
groups of staff. To the statements “Old age has its limitations
when new things have to be learnt and in understanding
information” (item 28) and “Older adults have to expect
that they cannot use a push-button telephone” (item 40),
CAs agreed significantly more than did PBAs, RNs, and
OTRs. CAs agreed significantly more with the statement “It
is the duty of the staff to see to it that older adults are given
possibilities to have an active life” (item 56) than did NAs,
RNs, and PBAs. NAs agreed significantly more with the
statement “It is not the duty of the staff to take care of a rel-
ative who is in need of support” (item 59) than did RNs. To
the statement “Older adults with disabilities cannot count
on receiving help with daily walks” (item 60), OTRs dis-
agreed significantly more than CAs and NAs did.

Discussion

The main result of this study was that approximately one
third of the staff held positive attitudes toward issues impor-
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TABLE 5. Items and Factors After Principal Components with Varimax Rotation of the SAWOA Scale

Dimension Item (Item no.)

Physical problems Older adults must expect to have some form of pain (2)
Older adults have to take into account that constipation is a common complaint (22)  
Older adults have to accept that they will have slow-healing sores (23)
Older adults have to accept that they cannot do everything they would like to do (37)

Psychosocial problems Sleeplessness in older adults is nothing the staff can do anything about (39)
Older adults have to expect that they cannot use a push-button telephone (40)  
Many older adults are able to eat decently without their dentures in place (65)

Respect Older adults with speech impediments have to expect that the staff will not always have time to listen to 
them (26)

Staff do not need to ask older adults what to do when the tasks are clearly stated (41)
It is far too troublesome to take off one’s shoes during a home visit (51) 
Older adults with disabilities cannot count on receiving help with daily walks (60)  
It takes too much time to have contact with relatives (63)

Depreciation It is unnecessary to inform older adults every time the staff change their time schedule (38)  
Older adults do not like to use public services of communication (49) <AU: meaning?>

Encouragement The staff should help older adults to practice their faith (53) 
It is the duty of the staff to see that older adults be given possibilities to have an active life (56)
Most older adults will have their accommodation adapted so that they can manage their everyday life (58)

Social support It is not the duty of the staff to plan and organize social events for older adults (18) 
It is not the duty of the staff to take care of a relative who is in need of support (59)  

Trust Old age has its limitations when new things have to be learned and in understanding information (28) 
Older adults have difficulties making independent decisions (31)
Older adults are often good at solving problems (34)



tant for the well-being of the elderly. Looking at the total
SAWOA score, PBAs, RNs, and OTRs showed significantly
more positive attitudes than did HHAs, with OTRs showing
the most positive (Table 6). In this study, the proportion was
8 PBAs to 100 HHAs; for RNs and OTRs, the figures were
11 and 4 to 100 HHAs, respectively. As HHAs have been
chosen to work with elderly people in need of support and
help with their daily lives, the number of staff members with
unclear or negative attitudes must be considered high. The
fewer positive attitudes among HHAs in the physical and
psychosocial problems, respect, and depreciation dimensions
could be explained in two ways. HHAs are the professionals
who come closest to the elderly in their everyday life, and
this closeness can be a source of positive experiences but
also of problems and strain. HHAs also have a much lower
education level than other professional groups do. The
combination of these two explanatory factors is a problem,
as the demands on skills and the ability to understand and
cope with the everyday situation of ageing people are
increasing as a result of the policy toward ageing-in-place.11

When it comes to the social support dimension, BPAs
showed fewer positive attitudes than RNs. This result could
be interpreted as a sign that RNs in their professional role
tend to be closer to, and thus more familiar with, the con-
ditions in the everyday life of old people. RNs have an edu-
cation that is more specified and task oriented than do
PBAs. Compared with the that of OTRs and RNs, the edu-
cation of social workers in Sweden is much more complex.
PBAs are just one of several occupations for which social
work is the appropriate education. Staff competence in
eldercare will be improved further in the new curriculum
for social work education.

The PBAs experience a difficult situation in being
responsible for needs assessment. They often feel like

“street-level bureaucrats”22 squeezed between the demands
of the organization (to keep the budget) and those of the
elderly (expressing a variety of needs). In Sweden there is
an ongoing debate over whether the needs assessment pro-
cedure should be even more formalized (to secure justice) or
less formalized (to allow for more consideration for individ-
ual needs). Also in this discussion, PBAs may experience
contradictory expectations that may lead to a feeling of
uncertainty in their professional role. Another factor which
could explain why PBAs in Sweden have less focus on
social support than RNs do is the current trend in terms of
prioritization. The needs assessment procedure has become
more focused on severe care needs, and less attention is
paid to social needs and preventive measures.

Among HHAs, care assistants (CAs) showed fewer pos-
itive attitudes toward the respect dimension than did nurse
assistants (NAs). This can be interpreted in connection
with the impact of education. NAs are educated on a high
school level, while many CAs lack any form of formal edu-
cation or have only had a short introduction to the occu-
pation, often organized by the municipality. An example of
the importance of education level for different attitudes is
the scoring of the staff groups in relation to the statement
“High age is a limitation when new things have to be
learned and in understanding information” (item 28),
where CAs agree significantly more than PBAs, RNs, and
OTRs do. OTRs do not agree with the statement “Older
adults with disabilities cannot count on receiving help with
daily walks” (item 60), in contrast to CAs and NAs, which
is understandable since it is easier to have positive attitudes
toward tasks that are someone else’s business. 

Another explanation for the varying attitudes can be
hierarchical differences within professional groups, which is
shown in item 41, “Staff do not need to ask older adults
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TABLE 6. Staff Attitudes Toward the Well-being of Older Adults by Type of Profession

Break Point
for a Positive HHA PBA RN OTR

Dimension (min-max score) Attitude (n = 59) (n = 52) (n = 55) (n = 44)

Physical problems (4–20) 16 13 (9–16)a 14 (11–17) 14 (12–17) 14 (12–16)
Psychosocial problems (3–15) 12 12 (10–13)b 12.5 (11–14) 14 (12–14) 12 (12–14)
Respect (5–25) 20 19 (17–22)c 21 (18–24) 20 (18–22)d 21.5 (19–24)
Depreciation (2–10) 8 7 (5–8)e 7 (6–9) 7 (6–9) 7 (6–9)
Encouragement (3–15) 12 12 (11–13) 12 (9–13) 12 (10–13 12 (10–13)
Social support (2–10) 8 7 (6–8) 6 (5–8)f 8 (6–9) 7 (6–8)
Trust (3–15) 12 11 (9–12) 12 (10–14) 12 (10–14) 12 (11–14)
Total score (22–110) 88 77 (72–86)g 85 (77–93) 85 (78–94) 88 (79–92)

Attitudes are presented as median values (1st and 3st quartiles). Higher scores signify more positive attitudes. All comparisons made using
Mann-Whitney U-test.
a Lower compared to PBA and RN, p<0.05. 
b Lower compared to all other professions, p<0.05.
c Lower compared to PBA and OTR, p<0.05.
d Lower compared to OTR, p<0.05.
e Lower compared to PBA and OTR, p<0.05.
f Lower compared to RN, p<0.01.
g Lower compared to PBA and RN, p<0.01, and to OTR, p<0.001. 



what to do when tasks are clearly stated.” CAs are the only
group agreeing with this statement; they often carry out the
orders given. RNs disagreed that older adults have to accept
having pain, whereas nurse assistants did not. This signifi-
cant difference may be explained by the fact that handling
medical tasks in order to improve well-being is important in
the RN profession while nurse assistants have no education
or authority to handle this task. 

This paper describes existing attitudes in different pro-
fessional groups supporting older adults in their daily life,
how the attitudes differ between groups, and also how the
SAWOA scale was developed. In order to minimize the risk
of systematic bias and thus increase the generalizability of
the results to the population, a random procedure was used
to select the sample. Considering that the raw version of
the scale included 92 items, the external dropout of 21%
must be considered low.19 When the items in the raw ver-
sion of the scale were grouped together based on profes-
sional background, the focus was considered to be on dif-
ferent ICF domains: on contextual factors in items
pertaining to PBAs, contextual factors and body func-
tion/structures in items pertaining to RNs, and activity and
participation in items pertaining to OTRs (Table 2). 

The attitude scale was designed as a 5-point Likert-type
scale, as this type of scale makes it possible to finely dis-
criminate among people with different points of view.19

The 92-item raw version was developed based on important
issues in the well-being of older adults. Every item had its
origin in research, and together they represented what was
postulated in this study as “well-being of the elderly.” As
the ICF model is useful in a multi-professional context,14 it
was used to organize and structure the items. In order to
bring in all aspects included in the concept of an “attitude,”
the model from Fishbein and Ajzen15,16 was used. Through
the calculation of DP values, neutral statements or state-
ments that all respondents would agree or disagree with
were avoided.18,19 Such items will receive low DP values
and are not able to detect differences between groups or
changes over time.19 Item-item and item-total correlation
were tested in order to examine the extent to which the
items were related to a certain trait and no other. A Cron-
bach’s alpha of 0.79 in the entire scale is considered high
homogeneity, as the alpha should be between 0.70 and
0.90.20 As a result of the statistical tests, 18 of 22 items
finally included in the SAWOA scale were negatively
worded items, as they showed the highest ability to detect
differences. The results show that the total score ranged
between 57 and 105, which means that 54% of the whole
range of the scale was used. This indicates that the scale is
sensitive enough to detect differences in staff attitudes.

Even though RNs, OTRs, and PBAs have different
foci,8–10 they all collect data and analyze data, make care
plans, perform special interventions, and evaluate the care
and support given. These tasks are performed based on an
academic education. HHAs were included in the study, as
they help older adults with more practical issues supporting

daily life. Commonly, older adults in need of care and/or
support see HHAs significantly more often than they do
RNs, OTRs, or PBAs.

The need for improvement in staff competence in elder-
care, with the municipalities being responsible for how the
care of older adults is organized in Sweden, has rather
recently been highlighted in two ways. Through an initia-
tive from the Swedish government, 1 billion SEK was allo-
cated in 2005-07 to the municipalities for the competence
improvement of staff in eldercare. The aim of this initiative
was to support the development of knowledge among staff
as a way to improve the quality of eldercare. Some areas
have been particularly focused on in this process: ethics and
values, dementia, rehabilitation, terminal care, and
food/nutrition.23 This initiative concerning the improve-
ment of staff competence in eldercare is especially impor-
tant in the shift toward promoting ageing-in-place.4 As a
result of the policy change from residential to community-
based care,2 there is a demand for a new and more advanced
competence. In this development, the attitude among var-
ious professional staff is crucial. When working in the home
setting of older adults, it is important for staff to show
respect and be aware of the significance of social networks
and occupational performance in promoting health and
well-being.5–7

As this study shows that approximately two thirds of the
staff had a doubtful view or negative attitudes toward the
well-being of elderly people, instruments such as the
SAWOA scale are needed. Such instruments must be able
to detect areas where staff have negative attitudes, but also
to identify groups of staff who generally have negative atti-
tudes. The results show that the combination of low educa-
tion and working close to older adults in their daily life
places staff attitudes at risk of becoming negative. There-
fore, education is important at every level within eldercare
to improve the quality of care and to avoid ageism. Using
≥88 points as the breakpoint defining a positive attitude, as
was done in this study, must be critically evaluated. To test
the sensitivity of the SAWOA scale, more studies are
needed. However, this version of the scale can be used for
screening whether and in what areas interventions such as
staff training are needed, as well as whether and how staff
training changes staff attitudes. 
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