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The greatly increased life-expectancy of people with intellectual disabilities (ID), with 

increasing rates of dementia and related behavioural changes, is creating new care challenges. 

This calls for adaptations in the provision of care by professional care staff and creates a need 

for new knowledge and skills. While many studies have reported on ageing and related 

conditions like dementia and the related need for psychosocial methods,1-4 few specific 

interventions exist to address the needs of older people with ID, and evidence of their 

effectiveness is scarce.5 DCM, a person-centred method derived from regular dementia care, 

could also be supportive for ID-care staff in their daily work with ageing clients with dementia. 

The main objective of this thesis was to examine the use and effect of Dementia Care Mapping 

(DCM) in care for older people with intellectual disabilities and dementia.  

In this chapter we will first summarise the main findings in relation to each research 

question. Next, we will discuss these findings in their broader theoretical and practical 

context. After that we will address methodological considerations regarding this study. Finally, 

we will reflect on the implications of our findings for practice and suggestions for future 

research, and present our general conclusion. 

 

Main findings 

Research question 1 (Chapter 2): Is DCM feasible in care for older people with ID and 

dementia? 

We found DCM to be feasible in care for older people with ID and dementia. No major 

adaptations are needed to tailor DCM to ID-care settings. However, small modifications in 

DCM-codes, tailoring the examples to ID-care, and shorter observation periods are required, 

due to the different nature of care in ID-settings. Regarding observation periods, two or three 

time frames, each with a minimum of two hours, could better replace the original six hours of 

consecutive observation. When tailored in this way to intellectual disability care, DCM is a 

useful support to ID-care staff, and its effectiveness can readily be assessed.  
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Research question 2 (Chapter 3): What is the effect of DCM on job satisfaction and caring skills 

of ID-care staff?  

We found that DCM had no effects on our primary outcomes, job satisfaction and caring skills 

of ID-care staff. Effect sizes between the intervention- and control groups varied from -0.18 

to -0.66, none of them being statistically significant. On all outcome measures we found high 

scores of ID-care staff at baseline, including the secondary outcomes: engagement, self-

esteem, involvement and dedication.  

 

Research question 3 (Chapter 4): What is the effect of DCM on the quality of life and wellbeing 

of older people with ID? 

We found that DCM had no effects on the quality of life and wellbeing of older people with 

ID, whether or not they had dementia. Effect sizes between the intervention and control 

groups regarding the primary outcomes were small, varying from 0.01 to -0.22, none being 

statistically significant. On all outcome measures we found high scores of older people with ID 

at baseline.  

 

Research question 4 (Chapter 5): What are the reach, efficacy, adoption, implementation, and 

maintenance of the first use of DCM in care for older people with ID? 

Among ID care staff we found a high perceived efficacy, and a high willingness to adopt DCM 

in routine care practice; this was reflected in the high reach, i.e. 94%, of the staff participating. 

Regarding efficacy, staff considered DCM valuable; it provided them with new knowledge and 

dementia- and person-centred caring skills. Managers intended to adopt DCM in daily care. 

Furthermore, the intervention was implemented as intended. As for maintenance, DCM was 

further enriched in casuistry with ID-care examples, and a version of DCM was developed for 

individual ID-care settings.  

 

Research question 5 (Chapter 6): What are the experiences regarding the use of DCM in ID-

care from a professional perspective? 

Care staff reported that DCM provided them with new knowledge and skills: new insights into 

clients and the causes of their behaviour, and greater awareness of their own behaviour. 
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Moreover, we found that DCM provided valuable cues to coordinate care by providing a 

theoretical base in daily care. However, to be successful DCM requires fulfilment of 

preconditions, one being a strong person-centred base for care in the entire organisation, a 

base which was not present in every participating group home.  
 

Reflection on main findings 

Three main themes emerge from the findings of our thesis. These themes address the value 

of DCM for professional care staff, the value of DCM for older people with ID, both with and 

without dementia, and the integration of DCM in daily ID-care practice.  

 

The value of DCM for care staff 

We found that staff considered DCM to be helpful in the care and support of older people with 

ID (Chapters 2, 5 and 6). However, our quantitative study indicated that DCM had no effects 

on job satisfaction and caring skills of care staff (Chapter 3). We will here discuss these 

contradictory results. 

First of all, this thesis showed that DCM meets the needs of ID-care staff regarding skills 

and knowledge required to provide dementia and person-centred care, and of the changing 

nature and intensity of providing care (Chapters 2, 5 and 6). We also found that the methodical 

cycle of DCM helped to operationalise person-centred care and to put new knowledge and 

skills into practice. These results are in line with previous research showing that ID-care staff 

lack knowledge regarding the trajectory of ageing, as well as the boundaries between age-

related memory decline, cognitive impairment and dementia, and they require greater 

knowledge and skills to cope with the changing psychosocial age-related conditions of their 

clients.4-7 ID-care staff had generally attained their knowledge of ageing from experiences 

during their work, and not from their initial social or pedagogic education.6,8,9 The application 

of new knowledge and skills depends on the capacity of ID-care staff to learn and fulfil new 

roles and skills;10,11 feedback such as that provided in DCM proved helpful and potentially 

beneficial for job performance.12 Furthermore, we found that the opportunity which DCM 

provided for staff to reflect on their own job performance, as well as to actively participate in 

planning the care practices of direct care staff, was highly appreciated (Chapters 3 and 6). 
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Although it was new for them, and sometimes perceived as difficult, staff appreciated being 

able to reflect on their performance and to have their knowledge taken seriously in the 

application of care. These findings attest to the potential value of DCM as a method to improve 

care for older people with ID.  

However, in a quasi-experimental study we found DCM in ID-care to have no effects on 

the job satisfaction and caring skills of staff (Chapter 3). As in previous studies of others on 

DCM in dementia care, we have based our outcome measures on the assumption that 

improving quality of care increases job satisfaction.13-16 These previous studies indicated that 

DCM improved caring skills; findings, albeit not-significant, indicated that staff experienced 

reduced stress and emotional exhaustion, as well as more positive reactions to clients.15 Our 

current study suggests, however, that DCM does not have the assumed ‘two-stage’ effect of 

DCM on job satisfaction. This has been confirmed by other research indicating that specialised 

training and increased job performance are not important factors influencing job 

satisfaction.17,18 Using job satisfaction as a primary outcome measure, as we did in this study, 

might be too far away from the outcomes actually realised by DCM. More proximal outcome 

measures, such as quality of care and quality of staff-client interactions, might provide more 

sensitive measures of DCM’s effects.  

Furthermore, we found the professional engagement, involvement and dedication of 

care staff to be very high; this may have influenced measuring effects of DCM, leading to a 

ceiling effect (Chapters 3, 4 and 6). High job satisfaction has previously been found to be 

common among staff who have long-term caring relationships with their clients,2,19-21 as well 

as among ID-care staff in the Netherlands, who, compared to their international colleagues, 

have higher levels of job satisfaction and greater involvement in their work.22,23 However, this 

high engagement and involvement on the part of care staff has been shown to result in taking 

on overly demanding responsibilities and refusing to admit mistakes in daily work,24-28 which 

may have resulted in information bias regarding job satisfaction. For more precise 

measurement of effects we therefore recommend using methods other than self-reports.  

 

The value of DCM for older people with ID 

Regarding the value of DCM for older people with ID, our quantitative study using appropriate 

and validated questionnaires indicated no effects on clients’ quality of life (Chapter 4). As in 
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previous studies on DCM in dementia care,13,15,16,29,30 we have again based our choice of 

outcome measures assuming that the quality of life of clients would increase as a result of 

improved quality of care. As many studies have outlined, social interaction and provision of 

care and support by care staff can increase the quality of life of people with dementia.31-35 

Some studies regarding DCM in nursing homes reported heterogeneous results, including 

some positive results related to agitation, falls and neuropsychiatric symptoms.13,15,29,36 These 

previous studies and our current one do not, however, confirm the assumption that DCM 

affects quality of life. As in the case of job satisfaction, the assumption that DCM directly 

affects quality of life is not supported by evidence. 

We found that professionals considered DCM valuable for addressing psychosocial 

needs and for tailoring care to individual clients (Chapters 2, 5 and 6). Previous research 

showed that person-centred care was likely to lead to psychosocial benefits for individual 

clients with ID, as well as for the whole group.5,6,33,37-39 Within the theory of person-centred 

care, staff found Kitwood’s five dimensions of personhood (‘Kitwoods Flower’) to be useful in 

fulfilling individual clients’ needs (Chapter 6). Although the long-term care relationships and 

strong bonds generally shared by people with ID and care staff5,40-42 have been shown to be 

important for understanding (the behaviour of) clients, they can cause blind spots in the 

perception of professionals and impede a critical look at the provision of care.2,19,25,43 Staff 

reported that DCM helped to address this issue by evaluating care objectively, making care 

staff more aware of the problems and increasing their knowledge of dementia, thereby 

helping them to provide more tailored care (Chapters 2, 5 and 6). Our study thus showed that, 

despite its apparent lack of effect on the quality of life of clients, DCM was perceived as helpful 

in providing daily care for older people with ID.  

 

Integration and added value of DCM in daily care  

This thesis confirms the feasibility of DCM to support the provision of daily care for older 

people with ID, with and without dementia (Chapter 2), and gives a ground for further 

implementation of DCM in ID-care. However, we found that proper implementation of DCM 

requires fulfilment of specific DCM preconditions. This has been confirmed by previous 

research: successful integration of interventions like DCM in daily care practice depends on 

factors related to the characteristics of the intervention, the context within the organisation, 
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the individuals involved, and the way the implementation process is organised and 

performed.44-46 Factors related to the organisational context (e.g. care culture and 

organisation of care) are considered particularly important for integration of interventions in 

daily care.44,47,48 Studies on DCM in nursing homes reported obstacles similar to those we 

encountered, and were related to how the organisational context affected the fulfilling of 

DCM-preconditions.14,30,49-54 Assuring the realisation of preconditions is likely to improve 

implementation.16,49,52 However, as DCM is a multi-component method to be applied in 

practice, realising all preconditions can be problematic.  

We have found that for integration of DCM in daily care practice, it is crucial to have a 

person-centred approach throughout the entire organisation, with staff skilled and 

experienced in applying person-centred care and assisted by a person-based support system. 

This confirms findings in other studies on routine dementia care in nursing homes.16,36,53 We 

found that this person-centred base is not yet present in ID-care, although several studies 

indicated that a person-centred point of view should be the guiding principle in providing 

quality of care for older people with ID, and would correspond well with existing ID-care 

practices and culture of care.5,6,33,37,55,56 Other research has shown that full implementation of 

a person-centred approach in ID-care is slow because of barriers in the philosophy and culture 

of care, influenced by lack of experience on the part of staff and managers, staff workload, 

and a task-oriented organisation of care.43,57-60 Thus, for a proper application of DCM, 

organisations need to choose for person-centred care, not only in vision, but also in practice 

throughout the organisation (e.g. in registration systems).  

We found that DCM has the characteristics to be a successful intervention in ID-care: it 

enables professional reflection and guidance by providing a theoretical base for daily practice, 

as well as utilisation of the new theoretical knowledge within a methodical cycle and 

coordination of care (Chapter 6). We found that such an approach was not yet very common 

among ID-care staff.61,62 Although care staff and managers greatly influence the quality of 

the care provided and are essential for the integration of interventions,6,63,64 previous 

research has indicated that ID-care organisations often fail to put the staff’s capacities to 

use.65 ID-care staff have often expressed feeling powerless in their roles, and excluded from 

organisational dialogue.64-66 DCM, to the contrary, involves staff in the direct care process, 

gives professionals responsibility for their behaviour, and puts their knowledge to use in direct 

care (Chapter 6). This is in line with research findings regarding practice leadership and 
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empowerment of daily care staff, which are positively related to their practice and job 

performance.65,67 Our results thus showed that the integration of DCM in daily care practice 

can be improved by involving and empowering staff in the organisation of care.  

 

Methodological considerations 

We used both qualitative and quantitative research methods to examine the use and effects 

of DCM in care for older people with ID. Below, we will discuss the advantages of this mixed 

methods approach, and subsequently discuss the strengths and limitations of both methods 

regarding the quality of the samples, the quality of the information obtained, and the causal 

inferences that can be made. 

 

Combining quantitative and qualitative methods 

An important strength of this thesis was its mixed methods approach. Combining qualitative 

and quantitative methods can be highly valuable in the evaluation of (psychosocial) care 

interventions,68-70 each method complementing and enhancing the other.70-73 We used the 

qualitative approach of conducting focus group discussions and interviews with participants, 

who were participating in a quasi-experimental quantitative study. A strength of this mixed 

methods approach was that it improved our understanding of processes of the intervention, 

thereby revealing potential explanations for lack of effects in the quantitative study.68,70 The 

qualitative study nuanced the outcomes and explained their underlying mechanisms, thereby 

providing the insight necessary to tailor the intervention even more to ID-care.68,74 Moreover, 

in the different methods we found conflicting opinions on the same topics, which broadened 

our understanding of the problems involved.  

A limitation of the mixed methods approach is that it requires more effort and expertise 

than the use of only one method.71,75,76 Furthermore, during the study we did not fully 

integrate, relate or combine the quantitative and qualitative data in an iterative process, for 

example by using the outcomes of the first qualitative data analysis for further data collection 

decisions. However, in this Discussion section we have combined the findings of the studies, 

integrating the data in order to gain a more complete picture, seen from various 

perspectives.68,77 In the following paragraphs we will reflect separately on the quality of the 
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samples, the quality of the information obtained, and the inferences as to the causality of both 

qualitative and quantitative studies.  

 

Quality of the sample 

Our design involved a diverse study sample of participants from two group homes from two 

different organisations in the feasibility study, and in 24 group homes from 6 organisations 

in the subsequent effect studies and (process) evaluations. The group homes were 

representative of ID-care for older people in the Netherlands; we included nearly all existing 

group homes for this group in the north of the Netherlands. This provided a representative 

sample, making our findings potentially generalisable for ID-care in the Netherlands. 

Regarding the qualitative samples, a key strength was the use of multiple types of 

informants with different backgrounds: ID-care staff, group home managers, DCM-in-ID 

mappers, and DCM trainers. We thus obtained information regarding the use of DCM in ID-

care from different perspectives: from both users (care staff and managers), and providers 

(DCM-in-ID mappers, and DCM trainers). Previous studies focused mainly on the perspective 

of providers. However, as in most qualitative research, generalisation of this sample may be 

tentative. Nevertheless, the main goal of this qualitative research was not generalisation, but 

rather the obtaining of in-depth information on a broad range of experiences and opinions, 

by using a representative sample.78 

Regarding the quantitative sample, a strength was the inclusion of twelve group 

homes belonging to six different care-organisations for people with ID in the north of the 

Netherlands. From these group homes we included a complete sample of ID-care staff and 

older clients with ID (Chapters 3 and 4). This resulted in a large sample size for studies 

regarding the effects of an intervention in ID-care (staff: N=221, clients: N=224), and 

prevented selection bias. To balance the representation of organisations in the control and 

intervention groups, of the four group homes per organisation we allocated two homes to 

the intervention group and two to the control group. Allocation of a group home to the 

intervention or control group depended on the geographical distance between the mapper 

and the home, as well as on sufficient geographic distance between control and intervention 

homes to prevent contamination. Next, the very high response rates limited the likelihood 
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of selection bias: almost all staff and clients participated: response rates were respectively 

85% and 87%. Furthermore, we had a low loss to follow-up (16%).  

A limitation of our quantitative sample is that we were unable to collect data from the 

older people with ID themselves, nor from their relatives, to assess quality of life. Although 

relatives were included in the study, most of them reported being unable to assess clients’ 

outcomes because they had no contact on a daily basis. Second, due to chance, regarding 

background characteristics we had some imbalances between the intervention and control 

groups in the quasi-experimental studies, finding relatively more severe disabilities and more 

dementia in the intervention group. However, adjustment for these differences did not affect 

the findings. 

 

Quality of information obtained 

Regarding the quality of the obtained qualitative data, by performing focus group discussions 

and interviews we were able to study in-depth the experiences of care-staff, managers, DCM-

in-ID mappers and DCM-trainers. To assess the quality of these qualitative data, we used the 

concept of ‘trustworthiness’ as an equivalent to the quantitative concepts of ‘validity’ and 

‘reliability’.79,80 The trustworthiness of qualitative studies includes the following criteria: 

credibility, dependability, confirmability and transferability.79-82 These criteria correspond 

respectively to the quantitative criteria: internal validity, reliability, objectivity and 

generalisability.79-82 

A first strength regarding the credibility (the ‘truth’) of the findings was our use of a 

multi-informant design to examine the application of DCM in ID-care settings.83 Informants 

consisted of the receivers (staff and managers) and providers (DCM-in-ID mappers and DCM-

trainers) of DCM. A second strength was the use of methods that facilitated critical reflection 

on DCM. In the feasibility study (Chapter 2) we used a thoroughly developed topic guide for a 

semi-structured approach; we structured the process-evaluation (Chapter 5) and experiences 

and opinions of staff (Chapter 6) using the empathy map derived from the design thinking-

theory.84 A third strength was that we conducted several interviews (N=7) and focus group 

discussions (N=8) with groups split into categories by function: two groups for staff from 

different group homes, one group for managers and behavioural scientists, and one group for 

mappers. This facilitated a safe environment for critical reflection.  
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A strength regarding dependability (findings that are consistent and can be repeated) 

was our thorough description of the extensive data collection and analysis procedures, 

including checking the transcripts for completeness and accuracy, multiple coding, deduction 

of themes by experienced qualitative researchers, and discussion of results with the research 

team as well as experts in dementia- and ID-research. These procedures also strengthened 

the confirmability of our research (findings based on experiences and ideas of respondents 

rather than researcher bias, motivation or interest).79-82 Furthermore, to strengthen 

confirmability we used comprehensive frameworks for both the feasibility study and the 

process analysis, which allowed us to examine both as broadly as possible. The inclusion of 

twelve group homes from six main organisations, each with its own vision, culture, team 

characteristics, and habits in care, enhanced the ‘transferability’ (generalisability) of the 

results to other ID-care organisations in the Netherlands.79-82 Finally, the results from the 

different perspectives of all participants from different group homes turned out to be 

complementary rather than contradictory, which also strengthened the transferability. 

A limitation of the qualitative data is that we relied entirely on professional reports. 

These may have been biased due to social desirability and a Hawthorne effect, related to the 

extent of attention to professionals as part of the study. However, this is unlikely because the 

methods used in the interviews and focus groups discussions enabled staff to perform critical 

reflection, making social desirability less probable.  

 

Regarding the quality of the quantitative data, a first strength is that we used two informants, 

i.e. two staff members, to assess independently each client’s quality of life. Inter-observer 

agreement between the proxies for the individual clients was high, and perceived as good to 

excellent. A second strength was that to measure both job-satisfaction and caring skills of staff 

we used validated and sensitive questionnaires which has also been used in prior research 

regarding DCM. To assess clients’ quality of life we used proxy-questionnaires best related to 

the aims of DCM.  

Our quantitative studies also had one major limitation: the use of self- and proxy-report 

questionnaires in our quasi-experimental study. We fully relied on these self- and proxy 

reports by staff, which may have led to information bias and a less accurate measurement of 

change.85,86 Furthermore, we found high values on most outcomes, both at baseline and 

follow-up, causing a ceiling effect. This may have been caused by involving professionals with 
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a secondary vocational training, who might be less accustomed to reflect on their own job 

performance and may base their answers on a (high) self-imposed standard87,88 and thus be 

too positive. Furthermore, as discussed in the ‘Reflection on main findings’, the high 

engagement, involvement and dedication to work on the part of ID-care staff may have led to 

information bias regarding job satisfaction.24-28 This raises the question of whether self- and 

proxy reports are the best sources to assess effectiveness of interventions among ID-care staff 

or whether we could better use observations. 

 

Inferences on causality 

Our study has several strengths with regard to causality. The first strength is its well-designed 

quasi-experimental study with large sample sizes, participants from a wide range of 

organisations, independent data collection, ample strategies to avoid contamination and bias, 

a comparable control group, and a follow-up of one year with two follow-up measurements. 

We performed multilevel analyses in order to take into account both each group home and 

either its staff or clients (Chapters 3 and 4). Moreover, we carefully assessed the feasibility of 

DCM for ID-care, with a positive result, prior to further assessment by means of quasi-

experimental studies (Chapter 2). A second strength has to do with the qualitative studies. 

Our use of appropriate methods for data collection among multi-informants, and our 

extensive, in-depth data collection and analysis increased our insights into the factors 

underlying effective use of DCM in practice (Chapters 2, 5 and 6). Finally, the complete study 

occurred in the context of routine ID-care, thereby enhancing the generalisability of our 

results.  

In spite of our relatively strong quantitative research design we did not find effects 

regarding job satisfaction of staff and quality of life of clients (Chapters 3 and 4). This can be 

explained in several ways. First, as indicated above, a ceiling effect may have occurred in the 

questionnaires of staff and of clients in the quasi-experimental studies, possible because of 

secondary vocational trained professionals being less accustomed to reflect on their own job 

performance and basing their answers on a (high) self-imposed standard. Also the high 

engagement, involvement and dedication to work of ID-care staff may have contributed to 

this bias. This ceiling effect has limited the potential to measure the effects of DCM. A second 

explanation for not findings effects of DCM is related to the implementation and application 
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of DCM in ID-care. In line with previous research we have stressed the importance of strict 

adherence to DCM-implementation protocol (Chapters 3, 5 and 6).49,52,89 Previous research 

has reported that DCM was effective in highly controlled conditions in an experimental trial 

and that better fidelity to the implementation protocol could improve its effectiveness.89,90 

Although we have placed great emphasis on adherence to the protocol, and taken care to 

have fidelity to the protocol strictly monitored and supported by DCM-trainers, the quality of 

adherence could at some points be improved (chapter 5). This applies in particular to the 

performance quality of the mappers, as well as the support by managers in providing sufficient 

time and resources.  

Regarding performance quality, i.e. the mappers’ skills: despite finishing basic and 

advanced mappers’ training, the newly trained mappers were not always fully capable of 

carrying out DCM on their own, and needed counselling and close cooperation with the DCM-

trainers. As for support by managers, the success of DCM was dependent on their 

commitment to the intervention and their willingness to enable both mappers and care staff 

team to carry out DCM properly; this involved providing time and resources and supporting 

the application of DCM in practice (Chapter 3). Other studies also showed that group home 

managers played a major role in motivating staff to use interventions consistently, including 

providing time and resources to do this properly.34,91,92 However, in our study some managers 

perceived the implementation protocol of DCM as too hierarchical because it starts with 

higher management; they suggested using a more bottom-up approach, including staff in the 

implementation and coordinating process, and thereby gaining more commitment on the part 

of staff.  

A third explanation is that DCM may simply not lead to better job satisfaction and 

increased quality of life of clients. As in previous studies on DCM in ID-care, we have based 

our choice of outcome measures on DCM’s claim that it increases job satisfaction and quality 

of life as a result of improved quality of care. Previous studies on DCM aimed at dementia 

care staff found that improved caring skills led to increased job satisfaction, including a 

tendency toward reduced stress, burnout, and emotional exhaustion as well as fewer 

negative and more positive reactions to clients; however, these findings were not 

significant.15 DCM may thus indirectly improve some negative work experiences but its 

effects may be too slight and too indirect to lead to better job satisfaction and quality of life. 

| 150 

| Chapter 7



151 

Different outcome measures related to quality of care might be more accurate for assessing 

this aspect of DCM.  

 

Implications for practice 

This thesis showed that DCM has no effects on job satisfaction of care staff and quality of life 

of clients, but does have the necessary characteristics to make it a successful intervention to 

improve the quality of care for older people with ID. It can help to bridge the gap between 

apparently separated principles of care and wellbeing, who seem to converge in people with 

ID as they age. These are promising results for daily care practices. This reported awareness-

raising impact suggests that DCM can make a difference in quality of care and job performance 

of staff, thereby providing benefits for older people with ID, whether or not with dementia.  

Our results also showed that the integration of DCM into daily care practice can be 

improved. This pertained most importantly to the choice of organisations for person-centred 

care, and a person-centred base of knowledge on the part of care of staff. For example, staff 

knowledge of person-centred care can be improved by adding an e-learning module on 

person-centred care aimed at care-staff. Furthermore, we suggest training solely behavioural 

specialists as mappers; they have broad knowledge of several syndromes, their observations 

can easily be integrated within their daily work, and they often have required competencies 

such as planning, drawing up reports, and providing feedback. This thesis also demonstrated 

that to increase the quality performance of DCM in ID-care the training of mappers should 

include more knowledge regarding dementia and person-centred care in ID-care. Moreover, 

adaptations are needed to tailor DCM to ID-care settings in care examples and casuistry. 

Finally, we detected a need to expand the method for mapping in private areas, i.e. in the 

clients’ own rooms; such a method is currently being developed. 

We further found that staff perceived DCM to be helpful in that it increased the 

involvement of daily care staff in setting up care plans and activities for their clients. To 

improve the psychosocial quality of life of people with ID, effective staff practices are crucial 

to help introduce changes into care and the care culture. Such involvement of daily care staff 

in ID-care plans and activities is not yet common. This argues for more leadership by daily care 

staff, to which DCM could contribute.  
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Furthermore, to increase the quality of care for this specific group of older people with 

ID, new combinations of professional backgrounds within the care teams should be 

considered. The current group of vocational trained staff with social or pedagogic education 

should be complemented with staff with a nursing background, whose initial education has 

given them more knowledge regarding dementia care. This might lead to a more inter-

professional care approach, tailored to the changing needs of the ageing clients. Also, to 

enhance reflection on the possibilities of leadership for staff, in combination with an increased 

awareness of the complexity of care for older clients with ID and dementia, the inclusion of 

more staff with bachelor training (social, educational and nursing) should be considered. This 

could contribute to more person-centred and integrated care for older people with ID, in 

which the principles of DCM might be helpful.  

 

Implications for future research 

Our study does not provide evidence that DCM improves job-satisfaction of care staff and 

quality of life of clients, possibly because of the use of outcome measures not related closely 

enough to the intervention. Future research should focus on outcome measures regarding 

quality of care, quality of staff-client interactions, and job performance as more proximal 

measures for the effects of DCM.  

Furthermore, we found that self- and proxy reports by ID-care staff are not the most 

suitable for measuring effect, because these staff are not very accustomed to reflect on their 

own work. Future research should apply different methods, including direct observation. 

Evidence regarding caring approaches for older people with ID remains scarce. This 

study is an attempt to improve care for this group; future research should expand this, 

focusing on improving the quality of care, also by emphasising person-centred and integrated 

care. Furthermore, until now most research on ID-care regarding older people and person-

centred care is aimed at client-outcomes. Because change in daily care starts with changing 

the work approach of care staff, future research should focus on the function of care-staff, 

both team-based and individual.  
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Conclusion 

We found DCM to be a feasible intervention in the care of older people with ID. Its theoretical 

and methodical basis makes it applicable in daily ID-care, along with other existing methods. 

Although we have not found any evidence that it affects the job satisfaction of care staff or 

the quality of life of clients, our study indicates that DCM raises the awareness of ID-care staff 

regarding the psychosocial wellbeing of their ageing clients in daily care. DCM can make a 

difference to the job performance of staff and the quality of care, and holds benefits for older 

people with ID, whether or not with dementia. Future research should examine the effect of 

DCM on job performance of care-staff and quality of care, and the resulting effect on older 

people with ID. 
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