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CHAPTER 1

GENERAL INTRODUCTION
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In the past decades, the amount as well as the complexity of care in long-term institutional 

care for the older population has increased.1 Nursing staff care for residents who are older 

and are experiencing an increasing number of severe physical and cognitive limitations.1,2 

Across the developed world, the quality of long-term institutional care has been of concern 

though regulations differ between countries.3,4 Inadequacies are often associated with the 

number and the composition of nursing staff.5-7 While there is tentative evidence that the 

total number of nursing staff in long-term institutional care is associated with better quality 

of care outcomes, inconsistent results are found concerning the relationship between the 

type of nursing staff (eg, nurses, nursing assistants) and care outcomes.5-7 Studies into 

staffing and quality of care mainly rely on secondary survey data such as (self)report care 

outcomes at the facility level.5-7 Resident acuity factors that influence these outcomes are 

often disregarded,5,6 and little is known about what is actually done by nursing staff in the 

process of care that may have led to better or worse outcomes.5-7 It has been argued that 

what is done, how much, by whom, and how all influence the quality of care of residents.5,8 

In addition, selected quality of care outcomes may be, to a greater or lesser extent, sensitive 

to interventions performed by nurses.7 This dissertation aims to provide insight into the 

process of nursing care by acquiring empirical knowledge. This first chapter introduces key 

concepts and presents the aim and outline of the dissertation.

THE CONTEXT OF LONG-TERM INSTITUTIONAL CARE

Long-term institutional care (LTIC) in this dissertation refers to nursing and residential 

care facilities that provide accommodation, intensive care, and support with psychosocial 

functioning to older people as a package.1 The demand for long-term care is expected to 

increase1,4 as a result of a growth in the number of older people. It is estimated that, by 2050, 

the number of people aged 65 years and older will be 28% of the total worldwide population. 

In particular, there will be an increase in the number of those over 80 years with an average 

of 5% in 2015 to more than 10% by 2050.2,9 The oldest old (≥ 85 years) often have a multitude 

of serious physical and cognitive chronic conditions, and their care needs tend to be more 

intensive and complex.4,10,11 Although, in many countries, government policies encourage 

home care and the use of informal networks,1,12 these complex care needs together with 

social changes such as more people living alone, smaller family networks, and older informal 

caregivers1,9,13 can lead to admission into a long-term care facility for people who require 

24-hour care and supervision.1, 12 Residents previously resided in a facility for an extended 

period of time, however, this has now been reduced to an average length of stay varying 

from approximately 914 to 18 months,14,15,16 and the care concerns environmental, physical, 

psychological, and social needs.12,17 As a result, these developments have intensified the work 

of nursing staff and affect the staff qualifications that are needed.1,18 However, worldwide, 
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there are concerns about the appropriate mix of nursing staff with the correct skills and 

providing care in the right places to better respond to the changing residents’ care needs.19

NURSING STAFF IN LONG-TERM INSTITUTIONAL CARE

The scope of practice and educational background of nursing staff vary widely between and 

even within countries.1,20 In LTIC, approximately 70% are less educated staff such as certified 

nursing assistants or nursing aides.1 In the Netherlands, nursing staff in LTIC largely comprise 

certified nursing assistants followed by registered nurses and health care assistants. To 

facilitate worldwide comparison, the International Standard Classification of Occupations 

(ISCO-08) was developed by the International Labour Office.21 Table 1 provides an overview 

of Dutch nursing staff categorized into relevant ISCO-08 occupations.

Dutch registered nurses may have obtained a bachelor’s degree (BRN) or not (RN) 

after 4 years of education. There is no distinction between them by law, and both are 

recognized and legally registered as professional nurses.22 However, the Dutch nurses’ 

professional association may stipulate that specific tasks require a nurse with a bachelor’s 

degree, or employers make a distinction through job descriptions. For example, district 

nurses are required to obtain a bachelor’s degree in order to identify residents’ care needs, 

assign acuity levels, and estimate the number of staff and the staff mix.23 After obtaining 

their degree, BRNs have the option to become a nurse specialist or nurse practitioner by 

following master’s programs. Certified nursing assistants (CNA) are not legally registered as 

nurses but do have a legally protected diploma after 2 to 3 years of education. They not only 

implement care as documented in resident care plans (Table 1) but, as (B)RNs, are allowed 

to establish them.24 After additional training (± 35 weeks), they may become what is referred 

to as primary caregivers who monitor the care process of a group of residents and serve as 

a contact for family and health professionals.25  

To achieve improved quality of care in nursing homes, minimum nurse staffing 

standards are being developed in various countries.26-28 Although they are a necessary 

precondition to provide quality care,29 an increase in the number of nursing staff has not 

necessarily led to better quality of care outcomes.29,30 One reason for this may be that it is 

currently unclear what nursing staff actually do, whether this is in accordance with the care 

needs of residents and thereby contributes to the quality of care for residents. Considering 

this and the worldwide shortage of nursing personnel,20 it is important that nursing staff 

are deployed according to their qualifications and scope of practice and that knowledge is 

gathered about the input of nursing staff into the process of care.
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Table 1. Dutch nursing staff and educational years categorized into ISCO-0821 unit groups

Dutch nursing 
staff

Educational 
years

ISCO-08 Unit group Summary scope of practice ISCO-08

BRN 4 Nursing professionals 
(2221)
Examples occupation:
- Professional nurse,
- District nurse,
- Public health nurse.

Providing treatment, support and care 
services, and responsible for the planning 
and management of care including the 
supervision of other health care workers. 
They work autonomously or in a team with 
other health care professionals.

RN 4 Nursing professionals 
(2221)
Examples occupation:
- Professional nurse.

Providing treatment, support and care 
services, and responsible for the planning 
and management of care, including the 
supervision of other health care workers. 
They work autonomously or in a team with 
other health care professionals.

CNA 2 - 3 Nursing associate  
professionals (3221)
Examples occupation:
- Enrolled nurse,
- Practical nurse,
- Assistant nurse.

Providing basic and personal nursing care. 
Generally working under the supervision of, 
and in support of, implementation of health 
care, treatment and referral plans estab-
lished by medical, nursing, and other health 
professionals. 

NA 2 Health care 
assistants (5321)
Examples occupation:
- Nursing aid,
- Patient care assistant,
- Psychiatric aid.

Providing direct personal care and assis-
tance with activities of daily living. 
Generally working in implementation of 
established care plans and practices under 
the direct supervision of medical, nursing, 
or other (associate) health professionals.

BRN = Bachelor registered nurse, RN = Registered nurse, CNA = Certified nursing assistant,  
NA = Nurse aid.

A FRAMEWORK OF QUALITY OF CARE

Quality of care has been described in several ways depending on the context. Regardless 

of differences, there are also a number of similarities. A concept analysis of Allen-Duck et 

al.31 found that: ”Healthcare quality is the provision of effective and safe care, reflected in 

a culture of excellence, resulting in the attainment of optimal or desired outcome.”31 The 

World Health Organization (WHO) defines quality of care as “the extent to which health care 

services provided to individuals and patient populations improve desired health outcomes.”32 

They state that the main concern of health care professionals is to ensure that the services 

they provide are of the highest possible standard and meet the needs of individuals and 

their families.33  Furthermore, the WHO33 and Dutch legislation34 describe that the provided 

care should be patient centered, effective, efficient, equitable, safe, and accessible. These 
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descriptions accord with the opinion that care must be tailored to the needs of the care 

recipients, and the selection of (evidence based) interventions performed by health 

professionals should yield better outcomes for care recipients.

One of the most well-known and much quoted approach for assessing quality of care 

is the conceptualization into structure-process-outcome by Donabedian35,36 which has been 

adopted for the research in this dissertation. Structure refers to the characteristics of the 

setting in which care occurs and establishes the conditions of caregiving. It includes the 

human (eg, personnel such as different types of nursing staff), physical (eg, equipment such as 

care plans), and organizational (eg, budget resources such as time) factors that are required 

to provide care.35,36 According to Donabedian, good structure establishes the conditions for 

good outcomes.35 Process refers to what actually occurs in providing and receiving care. A 

distinction is made in a technical and interpersonal component. The technical performance 

comprises the knowledge and judgement of nursing staff in using appropriate care strategies 

such as care planning and skills to implement them. The interpersonal component concerns 

the relationship between nursing staff and residents in which the necessary information is 

exchanged in order to establish diagnoses and interventions based on the care recipients’ 

preferences.35,36 Processes of care are more directly related to outcomes than structure 

characteristics.36 Outcomes are the effects of the provided care on the care recipients’ 

health and well-being. To make a judgement on quality, it should be able to be stated that 

the care that was provided was responsible for the outcome that was observed.36 While a 

measurement of a diagnosis (eg, risk for pressure ulcer) specific outcome will indicate if a 

specific objective has been attained (eg, pressure ulcer prevented), a measurement of a 

generic outcome is meant to provide an estimate of the care recipients health status (eg, 

mortality, quality of life). Specific outcomes are more dependent and sensitive to variations 

in the quality of the care that is provided.36

FOCUS OF THIS DISSERTATION

This dissertation focusses on the process of care. Donabedian contends that an assessment 

of the process is made by either direct observation or by reviewing recorded information.35 

Both methods are applied in this dissertation. An accurate, complete, and process oriented 

record is fundamental for quality of care.35 Health-care professionals, physicians, and nurses 

maintain an individualized record of their care recipients. It has been argued that accurate 

nursing documentation contributes to the continuity of care, safety, and well-being of care 

recipients.37 Furthermore, it facilitates the evaluation of the outcomes of care37,38 and serves as 

a data source for managers in LTIC for purposes of quality of care, financial reimbursement, 

and deployment of nursing staff.39,40 Direct observations of care delivery can provide the 
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independent information that is needed and identify important quality data that are absent 

from the record. Thereby, observational data are empirical data that reflect the actual care 

that is given.41

Donabedian states that there should be pre-existing knowledge that an association 

exists between structure and process, as well as between process and outcome.35 Hence, 

a specific group of care providers is accountable through their educational level or scope 

of practice for performed interventions and that these contributed to specific outcomes. 

Nursing classification systems can serve as a knowledge base in which there is consensus 

about the nurses’ responsibilities. The use of an internationally known nursing classification 

compared to colloquial terms allows for data aggregation and analysis across countries 

and settings42-44 thereby facilitating the comparability of data for research and management 

purposes. For the purpose of this dissertation, the Nursing Interventions Classification (NIC) 

and the Nursing Outcomes Classification (NOC) were adopted.

AIM AND OUTLINE

Aim

The overall aim of this dissertation was to provide insight into the process of nursing care by 

acquiring empirical knowledge using the quality framework of Donabedian. More specifically, 

it aims to 1) identify and examine the amount of time spent on nursing interventions in 

relation to the type of nursing staff while taking into account the resident population; and 

examine 2) the accuracy of nursing documentation; 3) the consistency between documented 

and actually provided nursing interventions by types of nursing staff; and 4) the association 

between the types of nursing staff and nursing-sensitive outcomes.
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Figure 1. Outline and structure dissertation.  
LTIC= long-term institutional care. Numbers in brackets refer to the  chapters of the dissertation.
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Outline

Chapter 2 describes the development and testing of an observational instrument, the GO-

LTIC, using the NIC as a conceptual framework in order to identify and examine the amount 

of time spent on nursing interventions in LTIC. Chapter 3 presents the results of a cross-

sectional study on the relationship between time use and the type of nursing staff, residents’ 

acuity levels, and type of unit utilizing the GO-LTIC. Whereas Chapter 4 provides insight 

into the accuracy of nursing documentation in residents’ care plans, Chapter 5 reports 

on a cross-sectional study into the consistency between planned care as documented in 

residents’ care plans and the care actually provided by the type of nursing staff using the 

NIC. Chapter 6 presents the results of a systematic review on the association between the 

type of nursing staff in LTIC and nursing-sensitive outcomes using the NOC. In Chapter 7, a 

general discussion of the study results is provided including methodological and theoretical 

challenges and directions for further research and practice.

RESEARCH PROGRAM

This PhD project was a component of the research program “Care for the well-being of 

elderly. Program for skill mix, task allocation, and IT support of emotion-oriented care for 

elderly.”45 The program was funded by the Taskforce for Applied Research which is part of 

the Netherlands Organization for Scientific Research (NWO) and is financed by the Ministry 

of Education, Culture, and Science (Grant number pro-1-035 and TOP.UP01.013). The overall 

objective of the program was to contribute to the composition of an optimal nursing staff 

mix in relation to the safety and well-being of residents in long-term care institutions and to 

increase the significance of IT in support of person-centered care. The program consisted 

of 2 interrelated PhD projects. Project 1 (described in this dissertation) aimed to gain 

insight into the process of care of nursing staff and the quality of nursing documentation in 

(electronic) care plans in support of this care process. In Project 2, the aim was to develop 

an electronic care plan in co-creation with nursing staff and subsequently implement and 

evaluate it. The program was a partnership between the University of Groningen, University 

Medical Center Groningen, Hanze University of Applied Sciences, NHL Stenden University of 

Applied Sciences, and 3 large chains of long-term care facilities all located in the northern 

part of the Netherlands.45
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