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Abstract 

Background:  In long-term care, persons with dementia are often cared for in specialised facilities, which are rather 
heterogeneous in regard to care concepts. Little information is available on how these facilities and care concepts 
bring about changes in the targeted outcomes. Such knowledge is needed to understand the effects of care con-
cepts and to consciously shape further developments. This study aimed to explore the mechanisms of impact of a 
specific care concept from a dementia special care unit and the contextual aspects that influence its implementation 
or outcomes.

Methods:  Using a qualitative approach to process evaluation of complex interventions, we conducted participating 
observations and focus groups with nurses and single interviews with ward and nursing home managers. Data were 
collected from two identical dementia special care units to enhance the contrasts in the analysis of two non-special-
ised nursing homes. We analysed the data thematically. We conducted 16 observations, three group interviews and 
eleven individual interviews.

Results:  We identified seven themes in three domains related to mechanisms that lead to outcomes regarding 
residents’ and nurses’ behaviour and well-being. The themes include the development of nurses’ skills and knowledge, 
the promotion of a positive work climate, adjusted spatial structures, adjusted personnel deployment strategy “dedi-
cated time for activities”, promotion of relaxation, of engagement in activities and of engagement in social interaction 
of residents. The implementation and outcomes of the care concept are influenced by contextual aspects relating to 
the (target) population and cultural, organisational and financial features.

Conclusions:  The study found expected and unexpected mechanisms of impact and contextual aspects. The care 
concept of the dementia special care unit results in higher levels of relaxation, activities, and social interaction of resi-
dents. Its implementation highly depends on the shared understanding of nursing and the skills of the nursing team. 
Changes in residents’ characteristics result in altered effects of the concept.

Trial registration:  DRKS0​00115​13.
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Background
The majority of persons living in nursing homes have a 
diagnosis of dementia [1]. Their physical and psycho-
social care needs are mostly complex, and in long-term 
care settings, they often experience a loss in their abili-
ties, freedom, reduction in quality of life and avoidable 
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health care service use, such as emergency department 
visits and hospitalisations that may be preventable by 
more appropriate nursing and physician care in the 
nursing homes [1–7]. Whereas the majority of persons 
with dementia living in nursing homes are cared for in 
non-specialised facilities, an increasing number live in 
dementia special care units [1]. Although there is no 
shared precise definition of dementia special care units 
(SCUs), an empirical study in Germany found that their 
main characteristics are a segregative living concept, 
special qualification in psychogeriatric care and addi-
tional funding [8]. Often, these aspects are comple-
mented by a specific built environment and activities 
adopted to the residents’ needs [9]. Substantial research 
has investigated the impact of SCUs on residents’ func-
tional status, neuropsychiatric symptoms, the use of 
restraints, psychotropic medications, quality of life, 
engagement in activities and social interaction [10–14]. 
Although these outcomes have been studied intensively, 
little is known about how they are achieved, especially 
as SCUs vary in their characteristics and interventions 
provided. Variations in characteristics and interven-
tions include architectural features (e.g building specific 
for residents with dementia, use of exit control systems, 
number of rooms), financing (e.g. additional funding), 
professionals (e.g. special qualifications of nurses, con-
tinuous presence of registered nurse on night shift), resi-
dents (e.g. care degree, dementia diagnosis, number of 
residents who cannot be mobilized out of the bed, num-
ber of residents with psychological diagnosis), dementia 
policy and interventions (e.g. visitor regulations, record-
ing of preferences, case conferences, evaluation of psy-
chotropic drugs, use of dementia specific assessment 
instruments, presence of an expert on person-centred 
care) [15]. Evaluations of SCUs based on a specific theo-
retical understanding of their mechanisms of impact are 
lacking. Theories regarding the impact of the physical, 
social and organisational environment on persons with 
dementia stress the need for its congruity with a person’s 
abilities and needs [16–19]. However, the specialised 
care of people with dementia is complex and involves 
multiple players, structures and processes. Therefore, it 
is difficult to comprehend how the care concept influ-
ences outcomes; though, understanding this relationship 
is important to further develop specialised care for per-
sons with dementia.

This study focuses on SCUs with a specific care con-
cept and uses a theory-driven evaluation approach to 
understand the mechanisms triggered by the interven-
tions and how they bring about changes in outcomes. 
The evaluation is based on a programme theory [20]. In 
a programme theory a theoretical understanding of the 
intervention is established by articulating assumptions 

about the intervention components, processes and 
desired, as well as undesired, changes [20, 21]. The ini-
tial programme theory includes a theory of action that 
describes the intervention components and a theory of 
change that describes the mechanisms and outcomes. 
The care concept is developed for persons with moderate 
dementia who demonstrate challenging behaviours. Its 
main features are as follows:

(a) Three small-scale, homelike wards for ten residents, 
including a kitchen and a living area at the centre, adjoin-
ing resident rooms and direct garden access;

(b) Educational interventions (including training in 
validation on Level 1 and 21), coaching and supervision 
sessions for staff members;

(c) A person-centred and emotion-oriented approach 
in care using Naomi Feil’s Validation Therapy [23] 
that is based on the general principle of validation, 
the acceptance of the reality of another’s experience, 
unconditional appreciation and acknowledgement of 
the individual needs. Persons with cognitive impair-
ments are classified in one of four stages on a contin-
uum of dementia (Mal Orientation, Time Confusion, 
Repetitive Motion and Vegetation). Validation Therapy 
incorporates a range of specific communication tech-
niques. The approach represents, on the one hand, an 
attitude in the care of persons with dementia and, on 
the other hand, it can be used as a structured therapeu-
tic activity on an individual basis or in group sessions 
[24, 25]; and (d) Personalised non-pharmacological 
interventions. Challenging behaviour is addressed with 
relaxing, personalised, and emotion-oriented care to 
make the residents feel understood and to satisfy their 
needs. Activating, personalised interventions are used 
to promote social participation and engagement in pur-
poseful activities. During the daytime, one nurse is spe-
cifically assigned to offer activities to residents (such as 
knitting, cooking, gardening, reading) in groups or at 
individual level.

According to the theory of change, the main outcomes 
of the SCU care concept are engagement in purposeful 
activities, social participation, feeling good at a place and 
have an impact on residents’ affective well-being. The 
initial programme theory guided the development of the 
methodology of the process and outcome evaluation [26, 
27]. This article addresses the process evaluation of the 
care concept of the SCU.

1  Validation Training: Validation Therapy is trained in three-day basic courses 
and certification courses Level 1 to 4. Level 1 (Validation Worker) lasts 9 
months and includes five, 2-day theory sessions, practice phases and supervi-
sion sessions. Level 2 courses (Validation Group Leader) last six to 9 months 
and consist of three, 2-day theory sessions, practice phases and supervision 
days [22].



Page 3 of 20Adlbrecht et al. BMC Geriatrics          (2021) 21:680 	

Methods
Aim
This paper reports on the process evaluation of a care 
concept of the above-described SCU and aims to pro-
vide insights into how (mechanisms of impact) and under 
what circumstances (contextual aspects) the SCU trig-
gers changes in outcomes, either intended or not, regard-
ing residents’ and nurses’ behaviour and well-being. 
The results of the process evaluation will help to further 
understand the logic of the care concept, will check the 
plausibility of the assumptions described in the initial 
programme theory, will support the interpretation of 
the results of the outcome evaluation and will inform the 
revision of the programme theory. The described care 
concept was already implemented when the process eval-
uation started. Therefore, this paper reports only on the 
mechanisms of impact and contextual factors. The aim 
of this part of the project is translated into the following 
research questions:

•	 What mechanisms of impact (regarding residents’ 
and nurses’ behaviour and well-being) are activated 
by the care concept of the SCU?

•	 What contextual aspects influence the implementa-
tion of the concept and its outcomes?

Design
The process evaluation of the care concept is based on 
two key functions of the Medical Research Council’s 
guidance for the evaluation of complex interventions: 
(a) mechanisms of impact and (b) contextual aspects 
[28, 29]. Mechanisms of impact intervene between the 
delivery of a programme and its outcomes and detail 
the responses of the target group to the interventions 
of the programme [28, 30, 31]. Contextual aspects of 
the care concept influence its delivery and/or function-
ing. Contextual aspects refer to “circumstances in which 
an intervention is implemented that may interact with 
the intervention to produce variation in outcomes” and 
include the organisational setting, cultural practices, 
characteristics of those delivering or receiving the inter-
vention, political and financial factors [32]. In its guid-
ance, the Medical Research Council suggests that the 
identification of mechanisms of impact is one of the most 
important functions of process evaluation and that these 
assumptions or as they call it “programme theories” are 
crucial to achieve an advanced understanding of the 
implementation and functioning of the intervention [29]. 
This understanding of process evaluation is consistent 
with the assumptions of Chen’s theory-driven evaluation 
about the function of mechanisms and context [20].

To examine the key assumptions of the initial pro-
gramme theory and to explore how the programme 
works, we combined qualitative, deductive and inductive 
research approaches in our methodology. To incorporate 
contrasting perspectives that enhance the understanding 
of the sometimes-elusive mechanisms, we collected data 
with individual interviews, focus groups and observa-
tions in the SCUs that implemented the care concept and 
in non-specialised nursing homes (NSNHs). To address 
emerging questions during data collection and analysis, 
our data collection and analysis periods overlapped, and 
our data collection instruments were designed as being 
flexible enough to incorporate the emerging themes [28, 
33]. All methods were performed in accordance with rel-
evant guidelines and regulations, to structure our manu-
script we used the Consolidated criteria for reporting 
qualitative research (COREQ) [34].

Setting
The study was conducted in three nursing homes in 
rural regions of Austria. One of these nursing homes 
implemented the care concept under study in two SCUs, 
whose characteristics are described in the background 
section. The other two nursing homes are NSNHs where 
data were collected for contrasting purposes. Both nurs-
ing homes consist of three wards, with each being laid 
out for 40 to 45 residents with and without dementia. No 
specific care concept for persons with dementia is imple-
mented. However, some nurses selectively and proac-
tively offer isolated dementia care-specific interventions 
to individual residents. One to three nurses in each ward 
had been trained in Validation in a three-day basic course 
(see footnote 1). Furthermore, the nursing homes offer 
one to two planned group activities per day.

Data collection methods
We conducted open and participating observations, 
focus groups and semistructured individual interviews. 
The observations were guided by the initial programme 
theory and focused on the mechanisms of impact of the 
interventions, the achieved outcomes regarding resi-
dents’ and nurses’ behaviour and well-being, and influ-
encing contextual aspects. Residents with dementia 
and any intervention delivered to them were observed. 
Detailed descriptions of the interventions, the situa-
tions, the reactions of the residents and the context were 
included in the observation protocol.

In addition, we conducted focus groups with nursing 
staff members (herein referred to as nurses and repre-
senting all qualification levels of the nursing team: reg-
istered nurses, nursing assistants and home helpers), as 
well as semistructured individual interviews with ward 
managers and nursing home managers. To facilitate 
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nurses’ reflections on mechanisms, we chose to inter-
view them in groups where they could jointly elaborate 
on these mechanisms [35]. Conducting focus groups was 
not possible with the ward and nursing home managers 
because of their small number. Therefore, we conducted 
individual interviews with the managers. The develop-
ment of the interview guides for the group and individual 
interviews were based on the initial programme theory 
and the results of the observations. This procedure ena-
bled us to deal with topics arising in the observations or 
not answered therein (e.g., backgrounds for adaptions 
of interventions, observed deviations of the proposed 
mechanisms of impact). The interview guides addressed 
the following aspects: interventions focusing on nurses, 
spatial design and layout of the wards, activities and 
social interactions. For each aspect, the understanding, 
implementation, mechanisms and effects were discussed.

Sample
For the observations, we recruited a purposive sample of 
residents who matched the target group of the care con-
cept. We included residents who had a) a dementia diag-
nosis, b) regularly showed challenging behaviour and c) 
received or participated in interventions described in the 
initial programme theory. Other residents, staff members 
and visitors were observed when they interacted with the 
observed residents.

Focus groups were conducted with nurses of the par-
ticipating nursing homes. Our experience with the 
development of the initial programme theory showed 
that nurses may struggle to describe the mechanisms of 
impact; therefore, we established a purposive sample of 
nurses who were known for their reflective strength. Fur-
ther inclusion criteria were that the nurses had worked 
in the nursing home for at least 6 months and could 
express themselves well in the German language. Individ-
ual interviews were conducted with every ward manager 
and nursing home manager of the participating nursing 
homes.

Procedures
Observation data were collected in two time intervals 
(7 am to 1 pm and 1 pm to 8 pm, each with two breaks of 
20 min each). Both observation intervals were conducted 
once in every participating ward, which resulted in 
eight morning intervals and eight evening intervals. The 
observing researcher (LA) focused on 5–8 residents dur-
ing one time interval. Potentially eligible residents were 
identified and approached by LA and the ward manager. 
Persons interacting with the focused residents were also 
observed. Observations took place in the common areas 
of the wards and in the bedrooms of the focused-on 
residents. LA tried to maintain a passive role by sitting 

quietly in the background, only interacting with oth-
ers when directly approached and keeping interactions 
short. The observation protocols were handwritten and 
typed for digital data analysis.

For the individual interviews, the managers were asked 
directly for their consent to participate. The nurses par-
ticipating in the focus groups were recruited by the ward 
managers. During each group interview, four aspects of 
the interview guide were discussed. In each of the indi-
vidual interviews with the managers, the aspects corre-
sponding to the expertise of the person were addressed. 
The focus groups and individual interviews were con-
ducted by LA and TN in meeting rooms within the 
nursing homes and lasted between 45 and 90 min. The 
interviews were digitally recorded and then transcribed. 
Additionally, field notes were taken. Identifying infor-
mation was replaced by anonymous wild cards (e.g. wild 
card instead of the real name - Mr. Miller = name of R8). 
Observations were conducted between March and June 
2017, and focus groups and individual interviews were 
conducted between August and October 2018.

Data analysis
The data analysis was organised with MAXQDA 2018 
and followed the six steps of the thematic analysis by 
Braun and Clarke [36]. This method enables the identifi-
cation of semantic and latent topics that are either devel-
oped inductively based on data or deductively based on 
the initial programme theory. First, we familiarised our-
selves with the data, reread the transcripts and observa-
tion protocols and noted first ideas. In a second step, we 
systematically coded interesting aspects across the entire 
data set. Afterwards, (step 3), we looked for common 
aspects and connections between the codes and gath-
ered them under potential themes. Afterwards, (step 4), 
we reviewed the consistency of the themes in relation to 
the coded text and the entire data set. This step had to be 
done repeatedly as we identified interesting new text pas-
sages or codes and themes that needed to be rearranged. 
Subsequently, (step 5), the themes were refined and 
named, and relationships between them were described. 
In the sixth step, we produced the report and a tabular 
presentation of the themes. Since we included several 
types of data from different settings in the analysis, we 
triangulated them in a multi-stage process (see Fig.  1). 
For each text (observation protocols and interviews), 
steps 1 and 2 were conducted separately. Steps 3 to 5 
were conducted for all the data from one nursing home 
considering the varying statements in different data sets. 
Subsequently, we brought the themes from the analyses 
of the individual nursing homes together by carrying out 
steps 4 and 5 again for the entire data set. Therefore, we 
focused on the care concept of the SCU and used the 
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results from the other two nursing homes to contrast 
them and to gain better insight into the mode of action 
and mechanisms of impact of the care concept. The cod-
ing was performed by LA, and codes and themes were 
critically discussed in multiple analytic sessions with the 
co-authors and two further nursing scientists until we 
reached consensus.

Ethics
The ethical board of the German Society of Nursing 
Research approved the study (No. 16–024).

Consent for observations was obtained from all 
observed residents and all persons possibly interact-
ing with them (e.g. nurses and other residents) before 
the observation started. Interactions with persons who 
did not agree to participate in the observations because 
they did not want to or because there was no opportu-
nity to obtain informed consent beforehand (e.g., visi-
tors who suddenly appeared or nurses from other wards) 
were not protocolled. To ensure that all participating 
persons with dementia were able to decide on the high-
est possible level of information and understanding, they 

received information about the study adapted to their 
abilities. Informed consent was obtained from all per-
sons with dementia with the capacity to consent tested 
with the German version of the University of California, 
San Diego Brief Assessment of Capacity to Consent [37]. 
If persons with dementia were not capable to consent, 
their affirmative agreement was expressed either verbally 
or non-verbally (assent) [38] and, if designated, their 
legal representatives’ informed consent was obtained. 
Assent and informed consent were established at the 
time of enrolment in the study and revisited at each 
observation session (ongoing consent). Informed consent 
was obtained from all participants of the focus groups 
(nurses) and individual interviews (managers).

Trustworthiness
To enhance trustworthiness, multiple strategies were 
applied. We triangulated data from different data collec-
tion methods and from different sites to test and contrast 
data and their interpretation. To ensure that partici-
pants’ statements were accurately captured and to verify 
our interpretation, we conducted a member check by 

Fig. 1  Process of data analysis and triangulation of data



Page 6 of 20Adlbrecht et al. BMC Geriatrics          (2021) 21:680 

discussing the results with nurses and managers of the 
SCUs. The translation of the quotes embedded in our 
article was double-checked by LA and a nursing scientist 
native in German and English. We know the care concept 
well, and to reflect our prior knowledge and assumptions 
critically, we performed parts of step 2 of the thematic 
analysis [36] in analytical sessions with nursing scientists 
who were not involved in the study. All researchers have 
experience with qualitative studies and in research with 
persons with dementia.

Results
The results of the process evaluation of the care concept 
are based on 16 participating observations of 49 residents 
and 76 persons interacting with them on the wards of the 
SCUs and the NSNHs, three focus-group interviews with 
17 nurses, and eleven individual interviews with ward 
and nursing home managers (Table 1).

The results regarding the mechanisms of impact were 
organised into three domains and seven themes. In addi-
tion, six contextual aspects influencing implementation 
and mechanisms of impact of the care concept were 

identified (see Table  2). The interventions for residents 
were found to depend on the successful implementation 
of the interventions for nurses and the spatial and per-
sonnel composition of the unit (Fig. 2). This dependency 
is characterised by the need to develop nurses’ skills and 
knowledge to empower them to carry out interventions 
for residents. In addition, a positive work climate, spa-
tial structures and an appropriate personnel deployment 
strategy enable nurses to actually provide interventions 
to residents adequately. Furthermore, contextual aspects 
influence the provisioning of the interventions.

Interventions focusing on nurses
Development of nurses’ skills and knowledge
The development of nurses’ skills and knowledge is based 
on the training of all team members and on collective 
learning through problem discussion and solving within 
the team and thereby increases team competence and 
results in altered and shared care practices (Table 2).

Validation training primarily shapes the fundamental 
attitude towards care that is expressed by the validation 

Table 1  Sample description

Data source Total SCU NSNH1 NSNH2

Observations
Number of observation units, n 16 4 6 6

Number of observation units in the morning, n 8 2 3 3

Number of observation units in the afternoon, n 8 2 3 3

Number of residents focused on in the observations, n 49 16 15 18

Gender, n women 38 12 13 13

Age, median (range) 82 (60–98) 82 (62–98) 83 (60–97) 81 (65–95)

MMSE score, median (range) 14 (0–21) 15 (8–18) 13 (0–21) 14 (3–20)

Number of persons observed interacting with the residents focused 
on in the observations, n

17 27 32

Residents, n 76 9 9 11

Nurses, n 29 7 15 20

Visitors (e.g., family members), n 42 1 3 1

5

Interviews
Number of individual interviews, n 11 3 4 4

Number of focus groups, n 3 1 1 1

Number of persons participating in individual interviews, n 11 3 4 4

3 1 1 1

Number of nursing home managers, n 8 2 3 3

Number of ward managers, n
Number of persons participating in focus groups, n

17
5

6
2

5
2

6
1

Number of registered nurses, n 11 4 3 4

Number of nursing assistants, n 1 0 0 1

Number of home helpers, n 14 0 2 1

Gender, n women 45 (25–57) 49 (38–54) 45 (28–57) 39 (25–52)

Age, median (range) 9 (3–31) 11 (8–14) 10 (4–31) 8 (3–22)

Professional experience in years, median (range)
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of emotions and enhances the amount of empathy shown 
during care for persons with dementia. Nurses were sel-
dom observed using validation techniques with agitated 
residents. The focus group participants considered the 
validating attitude towards care in combination with 
systematic biographical work as enablers to recognise 
residents as persons with individual needs, resources, 
and preferences. Subsequently, nurses described that 
they are able to orientate their care on the persons’ 
needs, resources and preferences and thereby are able 
to respond adequately to unmet needs. The observa-
tions showed that nurses in the SCUs, compared to those 
in the NSNHs, use their time resources differently by 
spending more time on the promotion of activities and 
social interactions and needing less time to respond to 
distress and agitation.

Apart from formal training, nurses described that they 
acquire skills and knowledge by discussing challenging 
situations with their team. This process was regularly 
observed with residents showing persistent vocalisations 
or efforts to run away. Nurses from the SCUs and NSNHs 
outline their experienced difficulties in informal team 
gatherings, reflect on their experiences together, discuss 
opinions and find solutions. Therefore, the team con-
tinuously expands and revises its knowledge and skills 
in dementia care. In an individual interview, a manager 
described this as follows:

“So that (.) if there are any problems that are very 
stressful, you also include the team, because the 
solution usually comes from the team anyway, I have 
to say. Because if it is a larger group and you discuss, 
for example, any problem that arises, (.) either we or 
an individual colleague find a solution.” (EI11_58).

As all nurses experience the same development of skills 
and knowledge, they described that they are more likely 

to act in synchronisation and thereby offer a consistent 
approach to care.

“You will make a big leap if you have completed 
validation training. In addition, above all, as EVE-
RYBODY is trained, we learned to think in the same 
way.” (GI1_28).

As all nurses are trained, everyone has the capacity 
to react adequately in changing situations, e.g., when a 
resident acts like she or he never has before. Residents’ 
behaviour was observed to change suddenly and unpre-
dictably; therefore, this team skill is especially useful for 
preventing stress and agitation. However, the observa-
tions in the NSNHs with only a few trained team mem-
bers revealed that stressful situations may be prolonged 
if the trained nurses are not on-site.

Promotion of a positive work climate
A positive work climate is enhanced by collective prob-
lem solving, informal and formal team gatherings and 
mutual appreciation and thereby contributes to the sus-
tainable implementation of the care concept.

The focus group participants reported discussions of 
difficult situations with the team to jointly find solutions. 
The discussions made them feel understood, appreciated 
and not left alone to deal with a problem. They described 
formal and informal team gatherings as being impor-
tant for team building and team cohesion. Both problem 
discussions and team gatherings contribute to a posi-
tive work climate and a culture of solidarity, where team 
members support each other in particularly challenging 
situations.

“Well, taking care of each other and reminding each 
other to take time-outs, for example, helps a lot. If 

Fig. 2  Relation between interventions and contextual aspects influencing implementation and outcomes of the care concept
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there is someone who says, “Let us go smoke one,“ this 
only takes five minutes, and then it’s alright again. 
Many of us look out for each other.” (EI7_100).

Furthermore, mutual support and jointly developed 
solutions for particularly challenging situations enable 
nurses to be more likely to provide good dementia care. 
The positive climate on the team, the feeling of apprecia-
tion and the ability to provide good care reduce nurses’ 
distress. According to the managers of the SCU, this can 
be seen in high staff retention rates. Staff retention leads 
to increased efficiency of training measures and higher 
team competence, which is essential for the sustainable 
implementation of the care concept.

Spatial and personnel composition of the unit
The design of the unit and the personnel deployment 
strategy create spaces, times and an understanding of 
nursing that promotes activities and social engagement 
(but also enables privacy and withdrawal) (Table 2).

Adjusted spatial structures
As pointed out in the interviews with the ward managers, 
the household-like design of the unit offers spaces that 
support the fulfilment of residents’ needs (e.g., a spatial 
layout that enables tacit orientation, a patio and a garden 
with safe walking opportunities, a dining and living area 
for eating, recreational activities and social life, various 
sitting options in the indoor patio for tranquillity and 
resting, a bedroom for privacy). They see a major advan-
tage in the fact that all parts of the unit are in direct sight 
of the residents and easy to access, thereby enabling resi-
dents to autonomously navigate through the unit accord-
ing to their preferences, desires and needs.

“The background was actually that we can give the 
residents an intimate space where they can easily 
find their bearings. That means having FEW peo-
ple to deal with. In the middle, a living/dining room 
surrounded by bedrooms. That is, when the resident 
comes out of his or her bedroom, he is in HIS living 
room. On a conventional ward, you come into the 
aisle and must orientate yourself, ‘Do I go left, do I 
go right?’ In addition, we just wanted to prevent this 
additional disorientation.” (EI3_4).

The observations yielded a constant but low level of 
acoustic and visual stimuli in the small-scale units. In the 
larger units of the NSNH, however, the level of stimuli 
(e.g., noise level) was noticeably higher, and residents 
left situations with extremely high levels of stimuli (e.g., 
mealtimes) quickly. Residents were seen spending most 
of their time in areas with a comfortable level of stimuli 

and with opportunities for the fulfilment of their needs 
(e.g., social interaction in common areas).

Adjusted personnel deployment strategy “dedicated time 
for activities”
In addition to the normal nursing shifts, the development 
team of the care concept established an extra shift, within 
which nurses’ sole assignment is the provision of occu-
pation either in groups or for individual residents. The 
individual and focus-group interviews with the members 
of the SCUs show, especially in contrast to the interviews 
with the members of the NSNHs, that they integrate 
not only physical and psychosocial nursing care but also 
the provision of meaningful activities into their under-
standing of nursing. The change in the understanding is 
reflected by nurses who enhance engagement in activities 
in the extra shift and in the normal shifts.

“Are they going to do something by themselves? No. 
WE have to give them something and then work with 
and watch them… (name of resident), for example, 
she does not stimulate herself, so I sit down, ask her 
something and she blooms while telling me her sto-
ries.” (GI1_43).

An unintended outcome of the personnel deployment 
strategy is that nurses recognise residents’ great need 
for engagement in activities and social interaction. The 
interviewed nurses of the SCUs consider the promo-
tion of engagement in activities and social interaction 
as their task, and even though they try to use their time 
optimally, they cannot offer it on an ideal level for all resi-
dents. Consequently, they describe having a certain level 
of distress as they must decide who is going to experience 
activity promotion and who is not.

Interventions focusing on residents
The themes a) promotion of relaxation, b) promotion 
of engagement in activities and c) promotion of social 
interaction present interlinked bundles of interventions 
(Table 2). On the one hand, they are interlinked because 
sometimes the same intervention can provide relaxa-
tion, engagement in activity and/or social interaction. An 
example is a group singing activity accompanied by social 
interaction that promotes residents’ relaxation if it meets 
their needs. On the other hand, the three complexes are 
interlinked via their achieved outcomes. Because resi-
dents are unique individuals, they respond differently to 
interventions, allowing the same intervention to achieve 
different outcomes and different interventions to achieve 
the same outcomes. Therefore, the three intervention 
complexes promote the same outcomes, especially relax-
ation, social engagement and belonging and seem to con-
tribute to the overall well-being. In addition, all three 
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intervention complexes are provided in a personalised 
manner, meaning they are tailored to residents’ needs, 
resources and preferences.

Promotion of relaxation
For the implementation of the promotion of relaxation 
(definition in Table 2), nurses primarily use an emotion-
oriented approach with psychosocial interventions refer-
ring to the individual persons’ preferences, needs and 
desires. These interventions are provided as soon as 
nurses detect a potential for stress, agitation or apathy, 
but they are also applied for de-escalation purposes. Such 
interventions allow residents to relax, become contacta-
ble, and participate in purposeful activities and social 
interactions.

Subsequently, the interventions support a calm and 
relaxed atmosphere on the wards, which was only selec-
tively interrupted by arising restlessness during the 
observations. Nurses reported that residents usually 
reflect on the conditions or behaviours, be they calm 
or agitated, that lead to a reinforcement of the relaxed 
atmosphere on the ward. A registered nurse described 
such reinforcement, this time negatively, in the following 
quote:

“When you come to the ward and you are out of bal-
ance, you can be sure that the group is EQUALLY 
out of balance all day long. They have sensors for 
that, and if you’re having a bad day, you’re already 
screwed. In addition, they notice exactly when you’re 
sad, they look at you and ask, ‘What’s wrong?’ even 
though you do not do anything differently and think 
that you’re acting quite normal. It works the other 
way around too; if you come in a good mood, the 
residents reflect this too.” (GI3_161).

The calm atmosphere is reflected by the low acoustic 
level, calm movement patterns and purposeful actions of 
the residents. Supporting the assumption that residents 
like the atmosphere in common areas, residents were 
observed spending most of their time there, and with-
drawal to one’s bedroom was seldom observed in the 
SCUs. In the NSNHs with a higher noise level, residents 
with and without dementia tend to seek the quietness of 
their rooms and use them for relaxation and recreational 
activities during the observational periods. However, 
some residents seemed comfortable in high-noise situa-
tions that others tended to find stressful – an aspect that 
reflects the residents’ uniqueness.

The observations in the SCUs that contrasted with 
the observations in the NSNHs showed the early pro-
motion of relaxation results in a lower amount of 
time needed for calming and reassuring the residents 
and preventing the development of a negative social 

dynamic that would in turn affect other residents. 
Nurses are therefore likely to invest their gained time 
resources in the promotion of activities and social 
engagement, which meet residents’ needs and further 
enhance relaxation. In these situations, a positive social 
dynamic enhancing relaxation and fulfilment of needs 
could be observed.

Promotion of engagement in activities
Interventions to promote engagement in activities are 
provided in organised weekly planned group activities 
by the elder-care team2 and as individual activities by 
nurses, thereby allowing residents to experience activi-
ties throughout the day. During the observations, nurses 
of the SCUs provided activities to individuals or small 
groups that were individualised in regard to content, type 
and duration to meet the physical, cognitive and social 
abilities, as well as preferences, of the residents. In the 
interviews, nurses described that this type of activity pro-
motion allows residents to experience activities that they 
enjoy. This not only creates a positive experience for the 
residents but also promotes relaxation and focus on the 
activity, the use of their skills and interaction with their 
environment.

“They are calmer, they talk much more about it. 
They also make statements that you would not 
expect at all, that you do not believe that they still 
know about. They truly behave differently. They are 
more communicative, in any case. (.) You have the 
feeling that they are calmer inside. It is not about 
their appearance, the fidgeting or something like 
that, but you have the feeling that they truly give you 
their full attention and they are calmer for them-
selves.” (EI4_67).

Group activities are usually not or less personal-
ised. The observations showed that the reaction of the 
residents depended on the extent to which the activ-
ity offered by the elder-care team corresponded to their 
needs, abilities, and preferences.

Nurses reported that the effects of activating interven-
tions are usually limited to the time of the activity. An 
impact on residents’ mood, in the sense of verbal expres-
sions, facial expressions or behaviour, was only reported 
in a few cases. It is questionable, however, whether there 
truly was no change in mood or whether it was diffi-
cult to determine because of the impact of dementia on 
emotional expression. Often, the mechanism of impact 

2  Elder-care (Seniorenbetreuung): The elder-care team consists of individuals 
with a formal training in the promotion of activities, occupation and compan-
ionship for the elderly. In these nursing homes, they provide group activities 
for the residents on a daily basis scheduled in a weekly plan. They are not part 
of the nursing staff.
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is triggered by an interaction initiated by nurses that is 
modulated on top of an activity, thereby increasing its 
scope and impact, as described in the following observa-
tion protocol:

N12 turns on the TV and helps residents make 
themselves comfortable in front of it: “What do you 
say we watch series XY now? Yesterday there was 
(...); let us see how things go on today. What do you 
think, (name of R8)? Would you like to watch too, 
(name of R2)? Well then, come and join us. Shall we 
bet that they kiss today? All those in favour?” “Sure, 
they will!” (says R8) Two residents lift their arms. 
“Who’s against it?” (B14_p. 6).

Promotion of engagement in social interaction
Nurses promote engagement in social interaction by 
starting and guiding conversations or by setting off 
impulses that are likely to trigger social interactions. 
Social interaction helps residents to become part of a 
social community by facilitating a sense of belonging. 
Becoming part of a social community also happens pas-
sively when residents have common experiences that cre-
ate an emotional connection. This is especially true for 
residents with advanced dementia, whose opportunities 
for verbal interaction may be severely limited. The obser-
vations made in both settings yielded that the social com-
munity is reflected by residents knowing each other and 
demonstrating behaviours that characterise the social 
conventions of social groups (e.g., greeting all present 
when entering the living room, saying goodbye before 
going to bed, sharing the newspaper and discussing the 
content, commenting on the weather).

The focus group participants reported that sometimes 
within the ward, smaller subgroups of two to four peo-
ple are formed that are primarily based on mutual posi-
tive perceptions. The emotional ties of these residents are 
closer, which is reflected by residents being keen to spend 
time together (e.g., walking around together, sitting next 
to each other for certain activities) and by increased 
interaction between these residents:

“Therefore, for example, we now have a group that 
has just formed itself. It is an insanely intense group. 
They’re having a great time. Even the residents, who 
nobody had accepted before. There were always two 
ladies who nobody accepted. Now suddenly, the 
group works with six residents at the table. In addi-
tion, each of the ladies demands her own topic of 
conversation.” (GI2_186).

In such subgroups, the residents experience mutual 
affection, which sometimes manifests itself physically 

through a hug or stroking of the hand. However, the sub-
groups are described by nurses as fragile entities that.

“(…) can dissolve unpredictably. In our ward, it 
went well for a while when two ladies helped to set 
the table. Then, one of the two ladies got worse and 
the second one said, ‘Well, I am not going to do that 
alone.’ And since then, she just sits there and looks. 
That’s because she did not want to do it alone.” 
(GI2_76).

The promotion of social interaction includes the facili-
tation of (close) relationships with family members and 
loved ones. Nurses promote these exchanges with family 
members; they openly communicate information about 
the residents and seek the expertise of family members 
on, for example, the biography of the residents. In this 
way, family members feel valued, welcome, and inte-
grated and tend to visit residents more often or for longer 
periods.

“My experience is that if we take the relatives on 
board right from the start and we are very open in 
what we say and do [...], I actually have the relatives 
very much on board, they help out, they deal with 
the biographical work of their own dad, mum or 
whatever. In addition, that leads them to truly deal 
with them. You see that. They simply visit longer, 
inform themselves about their family member, what 
happened, how he is?” (IG_EI1_33).

Contextual aspects
Seven aspects within the context features population, 
cultural, organisational and financial are found to influ-
ence the implementation and outcomes of the care con-
cept. The aspects and corresponding quotes are displayed 
in Table 3.

With regard to the target population, the managers of 
the SCUs and NSNHs reported that the population is 
changing (contextual aspect 1), with more persons with 
severe dementia, high levels of physical care needs, 
(severely) limited mobility and psychological symp-
toms or diagnoses living in nursing homes. Further-
more, they pointed to the increasing number of persons 
showing disinhibitory behaviours. This population dif-
fers from the target population of the care concept, 
which was originally developed for persons with mod-
erate dementia who demonstrate challenging behav-
iours, can move around on the ward independently and 
perform light household tasks. The managers see pos-
sible reasons for these changes in the increased com-
petence in home care, which enables persons to stay 
longer in their own home. For the SCUs, this means 
fewer residents who correspond to the defined target 



Page 13 of 20Adlbrecht et al. BMC Geriatrics          (2021) 21:680 	

Ta
bl

e 
3 

Co
nt

ex
tu

al
 a

sp
ec

ts
 in

flu
en

ci
ng

 im
pl

em
en

ta
tio

n 
an

d 
ou

tc
om

es
 o

f t
he

 c
ar

e 
co

nc
ep

t

Co
nt

ex
t a

sp
ec

ts
 [3

2]
To

pi
c 

an
d 

its
 s

ho
rt

 d
es

cr
ip

tio
n

In
flu

en
ce

 o
n 

im
pl

em
en

ta
tio

n 
an

d/
or

 o
ut

co
m

es
 o

f 
th

e 
ca

re
 c

on
ce

pt
Q

uo
te

s 
or

/a
nd

 e
xt

ra
ct

s 
fr

om
 o

bs
er

va
tio

n 
pr

ot
oc

ol
s

1.
 (T

ar
ge

t)
 P

op
ul

at
io

n
Pe

rs
on

s w
ith

 se
ve

re
 p

hy
sic

al
 im

pa
irm

en
ts

 a
nd

/o
r s

ev
er

e 
de

m
en

tia
 li

ve
 in

 n
ur

sin
g 

ho
m

es
Li

vi
ng

 a
t h

om
e 

ev
en

 w
ith

 (m
or

e)
 s

ev
er

e 
ph

ys
ic

al
 a

nd
 

co
gn

iti
ve

 im
pa

irm
en

ts
 is

 p
os

si
bl

e 
du

e 
to

 in
cr

ea
se

d 
ca

re
 

co
m

pe
te

nc
e 

of
 fo

rm
al

 a
nd

 in
fo

rm
al

 c
ar

eg
iv

er
s

Le
ad

s 
to

 la
te

r a
dm

is
si

on
s 

to
 n

ur
si

ng
 h

om
es

 a
nd

 c
ha

ng
es

 
in

 re
si

de
nt

 c
ha

ra
ct

er
is

tic
s

In
cr

ea
se

d 
ne

ed
 fo

r s
up

po
rt

 in
 p

hy
si

ca
l c

ar
e 

ne
ed

s 
le

av
es

 
le

ss
 ti

m
e 

to
 im

pl
em

en
t t

he
 p

ro
m

ot
io

n 
of

 a
ct

iv
iti

es
 a

nd
 

so
ci

al
 in

te
ra

ct
io

n

“T
ha

t i
s 

w
ha

t I
 b

el
ie

ve
 is

 th
e 

pr
ob

le
m

, t
ha

t t
he

 re
si

de
nt

s 
si

m
pl

y 
co

m
e 

to
 u

s 
w

ith
 h

ig
h 

ph
ys

ic
al

 c
ar

e 
ne

ed
s, 

th
at

 w
e 

ca
n 

no
 lo

ng
er

 p
ro

m
ot

e 
th

e 
re

so
ur

ce
s 

as
 it

 is
 s

ta
te

d 
in

 th
e 

ca
re

 c
on

ce
pt

. I
n 

ad
di

tio
n,

 o
f c

ou
rs

e 
w

e 
ha

ve
 e

no
ug

h 
st

aff
 

fo
r t

he
 w

ay
 th

is
 c

on
ce

pt
 s

ho
ul

d 
be

, b
ut

 a
s 

it 
lo

ok
s 

no
w

, 
w

e 
do

 n
ot

 h
av

e 
it 

an
ym

or
e 

an
d 

th
er

ef
or

e 
te

am
 m

em
be

rs
 

ar
e 

si
m

pl
y 

an
d 

co
ns

ta
nt

ly
, m

as
si

ve
ly

 o
ve

rlo
ad

ed
 a

nd
 

fru
st

ra
te

d.
” (

EI
3_

89
)

2.
 (T

ar
ge

t)
Po

pu
la

tio
n

Co
ns

ta
nt

 b
eh

av
io

ur
 c

ha
ng

es
 p

os
sib

le
Pe

rs
on

s 
w

ith
 d

em
en

tia
 u

np
re

di
ct

ab
ly

 c
ha

ng
e 

th
ei

r 
be

ha
vi

ou
r a

nd
 re

ac
tio

ns
 to

 in
te

rv
en

tio
ns

, p
er

so
ns

 o
r 

si
tu

at
io

ns
N

ur
se

s 
m

us
t b

e 
ab

le
 to

 m
an

ag
e 

ch
an

gi
ng

 s
itu

at
io

ns
 a

t 
an

y 
gi

ve
n 

m
om

en
t a

nd
 th

er
ef

or
e 

al
l n

ur
se

s 
ne

ed
 to

 h
av

e 
th

e 
ap

pr
op

ria
te

 s
ki

lls
 a

nd
 k

no
w

le
dg

e

H
ig

h 
ne

ed
 fo

r a
 s

ta
bl

e 
te

am
 c

om
pe

te
nc

e 
an

d 
ea

rly
, 

in
te

ns
iv

e 
tr

ai
ni

ng
 o

f n
ew

 te
am

 m
em

be
rs

, i
f t

hi
s 

is
 n

ot
 

ac
hi

ev
ed

 im
pl

em
en

ta
tio

n 
of

 in
te

rv
en

tio
ns

 fo
cu

si
ng

 o
n 

re
si

de
nt

s 
is

 a
t r

is
k

“W
ith

 d
em

en
tia

, I
 w

ill
 s

ay
 o

ne
 th

in
g 

is
 th

at
 th

er
e 

is
 n

o 
co

m
m

on
 th

re
ad

. T
ha

t i
s 

th
e 

re
al

 te
ns

io
n.

” (
EI

2_
63

)
“W

he
n 

I c
om

e 
in

 th
e 

m
or

ni
ng

, I
 n

ev
er

 k
no

w
 - 

ye
st

er
da

y 
it 

w
as

 g
re

at
, a

nd
 to

da
y 

no
th

in
g 

w
or

ks
. Y

ou
 a

lw
ay

s 
ha

ve
 to

 
ad

ju
st

 a
nd

 m
ak

e 
th

e 
be

st
 o

f i
t.”

 (I
G

_G
I2

_ 
75

)

3.
 (T

ar
ge

t)
Po

pu
la

tio
n

Fa
m

ily
 m

em
be

rs
 a

s a
dv

oc
at

es
A

s 
pe

rs
on

s 
w

ith
 d

em
en

tia
 e

xp
er

ie
nc

e 
di

ffi
cu

lty
 fu

lly
 

re
ca

lli
ng

 th
ei

r b
io

gr
ap

hy
 a

nd
 c

om
pr

eh
en

si
ve

ly
 a

ss
es

si
ng

 
si

tu
at

io
ns

, f
am

ily
 m

em
be

rs
 ta

ke
 o

n 
th

e 
ro

le
 o

f a
dv

oc
at

es

N
ee

d 
fo

r i
nt

en
si

fie
d 

co
op

er
at

io
n 

w
ith

 fa
m

ily
 m

em
be

rs
, 

as
 th

ey
 h

av
e 

es
se

nt
ia

l i
nf

or
m

at
io

n 
fo

r r
es

id
en

ts
’ c

ar
e 

an
d 

on
 th

e 
ot

he
r h

an
d 

ne
ed

 in
fo

rm
at

io
n 

to
 b

e 
ab

le
 to

 a
ct

 a
s 

ad
vo

ca
te

s, 
aff

ec
ts

 im
pl

em
en

ta
tio

n 
of

 th
e 

ca
re

 c
on

ce
pt

“M
y 

ex
pe

rie
nc

e 
is

 th
at

 if
 w

e 
ta

ke
 th

e 
re

la
tiv

es
 o

n 
bo

ar
d 

rig
ht

 fr
om

 th
e 

st
ar

t a
nd

 w
e 

ar
e 

ve
ry

 o
pe

n 
in

 w
ha

t w
e 

sa
y 

an
d 

do
 [.

..]
, I

 a
ct

ua
lly

 h
av

e 
th

e 
re

la
tiv

es
 v

er
y 

m
uc

h 
on

 
bo

ar
d,

 th
ey

 h
el

p 
ou

t, 
th

ey
 d

ea
l w

ith
 th

e 
bi

og
ra

ph
ic

al
 w

or
k 

of
 th

ei
r o

w
n 

da
d,

 m
um

 o
r w

ha
te

ve
r. 

In
 a

dd
iti

on
, t

ha
t l

ea
ds

 
th

em
 to

 tr
ul

y 
de

al
 w

ith
 th

em
. Y

ou
 s

ee
 th

at
. T

he
y 

si
m

pl
y 

vi
si

t l
on

ge
r, 

in
fo

rm
 th

em
se

lv
es

 a
bo

ut
 th

ei
r f

am
ily

 m
em

be
r, 

w
ha

t h
ap

pe
ne

d,
 h

ow
 is

 h
e 

or
 s

he
?”

 (I
G

_E
I1

_3
3)

4.
 C

ul
tu

ra
l –

 a
tt

itu
de

 o
f 

th
e 

ta
rg

et
 p

op
ul

at
io

n
In

to
le

ra
nc

e 
of

 re
sid

en
ts

 to
w

ar
ds

 b
eh

av
io

ur
 th

at
 d

oe
s n

ot
 

m
ee

t s
oc

ia
l c

on
ve

nt
io

ns
:

Re
si

de
nt

s 
w

ith
ou

t, 
w

ith
 m

ild
 o

r m
od

er
at

e 
de

m
en

tia
 

ad
dr

es
s 

be
ha

vi
ou

r t
ha

t d
oe

s 
no

t m
ee

t s
oc

ia
l c

on
ve

n-
tio

ns
 in

 a
 p

un
iti

ve
 m

an
ne

r

In
to

le
ra

nc
e 

of
 s

oc
ia

lly
 u

ns
ui

ta
bl

e 
be

ha
vi

ou
r b

y 
pe

rs
on

s 
w

ith
 d

em
en

tia
 in

flu
en

ce
s 

th
e 

ou
tc

om
es

 o
f t

he
 c

ar
e 

co
nc

ep
t o

f b
el

on
gi

ng
 to

 a
 s

oc
ia

l c
om

m
un

ity

N
ot

e 
at

 1
0:

40
 a

.m
.: 

R1
4 

go
es

 to
 th

e 
ne

xt
 ta

bl
e 

an
d 

dr
in

ks
 

fro
m

 th
e 

gl
as

s 
of

 a
no

th
er

 re
si

de
nt

, w
he

re
up

on
 R

8 
sh

ou
ts

: 
“A

re
 y

ou
 s

tu
pi

d?
 T

hi
s 

is
 n

ot
 y

ou
r g

la
ss

.” [
…

]
N

ot
e 

at
 1

0:
55

 a
.m

.: 
R8

 s
its

 d
ow

n 
on

 a
n 

ar
m

ch
ai

r t
ha

t i
s 

no
t 

hi
s, 

an
ot

he
r r

es
id

en
t s

ta
rt

s 
to

 n
ud

ge
 h

im
 w

ith
 a

 s
tic

k 
un

til
 

R8
 g

et
s 

up
 a

nd
 le

av
es

 g
ru

m
bl

in
g 

an
d 

gr
um

py
. (

B3
_p

. 5
)

5.
 C

ul
tu

ra
l -

 b
el

ie
f o

f 
th

e 
m

an
ag

er
s a

nd
 

pr
ac

tit
io

ne
rs

Em
pa

th
y 

as
 a

 m
us

t-
ha

ve
 in

 th
e 

ca
re

 fo
r p

er
so

ns
 w

ith
 

de
m

en
tia

:
Fo

r t
he

 d
el

iv
er

y 
of

 in
te

rv
en

tio
ns

 fo
cu

si
ng

 o
n 

re
si

de
nt

s, 
em

pa
th

y 
is

 b
el

ie
ve

d 
to

 b
e 

es
se

nt
ia

l
Em

pa
th

y 
is

 re
ga

rd
ed

 a
s 

a 
ch

ar
ac

te
ris

tic
 th

at
 is

 d
iffi

cu
lt 

to
 tr

ai
n

Co
ns

ci
ou

s 
re

cr
ui

tm
en

t o
f n

ew
 te

am
 m

em
be

rs
 d

iffi
cu

lt 
be

ca
us

e 
of

 s
tr

uc
tu

ra
lly

 s
m

al
l n

um
be

r o
f n

ur
si

ng
 s

ta
ff 

on
 

jo
b 

se
ar

ch
 a

nd
 m

ay
 je

op
ar

di
se

 th
e 

im
pl

em
en

ta
tio

n

“W
he

n 
w

e 
hi

re
 s

om
eo

ne
 n

ew
, t

he
 m

os
t i

m
po

rt
an

t t
hi

ng
 

fo
r m

e 
is

 th
at

 h
e 

or
 s

he
 d

ea
ls

 e
m

pa
th

ic
al

ly
 w

ith
 th

e 
re

si
-

de
nt

s. 
W

e 
lo

ok
 a

t t
hi

s 
by

 le
tt

in
g 

th
em

 s
pe

nd
 tw

o 
da

ys
 o

n 
th

e 
SC

U
. T

he
 s

ta
ff 

th
en

 g
iv

es
 m

e 
fe

ed
ba

ck
 o

n 
w

he
th

er
 h

e 
or

 s
he

 fi
ts

 in
to

 th
e 

te
am

. I
 p

ay
 le

ss
 a

tt
en

tio
n 

to
 fo

rm
al

iti
es

 
- e

ve
ry

th
in

g 
el

se
 c

an
 b

e 
le

ar
ne

d 
in

 tr
ai

ni
ng

s.”
 (E

I6
_3

4)



Page 14 of 20Adlbrecht et al. BMC Geriatrics          (2021) 21:680 

Ta
bl

e 
3 

(c
on

tin
ue

d)

Co
nt

ex
t a

sp
ec

ts
 [3

2]
To

pi
c 

an
d 

its
 s

ho
rt

 d
es

cr
ip

tio
n

In
flu

en
ce

 o
n 

im
pl

em
en

ta
tio

n 
an

d/
or

 o
ut

co
m

es
 o

f 
th

e 
ca

re
 c

on
ce

pt
Q

uo
te

s 
or

/a
nd

 e
xt

ra
ct

s 
fr

om
 o

bs
er

va
tio

n 
pr

ot
oc

ol
s

6.
 O

rg
an

isa
tio

na
l

Tr
an

sf
or

m
at

io
na

l, c
on

sis
te

nt
ly

 a
ct

in
g 

le
ad

er
s s

ha
pi

ng
 th

e 
or

ga
ni

sa
tio

na
l c

ul
tu

re
 a

nd
 u

nd
er

st
an

di
ng

 o
f n

ur
sin

g
C

ha
ris

m
at

ic
 le

ad
er

s 
co

nv
in

ce
d 

of
 th

ei
r a

pp
ro

ac
h 

to
 c

ar
e 

w
er

e 
se

en
 to

 in
sp

ire
 n

ur
se

s 
an

d 
to

 e
m

po
w

er
 th

em
 to

 a
ct

 
in

 th
e 

sa
m

e 
w

ay

Co
m

m
on

, p
er

so
n-

ce
nt

re
d 

at
tit

ud
e 

in
 in

te
ra

ct
io

n 
w

ith
 e

ac
h 

ot
he

r i
nfl

ue
nc

es
 th

e 
w

or
k 

cl
im

at
e 

an
d 

ca
re

 
pr

ac
tic

es
C

ha
ng

es
 in

 le
ad

er
s 

an
d 

pe
rs

on
ne

l m
ay

 le
ad

 to
 c

ha
ng

es
 

in
 th

e 
in

fo
rm

al
 o

rg
an

is
at

io
na

l c
ul

tu
re

 a
nd

 th
er

eb
y 

m
ay

 
in

flu
en

ce
 th

e 
im

pl
em

en
ta

tio
n 

of
 th

e 
ca

re
 c

on
ce

pt

Ex
pr

es
si

on
 o

f c
om

m
on

 p
er

so
n-

ce
nt

re
d 

at
tit

ud
e 

an
d 

co
nf

or
m

ity
:

“W
e 

tr
y 

to
 d

et
er

m
in

e,
 w

ha
t r

es
id

en
t l

ik
e.

 W
e 

lo
ok

 a
t t

he
 

bi
og

ra
ph

y,
 w

he
re

 w
er

e 
th

e 
in

te
re

st
s 

th
us

 fa
r, 

ta
lk

 to
 th

e 
re

la
tiv

es
, w

ha
t t

he
y 

di
d 

at
 h

om
e 

un
til

 th
e 

en
d,

 b
ut

 y
ou

 
ar

e 
no

t a
llo

w
ed

 to
 fo

rg
et

 th
at

 p
eo

pl
e 

ch
an

ge
. I

f s
he

 w
as

 
kn

itt
in

g 
fo

r 4
0 

ye
ar

s, 
th

en
 s

he
 o

ft
en

 d
oe

s 
no

t w
an

t t
o 

kn
ow

 a
ny

th
in

g 
ab

ou
t k

ni
tt

in
g 

an
ym

or
e.

 ‘I 
ha

ve
 k

ni
tt

ed
 

lo
ng

 e
no

ug
h,

 y
es

, I
 d

o 
no

t l
ik

e 
it 

an
ym

or
e 

- I
 w

an
t t

o 
do

 
so

m
et

hi
ng

 n
ew

.’ Y
es

, s
o 

pe
op

le
 w

ith
 d

em
en

tia
 n

ot
 o

nl
y 

w
an

t t
o 

do
 th

e 
sa

m
e 

ol
d 

th
in

gs
.” (

EI
1_

18
)

“E
xa

ct
ly

, a
nd

 o
ur

 e
xp

er
ie

nc
e 

is
 th

at
 re

la
tiv

es
 s

ay
 in

 re
ga

rd
 

to
 th

e 
bi

og
ra

ph
y 

“Y
es

, t
he

y 
ha

ve
 a

lw
ay

s 
lo

ve
d 

ha
vi

ng
 c

hi
l-

dr
en

 a
ro

un
d”

 a
nd

 s
o 

on
, t

he
n 

w
e 

as
k 

th
em

, a
nd

 th
ey

 c
an

’t 
st

an
d 

it.
 P

eo
pl

e 
ch

an
ge

, e
sp

ec
ia

lly
 w

ith
 d

em
en

tia
.” (

EI
3_

6)
Ex

am
pl

e 
of

 c
on

fo
rm

ity
:

N
4:

 “I
f y

ou
’re

 n
er

vo
us

, i
t i

s 
ov

er
.”

N
6:

 “I
f y

ou
’re

 h
av

in
g 

a 
ba

d 
da

y.”
N

4:
 “Y

ou
’re

 a
lre

ad
y 

lo
st

.”
N

5:
 “B

ec
au

se
 th

ey
 k

no
w

 th
at

 [y
es

], 
th

ey
 p

ic
k 

th
at

 u
p 

rig
ht

 
aw

ay
. T

he
n,

 y
ou

r w
ho

le
 d

ay
 is

 g
on

e”
 (l

au
gh

s)
.

N
4:

 “T
he

y 
fe

el
 th

at
. [

Ye
ah

, r
ig

ht
]. 

Se
ns

or
s 

th
ey

 h
av

e.
 S

en
-

so
rs

, t
he

y 
al

re
ad

y 
ha

ve
 g

oo
d 

on
es

. W
he

ne
ve

r s
om

et
hi

ng
 

is
...”

N
6:

 “S
o 

th
e 

fe
el

in
g.

” [
IG

_G
I2

_1
61

–1
66

]

7.
 F

in
an

ci
al

Li
m

ite
d 

tim
e 

re
so

ur
ce

s i
n 

nu
rs

in
g 

ca
re

:
Ti

m
e 

re
so

ur
ce

s 
ar

e 
lim

ite
d 

an
d 

ar
e 

pa
rt

ic
ul

ar
ly

 s
ca

rc
e 

du
rin

g 
ho

lid
ay

 p
er

io
ds

 a
nd

 p
er

io
ds

 o
f h

ig
h 

si
ck

ne
ss

 
ab

se
nc

e

Li
m

ite
d 

tim
e 

re
so

ur
ce

s 
in

flu
en

ce
 th

e 
im

pl
em

en
ta

tio
n 

of
 

th
e 

in
te

rv
en

tio
ns

 fo
cu

si
ng

 o
n 

re
si

de
nt

s
Li

m
ite

d 
tim

e 
re

so
ur

ce
s 

so
m

et
im

es
 c

ol
lid

e 
w

ith
 th

e 
de

ve
lo

pe
d 

un
de

rs
ta

nd
in

g 
of

 n
ur

si
ng

 re
su

lti
ng

 in
 a

 
pr

io
rit

is
at

io
n 

of
 ta

sk
s 

in
 fa

vo
ur

 fo
r p

hy
si

ca
l n

ee
ds

 a
nd

 
fru

st
ra

tio
n 

of
 n

ur
se

s

“T
he

 ti
m

e 
yo

u 
ne

ed
, y

ou
 s

ho
ul

d 
ha

ve
; i

t i
s 

ve
ry

 im
po

r-
ta

nt
 th

at
 y

ou
 c

an
 ta

ke
 y

ou
r t

im
e.

 G
oo

d 
ca

re
 n

ee
ds

 ti
m

e.”
 

(G
I1

_7
)

“F
iv

e 
th

in
gs

 a
re

 g
oi

ng
 o

n 
at

 th
e 

sa
m

e 
tim

e.
 T

he
 b

el
l r

in
gs

, 
so

m
eo

ne
 s

ho
ut

s, 
th

e 
w

ar
d 

ro
un

d 
co

m
es

... 
In

 a
dd

iti
on

, 
th

en
 y

ou
 c

an
no

t a
rr

an
ge

 a
ny

th
in

g 
w

ith
 th

e 
re

si
de

nt
s 

w
ith

 d
em

en
tia

. Y
ou

 c
an

no
t s

ay
 to

 th
em

, ‘S
ta

y 
he

re
 fo

r fi
ve

 
m

in
ut

es
, I

 w
ill

 b
e 

rig
ht

 b
ac

k.’
 T

he
y 

do
 n

ot
 k

no
w

 w
ha

t fi
ve

 
m

in
ut

es
 is

. Y
ou

 h
av

e 
to

 a
ct

 im
m

ed
ia

te
ly

.” [
VG

_E
I6

_8
7]



Page 15 of 20Adlbrecht et al. BMC Geriatrics          (2021) 21:680 	

group, more time needed for physical care and less time 
available for the promotion of engagement in activi-
ties and social interaction. In addition, the increased 
physical and cognitive impairments hinder the promo-
tion of engagement in activities and social interactions 
in groups requiring individual, time-intensive offers. 
Another aspect of the target population reported in 
both settings is that people with dementia often sud-
denly change their behaviour (contextual aspect 2), 
which makes the strict adherence to care plans difficult. 
Nurses must be able to manage changing situations at 
any given moment. If nurses lack this competence, the 
unpredictable actions of persons with dementia result 
in distress for both nurses and residents. An additional 
aspect of the target population is that due to their 
impaired memory and decision-making capacity, family 
members act as their advocates (contextual aspect 3), 
which results in intensified cooperation between family 
members and nurses.

A cultural aspect of the context observed in both set-
tings is the intolerance of residents towards the behav-
iour of other residents that is perceived as not being in 
line with certain social conventions (contextual aspect 
4). If a behaviour disturbs residents, they comment on 
it, sanction it and try to stop it. The observations yielded 
statements that were often coarse, insulting for the per-
sons referenced and sometimes aggressive. Intolerance 
towards other residents’ behaviours was observed in per-
sons with no, mild, and moderate but not severe demen-
tia. Another cultural aspect is the belief of nurses and 
managers of the SCUs that care for persons with demen-
tia requires a basic level of empathy (contextual aspect 5), 
which is difficult to train and essential for the implemen-
tation of care based on a person’s needs, resources and 
preferences.

An organisational aspect of context is the transforma-
tional leadership style shown by the SCU managers (con-
textual aspect 6). They are convinced of their approach to 
dementia care and live their underlying person-centred 
values in the interactions with residents and nurses, be 
it in everyday conversations, in organising roasters or 
in providing support in stressful times. In the observa-
tions and interviews, they showed a strong, charismatic 
appearance and were perceived by the nurses as figure-
heads. These leaders shape nurses’ understanding of 
respectful interactions with each other and of the care 
of persons with dementia. In the interviews and in the 
observations, nurses and managers spoke and worked 
together consistently, and they were convinced of and 
enthusiastic about their approach to dementia care. This 
approach influences the work climate and contributes to 
a stable team that consistently cares for residents with 
the same attitude in direct care.

A financial aspect of the context under which care in 
nursing homes takes place is the limited time resources 
(contextual aspect 7). Nurses describe having an inner 
conflict when time resources collide with the developed 
understanding of nursing that is inherent to the care con-
cept. In such situations, nurses are frustrated and priori-
tise tasks related to physical needs.

Discussion
The results of the process evaluation provide insights 
into how and under what circumstances the care concept 
of the SCUs triggers changes in outcomes. The findings 
point to aspects of the initial programme theory that 
require modification. Table 4 provides an overview of the 
most substantial indications for the revision. Although 
the results are not transferable to other settings, as they 
are linked to the specific care concept and context, the 
mechanisms of parts of the care concept may also apply 
in other concepts and in other settings.

Quality of care is influenced by nurses’ behaviours that 
are shaped by the organisational culture and personnel 
strategy, emphasising a need for sufficient, knowledge-
able and skilled personnel [39, 40]. Interventions to pro-
mote nurses’ expertise and to develop an organisational 
culture are found to be effective only with a relatively sta-
ble team. Staff retention is higher and knowledge drains 
are lower in supportive workplaces, including adequate 
staffing levels and working conditions, as well as manage-
ment support and a person-centred care environment 
[41–45]. These are aspects to consider, as high staff reten-
tion is a key ingredient for the sustainable implementa-
tion of the care concept.

In research initiatives, the role of the built environment 
is often discussed in connection to wayfinding [46] influ-
encing residents’ safety and ability to perform activities 
of daily living, such as toileting or dressing [47]. The find-
ings of the process evaluation indicate that a dementia-
sensitive spatial design additionally has an impact on 
residents’ social life and their engagement in purposeful 
and leisure activities, as also shown by Lee et al. [48] and 
Morgan-Brown et al. [49].

A core element of the care concept is the promo-
tion of activities and social interaction, which address 
a major need of persons with dementia who want to be 
involved in activities [50]. The care concept follows the 
imperative of person-centeredness in dementia care to 
the extent that the needs, preferences and resources of 
the residents guide the interventions; however, since it 
is not systematically implemented at the organisational 
level, the concept depends on the initiatives of individu-
als, thereby making it vulnerable to staff or organisational 
change, which means that it may only contribute to a lim-
ited extent to maintaining personhood and continuous 
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thriving [51–53]. Even though the care concept aims to 
increase engagement in activities and social interaction, 
we do not know how much time spent with activities or 
social interaction each person prefers. Sometimes times 
of “doing nothing” can be experienced as being relaxing, 
restorative and especially valuable to residents [54]. Our 
data are supported by a review of interventions for lone-
liness showing that the promotion of relaxation, social 
interaction and activity are intertwined and that each 
aspect contributes to the others [55].. Furthermore, per-
sons with dementia only marginally seize opportunities 
to engage socially with others and often rely on nurses to 
facilitate interactions [56]. Therefore, an understanding 
of nursing considering the promotion of social interac-
tion as part of nursing contributes to residents’ psycho-
social well-being by fostering a sense of belonging and 
significance [57].

The contextual factors are considered complemen-
tary to the initial programme theory. Some aspects, e.g., 
changes in resident characteristics, require changes in 
implementation that go beyond the adaptive tailoring 
of complex programmes and can undermine the func-
tionality of the care concept. More severe cognitive and 

physical impairment, as well as challenging behaviours, 
are associated with a higher need for direct care time 
[58]; thus, to be able to maintain the same quality of 
care, the care concept needs systematic adaption to meet 
these changing needs [59]. Another contextual aspect 
that is prone to change is the organisational culture that 
depends on the leaders and is therefore vulnerable to 
personnel changes. As a result, person-centred care is 
not conceived comprehensively in the sense of a process 
of cultural development that takes into account the care 
environment, prerequisites and the macro context [52]; 
thus, its effect cannot reach its full potential [60].

Our results provide useful insights for various stake-
holders in nursing homes in the process of planning, 
managing, controlling and monitoring practice develop-
ment projects, especially but not exclusively in dementia 
care. As already mentioned by Lawton [17], the congru-
ence between the elements of a care concept, the context 
and the needs and abilities of persons with dementia is 
crucial for achieving desired outcomes. In the care con-
cept studied, the combination of the development of the 
skills and knowledge of nurses, the physical environment, 
the nursing time resources, and the leadership style is 

Table 4  Major indications for the revision of the initial programme theory as implied by the results

Domain Theme Major indications for confirmation, extension 
and modification of the initial programme 
theory as implied by the results of the process 
evaluation

Interventions focusing on nurses Development of nurses’ skills and knowledge Confirmation: interventions for nurses increase their 
competence and communication skills
Modification: interventions for nurses do not reduce 
the strain related to dementia care but do increase 
self-efficacy
Extension: an increased competence of the entire 
team is needed so that nurses can respond flexibly 
and adequately to changing resident behaviours

Promotion of a positive work climate Extension: a positive work climate is regarded as 
being essential to maintaining a stable team, which 
is needed for sustainable implementation

Spatial and personnel composition of the unit Adjusted spatial structures Confirmation: spatial layout reduces stress among 
residents
Extension: spatial layout promotes engagement in 
activities and social interaction

Adjusted personnel deployment strategy “dedicated 
time for activities”

Extension: the important role of the personnel 
deployment strategy in shaping the understanding 
of nursing and facilitating its implementation only 
became clear in the process evaluation; all findings 
regarding this theme complement the initial pro-
gramme theory

Interventions focusing on residents Promotion of relaxation, engagement in activities and 
social interaction

Confirmation: interventions focusing on residents 
promote relaxation, engagement in activities and 
social interaction
Modification: interventions focusing on residents, 
their mechanisms and outcomes are strongly 
intertwined; for example, the same intervention can 
promote relaxation and engagement in activity but 
can be experienced differently interindividually
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congruent. Our results also show that for the sustainable 
implementation of the care concept, shared values, and 
a long-term plan together with a systematic implementa-
tion process are beneficial.

The results of the process evaluation that confirm, 
complement or modify assumptions of the initial pro-
gramme theory are used together with those of the out-
come evaluation to create a revised programme theory 
[26]. This study shows that complex programmes rely on 
mechanisms that can be unexpected and that elude initial 
assessment by researchers. Therefore, it is advisable to 
include empirical data in the development of programme 
theories of complex programmes [61, 62]. To further 
develop the theoretical understanding of dementia care 
in long-term care, future research should pay more atten-
tion to the questions of what works for whom under what 
circumstances [63] and thereby contribute to an over-
arching understanding of the active ingredients and their 
mechanisms of impact of specialised dementia care.

Methodological discussion, strengths and limitations.
The current study provides an elaborate example of a 
process evaluation within the approach of theory-driven 
evaluation in nursing science that focuses on mecha-
nisms of impact and contextual aspects. Even though an 
increasing number of evaluation studies are incorporat-
ing process evaluation, most assess programme fidelity 
[64–68]; few go beyond this aspect and illuminate the 
underlying mechanisms of complex programmes. To 
assess the mechanisms within process evaluation, they 
use different approaches to theory-driven evaluation, 
realist evaluation or no theory or methodology at all 
[69–71]. The care concept of the SCU was developed by 
practitioners and guided by their experience, and the ini-
tial programme theory was based on their assumptions 
and research evidence. However, the changes, extensions 
and refinements to the initial programme theory yielded 
by the process evaluation show how important empiri-
cal data from the specific context are for understanding 
the mechanisms [62]. We gathered data from different 
contexts, namely, from SCUs and NSNHs, and the con-
stant comparison of the contexts and the interventions, 
along with a qualitative data-driven research paradigm, 
enhanced the understanding of the potentially unknown 
active ingredients of the care concept.

Complex programmes such as care concept of SCUs 
pose almost infinite uncertainties [72]. Knowing that an 
all-encompassing assessment is not possible, we followed 
a pragmatic approach and focused on key uncertainties 
in our data collection and analysis. Furthermore, the out-
comes of an SCU, especially those of higher order, such 
as belonging, can be attributed to several preconditions, 
only some of which are influenced by the intervention. 

Accordingly, a change in outcome can be caused by the 
intervention or a contextual aspect. This is because data 
on outcome indicators should be collected at all stages 
of the outcome chain of the theory of change [27]. Com-
plex programmes are influenced by infinite contextual 
aspects. As we could not examine all of the contextual 
aspects, our study focused on those aspects that showed 
a substantial influence on the care concept in the induc-
tive research process [32].

Further strengths and limitations of the study are based 
on the complexity of the care concept, the resulting 
methodological requirements and the implementation of 
the concept in only two SCUs. The qualitative inductive 
approach to process evaluation, which includes different 
perspectives and data collection methods, is considered 
a strength that is reflected in the mechanisms that only 
become apparent in the in-depth exploration of the care 
concept. Thus, the validity of the results is limited to the 
context of this care concept. As other SCUs involve other 
interventions in other contexts, the current results are 
not transferable but rather provide information about 
potentially relevant mechanisms, outcomes, and con-
textual aspects. However, the application of a theory-
driven approach to guide the design of an evaluation [26] 
strengthens the accountability, construct and internal 
validity of the evaluation [73].

Conclusion
The current study provides an example of a process 
evaluation that focuses on mechanisms, outcomes and 
contextual aspects and thereby assesses how an inter-
vention brings about change. It contributes to under-
standing what the active ingredients of SCUs are and 
how they work. The care concept of the SCUs contrib-
utes to increased competence and self-efficacy of nurses, 
and higher levels of relaxation, purposeful activities and 
social interaction of residents. The implementation of 
such a concept highly depends on the skills of the nursing 
team and their shared understanding of nursing practice. 
As the organisational culture is shaped by individuals and 
is lacking systematic development, it is comprehended as 
fragile and vulnerable to unintended changes. Addition-
ally, changes in resident characteristics affect the imple-
mentation of the care concept and its outcomes. With 
further research from different contexts, the findings can 
be consolidated, and thus, a higher-level understanding 
of the effects of specialised dementia care can be gained. 
These findings are important to the further development 
of dementia care practices on a sound theoretical basis.
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