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CHAPTER 7

GENERAL DISCUSSION

Kleur bekennen
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The aim of this dissertation was to provide empirical knowledge about the process of nursing 

care in aged long-term institutional care from the perspective of enhancing quality of care. 

Insight into who (types of nursing staff) is doing what (interventions) that may influence the 

quality of care (outcomes) is relevant for making decisions about the deployment of nursing 

staff according to their specific scope of practice. To be able to examine who is doing what, 

Chapter 2 described the development, validity, and inter-rater reliability of the Groningen 

Observational instrument for Long-Term Institutional Care. Following this, a multi-center 

cross-sectional study was conducted to examine the relationship between the amount of 

time spent on nursing interventions and the type of nursing staff (registered nurses [RN], 

nursing assistants [NA], primary caregivers [PCG], and health care assistants [HCA]); type of 

unit (residential, somatic, and psychogeriatric care units); and residents’ acuity levels (Chapter 

3). As an assessment of the process of nursing care is made by direct observation and/or 

by reviewing recorded information, the accuracy of nursing documentation in the residents’ 

care plan was determined in a retrospective cross-sectional study (Chapter 4). Subsequently, 

since compliance with the documented care is important in meeting the care needs of 

residents and achieving desired outcomes, a cross-sectional study explored the consistency 

between planned and actually provided nursing care (Chapter 5). Finally, a systematic review 

was undertaken to determine outcomes that are specifically sensitive to nursing interventions 

in long-term institutional care (Chapter 6). This final chapter summarizes and discusses the 

main findings of these studies. Subsequently, methodological considerations are described 

and, finally, recommendations are made for practice an policy, education, and research.

SUMMARY OF MAIN FINDINGS

In order to identify and examine the amount of time spent on nursing interventions, the 

Groningen Observational instrument for Long-Term Institutional Care (GO-LTIC) was 

developed based on the Nursing Intervention Classification (NIC) (Chapter 2). Content 

validity procedures and a feasibility test resulted in a final GO-LTIC comprising 116 nursing 

interventions categorized into 6 domains. Inter-rater reliability for the identification 

of interventions was substantial to almost perfect for the domains basic and complex 

physiological care. Interventions in the behavioral, family, and health system domain ranged 

from fair to almost perfect. Interventions in the safety domain were often not identified. Inter-

rater reliability for the amount of time spent on interventions ranged from fair to excellent 

for the physiological domains and poor to excellent for the other domains. The clinical 

magnitude of differences in minutes was small, and there were no significant differences 

between observers.
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The GO-LTIC was then used in an observational study conducted in 13 units in 5 Dutch 

long-term care facilities. Data of observations with 136 nursing staff members on different 

shifts showed that nursing staff spent most of their time on basic physiological interventions 

such as self-care assistance of residents. Limited time was taken on interventions in the 

family (eg, home maintenance assistance), behavioral (eg, active listening), and safety (eg, 

dementia management) domains. The type of unit rather than residents’ acuity levels or 

type of nursing staff was associated with time spent on interventions in domains. In addition, 

differences in time spent on interventions between the types of nursing staff were small.

The accuracy of nursing documentation in residents’ care plans was largely structured 

according to the phases of the nursing process (Chapter 4). However, inaccuracies in 

the content and coherence were ascertained. Admission reports frequently omitted a 

description of residents’ care needs from which the nursing diagnoses should logically 

follow, and an inventory of nursing diagnoses was lacking in almost half of the care plans. 

In addition, the purpose of planned nursing interventions was frequently ambiguous when 

they were not related to nursing diagnoses. Relevant information was missing in order to 

perform the interventions. Progress and outcome notes substantially lacked information 

about residents’ health conditions in relation to diagnoses and performed interventions. In 

somatic and psycho-geriatric units, significantly higher accuracy scores regarding admission 

and diagnosis reports were determined compared to residential care units.

Subsequently, the study about the consistency between the documented nursing 

interventions in residents’ care plans and those actually provided to them by the different 

types of nursing staff showed that this was especially high for basic and complex physiological 

care and, to a lesser extent, for interventions in the behavioral domain. Except for the safety 

domain, the probability that documented interventions were provided was high for all 

domains. Documented but not observed safety interventions mostly concerned surveillance. 

The nursing assistants generally provided the interventions as documented. Though not 

significant, also health care assistants provided documented complex care interventions.

Considering the mixed results of previous studies regarding the association between 

nursing staff and mandatory reported quality of care outcomes, it seemed relevant to 

determine which outcomes are actually sensitive to nursing interventions in long-term 

institutional care (Chapter 6). Quality of care outcomes were considered nursing-sensitive 

when they could be associated with an outcome as described in the Nursing Outcomes 

Classification (NOC). In total, 15 articles were included in the systematic review. Out of 33 

quality of care outcomes, 21 were identified as nursing-sensitive of which 13 showed a 

significant association with nursing staff, specifically: Activities of daily living (ADL), aggressive 

behavior, bladder/bowel incontinence, contractures, expressive language skills, falls, 
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infection (incl. vaccination), range of motion, pain, pressure ulcers, and weight loss. However, 

the association between the different types of nursing staff and these nursing-sensitive 

outcomes could be positive (more staff leading to better outcomes), negative (more staff 

leading to worse outcomes), or no association for either type of nursing staff.

SYNTHESIS OF MAIN FINDINGS

Nursing care in long-term institutional care

Nursing staff are highly compliant to the care as agreed with residents (Chapter 5) with an 

emphasis on nursing interventions related to basic and complex physiological care (Chapters 

3 and 5). Less attention seems to be paid to psychosocial, safety, and family interventions 

(Chapters 3 and 5). These findings suggest that, while the philosophy of (Dutch) long-term 

institutional care (LTIC) is on person centered care (PCC), the care provided is mainly physical 

task-oriented. This idea is reinforced as residents received care regardless of their acuity 

level (Chapter 3) and nursing documentation lacked a description of nursing diagnoses that 

are the bases of person-centered care (Chapter 4).

PCC is a holistic approach for which ‘knowing the person’ is important, and physiological 

as well as psychosocial and spiritual care needs must be met.1,2 PCC is associated with better 

quality of care outcomes and quality of life of residents, varying from decreased pressure 

ulcers,3 reduced neuropsychiatric symptoms in residents with dementia,4 to residents 

that indicate being a part of a community.5,6  Generally, in Dutch LTIC, residents and their 

families are satisfied with the provided care. However, there is scope for improvement 

regarding PCC.7 Residents indicate that the care that is provided is predominantly rushed 

and lacks genuine personal attention and communication. They experience that there is 

not enough time to talk about matters that are important to them, and they regularly miss 

their involvement in the decision-making about their care preferences.7 As a result, this may 

prevent the establishment of a relationship in which psychosocial and spiritual needs are 

shared. Donabedian8 contends that the interpersonal relationship between nursing staff and 

residents is vital for exchanging information and arriving at the most appropriate diagnoses 

and interventions. The lack of communication could mean that nursing staff are not aware of 

these needs and may explain why nursing interventions related to the behavioral domain are 

less often documented in the residents’ care plan (Chapter 5) and little time is spent on them 

(Chapter 3). In addition, nursing staff feel more competent in meeting residents’ physical 

needs than in promoting psychosocial well‐being9,10 or coaching other staff and/or family.10

Considering the increase of residents with dementia in LTIC,11,12 awareness of 

the importance of the interpersonal relationship will become all the more vital. In this 
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dissertation, approximately 50% of the residents were classified with acuity levels 4, 5, or 

7 (Chapters 3 and 5) which indicates that care is required due to (incipient) dementia.13 

Although a dementia diagnosis is related to a diminishing ability in activities of daily living 

(ADL),14 reasons for admission in LTIC are often multifactorial and related to behavioral 

and psychological symptoms of dementia15 as well as to caregiver burden.16 Therefore, the 

inclusion of psychosocial and family interventions in the resident care plan is important. 

Results show that, if behavioral interventions, including psychosocial nursing interventions, 

were documented, they were generally performed (consistency 65%) (Chapter 5). However, 

when nursing staff feel less competent in providing these interventions,9,10 this may explain 

why only 15% of the documented interventions in residents’ care plans concerned the 

behavioral domain.

As residents’ health conditions increase the risk of becoming unstable,13 ongoing 

monitoring and assessments are needed to prevent adverse events.17 Subsequently, when 

the volume and complexity of residents’ care needs increase, this may require changes in 

staffing on a unit. Once the resident care needs are accurately and timely documented in care 

plans, then the nursing documentation not only contributes to PCC and residents’ safety but 

will also provide insight into whether the deployment of staff is still adequate. However, the 

findings of this dissertation show that there is room for improvement regarding the accuracy 

of documentation (Chapter 4) and the surveillance of residents (Chapter 5). Especially facility 

characteristics such as time and adequate nursing staff are perceived as important barriers 

in both accurate documentation18,19 and providing PCC.20,21 ,22 The results of this dissertation 

show that higher accuracy scores in documentation were demonstrated in somatic and 

psychogeriatric units (Chapter 4). Furthermore, significantly more time was spent on indirect 

care, including documentation, in these units (Chapter 3). These results suggest that more 

time may result in nursing documentation that is more accurate. As Hingstman et al.23 found 

that more nursing staff is being deployed in these units, it may be worth investing in the 

number of nursing staff to improve the accuracy of nursing documentation and, hence, 

person-centered care.

Nursing staff in long-term institutional care

Adequate nursing staff regards the number and composition of nursing staff (skill mix) in LTIC. 

To fully take advantage of the knowledge and skills of different types of nursing staff in order 

to provide quality of care, their deployment should be in accordance with their education 

and scope of practice. However, hardly any evidence for task allocation between RNs, PCGs, 

and NAs was found in our study (Chapter 3). Furthermore, HCAs provided care beyond 

their scope of practice (Chapters 3 and 5). The results suggest indistinct role differentiation 

that may indicate that the types of nursing staff are deployed interchangeably in LTIC. This 
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occurs when differences in education and scopes of practice are not acknowledged and/

or considered as equivalent.24 In addition, care may be provided by nursing staff who have 

received a lower level of education in the absence of sufficiently qualified personnel.25 As 

the number of RNs in Dutch LTIC are in short supply and they are often deployed over 

multiple units,23,26 this may explain why mainly PCGs provided the majority of direct care 

as well as indirect care such as the coordination of care, nursing documentation, and shift 

report (Chapter 3). A number of studies reported that the roles of licensed practical nurses 

(LPNs),25 who are somewhat comparable to Dutch CNAs (PCG and NA), and NAs17,27 evolve 

beyond their scope of practice due to the absence of RNs spending time on the nursing 

units.17,25 Both LPNs25 and NAs,17 report performing interventions for which they do not have 

enough skills which may lead to poorer quality of care. In addition to inaccurate nursing 

documentation, the most frequent factor that contributes to serious adverse events is 

nursing staff’s lack of competence.17

In Dutch LTIC, nursing care is organized according to the phases of the nursing 

process as reflected in residents’ care plans (Chapter 4). These phases provide a framework 

that support nurses when making decisions about resident care by clinical reasoning.28 

Clinical reasoning is defined as: “a complex cognitive process that uses formal and informal 

thinking strategies to gather and analyze patient information, evaluate the significance of this 

information and weigh alternative actions.”29 Core essences include cognition, metacognition, 

and incorporating knowledge that is unique to nursing within a specific practice setting.29 

Clinical reasoning is considered to be a competence that differentiates Dutch baccalaureate-

educated RNs (BRN) from other nursing staff.30 However, in Dutch LTIC, few BRNs are 

employed,26 and none were employed in the included facilities in this dissertation. Though 

not legally registered as nurses, Dutch CNAs are allowed to establish care plans and provide 

care in low-complex care situations according to their professional profile.30 However, the 

accountability for high-complex care situations, as currently in LTIC, is part of the (B)RNs 

role.30 As studies in LTIC show differences regarding the clinical reasoning skills of LPNs31 and 

CNAs32 compared to RNs, this may lead to inaccuracies in residents’ care plans such as found in 

this dissertation (Chapters 4 and 5). In addition, when RNs were deployed over multiple units, 

they spent less time with residents than CNAs in a unit and, because of that, are dependent 

upon information provided by CNAs and/or through documentation. This may hinder them 

“getting to know the resident”, a prerequisite for clinical reasoning.32,33 Studies show that RNs 

rarely use clinical reasoning skills to establish nursing diagnoses33,34 and predominantly rely 

on actions taken on a regular basis or as a rule.33 As theoretical knowledge and knowing the 

resident contribute to clinical reasoning,33 this is what improvements should focus on.
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Nursing outcomes in long-term institutional care

As the care that is provided directly influences quality of care outcomes,8,35 the focus in LTIC 

should be on quality outcomes that are sensitive to nursing interventions. Since nursing staff 

provide 24-hour care, their interventions will have the greatest potential on maintaining and 

enhancing residents’ well-being. The findings of the systematic review (Chapter 6) show that 

64% of the quality of care outcomes that were included in the studies concerned nursing 

sensitive outcomes. These outcomes comprised primarily clinical outcomes (eg, prevalence of 

pressure ulcers). Psychosocial nursing sensitive outcomes such as the occurrence or severity 

of residents’ ‘agitation’ or their ‘social interaction skills’ were inadequately investigated.

In general, research into the relationship between nurse staffing and quality of care 

in LTIC relies on secondary outcome data derived from mandatory standardized surveys (eg, 

Minimum Data Sets[MDS]).36,37 The relevance of these quality outcomes for practice in LTIC 

is subject of discussion. According to the opinion of professionals working in LTIC, only 26% 

of the MDS (version 2.0) quality indicators are relevant for nursing care in LTIC.38 Moreover, 

which quality of care outcomes are relevant to residents and their families and how these 

are influenced by nursing staff is still ambiguous.39 More research into nursing sensitive 

outcomes that encompass the entire scope of person-centered care could contribute to a 

core set of quality of care outcomes for LTIC.

As Dutch legislation mandates that data on quality of care must be collected 

and registered in a systematic manner for purposes such as quality assessment or 

benchmarking,2,40 a uniform language in which information has the same meaning and 

significance for all health professionals involved, such as the Nursing Outcome Classification, 

would enhance comparison of data (eg, administrative, financial).41 However, the use of 

(existing) nursing classifications in Dutch LTIC is still minimal.42

METHODOLOGICAL CONSIDERATIONS

In this paragraph, methodological considerations are described regarding the study design 

and data collection methods.

Study design

This dissertation mainly conducted cross-sectional designs. As there was little knowledge 

regarding the process of nursing care in LTIC and how this might affect quality of care, this 

design was considered relevant. Considering the large database of primary observational 

data, beneficial insight was gained into what is actually done in the process of care that, for 

example, may guide decisions in staff deployment. However, the causal interpretation of 

cross-sectional data is limited.
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Observational studies are known to be susceptible to unmeasured confounding.43 

Donabedian8,35 contends that, within the process of care, the knowledge and skills of 

nursing staff in using appropriate care strategies are important for achieving quality of care 

outcomes. Apart from a differentiation in the type of nursing staff, possible confounding 

factors contributing to their knowledge and skills such as working experience or further 

training, were not included in this dissertation.

Data collection methods

Two cross-sectional studies (Chapter 3 and 5) and the systematic review (Chapter 6) were 

conducted using ‘manual mapping’ during data collection. Manual mapping concerned the 

linkage of a source term (nurses’ activities, quality of care outcome) to the most accurate 

target term (nursing intervention, nursing-sensitive outcome). A limitation of this method 

is the risk of misassignment of colloquial terms into a standardized terminology thereby 

decreasing the validity of the results.44 This weakness was minimized by selecting data 

collectors that were familiar with the nursing classification systems NIC and NOC, providing 

a training in the mapping procedure, and consulting experts when uncertain about the most 

accurate target term to choose.

Continuous observations (Chapter 3 and 5) through a time-and-motion technique 

(Chapter 3) generate a high level of precision in empirical data.45 This is important, for 

example, when management uses these data to decide on the numbers of nursing staff. 

However, the method is labor-intensive and costly which may result in few personnel being 

observed out of a large population.45 In this dissertation, data were gathered with personnel 

in multiple facilities in, on average, 11 days per facility, and all types of units and shifts were 

included. The purposive samples of nursing staff ensured that all types of nursing staff were 

represented. Their recruitment was performed in cooperation with facility managers and, 

therefore, the samples were as large as they allowed, taking into account the privacy of 

residents. 

The awareness of being observed may have disrupted nursing staff’s normal routines 

which may have resulted in a Hawthorne effect.46 To minimize it, studies that include 

professional performance should include large numbers of staff,47 and data collectors 

should be as unobtrusive as possible and minimize their interpersonal contact.48 The author 

believes this effect was reduced as observers were instructed to communicate to a limited 

extent with the nursing staff and a large number of nursing staff (136 and 143) have been 

observed.
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FUTURE DIRECTIONS

Based on the findings of this dissertation, implications for practice and policy, education, and 

research are described.

Practice and policy

Currently, residents are classified in care profiles according to their care needs,13 referred 

to in this dissertation as the acuity levels of the Dutch Care Severity Index. The findings 

showed that unit type rather than acuity level affected the amount of time spent on nursing 

interventions. Since residents with identical acuity levels were predominantly clustered into 

the same unit type, this suggests that these residents had similar care needs resulting in 

receiving the same type of nursing care. However, their specific care needs may differ in 

volume and complexity. Furthermore, residents’ care needs may change within a short 

period of time due to their frail health status, requiring different nursing interventions and 

competencies. This stresses the importance of accurate and timely care plans. Based on 

their professional profiles,30 nursing staff are responsible for accurate care plans in order to 

ensure that the actual care needs of residents are met. Since (Dutch) professional standards 

regarding nursing documentation already exist, they must be implemented, and there must 

be adherence to them. Regular assessments of care plans based on these standards will 

contribute to the quality of nursing documentation. Baccalaureate-educated RNs can play 

a vital role in this as they are accountable for high-complex care situations, and decisions 

regarding resident care are made by clinical reasoning, a competence that differentiates 

(Dutch) BRNs from other nursing staff.30 In addition, nursing home management is 

accountable for the necessary preconditions that contribute to the quality of documentation 

such as time, adequate deployment of nursing staff, and continuing training to ensure that 

nursing staff competently perform their care planning job responsibilities. 

This dissertation shows that nursing staff were inadequately deployed considering 

that hardly any task allocation was ascertained, especially between RNs and CNAs (PCGs 

and NAs). As a result, some nursing staff may work beyond their scope of practice and 

perform interventions for which they do not feel competent. This may lead to missed or 

inadequate prioritization of nursing care, feelings of being overworked, and subsequent risk 

of adverse events. As nursing interventions performed by RNs did not differ from those of 

other nursing staff, this suggests their competencies were not fully utilized. Job descriptions 

that clearly distinguish between the types of nursing staff based on their educational 

level and scope of practice will contribute to adequate deployment. For example, BRNs’ 

unique contribution concerns the quality of care.30 Distinguishing competencies that 

they need in LTIC comprise geriatric expertise and resident assessment, leadership and 
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coaching, communication, and evidence-based practice.49 LTIC management should clearly 

describe these competencies in job descriptions when recruiting BRNs. In addition, by 

indicating what type of support can be expected from LTIC management, for example, 

supervision and additional training, can contribute to attracting and retaining BRNs. 

  Along with the lack of attention to residents’ acuity levels and inaccuracies in their 

care plans, the strong emphasis on physical care suggests that the provided nursing care is 

task-oriented rather than person-centered. This may be due to time constraints as this is an 

important factor in prioritizing care in favor of physical care.50,51 Despite Dutch governmental 

efforts, LTICs’ residents7 as well as nursing staff52,53 experience an insufficient amount of 

time to meet residents’ care needs. Direct methods for estimating staffing needs related 

to the actual amount of time to provide resident care could help in gaining insight into the 

necessary number of nursing staff that are needed to provide for these care needs.

Education

The inaccuracies in the nursing documentation and the nursing staff’s lack of attention to 

nursing interventions other than physical care as outlined in this dissertation could indicate 

that nursing staff do not have the necessary knowledge and skills to competently provide 

for residents’ person-centered care in LTIC. As good structure establishes the conditions 

for good processes and outcomes,8 a vision of LTIC management in ongoing education 

of nursing staff is essential. This should take into account the specific scope of practice of 

nursing staff and their backgrounds (eg, level of education, work experience). For example, as 

the initial education of nursing (associate) professionals and health care assistants educate 

students as beginning professionals, newly graduated nursing staff are prepared with generic 

competencies that are required for a wide range of health care settings (eg, hospital, mental 

health). These may not be sufficient for the complex care in LTIC. Furthermore, Benner54,55 

contends that every nurse entering a setting where she/he has no work experience may 

be limited to the beginning professional (novice) level of performance. Besides orientation 

programs that are mostly routinely offered by LTIC, newly employed nursing staff will benefit 

from additional educational strategies such as intervision and supervision trajectories as 

well as on-the-job training.56-58 To foster the expertise of experienced nurses, it is best to 

use strategies such as simulations, decision-making games, or case studies from their own 

practice.54,55 Considering the high turnover in LTIC,57,59 providing for a supportive learning 

culture not only contributes to the quality of care but also to the satisfaction and retainment 

of nursing staff.56

As the Dutch Government encourages a regional approach to improve the quality of 

care in nursing homes, infrastructures such as learning communities that support education 

and leadership development can be organized in collaboration with59 institutional care and/
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or regional education centers (secondary vocational education for RN, CNA, and HCA) and 

universities of applied sciences (BRN). Evidence-based training programs can be developed 

and organized regarding topics and competencies relevant to LTIC, such as geriatric 

expertise,49 leadership and coaching, communication, and evidence-based practice.49,60 

Based on the findings of this dissertation, important training topics comprise person-

centered care and, specifically, the identification, documentation, and implementation of 

behavioral and psychosocial interventions. Furthermore, as inadequacies were found in the 

coherence of nursing documentation and, in particular, the description of nursing diagnoses, 

training in clinical reasoning skills is important.

Research

This dissertation has shown that nursing staff in LTIC emphasize the implementation of 

nursing interventions regarding physical care. What is unknown is why behavioral and family 

interventions were only minimally documented and performed. Considering the increase 

in the numbers of residents with dementia, more research should be conducted into 

nursing staffs’ competences and self-efficacy in performing these interventions while taking 

into account mediating and moderating variables such as leadership, support, and work 

experience. The outcomes can provide input for interventions such as training programs that 

are to be developed and organized in co-creation with LTIC facilities, universities of applied 

sciences, and regional education centers (learning communities). In addition, outcomes 

contribute to the scientific substantiation of nursing practice.

Quasi-experimental designs can be applied to measure the effects of educational 

interventions but also to measure the effects of interventions regarding nurse staffing. 

As the bachelor-educated registered nurse is still a new phenomenon in Dutch LTIC, it is 

important to investigate how they contribute directly and/or indirectly to quality of care. 

When BRNs are to be recruited and job descriptions are clearly specified for the different 

types of nursing staff, a pre- and post-test (before and after recruiting the BRN) may help 

to gain insight into who is doing what (process) and the effects on quality of care outcomes 

that are sensitive to nursing interventions (outcome) taking into account mediating work 

environmental (structure) characteristics. In addition, the nursing sensitive outcomes that 

are included should comprise quality of care (specific outcomes) and quality of life (generic 

outcomes) relevant for LTIC.

Since the interpersonal relationship between nursing staff and residents (and their 

families) is vital in providing nursing care, research regarding the interaction between nursing 

staff and residents will provide insight into how this relationship is built. It is relevant to 

know which applied communication skills of nursing staff and residents are beneficial for the 



 Chapter 7

138

quality of nursing care. Moreover, it is pertinent to understand how residents are involved 

in decision-making about their care preferences and how they are encouraged to formulate 

these on a daily basis. The research should first focus on certified nursing assistants because 

they are in the majority in LTIC and spend the most time with residents.

CONCLUSION

From the perspective of enhancing quality of care in long-term institutional care for the 

older population, this dissertation has shown there is room for improvement regarding 

the process of nursing care. While the philosophy of (Dutch) long-term institutional care 

is on person-centered care, it was found that the care provided is mainly physical task-

oriented. More attention should be paid to psychosocial and family interventions, especially 

because an increasing number of older people with dementia will be admitted to long-term 

institutional care. Though, nursing care is largely performed in accordance with the nursing 

documentation in resident care plans, the documentation itself shows inaccuracies that 

hinder person-centered care and may jeopardize the safety and well-being of residents. 

Limited evidence was found for task allocation among registered nurses, certified nursing 

assistants, and health care assistants which suggests indistinct role differentiation. The 

increase in complex care needs of residents in long-term institutional care warrant the 

employment, deployment, and training of competent nursing staff in order to ensure quality 

of care outcomes. These outcomes should be sensitive to nursing interventions as these will 

have a great potential to improve residents’ well-being.
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