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Abstract
Autonomy has been recognised as a key principle in healthcare, but we still need to develop a consistent
understanding of older people’s perceived autonomy in residential care. This study aimed to identify,
describe and synthesise previous studies on the perceived autonomy of older people in residential care.
Ethical approval was not required, as this was a review of published literature. We carried out an integrative
review to synthesise previous knowledge published in peer-review journals in English up to September
2019. Electronic and manual searches were conducted using the CINAHL, Philosopher’s Index, PubMed,
SocINDEX, Scopus and Web of Science databases. The data were analysed using the constant comparison
method. The review identified 46 studies. Perceived autonomy referred to the opportunities that older
people had to make their own choices about their daily life in residential care, and achieving autonomy
promoted both health and quality of life. Autonomy was linked to older people’s individual capacities,
including their level of independence, physical and mental competence, personal characteristics, and
whether relatives shared and supported their perceived autonomy. Professionals could facilitate or
hinder older peoples’ autonomy in a number of ways, including providing opportunities for autonomy,
how daily care needs and activities were managed, and controlling older people’s choices. Professionals’
characteristics, such as education and attitudes, and the older people’s living environments were also
associated with their perceived autonomy and included organisational characteristics and physical and
social care facilitators. Older people’s perceived autonomy promoted health and quality of life in
residential care. However, their autonomy was associated with a number of protective and restrictive
individual and environmental factors, which influenced whether autonomy was achieved.
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Introduction

Organisations that provide residential care for older people should make sure that they enjoy their daily

lives,1 and respecting their autonomy is an important part of that. Autonomy refers to older people’s rights to

make decisions without being influenced by others,2,3 and it is linked to older people’s abilities and oppor-

tunities to govern themselves. Perceived autonomy is older people’s individual perceptions of their abilities

and opportunities related to autonomy. Older people have reported that perceived autonomy increased their

quality of life and satisfaction with daily routines in residential care.4 It has also been associated with

improved health and well-being5 and resulted in organisational benefits, such as increased staff retention.4

It has been recognised that living in residential care can influence how older people perceive their

autonomy.6 Ageing has an impact on an individual’s health status7 and their physical ability to engage in

daily activities.8,9 Autonomous decision-making requires sufficient knowledge, skills and abilities,10

together with resilience, a sense of self-efficacy and material opportunities, such as financial independence.7

Autonomy has been identified as one of the basic ethical principles of healthcare,11 and it is a human right

that is protected by universal declarations and conventions.12,13 Although autonomy is an inherent basic

human right, individuals perceive autonomy differently and its meaning can also vary depending on the time

and context. Perceived autonomy is crucial for older people, because their ability to assert their autonomy can

be reduced by being admitted to residential care6 and having to depend on others.10,14 This puts them in a

vulnerable position.10 Research has shown that older people have suffered from paternalism and a lack of

opportunity to participate in decisions about themselves.9 That is why autonomy is a core value in older

people’s care.15 Professionals need to be aware of what autonomy means and they need to consider how older

people perceive autonomy as part of their everyday practice.12,16 Professionals face wide-ranging respon-

sibilities when it comes to recognising and enabling older people’s perceived autonomy in residential care.

This can be challenging, because previous research has failed to establish a consistent understanding of the

perceived autonomy of older people.

Aim

This study aimed to identify, describe and synthesise previous studies on older people’s perceptions of

autonomy in residential care. We wanted to find out how this had been described in previous studies and

what factors had supported or hindered it.

Method

We employed the integrative review method, as this enabled us to synthesise studies that were produced

using different methods.17

Literature searches

We conducted preliminary searches of existing studies to identify the most eligible search terms and their

combinations. This was done in collaboration with an informatics specialist. Electronic searches were

conducted using the CINAHL, Philosopher’s Index, PubMed, SocINDEX, Scopus and Web of Science

databases. We used Boolean operators and combinations of MeSH terms and free search terms, with their

synonyms, to identify studies that covered older people, autonomy and residential care (Figure 1). Manual

searches were also carried out, by scrutinising the reference lists of the selected papers. The limitations for the

searches were that the article had to be published in English in a peer-reviewed journal and that an abstract

was available. All results up to September 2019 were assessed.
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Search outcomes and retrieval

The selection was based on the inclusion and exclusion criteria established by the Sample, Phenomenon of

Interest, Design, Evaluation, Research tool for synthesising previous evidence (SPIDER)18 (Table 1). We

Search words: 
Aged [Mesh], old people, old patient, old person, old individual, older adult, aged, elderly, senior

AND personal autonomy [Mesh], patient autonomy, autonomy, self-determination, free will

AND housing for the elderly [Mesh], nursing homes [Mesh], residential facilities [Mesh], residential 

care, nursing home, institutional care, institutional home

Limitations
All databases: In English
CINAHL, PhilosophersINDEX, PubMed: Abstract available

Items found (N = 2 927)
CINAHL = 511

PhilosophersINDEX = 9

PubMed = 761
Scopus = 1 018

SocINDEX = 183

Web of Science = 445

Included by title and abstract (n = 177)
CINAHL = 35

PhilosophersINDEX = 1

PubMed = 65
Scopus = 41

SocINDEX = 11

Web of Science = 24

Included for the review (n = 42)
CINAHL = 5

PhilosophersINDEX = 0

PubMed = 29

Scopus = 2
SocINDEX = 3

Web of Science = 3

Excluded 
by title and abstract

(n = 2 750)

Duplicates removed
(n = 74)

Excluded by full text 
(n = 61)

Included from manual searches (n = 4)
Reference lists of the selected original 

articles

Final selected articles
(n = 46)

Figure 1. Flowchart of literature searches.
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included empirical studies that focussed on the autonomy, self-determination or free will of older people

living in long-term care. Literature reviews, theoretical papers and other papers, such as editorials and

commentaries, were excluded.

The electronic searches yielded 2927 results: 177 original papers were selected based on their title and

abstract and 42 on their full text. The manual searches identified 10 potential papers, based on their title, and 4

were selected for the final review. A total of 46 original papers were independently selected by two authors

(TM and MK) based on the searches. Any potential disagreements about the selected papers were discussed

and the final selection was based on consensus.

Data evaluation

The quality of the selected papers was evaluated using the Mixed Methods Appraisal Tool evaluation

criteria (MMAT).19 The maximum score for the quantitative and qualitative studies was six and it was five

for the mixed methods and randomised controlled trials. The evaluation, which was independently con-

ducted by two researchers (TM and MK), aimed to describe the methodological quality of the original

papers (Table 2). The quality of the selected papers was high. There were some missing values in the

quantitative studies about the response rates and qualitative studies’ considerations of the researchers’

influence.

Data analysis

The analysis began by reading all the selected papers to provide an overview of the content. The methods

used by the papers were tabulated according to the publication, the aim of the study, the methods used and

the study concepts (Table 2). Descriptions of perceived autonomy, such as words, sentences or phrases,

were identified and coded. Then the material that focused on older people’s autonomy was extracted and

analysed by the constant comparison method. This means that the extracted expressions from the individual

papers were grouped based on their similarities and differences. They were also compared to other papers,

and the entire results, at the same time, to ensure that the analysis was representative and not biased.66,67 No

interpretation was carried out and the original text was used for the analysis.

Results

Descriptive information about the studies reviewed

The 46 studies that we reviewed were published between 1985 and 2019. Of these, 24 were quantitative, 21

were qualitative and there was one mixed-method study. All of the studies sought the views of older people:

11 also spoke to professionals20,24,25,31,33,34,36,45,46,56,62 and 11 studies also included feedback from rela-

tives.3031,33,34,46,48,49,51,56,62,65 The studies used concepts such as autonomy (n ¼ 34), self-determination

Table 1. SPIDER18 inclusion and exclusion criteria.

SPIDER Specifications

Sample Older people in residential care
Phenomenon of interest Autonomy
Design Empirical study
Evaluation Reported outcomes/results
Research type Scientific, qualitative, quantitative or mixed-method study
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(n¼ 14), free will (n¼ 1) and freedom (n¼ 1). Most of the studies were conducted in Europe (n¼ 30), with

seven in North America, seven in Asia and one in Australia. One study did not specify the country (Table 2).

This review focused exclusively on the views expressed by older people and did not include feedback from

care professionals and relatives.

Perceived autonomy of older people in residential care

Older people’s autonomy was described as exercising their own free will48,54,56 and their ability to make

independent choices,26,31,44,48,52,56,59 without domination or suppression.54 Their autonomy related to deci-

sions about nutrition,37,46,49,54 rest and sleep,26,54,58,59 outdoor activities40,59 and hygiene,26,37 including

clothing.26,58 Older people wanted to make their own decisions about their own social activities41,58 and

receiving visitors.44,56,58 Perceived autonomy also included how they used their money31 and decorated their

own room.37,44,52

Autonomy was considered as a sign of respect,31 dignity30,33,59 and human value32 and how they were

regarded as an individual.32,34,44 Older people said that their autonomy promoted their well-being,64 subjective

vitality22 and mental health.27 They also felt that it decreased stress levels,21,37,60 depression and

apathy,22,27,53,64 and improved their quality of life and satisfaction.33,43,64 Those who were satisfied with their

autonomy were also more active and satisfied with the activities provided by their residential care home.23 In

contrast, limited autonomy led to feelings of confinement and frustration26,32,57 and increased the overall

mortality rate.22

Factors supporting and hindering perceived autonomy among older people

Older people felt that their autonomy in residential care was associated with their own individual capacity,

how they saw the care practices provided by professionals and the living environment provided by the

residential care home (Table 3).

Older people’s individual capacities
Older people’s competence. Older people felt that expressing their own opinions and maintaining their

rights20 would enhance their autonomy.29,54 They also said that their level of independence allowed them to

make autonomous decisions27,28,44,54,58 and improved their opportunities to demand their rights.54 Indepen-

dence referred to the capacity to act,30,39,44,48,58 with sufficient physical,26,28,63 cognitive26 and psycholo-

gical abilities.39 It also included health status and medical conditions.32,36,38,52,54 The studies reported that

the capacity of older people deteriorated after they were moved to residential care,42,48 while the amount of

help they needed increased.42 Older people who felt they had low competence also perceived low auton-

omy.39 An increased need for care32,37 threatened older people’s autonomy, because of their increasing

dependency on professionals.32,37,59 This increased reliance on others also increased the risk of them being

subjected to paternalistic behaviour. Older people said that their decreased functional abilities hindered their

physical opportunities, but not their inner freedom to think or react.59 They felt that they could keep their

autonomy as long as they have sufficient intellectual skills for decision-making.31 In addition, older people

acknowledged that stress, low energy levels and social isolation hindered their perceived autonomy.58

Personal characteristics. Older people perceived that their autonomy in residential care was influenced by

their educational level and financial abilities: the higher their educational level28 and financial abilities, the

more autonomy they perceived. Having a better economic background gave them more choice,44,48,59 more

control over their life44 and the ability to acquire more help in residential care.32,44 However, age and gender

did not seem to influence older people’s perceived autonomy.32,35,43,44
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Relatives sharing and supporting autonomy. Older people said that their relatives influenced their autonomy,

but they preferred to make their own decisions,31,33 which they expected their relatives to respect.34 Some

older people involved their relatives in decision-making and shared the burden of decision-making, espe-

cially when their capacity to make own choices declined.31,33,34,44,52 Other older people preferred to leave

any decisions to their relatives,52,65 but they expected them to promote and protect their rights.32,54 When

relatives and friends supported their perceived autonomy, this correlated with positive well-being, vitality,

Table 3. Factors supporting and hindering perceived autonomy among older people.

Main category Supporting and hindering factors

Older people’s individual capacities Older people’s competence
Capacity to act30,39,44,48,58

Increased need of care32,37

Stress, low energy level, social isolation58

Personal characteristics
Education level28

Financial abilities32,44,48,59

Relatives sharing and supporting autonomy
Respect older people’s decisions34

Involvement of relatives31,33,34,44,52

Pressure to make decisions48

Professionals facilitating perceived autonomy Professionals’ activities to create opportunities for perceived autonomy
Support from professionals for perceived autonomy22,28,60

Respect for older people’s autonomy32,34,49,59,66

Recognition of older people’s will33,35,54

Advance directives31,33

Information giving20,24,25,32,46

Professionals’ controlling choices
Professionals make decisions on behalf of older people25–27,32,36,37,50,55

Unethical conduct54 and coercion49

Allowing opportunity to complain32,46,50,54,59

Enabling care practices
Care routines21,26,27,32,36,38,49,59

Availability of assistance32,44,49,54,59

Professionals’ characteristics
Professionals’ education32,45,54

Flexibility,54,63 equality, positivity,54 friendliness38

Arbitrary, manipulative or power-seeking attitude54

Living environment creating opportunities Organisational characteristics
Involvement of older people20,29,54

Group focused rules57

Type and size of facility26,27,32,36,54

Limited resources26,32,45,49,50,54

Physical care facilitators
Easily accessible care environment20,37,40,54,57,59,62

Locked doors49,59,62

Social care facilitators
Privacy20,24,59,62

Other residents46,54

Participation in social activities32,36,46,54,61

Visits from friends and realtives22,23,52,56
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satisfaction with their lives22 and decreased depression.22,53 However, relatives could also hinder older

people’s perceived autonomy, by deciding who could access and visit them56 or putting pressure on older

people to make decisions in line with their own views.48

Professionals facilitating perceived autonomy
Professionals’ activities created opportunities for perceived autonomy. Older people felt they had more auton-

omy if they received support from professionals.22,28,60 They said their autonomy was determined by the

care atmosphere and whether they had the opportunities to influence decisions, express their will20 and

make their own choices.29

Older people said that professionals respected their autonomy,32,34,45,49,59 and supported it,54 although

respect varied among professionals and some showed very little.32,54 Respect for older people included

acknowledging their choices,54 showing good manners, such as knocking on their bedroom door49 and

treating them with dignity. It also included observing the need for privacy while conducting care practices.50

Older people felt that professionals lacked respect when they did not respond to their requests for help32,45

or made them wait unnecessarily.32

Studies showed that older people felt that autonomy was supported by recognising their will,33,35,54

although they wanted more opportunities to discuss what they wanted.32 However, older people acknowl-

edged that respecting their will did not mean that professionals would always respect their wishes.33 Some

older people said that their wishes were ignored,57 but that professionals rarely made decisions that were

totally against their will.29,65 Some of the older people had made advanced directives and care plans to

ensure that their requests were respected.31,33 However, others said that advance directives were useless,

because, at the end of the day, professionals would decide whether they followed them.33

Older people felt that their autonomy could be supported by giving them information, which enabled

them to improve how they controlled their decisions.46 However, the information they received was often

insufficient.20,32,46 Those with higher levels of education said that they had received more information than

those with lower educational levels,24 long-term illnesses, people with no relatives or those who rarely

required nursing interventions.25

Professionals controlling choices. Older people talked about their perceived autonomy in relation to situa-

tions where professionals made decisions on behalf of them.25–27,32,36,37,50,55 These included what clothes to

wear,26,27 the quality of the food they were given,32,54 when they should rest32,50,54 and have showers or

baths, 26,50,54 meeting roommates32 or taking medication.20,24,51,58 Some older people said that the profes-

sionals should decide, because they knew what was best for them,37,51 even if they acted against their will.51

Some older people felt they were incapable of making their own decisions26 and some felt that professionals

were responsible for their well-being30 and they trusted them to evaluate situations.51

However, some older people felt that their autonomy was constrained by the unethical conduct54 and

coercion49 of professionals and that they had no choice. Older people’s views varied from accepting

coercion to opposing it to some extent. Coercion was accepted in some cases, when older people felt that

they did not know what was best for them, they were in danger of harming themselves or others or they

needed help to protect their self-image and dignity. The respondents did say that if coercion was used, it

should be carried out gently.51

Older people perceived that their opportunity to complain in care homes improved their autonomy. If

older people were afraid of the potential consequences of any complaints,49,54 or did not want to appear

troublesome,32,46,54 they felt they lost their autonomy.59 Other older people said they believed that com-

plaining to professionals would change nothing, because they dismissed their opinions.32,50 Older people

said that they promoted their perceived autonomy by getting along with professionals, following their

requests and being polite.54
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Enabling care practices. Older people said that care routines in residential care risked their autonomy.26,32,49

Strict daily routines decreased their control over their own lives and their ability to make deci-

sions.21,26,27,36,59 For example, they were expected to attend some social activities, and had no chance to

refuse,26 or they faced restrictions with regard to eating or washing.38 In contrast, others described how care

routines encouraged them to do things by themselves38 and that steps had been taken to decrease the obvious

safety risks.26

Older people felt that their autonomy was linked to the availability of assistance44,49 from relatives, friends

or care professionals.44 They felt that insufficient32,49 or delayed help hindered their autonomy.54,59 These

could partly result from older people refusing to ask for help32,40,54 or finding it difficult to ask for it.44,46,50

Professionals’ characteristics. Well-educated professionals enhanced older people’s perceived auton-

omy.32,45,54 In addition, professionals who were flexible in their working methods38,54 and had equal,

positive54 and friendly attitudes towards older people supported their autonomy.38 Older people said it was

important that professionals knew them and their needs.59 Their autonomy was hindered if professionals did

not take the initiative to help them and if they felt that professionals displayed arbitrary, manipulative or

power-seeking attitudes against older people.54

Living environments create opportunities for perceived autonomy
Organisational characteristics. The residential care environment they lived in was linked to older people’s

autonomy.56,57 Their autonomy was greater if care homes involved older people in their individual care

plans, let them decorate their own rooms and listened to their feedback on menus.20 People who had more

influence on the organisation of their care home also had more positive perceptions of their autonomy.29 In

contrast, older people felt that their autonomy was lower if they were restricted by group focused rules57 and

had no chance to influence organisational matters.54

Older people felt that the type and size of the care facility influenced their autonomy. Older people’s

autonomy was better recognised in residential care homes than in nursing homes26 or homes run by private

organisations.26,27 In addition, older people living in smaller homes had more opportunities to make their

own choices than those who lived in bigger units.36 Older people also said that political decisions that

reduced residential care funding hindered their opportunities for perceived autonomy and their ability to

receive the help they needed.32,54

Older people reported that limited resources in residential care homes risked their autonomy. Insufficient

staffing and time constraints during sifts26,32,45,49,50,54 meant they had fewer opportunities to talk to care

professionals and this resulted in limited autonomy.32 Insufficient staffing meant that older people went to

bed earlier,49 had to wait for help when they needed to go to the toilet32,54 and faced restrictions on going

outside.32 Organisational staff limitations meant that older people had fewer choices.26 Older people said that

constantly changing care professionals and no opportunity to choose their caregivers risked their autonomy.59

Physical care facilitators. Older people felt that their autonomy was enhanced if they lived in an easily

accessible care environment. They felt they had greater autonomy when they were able to move about freely

if they needed a wheelchair and if doors were easy to open.20,37,40,54,57,59,62 Locked doors made older people

feel that their autonomy was restricted,59 but they realised that such measures protected the safety of some

residents and enabled others to have privacy.49,59,62

Social care facilitators. Privacy played a crucial role in older people’s perceived autonomy,62 although it

was described as rare. This was due to limited access to private rooms, lack of privacy when they were

making phone calls and no secure place for personal belongings.20 Older people who had their own room

had more opportunities for privacy and to make their own choices than if they lived with others.26 Sharing a

room with others could prevent older people from making own decisions about their treatment,24 when they
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had the lights on or off, and whether they could open windows for fresh air.59 Other residents could exhibit

disturbing behaviour that hindered older people’s perceived autonomy.54 For example, during meal times,

the loudest residents were served first, while others had to wait.46

Older people said that taking part in social activities had an impact on their perceived auton-

omy32,36,46,54,61 and the sense of control they had over their own lives.61 Social activities referred to parties

and social gatherings,36 such as bingo, using a gym and other group activities,46 which were generally

controlled by care professionals.36,46 Older people had limited chances to influence the content of the

activities and choose which ones they took part in.32,46

The more visits from friends and relatives older people had, the more autonomy they felt they had.22,23

Even short visits could be seen as difficult or unacceptable, as they got in the way of the routines in the care

homes. In addition, some professionals discouraged visitors that they felt were a burden.56 Some older

people were forbidden to live with their partner, due to residential care rules, which meant that their spouse

had to live in another care home.52

Discussion

Autonomy is a basic value for older people. Our review found that they reported individual experiences with

regard to perceived autonomy that was associated with many different outcomes. Their autonomy was

influenced by different healthcare activities, circumstances and situations and how professional carers

responded to their daily needs.

This review revealed many factors that supported or hindered perceived autonomy, including those

related to older people’s capacity, the professionals who cared for them and the environment they lived

in. Factors related to perceived autonomy can be viewed in a continuum, as the presence or absence of those

factors, such as care that was provided or neglected, supported or hindered older people’s autonomy. The

studies that we reviewed provided multilevel and many-faceted descriptions of these factors.

Older people’s contextual autonomy in residential care

Older people’s perceived autonomy was based on dignity and referred to their ability to make their own

choices and act in accordance with their own will in relation to daily activities in residential care. Inter-

estingly, their perceived autonomy focused mainly on daily activities, but neglected the big, but rare,

decisions about end-of-life treatment or lifestyle choices.11 However, professionals may consider such

daily ethical issues as secondary to big decisions,11 even though older people feel that their daily life is

very important. In future, older people’s autonomy should be studied further and this should include

decisions that they rarely need to make.

Older people recognised that the greatest threat to their perceived autonomy was their increased depen-

dency on care professionals for their daily physical needs.68 It is worth noting that being dependent on

others in this way did not stop older people’s inner freedom and ability to think.59 In addition to their

increased need for care, other individual factors supported or hindered older people’s perceived autonomy.

Some of these were stable and unchangeable, such as educational level, while others compensable, such as

decreased physical abilities.

Perceived autonomy could be related to relationships, such relatives being involved in the older person’s

care and the ethical conduct of the care professionals. This could vary depending on how able the older person

was to make decisions at certain times and in certain situations. In some situations, older people preferred to

make their own decisions, while at other times they welcome shared decision-making with others. Older people

have also been reported to willingly delegate decision-making to relatives or professionals, as acknowledged

in our results. Thus, professionals need to be sensitive and recognise that older people can behave differently
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when it comes to specific decision-making situations.69 They also need to be aware of how relatives influence

how older people perceive their autonomy. Relatives can help older people to be autonomous in a number of

ways, such as helping them to make their wishes heard. They can also make demands that go against the older

people’s views. However, it is worth noting that different generations can have varying perceptions about what

is needed and how to express and experience autonomy. This generation gap can create misunderstandings and

conflicts in families, not to mention criticism in relation to care practices.

Professionals’ care practices and preventing violations of autonomy

The role that professionals play in older people’s perceptions of autonomy is highlighted by this review. We

found that older people’s perceived autonomy could be hindered by strict care practices or ideologies that

meant they were treated as subjects by care professionals. Care practices that meant that older people had to

ask for help could also hinder perceived autonomy. This was because older people felt that it made them

look weak70 or they didn’t want to be an extra burden to others. This sometimes led to some older people

adopting a passive client role as they waited for the professionals to take care of them.68 In order to maintain

their perceived autonomy and capacity for independence, older people may require assistance or need other

people to advocate on their behalf so that their existing capacities are not reduced.

Perceived autonomy can be restricted in residential care due to safety issues that inhibit older people’s

decision-making, such as whether they are allowed to get out of bed68 or move freely around the facility.

These restrictions can be understandable when older people’s well-being or dignity is in danger. In these

situations, care professionals should discuss these issues with older people and, or, their relatives so that

they can come up with the best solutions to protect the older person’s autonomy, safety and well-being.

However, it is common for older people to experience mistreatment and violation of their autonomy and

studies have shown that these are partly the result of professional practice.71,72 Mistreatment includes

psychological abuse by restricting decision-making,73 ignoring older people’s preferences and coercing

them into following instructions from professionals.74 The psychological abuse of older people was

reflected in our results. There is limited research evidence to support the development of best practice,75

and further studies are needed to identify how to prevent violating older people’s autonomy. For example,

intervention studies could help to identify professional practices that support older people’s autonomy. It is

evident that organisational ethics and leadership, as well as professionals’ ethical competence and decision-

making skills, need to be considered further.

Strengths and limitations

This review had some strengths and limitations. The search phrases were formulated in collaboration with the

library information specialist and research group to ensure their validity and to increase methodological

rigour. The research group consisted of researchers with expertise in healthcare and ethics. The literature

searches were conducted following a systematic search protocol. A limited number of databases were used,

but they were the most suitable76 for the area covered by this review on how older people perceived their

autonomy when living in residential care. A number of the papers we reviewed also included the views of

professionals and relatives on older people’s autonomy, but these were not included as they lay outside the

scope of this review. However, these views do warrant further investigation. Manual searches were also used

to eliminate any search bias that may have resulted from the electronic searches, with regard to indexing,

inconsistency in search terminology and variations in the term residential care. This additional search also

maximised the number of relevant papers.17 We did not set any time limits on the start of the search, which

was carried out in September 2019, and we identified papers going back to 1985. However, we did limit the

search to peer-review journals published in English. The studies were independently selected by two
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researchers to support the validity of the papers that we included. Decisions about the inclusion criteria were

based on the SPIDER tool, and the quality of the selected studies was evaluated using the MMAT. These were

both designed to review both qualitative and quantitative studies.18,19,77

Conclusion

This review provided new, synthesised knowledge on the perceived autonomy of older people living in

residential care. Autonomy is a fundamental value in healthcare. In residential care, autonomy focused on

older people’s decisions about their daily activities, but it included their dignity and human rights. Our

review found that older people’s perceived autonomy was closely intertwined with their social relation-

ships with relatives, professionals’ care practices and residential care environments. It is noteworthy that

older people felt that autonomy promoted their health and quality of life, but that healthcare professionals

also played a crucial role in facilitating and enabling their autonomy. Factors that supported and inhibited

older people’s perceived autonomy in residential care had already been well identified by a number of

studies. The practical implications of the study findings are that older people’s perceived autonomy needs

to be acknowledged throughout everyday life and these can range from small daily issues to rare deci-

sions. In addition, older people need to be supported so that they can exercise their autonomy and they

should receive individual support that respects their wishes and needs. The knowledge that this review

provides can be used to plan, implement and evaluate care in residential facilities. In future, more

attention needs to be focused on how older people’s perceived autonomy in residential care is affected

by professionals’ ethical competencies, leadership and care practices and the environment that older

people live in.
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2. Bölenius K, Lämås K, Sandman PO, et al. Perceptions of self-determination and quality of life among Swedish

home care recipients – a cross-sectional study. BMC Geriatr 2019; 19(1): 1–9.

3. Dryden J. Autonomy. Internet Encyclopedia of Philosophy. A peer-reviewed academic resource, 2019, https://

www.iep.utm.edu/autonomy/

430 Nursing Ethics 28(3)

https://orcid.org/0000-0003-1657-1791
https://orcid.org/0000-0003-1657-1791
https://orcid.org/0000-0003-1657-1791
https://orcid.org/0000-0003-0690-1865
https://orcid.org/0000-0003-0690-1865
https://orcid.org/0000-0003-0690-1865
https://orcid.org/0000-0002-5133-2801
https://orcid.org/0000-0002-5133-2801
https://orcid.org/0000-0002-5133-2801
https://orcid.org/0000-0003-0007-4141
https://orcid.org/0000-0003-0007-4141
https://orcid.org/0000-0003-0007-4141
https://orcid.org/0000-0002-4315-5550
https://orcid.org/0000-0002-4315-5550
https://orcid.org/0000-0002-4315-5550
https://www.iep.utm.edu/autonomy/
https://www.iep.utm.edu/autonomy/


4. Welford C, Murphy K, Wallace M, et al. A concept analysis of autonomy for older people in residential care. J Clin

Nurs 2010; 19(9–10): 1226–1235.

5. Moller AC, Ryan RM and Deci EL. Self-determination theory and public policy: improving the quality of consumer

decisions without using coercion. J Public Policy Mark 2006; 25(1): 104–116.

6. Brownie S, Horstmanshof L and Garbutt R. Factors that impact residents’ transition and psychological adjustment

to long-term aged care: a systematic literature review. Int J Nurs Stud 2014; 51(12): 1654–1666.

7. Perkins MM, Ball MM, Whittington FJ, et al. Relational autonomy in assisted living: a focus on diverse care

settings for older adults. J Aging Stud 2012; 26(2): 214–225.

8. Hammar IO, Dahlin-Ivanoff S, Wilhelmson K, et al. Shifting between self-governing and being governed: a

qualitative study of older persons’ self-determination. BMC Geriatr 2014; 14(1): 1–8.

9. Gordon JS. Indignity and old age. Bioethics 2018; 32(4): 223–232.

10. Sherwin SB and Winsby M. A relational perspective on autonomy for older adults residing in nursing homes.

Health Expect 2011; 14(2): 182–190.

11. Beauchamp TL and Childress JF. Principles of biomedical ethics. 7th ed. New York: Oxford University Press, 2012.

12. AGE platform Europe. Questions on autonomy and independence, https://social.un.org/ageing-working-group/

documents/ninth/InputsNGOs/AGE_OEWG9_autonomy.pdf (2018, accessed 14 November 2019).

13. United Nations. Universal Declaration of Human Rights, 1948. https://www.un.org/en/universal-declaration-

human-rights/ (1948, accessed 14 November 2019).

14. Bradshaw SA, Playford ED and Riazi A. Living well in care homes: a systematic review of qualitative studies. Age

Ageing 2012; 41(4): 429–440.
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