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7.1 Main findings

Research question 1: Can we identify patient characteristics associated with a lower 
quality of life in people with moderate to very severe dementia in nursing homes?
To answer this question, we used the cross-sectional baseline data of the STA-OP! study 
to evaluate a stepwise multicomponent intervention for challenging behavior and 
pain. The QUALIDEM is a 37-item observational instrument to measure quality of life in 
persons with dementia. In this study we used the 18 questions from the six QUALIDEM 
domains (‘Care relationship’, ‘Positive affect’, ‘Negative affect’, ‘Restless tense behavior’, 
‘Social relations’ and ‘Social isolation’) that also apply to people with very severe 
dementia. The results in Chapter 2 showed that a lower quality of life is independently 
associated with pain, neuropsychiatric symptoms, more ADL dependency, higher age, 
psychiatric disorders, and pulmonary disease. Interestingly, quality of life was higher 
in the QUALIDEM domain ‘Social isolation’ for those with more severe dementia. 

Research question 2: What is the effect of the STA-OP! intervention on the 
different domains of quality of life measured with the QUALIDEM over time?
The cluster randomized controlled trial in Chapter 3 evaluated the effect of the 
implementation of the stepwise multicomponent intervention for challenging 
behavior and pain (STA-OP!) on quality of life over time as compared to usual care. 
In the short term, between 0 and 3 months, no difference was found between the 
group receiving the STA-OP! intervention and the control group on the QUALIDEM 
domains ‘Care relationship’, ‘Positive affect’, ‘Negative affect’ and ‘Social relations’. In 
the first 3 months a positive effect was seen in the domain ‘Restless tense behavior’. 
In the long term, between 3 and 6 months, a negative effect was seen in the domain 
‘Restless tense behavior’ and a positive effect in the domain ‘Social isolation’. 

Research question 3: What are physicians’ and nurse practitioners’ 
experiences using the ‘Liverpool care pathway for the dying patient’ 
in nursing home residents, including those with dementia?
The mixed-method study in Chapter 4 describes the results regarding the use of 
and experience with the Liverpool Care Pathway (LCP) based on a survey completed 
by 159 physicians and nurse practitioners and ten additional semi-structured 
interviews. The respondents were very positive about the content and less positive 
about the use of the LCP. Also, identifying the right moment to start the LCP was 
found to be difficult. The practical application of the LCP was different after the 
implementation of the electronic health record. Nonetheless, the LCP was considered 
an important marker of quality for the assessment of symptoms in the dying phase 
and communication with relatives. There was a clear need for a tool that includes 
symptom assessment and an earlier (than the last days of life) focus on quality of 
life and care. This study provided insight into the mainly positive associations and 
experiences with the use of an instrument in end-of-life care, despite less actual 
use and considerable problems with the use of the instrument in its digital form. 
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Research question 4: What is the incidence and course of observed symptoms and 
treatment in the last days before an expected death in people with dementia?
The prospective observational follow-up study in Chapter 5 was part of a study 
to validate several methods to measure quality of care and quality of death with 
dementia in nursing homes. A total of 24 people with dementia with an expected 
death within a week were followed until death. Direct physician observations 
explored the symptoms and treatment in these last days. The results showed less 
pain and discomfort (low total scores on the observational instruments PAINAD, 
DS-DAT, EOLD-CAD and MSSE) and no increase in symptom burden in the period 
towards death. As regards medical treatment, over 50% of prescribed antibiotics, 
oral medication or rehydration were stopped in this group and all residents received 
palliative treatment with morphine. This is in line with a palliative approach for people 
dying with dementia, especially people with an expected death in a nursing home. 

Research question 5: What are the trends in the last 14 years 
in quality of care and quality of death experienced by family 
caregivers of nursing home residents with dementia? 
The study in Chapter 6 combines the results of eight Dutch studies in which experiences 
of family caregivers with the quality of care and quality of the death of their relatives 
with dementia were examined over a period of 14 years (2005-2019). The results 
were surprisingly counterintuitive, with an increased experienced quality of care, 
especially over the first years, but no experienced increase in quality of death.

Figure 1. Dementia progression and suggested prioritizing of care goals. White paper, van der 
Steen et al., 2014. (replicated with permission)

The figure was reproduced with permission form the authors ffrom van der Steen JT, Radbruch L, Hertogh 
CM, de Boer ME, Hughes JC, Larkin P, Francke AL, Jünger S, Gove D, Firth P, Koopmans RT, Volicer L; European 
Association for Palliative Care (EAPC), White paper defining optimal palliative care in older people with 
dementia: a Delphi study and recommendations from the European Association for Palliative Care, Palliative 
Medicine, Copyright ( C The Authors, 2013).
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7.2 Interpretation and critical discussion of 
findings and methodology 

The concept of quality of life in dementia
People with dementia undergo a transition through different phases of the disease 
that are roughly associated with different goals of care, i.e., prolongation of life, 
maintenance of function, and maximization of comfort. (Figure 1). 1 Progression of 
dementia and  decline in cognitive function lead to an increase in care dependency. 
2 This process causes stress and puts a burden on people with dementia and their 
relatives. Additionally, many people with behavioral and psychological symptoms 
of dementia (BPSD) who are admitted to a nursing home also display hugely 
challenging behaviors that have considerable impact on professional caregivers.

Quality of life is even more threatened in people with dementia living in a nursing 
home when compared to living at home. 3 The WHO defines quality of life as: ‘An 
individual’s perception of their position in life in the context of the culture and value 
systems in which they live and in relation to their goals, expectations, standards and 
concerns. It is a broad ranging concept affected in a complex way by the person’s 
physical health, psychological state, personal beliefs, social relationships and their 
relationship to salient features of their environment.’ 4 Many of the building blocks 
in the first part of this definition are difficult for people with advanced dementia, 
because they refer to complex and abstract themes. As dementia is a non-curable 
disease, quality of life is the most important outcome of care and treatment. It is 
therefore an important topic in research on people with dementia in general, and 
on people with more advanced dementia living in a nursing home in particular. 5 

Assessing quality of life in dementia
Several models have been developed to support measuring and improving quality 
of life in people with dementia 6, and all refer to its multidimensionality. 7-9 Ideally, 
quality of life is reported by the person with dementia, but due to the progression 
of the disease this often becomes impossible. Proxy-reporting, by observation, 
then is the only way to assess perceived quality of life. However, research shows 
that outcomes may differ between self-report and staff or family report. 10, 11 
Behavior observation and rating instruments have been developed for proxy assessment 
of quality of life in people with dementia, especially nursing home residents, many of 
whom have advanced dementia. 12 Reviews have identified several  instruments to assess 
quality of life in people with dementia based on different conceptual models. 12-14 In the 
Netherlands, the QUALIDEM 15, 16 is often used in research on nursing home residents 
with dementia. This observational instrument is based on the theoretical framework of 
the adaptation-coping model of Dröes 17, which uses the level of adaptation, which is 
assumed to be the result of the process of adapting to the consequences of the disease, 
as an indicator for quality of life.18 We chose this specific conceptual model for our 
studies in Chapters 2 and 3, because it is best suited to the continuous adaptation to the 
changing consequences of the disease. 19 The QUALIDEM includes the relationship with 
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nursing staff, which is very relevant in a nursing home setting, and contains questions 
that are applicable to people in a more advanced stage of dementia. Other quality-of-
life instruments are based on different theoretical models, for instance the proxy-rated 
Alzheimer Disease Related Quality of Life (ADRQoL) instrument 20 which is based on 3 
sectors of Lawton’s generic quality of life definition; psychological well-being, perceived 
quality of life and the social component of behavioral competence, but it also evaluates 
physical and cognitive functioning and the external environment. 7 The use of different 
theoretical models leads to a different focus in each quality-of-life instrument, which 
hampers comparability of study results related to people with advanced dementia.

Psychometric properties of quality-of-life observation instruments
The measurement properties of the QUALIDEM vary with regard to internal consistency, 
reliability, content validity, and construct validity. Internal consistency was rated poor 
to excellent 21 22, test-retest reliability was rated as good, inter-observer reliability was 
poor and content validity was very good. 15, 16 As described in Chapter 3, scalability 
of the domain ‘Social relations’ was low and the domain ‘Negative affect’ had a low 
reliability. Despite these concerns, several studies show the QUALIDEM to be a 
reliable and valid instrument for measuring quality of life in a nursing home setting, 
because psychometrics have been tested and are also easily accessible online. 12, 22 
The original QUALIDEM requires items to be rated by two nurses (who must agree 
on the item score) but in many studies, including those reported in Chapters 2 and 
3. This rarely occurs in practice, which may affect reliability. In a large group it will 
probably not affect the mean total score, but research on increasing inter-rater 
reliability (IRR) of the QUALIDEM shows the positive effect of the use of a user guide. 23  

What is good quality of life in people with dementia? 
When measuring quality of life with an observational instrument, in this thesis 
the QUALIDEM, it is important to discuss how we define good or poor quality of 
life for people with dementia. This is of particular importance, as research shows 
a decrease in quality of life after admission to a nursing home for people with 
dementia compared to home-dwelling people. 3, 24, 25 The results of the QUALIDEM 
scores in Chapters 2 and 3 at baseline show that the mean scores of the separate 
domains are comparable to other studies regarding quality of life in Dutch nursing 
homes. 21 In the future, more comparison may be possible because the Netherlands 
Institute for Social Research (Sociaal en Cultureel Planbureau SCP) also included the 
QUALIDEM as a measurement instrument in their social science research in 2019. 26

The total scores on each QUALIDEM domain do not have a specific cut-off or 
threshold value and the sum score does not necessarily represent an overall quality-
of-life score. We analyzed the results of our study in each separate domain based 
on the median score to compare the group with lower quality of life versus the 
group with higher quality of life. It is therefore difficult to estimate the general 
overall quality of life of people with dementia in terms of good or poor. This 
underlines the difficulty, maybe even impossibility of making a real and valid 
overall judgement of the quality of life of people with limited mental capacities. 
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Use of quality-of-life domain scores or a quality-of-life composite score? 

If interpreting an overall judgement or score for quality of life is not straightforward, how 
should quality-of-life scores be used in studies? In our study (Chapters 2 and 3) we did 
not use a sum score, but there are authors who do. They often linearly transform total 
scores to 100 for each QUALIDEM domain in the analysis. 27-29 Using a total score would 
be useful to enable comparison of different populations and results from other studies. 30, 

31 Structural implementation of the use of a total score to compare outcomes of different 
care practices in comparable populations and to detect change in overall quality of life in 
individuals could also be helpful in the future. It may provide opportunities for practice-
based research designs that can lead to more and increasingly effective intervention 
studies. 32 However, the validity of such an approach will first have to be established.  

Length of QUALIDEM in relation to stages of dementia
Although the QUALIDEM has been developed for people with dementia living in 
a nursing home, only 18 of the 37 items are applicable to people with very severe 
dementia (Reisberg GDS 33 score 7). This meant that, to be able to compare groups 
(Chapters 2 and 3), we could use only these 18 items in the studies that also included 
residents with less severe dementia. Recently, a shorter eight-item version of the 
QUALIDEM was presented 34 but further research into its psychometric properties 
is needed. In particular its responsiveness, because the eight items cover only four 
subscales (‘Positive affect’, ‘Negative affect’, ‘Restless tense behavior’ and ‘Social 
relations’). Dementia severity (including residents with Reisberg GDS 7) determined 
the selection of these scales, but the choices were predominantly pragmatic, based on 
the length of the items for easier use on a touchscreen-based assessment instrument, 
not on reliability data of the items related to dementia severity. It was also assumed 
that all items belonging to the same scale were equivalent and interchangeable. 
This means that the eight-item instrument by Junge contains items 5, 6, 10, 11, 12, 
19, 22 and 34 of the original QUALIDEM, of which only items 5, 6, 12, 19 and 22 are 
considered applicable to people with very severe dementia. 16 This makes the eight-
item version less reliable for use among all residents in a nursing home setting. A 
future short QUALIDEM should be reliable, valid and responsive, and easy to use. 
It should also facilitate implementing standard quality-of-life assessment as an 
outcome measure in research in nursing home settings for people with dementia.

Medical correlates of quality of life in dementia
People with dementia have comorbidity, 61% of people with Alzheimer’s disease across 
various care settings had three or more comorbidities. 35 Not many studies have been 
conducted that include both comorbidity and quality of life, especially in people with 
dementia in nursing homes. Better recognition of type and impact of comorbidity 
in these persons is needed to maintain and improve their quality of life. 36 The study 
in Chapter 2 shows important results concerning the relationships of comorbidity 
and quality of life. Comorbidity was assessed with the MDS-RAI comorbidity list 37, 38 
and quality of life with the QUALIDEM. The results showed no relationships between 
quality of life and endocrine diseases, visual impairments, cardiovascular diseases, 
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diseases of the musculoskeletal system, neurological diseases, or infections. But 
there were associations between quality of life and psychiatric disorders, pulmonary 
disease, pain, and neuropsychiatric symptoms. These are explained below. The 
assessments in this study for comorbidity were related, as described in the MDS-RAI 
manual, to the actual functioning of the resident in terms of daily activities, cognition, 
mood and behavior, medical treatment, monitoring of care, or risk of dying.

Psychiatric disorders
Residents with psychiatric disorders had a significantly lower quality of life in the domain 
‘Positive affect’. Positive affect is defined as an experience of sensations, emotions, 
and sentiments and how people interact with others and with their surroundings. 
39 The psychiatric diagnoses in this study (Chapter 2) included anxiety disorder and 
depression. Psychiatric disorders may result in impaired facial expressions and apathy 
due to the disease itself or as a result of medication. Further research on associations 
with quality of life should differentiate type of psychiatric diagnosis in people with 
different types of dementia. 40 This is also important regarding the use of medication; 
the use of antidepressants, antipsychotics and anxiolytics is still very high. 41, 42 

Pulmonary disease
In the QUALIDEM domain ‘Negative affect’ a significantly lower quality of life was found 
in people with dementia who also had a pulmonary disease, such as Chronic Obstructive 
Pulmonary Disease (COPD). For people with dementia, anxiety or crying, resulting 
from shortness of breath can be even more difficult, as they often lack the ability to 
verbally explain their physical problems, which can result in more anxiety. The results 
in Chapter 2 are in line with literature that shows a high prevalence of depression and 
anxiety in people with COPD. 43, 44 In addition, a small study indicates a relationship 
between a higher incidence of depression in people with Alzheimer’s disease and 
COPD. 45 The prevalence of a pulmonary disease such as COPD is 12.5% in people with 
dementia. 46 Understanding and targeting possible causes of a lower quality of life 
for people with dementia and COPD is therefore relevant in (future) interventions. 

Pain
Pain is one of several factors that influence quality of life. 47 Although a correlation 
between pain and quality of life is to be expected, it was not linear. Pain is frequently 
present in people with dementia living in nursing homes, prevalence ranging from 
32% to 57%. 48, 49 Our study showed that pain was negatively associated with the 
QUALIDEM domains ‘Care relationship’ and ‘Negative affect’. A study by colleague 
van Dam et al. showed that quality of life was significantly lower in residents 
with dementia who used pain medication. 50 Another recently published study 
by van Dalen-Kok et al. showed that pain and ADL were associated 51, which may 
indicate the importance of pain-related resistance to care and the relevance of 
the relationship of the care team with the person with dementia. It would be of 
great interest to further explore this relationship and find non-pharmacological 
ways to improve quality of life for people who suffer pain and dementia.52

Neuropsychiatric symptoms
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Neuropsychiatric symptoms were independently negatively associated with all 
six domains of the QUALIDEM, namely ‘Care relationship’, Positive affect’, Negative 
affect’, ‘Restless tense behavior’, ‘Social relations’, and ‘Social isolation’. Other 
studies investigating the association between quality of life and neuropsychiatric 
symptoms, also found a significantly lower quality of life on all QUALIDEM domains, 
but in particular with regard to agitation and depressive symptoms. 53 Literature 
has already suggested a relationship between neuropsychiatric symptoms and 
pain. 54 53 Nursing staff often observe neuropsychiatric symptoms (behavior) or 
changes in behavior of the person with dementia, especially nurses who are 
familiar with their residents. The individual interaction between a nurse and a 
resident can influence the observations, and the nurse’s own behavior may affect 
the quality of life of the resident. As in the relationship between pain and quality of 
life, the relationship between neuropsychiatric symptoms and quality of life calls 
for a wider implementation of stepwise non-pharmacological interventions. 

Malleability of quality of life in dementia
The results found in Chapter 3 demonstrate the possibility to positively influence 
specific domains of quality of life. STA-OP! was a complex intervention involving 
training of the entire multidisciplinary team on a dementia care unit in a stepwise 
protocol for recognition of Behavioral and Psychological Symptoms of dementia (BPSD), 
recognizing pain, and (non-)pharmacological treatment options. The implementation 
of the STA-OP! method showed that it is possible to reduce behavioral problems, 
pain, depression and the need for psychotropic medication. 55, 56 Nursing home 
staff experienced increased awareness of pain cues and challenging behavior. The 
knowledge gained from this complex intervention led to a variety of results regarding 
behavior, pain, and also quality of life (Chapter 3). It shows that these concepts are 
closely related, which is hopeful for many types of complex interventions that aim to 
improve them. This reinforces the need to structurally implement non-pharmacological 
interventions in the daily care of nursing home residents with dementia. Recent research 
indicates that multicomponent interventions should focus on quality and quantity 
of interaction between care home staff and people with dementia. 57 Future studies 
should use these insights regarding interaction with people with dementia and adapt 
research methods that focus on long-term change within the entire care team. 58

Resident perspective in dementia studies
Including the perspective of the individual residents in the development of interventions 
and research is very important. It can provide relevant information on their emotional 
and spiritual needs and wishes in relation to quality of life, as shown in recent research. 
59 The two studies in Chapters 2 and 3 lack the personal perspective of the people 
with dementia on quality of life; self-report measures should also be tried and used 
in (the evaluation of ) interventions. 60-62 In all five studies (Chapters 2, 3, 4, 5, and 6) 
presented in this thesis, the perspectives of the nurses, nurse practitioners, physicians 
or family caregivers were used but the perspective of the resident was absent. Kitwood’s 
framework of person-centered care is relevant and describes personhood as an ongoing 
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process, deeply influenced by social relationships and interactions. 63 Kitwood based 
his research mainly on people with moderate to severe dementia living in institutional 
care settings and on the perspectives of close relatives and professional caregivers. To 
provide person-centered care it is paramount to try to include the perspective of the 
people with dementia themselves for as long as possible. 64 Structural involvement, from 
the start and as long as possible, means a more prominent representation of the resident 
perspective in research - it may not be easy, but it is necessary. The University Nursing 
Home Network UNC-ZH is working on a model to ensure co-creation in further studies. 65 

What is the difference between quality of life and quality of dying?
As described before, quality of life is defined by the WHO as a broad concept, affected 
in a complex way by the person’s physical health, the individual’s perception of 
their position in life in a broad context and in relation to their goals, expectations, 
standards and concerns. 4 This definition is applicable in all stages of life, including 
when someone has dementia, but the focus changes as death approaches. In the 
last days of life, the focus often shifts towards symptom control and prevention of 
physical distress. This is also visible in the instruments frequently used to determine 
quality of end-of-life care and quality of dying; the Liverpool Care Pathway (Chapter 
4), Mini-Suffering State Examination (MSSE), Pain Assessment in Advanced Dementia 
Scale (PAINAD), Discomfort Scale-Dementia of Alzheimer Type (DS-DAT), End-of-Life 
in Dementia-Comfort Assessment in Dying (EOLD-CAD) (Chapter 5) and the EOLD-
CAD and End-of-Life in Dementia-Satisfaction With Care (EOLD-SWC) (Chapter 6). 
The term ‘quality of dying’ was specifically chosen in Chapter 6 because the term 
‘comfort’, which is also frequently used in literature in the terminal phase 66, often refers 
to the presence or absence of physical symptoms and less to spiritual needs or invasive 
medical actions that can also be relevant in this last phase of life. The term ‘quality of 
dying’ is also regularly found in literature 67, 68 but the used instruments predominantly 
include relevant symptoms in the dying phase that should be recognized and prevented 
or treated. All above-mentioned instruments (Chapters 4, 5 and 6) are not specifically 
adapted for people with (very) severe dementia, for instance with specific items on 
facial expression, body movements and vocalization for better recognition of pain. 69 

Can we tell if a person is going to die?
In the last days of life, family members often want to know when a person with 
dementia is going to die. We are not able to predict the exact moment a person will 
die. Only if life expectancy is seven days or less can death be predicted more accurately, 
as shown in Chapter 5 and in results from earlier research in Dutch nursing homes. 70 
There are some signs that are associated with the dying phase: e.g. the person is semi-
comatose, the person becomes bedbound, the person is able to take only sips of fluid, 
and the person is no longer able to take oral drugs 71; in people with dementia the last 
three signs are often already present over a longer period of weeks or months. This 
may result in a very late recognition of an expected death, varying from only hours 
to two to three days before death. Chapter 3 showed it is necessary to implement a 
tool such as the LCP much earlier than the last hours or days before death. The focus 
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on communication and improvement of symptom control implies a better start of 
the dying process. In addition, the last phase of life and inevitable upcoming death 
should be discussed soon after (within the first weeks of ) admission to a nursing 
home in order to clarify expectations and better align care goals and personal wishes. 
This so-called advance care planning (ACP) in long-term care facilities is frequently 
reported in literature but there is a wide variety in practice, both in the Netherlands 
and across Europe. 72, 73 Despite these differences, conversations about advance care 
and wishes regarding quality of life in the nursing home must take place, and not only 
with family caregivers. It is also important to include the perspective of persons with 
dementia. 74 Results from studies on ACP in people with dementia 75 can be used to 
further develop optimal palliative care for people with dementia in a nursing home. 

Treatment decisions regarding hospitalization, medical treatments and opioid 
use in the nursing home
Several studies showed no decrease in symptom prevalence or hospital transfers after 
ACP implementation. 76-78 This may be because communication should take place earlier 
in the dementia process and soon after admission to a nursing home. ACP with people 
with dementia and their relatives should address the expected course of dementia, 
provide a realistic picture of the disease, and also discuss the possibilities and outcomes 
of treatments in the nursing home. The study in Chapter 5 expands the knowledge on 
avoiding aggressive and burdensome treatment in end-of-life care. Literature indicates 
that treatment decisions regarding hospitalization, hydration and feeding tubes for 
people with advanced dementia differ between several countries. 79-81 The choices 
regarding hospitalization, hydration and absence of a feeding tube established in 
Chapter 5 highlight the common palliative choices made for residents with advanced 
dementia in nursing homes and expected death in the Netherlands. 82 The high opioid 
use (100%) in people with expected death in Chapter 5 is similar to a recent study on 
opioid use in people dying in Dutch nursing homes. 83 An in-depth study of cause of 
death, indication and dosage would be interesting to determine whether this high 
opioid use constitutes adequate treatment. This information is needed to create more 
specific guidelines to improve symptom control and care in the last days before death.

How do people with dementia die? 
The death of a loved one can have a huge impact on relatives and the care team. 
Research shows that dyspnea, pain, sleep problems, agitation, anxiety and death 
rattle are frequently observed in people with dementia dying in nursing homes 84, 

85. Many people equate a good death with a death free from avoidable distress and 
suffering for the patient, family and caregivers, which also includes the perspective 
of the dying individual. 86, 87 The study in Chapter 6, in which the trend in quality of 
care and dying was described, included the perspective of the family caregiver in 
the period before death. Increased satisfaction with the quality of care was evident, 
in particular in the first years between 2005 and 2010. It is worth noting that no 
positive trend regarding quality of death was found, but rather the opposite. A 
negative trend for the subscale ‘Well being’ was found that remained unchanged after 
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adjustment for characteristics of residents and family caregivers, region and design. 
The increased satisfaction regarding quality of care can be interpreted as a result of 
increased attention for palliative care and improved communication with the family 
caregiver. However, the absence of improved quality of death, as measured with the 
EOLD-CAD, which contains items related to possible burdensome symptoms in the 
dying phase, leaves a very unsatisfactory imprint, as one would expect and hope 
that symptom burden would diminish over time. Observational research is required 
to gain more clarity about the amount, course and duration of symptom burden of 
dying in people with dementia, to identify what causes family caregivers to experience 
the reduction in well-being, to shed more light on how people die, and to determine 
which aspects of the dying process we should address to improve quality of death.

Challenges in measuring quality of life or quality of death
Organizing and conducting a cluster randomized study (Chapters 2 and 3) in a nursing 
home is quite a challenge. E.g., because of the study design, the care team know 
whether they worked on the intervention ward or not, they were not blinded, and the 
study included residents from the STA-OP! intervention. Also, the complexity of the 
intervention for people with advanced dementia with different types of behavioral 
problems and proxies filling out observational instruments raises the question of 
the reliability of the results. Part of the data were collected by independent research 
assistants, but data about quality of life were collected, e.g. via QUALIDEM, by nurses. 
These professional caregivers knew the residents best, which may have influenced the 
results. Apart from these points, there are clear outcomes related to a better quality of 
life similar to experiences in other reports related to pain and the use of antipsychotics. 
55, 56 The effect of a comprehensive training program (Chapters 2 and 3) for the care 
team contributes to a better implementation of the intervention. The results in 
Chapters 2 and 3, as well as Chapter 5, may indicate that additional education with 
clear steps and extra attention by means of specific additional observation moments 
might influence quality of life and dying in a nursing home for people with dementia. 
Education of the care team can help raise awareness and improve communication 
within the care team and with family members. 88 It is important to involve family 
caregivers in the care plan for their relative but also to evaluate the received care after 
the relative’s death (Chapter 6). Structural after-death evaluation of received care 
is necessary to help evaluate and improve future care for people with dementia. 
It is also necessary to monitor on which model the instrument to observe quality of 
life or dying is based, and what information it provides, so as not to draw the wrong 
conclusions. This is particularly relevant when terminology regarding quality of 
life, quality of dying, well-being and comfort is open to multiple interpretation. 
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7.3 Recommendations for future research
 
Measuring quality of life and quality of dying

Structural measuring quality of life with a short, validated instrument 
One of the first recommendations based on the studies presented in this thesis 
is that quality of life should be measured with the same validated instrument in 
intervention studies that aim to improve quality of life. This validated instrument 
should be brief and easy to use in daily practice and should be able to determine an 
individual’s quality of life. Ultimately, we should strive for an instrument that can be 
used structurally in daily practice and at an individual level in order to enable the 
application and evaluation of care goals and interventions that can improve quality 
of life. These regular quality-of-life assessments can help the care team and relatives 
to shift to different care goals when dementia progresses as shown in Figure 1. 

Research into expectations regarding dying with dementia 
With the increased attention for palliative care in dementia we recommend studying the 
expectations regarding the imminent death of a loved one with dementia in the nursing 
home. This research should include observational studies that provide more insight 
into the course of symptoms and treatment in the last days of life, as well as studies that 
look into the actual use of specialist palliative knowledge in the nursing home setting. 
Quantitative and qualitative research can provide more in-depth information on the 
expectations with regard to the approaching death from the perspectives of family and 
professional caregivers, but also from the point of view of the person with dementia.
 
Questionnaires after death to evaluate end-of-life care and death
Family caregivers seemed willing to share their experiences and nearly 60% of 
those invited responded to the opportunity to complete the questionnaire. This 
suggests that approaching all family caregivers after the death of their relative 
with dementia in the nursing home setting is also a way to conduct research 
on a structural basis. This can facilitate a thorough evaluation of experiences 
regarding the care received and the death of their loved one, which may provide 
valuable lessons for future care. This is certainly important in times of rapidly 
changing circumstances, as is the case currently with the COVID-19 virus, which 
has a major impact on residents and family members in nursing homes. 89

Palliative care is a necessary part of dementia care 
Although there is more awareness of the need to think in terms of palliative care 
for people with dementia 1, many people still think palliative care is only applicable 
in the dying phase. We need to be more focused on changes in functioning over 
time and discuss necessary changes in care goals. Research results should be used 
and incorporated into daily practice, as was done for example, with the positive 
results from the STA-OP! study and the criticisms, including points for improvement, 
relevant to working with the Liverpool Care Pathway. We recommend developing a 
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‘Dementia Care Pathway’ that can be used soon after admission to the nursing home 
and can help the care team and family caregivers formulate advance care planning, 
prevent burdensome symptoms and improve communication during the person with 
dementia’s stay in the nursing home. Available instruments that could help to achieve 
this include, e.g., the Integrated Palliative care Outcome Scale for Dementia (IPOS-Dem). 
90, 91 This instrument needs to be translated and validated in the Dutch nursing home 
setting. In addition, we need to know which meaningful medical treatments and care 
goals we can provide in the dying phase. Often there are concerns about negatively 
labeled choices such as not sending someone to the hospital or not giving someone 
antibiotics or intravenous therapy. However, many possible choices or actions that are 
not yet mapped properly often receive a great deal of attention, such as prevention 
of physical and psychological symptoms, offering fluids and nutrition as desired, 
offering sensory stimulation such as music, and offering spiritual care as desired. This 
Intensive Individualized Comfort Care (IICC) as described by Lopez 92 can be used to 
help determine which care goals are available for the last days of life with dementia. 

Focus on symptom burden and treatment 
Future research should focus on the results of structural education of care teams 
in the nursing home on both dementia and pain, and on developing clear non-
pharmacological and pharmacological treatment steps for the treatment of 
physical symptoms and challenging behavior. In addition, we need to implement 
more knowledge regarding palliative care for people with dementia. Both 
education and knowledge can help improve communication in care teams on 
how to detect burdensome symptoms using instruments developed or adapted 
for people with dementia, resulting in more awareness within the team. 
Beside awareness regarding symptom recognition and treatment to improve 
quality of life, we also have to investigate whether to adapt our nursing home 
care in certain situations, e.g. during the outbreak of viruses such as COVID-19, 
and learn from care teams and family caregivers how this affects them. 89

Future studies should also specify the kind, amount and duration of symptom 
burden as well as response to initiated treatments, and focus on the relationships 
within the care team and communication between physicians and nursing staff. 
These studies should also include after office hours data, in other words, a 24-hour 
basis, seven days a week. This information should be clear to all people involved 
in the care team and used to draw up concise care plans that include steps to take 
when disturbing symptoms present themselves, especially in the dying phase. 
We need plans for how and when to evaluate treatment and how to tailor care to 
individual needs of nursing home residents with dementia. In this research, cultural, 
religious and spiritual differences and wishes must also be addressed.93, 94 

Improve participation of all participants in the care triangle
As dementia progresses, the family’s role as the voice for the resident with dementia 
becomes more important, due to the often diminished verbal capacity of their 
loved one. The care team together with the family and the resident are regularly 
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described as the care triangle. Research 95, 96 and guidelines from the Dutch national 
organization for long-term care Vilans 97 also point out the importance of paying 
extra attention to the important role of the family caregiver. It is necessary to raise 
awareness of this triangle in all members of the care team, because it can help to 
better understand the perspective of the family caregiver and the person with 
dementia. The renewed definition of palliative care 98 shows some significant changes. 
In addition to the shift from disease-centered to a more person-centered approach 
to palliative care, the new definition stresses the importance of all parties of the care 
triangle in palliative care by including the intended improvement in quality of life of 
patients, their families and caregivers. It is important to include the perspective of 
the people with dementia themselves for as long as possible. In addition, it would be 
interesting to include the relationship between residents and professional caregiver 
in quality-of-life research ,and also how it affects job satisfaction and quality of life 
of the professional caregiver.99 Although research reflects increased awareness and 
knowledge regarding palliative care in dementia, this awareness must also be passed 
on to the care teams and family members of people with dementia. At present they 
are not always aware of the course of dementia, the average length of stay in a nursing 
home, what to expect with regard to the actual death of the persons they care for 
or their loved one. Including experiences of family members and care teams with 
the death of a person with dementia as a regular part of evaluation with validated 
instruments can provide useful information on experiences and can help detect 
patterns that can be used in future care for people with dementia. It might also provide 
information on how to give structural bereavement support for family caregivers. 

7.4 Implications for practice/education/
organization 
One of the first implications resulting from this thesis is that implementation of 
an intervention with a fixed structure with clear steps and structural training on 
dementia, behavior and pain is indicated. This intervention should be implemented 
using validated observation tools that can measure quality of life and pain at the 
level of the resident of a psychogeriatric ward in a nursing home. The structural 
training that supports the implementation should be accessible to all members 
of the care team including physicians, physiotherapists, occupational therapists, 
dieticians, nurses at the undergraduate and postgraduate levels, and also 
volunteers. The acquired knowledge on comorbidity as being an important factor 
to influence quality of life should also be included in educational programs.
 
An instrument such as the Liverpool Care Pathway must be adapted for application 
in people with dementia who die in a nursing home. In addition, a care pathway 
for the dying phase must be initiated at an earlier stage than the last two or three 
days before death. This will help to better understand and use the information 
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already gathered during the resident’s stay in the nursing home. It will also promote 
communication, allowing timely discussions on what actions will not be taken, but 
also on what can be provided in terms of good palliative care. To improve symptom 
assessment and treatment with the use of an instrument, additional training aimed 
at improving symptom recognition in people with dementia must be developed. 

Education and communication are as important within the care team as education 
and communication for another side of the care triangle. Family members 
must be more involved in care and medical decisions to improve quality of 
life and quality of dying for people with dementia in a nursing home. 



7 7

Chapter 7 General discussion    147

Reference list
1. van der Steen JT, Radbruch L, Hertogh CM, et al. White paper defining optimal palliative 

care in older people with dementia: a Delphi study and recommendations from the 
European Association for Palliative Care. Palliative medicine. 2014; 28: 197-209.

2. Arvanitakis Z, Shah RC and Bennett DA. Diagnosis and Management 
of Dementia: Review. Jama. 2019; 322: 1589-99.

3. Olsen C, Pedersen I, Bergland A, et al. Differences in quality of life in 
home-dwelling persons and nursing home residents with dementia 
- a cross-sectional study. BMC geriatrics. 2016; 16: 137.

4. https://www.who.int/healthinfo/survey/whoqol-qualityoflife/
en/, accessed 23th February 2021.

5. 2020 Alzheimer’s disease facts and figures. Alzheimer’s & dementia: 
the journal of the Alzheimer’s Association. 2020.

6. Santana-Berlanga NDR, Porcel-Gálvez AM, Botello-Hermosa A and Barrientos-
Trigo S. Instruments to measure quality of life in institutionalised older adults: 
Systematic review. Geriatric nursing (New York, NY). 2020; 41: 445-62.

7. 7. Lawton MP. Quality of life in Alzheimer disease. Alzheimer 
disease and associated disorders. 1994; 8 Suppl 3: 138-50.

8. Stewart AL, Teno J, Patrick DL and Lynn J. The concept of quality of life of dying persons in 
the context of health care. Journal of pain and symptom management. 1999; 17: 93-108.

9. Jonker C, Gerritsen DL, Bosboom PR and Van Der Steen JT. A model for 
quality of life measures in patients with dementia: Lawton’s next step. 
Dementia and geriatric cognitive disorders. 2004; 18: 159-64.

10. Tay L, Chua KC, Chan M, et al. Differential perceptions of quality of life 
(QoL) in community-dwelling persons with mild-to-moderate dementia. 
International psychogeriatrics / IPA. 2014; 26: 1273-82.

11. Robertson S, Cooper C, Hoe J, et al. Comparing proxy rated quality of life of people 
living with dementia in care homes. Psychological medicine. 2020; 50: 86-95.

12. Aspden T, Bradshaw SA, Playford ED and Riazi A. Quality-of-life 
measures for use within care homes: a systematic review of their 
measurement properties. Age and ageing. 2014; 43: 596-603.

13. Bowling A, Rowe G, Adams S, et al. Quality of life in dementia: a 
systematically conducted narrative review of dementia-specific 
measurement scales. Aging & mental health. 2015; 19: 13-31.

14. Missotten P, Dupuis G and Adam S. Dementia-specific quality of life instruments: 
a conceptual analysis. International psychogeriatrics / IPA. 2016; 28: 1245-62.

15. Ettema TP, Droes RM, de Lange J, Mellenbergh GJ and Ribbe MW. QUALIDEM: 
development and evaluation of a dementia specific quality of life instrument--
validation. International journal of geriatric psychiatry. 2007; 22: 424-30.

16. Ettema TP, Droes RM, de Lange J, Mellenbergh GJ and Ribbe MW. QUALIDEM: development 
and evaluation of a dementia specific quality of life instrument. Scalability, reliability 
and internal structure. International journal of geriatric psychiatry. 2007; 22: 549-56.



148 Quality until we die

7 7

17. Droes RM. In Beweging: Over psychosociale hulpverlening aan demente 
ouderen. [Psychosocial care for elderly with dementia.] PhD thesis, 
Vrije Universiteit, Amsterdam, The Netherlands. 1991.

18. Ettema TP, Droes RM, de Lange J, Ooms ME, Mellenbergh GJ and Ribbe 
MW. The concept of quality of life in dementia in the different stages of 
the disease. International psychogeriatrics / IPA. 2005; 17: 353-70.

19. Finnema E, Droes RM, Ribbe M and van Tilburg W. A review of psychosocial 
models in psychogeriatrics: implications for care and research. 
Alzheimer disease and associated disorders. 2000; 14: 68-80.

20. Kasper JD, Black BS, Shore AD and Rabins PV. Evaluation of the validity 
and reliability of the Alzheimer Disease-related Quality of Life Assessment 
Instrument. Alzheimer disease and associated disorders. 2009; 23: 275-84.

21. Bouman AI, Ettema TP, Wetzels RB, van Beek AP, de Lange J and Droes RM. Evaluation 
of Qualidem: a dementia-specific quality of life instrument for persons with 
dementia in residential settings; scalability and reliability of subscales in four Dutch 
field surveys. International journal of geriatric psychiatry. 2011; 26: 711-22.

22. Hughes LJ, Farina N, Page TE, Tabet N and Banerjee S. Psychometric properties 
and feasibility of use of dementia specific quality of life instruments for use in care 
settings: a systematic review. International psychogeriatrics / IPA. 2019: 1-15.

23. Dichter M. Inter-rater Reliability of the Qol-measure QUALIDEM. BMC nursing. 2015; 14: S12.
24. Beerens HC, Zwakhalen SM, Verbeek H, et al. Change in quality of life of people with dementia 

recently admitted to long-term care facilities. Journal of advanced nursing. 2015; 71: 1435-47.
25. Nikmat AW, Al-Mashoor SH and Hashim NA. Quality of life in people 

with cognitive impairment: nursing homes versus home care. 
International psychogeriatrics / IPA. 2015; 27: 815-24.

26. Sociaal en Cultureel Planbureau, https://www.scp.nl/publicaties/
publicaties/2021/02/19/het-leven-in-een-verpleeghuis, accessed April 4th 2021.

27. Dichter MN, Quasdorf T, Schwab CG, et al. Dementia care mapping: effects on 
residents’ quality of life and challenging behavior in German nursing homes. A 
quasi-experimental trial. International psychogeriatrics / IPA. 2015: 1-18.

28. Oudman E and Veurink B. Quality of life in nursing home residents with 
advanced dementia: a 2-year follow-up. Psychogeriatrics : the official 
journal of the Japanese Psychogeriatric Society. 2014; 14: 235-40.

29. Graske J, Meyer S and Wolf-Ostermann K. Quality of life ratings in dementia 
care - a cross-sectional study to identify factors associated with proxy-
ratings. Health and quality of life outcomes. 2014; 12: 1.

30. Koopmans RT, van der Molen M, Raats M and Ettema TP. Neuropsychiatric 
symptoms and quality of life in patients in the final phase of dementia. 
International journal of geriatric psychiatry. 2009; 24: 25-32.

31. van Dam PH, Achterberg WP, Husebo BS and Caljouw MAA. Does paracetamol 
improve quality of life, discomfort, pain and neuropsychiatric symptoms in persons 
with advanced dementia living in long-term care facilities? A randomised double-
blind placebo-controlled crossover (Q-PID) trial. BMC medicine. 2020; 18: 407.



7 7

Chapter 7 General discussion    149

32. Handley MA, Schillinger D and Shiboski S. Quasi-experimental designs in practice-
based research settings: design and implementation considerations. Journal 
of the American Board of Family Medicine : JABFM. 2011; 24: 589-96.

33. Reisberg B, Ferris SH, de Leon MJ and Crook T. The Global Deterioration Scale for assessment 
of primary degenerative dementia. The American journal of psychiatry. 1982; 139: 1136-9.

34. Junge S, Gellert P, O’Sullivan JL, et al. Quality of life in people with dementia living 
in nursing homes: validation of an eight-item version of the QUALIDEM for intensive 
longitudinal assessment. Quality of life research : an international journal of quality 
of life aspects of treatment, care and rehabilitation. 2020; 29: 1721-30.

35. Doraiswamy PM, Leon J, Cummings JL, Marin D and Neumann PJ. Prevalence and 
impact of medical comorbidity in Alzheimer’s disease. The journals of gerontology 
Series A, Biological sciences and medical sciences. 2002; 57: M173-7.

36. Zhang N. Comorbidity is a risk factor for poor quality of life in people 
with dementia. Evidence-based nursing. 2020; 23: 105.

37. Stosz L and Carpenter I. The use of an assessment tool in care 
homes. Nursing older people. 2009; 21: 24-5.

38. Achterberg W, Pot AM, van Campen C and Ribbe M. [Resident Assessment Instrument (RAI): a 
review of international research on the psychometric qualities and effects of implementation 
in nursing homes]. Tijdschrift voor gerontologie en geriatrie. 1999; 30: 264-70.

39. Ashby FG, Isen AM and Turken AU. A neuropsychological theory of positive affect 
and its influence on cognition. Psychological review. 1999; 106: 529-50.

40. Tori K, Kalligeros M, Nanda A, et al. Association between dementia and psychiatric disorders 
in long-term care residents: An observational clinical study. Medicine. 2020; 99: e21412.

41. Callegari E, Benth J, Selbæk G, Grønnerød C and Bergh S. Does Psychotropic Drug 
Prescription Change in Nursing Home Patients the First 6 Months After Admission? 
Journal of the American Medical Directors Association. 2021; 22: 101-8.e1.

42. Jester DJ, Molinari V, Zgibor JC and Volicer L. Prevalence of psychotropic 
polypharmacy in nursing home residents with dementia: a meta-
analysis. International psychogeriatrics / IPA. 2021: 1-16.

43. Miravitlles M and Ribera A. Understanding the impact of symptoms 
on the burden of COPD. Respiratory research. 2017; 18: 67.

44. Panagioti M, Scott C, Blakemore A and Coventry PA. Overview of the prevalence, impact, 
and management of depression and anxiety in chronic obstructive pulmonary disease. 
International journal of chronic obstructive pulmonary disease. 2014; 9: 1289-306.

45. Tondo G, De Marchi F, Terazzi E, et al. Chronic obstructive pulmonary disease 
may complicate Alzheimer’s disease: a comorbidity problem. Neurological 
sciences : official journal of the Italian Neurological Society and of the 
Italian Society of Clinical Neurophysiology. 2018; 39: 1585-9.

46. Nelis SM, Wu YT, Matthews FE, et al. The impact of co-morbidity on the quality of life of 
people with dementia: findings from the IDEAL study. Age and ageing. 2019; 48: 361-7.

47. Niv D and Kreitler S. Pain and quality of life. Pain practice : the 
official journal of World Institute of Pain. 2001; 1: 150-61.

48. Achterberg WP, Gambassi G, Finne-Soveri H, et al. Pain in European long-term care facilities: 
cross-national study in Finland, Italy and The Netherlands. Pain. 2010; 148: 70-4.



150 Quality until we die

7 7

49. Husebo BS, Strand LI, Moe-Nilssen R, Borgehusebo S, Aarsland D and Ljunggren AE. 
Who suffers most? Dementia and pain in nursing home patients: a cross-sectional 
study. Journal of the American Medical Directors Association. 2008; 9: 427-33.

50. van Dam PH, Caljouw MAA, Slettebø DD, Achterberg WP and Husebo BS. Quality of Life 
and Pain Medication Use in Persons With Advanced Dementia Living in Long-Term Care 
Facilities. Journal of the American Medical Directors Association. 2019; 20: 1432-7.

51. van Dalen-Kok AH, Pieper MJC, de Waal MWM, van der Steen JT, Scherder 
EJA and Achterberg WP. The impact of pain on the course of ADL 
functioning in patients with dementia. Age and ageing. 2020.

52. Achterberg W, Lautenbacher S, Husebo B, Erdal A and Herr 
K. Pain in dementia. Pain reports. 2020; 5: e803.

53. van Kooten J, van der Wouden JC, Sikkes SAM, Smalbrugge M, Hertogh C and 
Stek ML. Pain, Neuropsychiatric Symptoms, and Quality of Life of Nursing 
Home Residents With Advanced Dementia in The Netherlands: A Cross-
sectional Study. Alzheimer disease and associated disorders. 2017.

54. Pieper MJ, van Dalen-Kok AH, Francke AL, et al. Interventions targeting pain or behaviour 
in dementia: a systematic review. Ageing research reviews. 2013; 12: 1042-55.

55. Pieper MJ, Francke AL, van der Steen JT, et al. Effects of a Stepwise Multidisciplinary 
Intervention for Challenging Behavior in Advanced Dementia: A Cluster 
Randomized Controlled Trial. Journal of the American Geriatrics Society. 2016.

56. Pieper MJ, van der Steen JT, Francke AL, Scherder EJ, Twisk JW and Achterberg 
WP. Effects on pain of a stepwise multidisciplinary intervention (STA OP!) 
that targets pain and behavior in advanced dementia: A cluster randomized 
controlled trial. Palliative medicine. 2017: 269216316689237.

57. Bunn F and Handley M. Reducing agitation in care home residents 
with dementia. The lancet Psychiatry. 2019; 6: 274-5.

58. Cohen-Mansfield J. Non-pharmacological interventions for persons with dementia: what are 
they and how should they be studied? International psychogeriatrics / IPA. 2018; 30: 281-3.

59. Mjørud M, Engedal K, Røsvik J and Kirkevold M. Living with dementia in a 
nursing home, as described by persons with dementia: a phenomenological 
hermeneutic study. BMC health services research. 2017; 17: 93.

60. Clarke C, Woods B, Moniz-Cook E, et al. Measuring the well-being of people with dementia: 
a conceptual scoping review. Health and quality of life outcomes. 2020; 18: 249.

61. Kishita N, Backhouse T and Mioshi E. Nonpharmacological Interventions to Improve 
Depression, Anxiety, and Quality of Life (QoL) in People With Dementia: An Overview of 
Systematic Reviews. Journal of geriatric psychiatry and neurology. 2020; 33: 28-41.

62. Gräske J, Fischer T, Kuhlmey A and Wolf-Ostermann K. Quality of life in dementia 
care--differences in quality of life measurements performed by residents with 
dementia and by nursing staff. Aging & mental health. 2012; 16: 819-27.

63. Terkelsen AS, Petersen JV and Kristensen HK. Mapping empirical experiences of Tom 
Kitwood’s framework of person-centred care for persons with dementia in institutional 
settings. A scoping review. Scandinavian journal of caring sciences. 2020; 34: 6-22.

64. Daly RL, Bunn F and Goodman C. Shared decision-making for people living with 
dementia in extended care settings: a systematic review. BMJ open. 2018; 8: e018977.



7 7

Chapter 7 General discussion    151

65. https://www.lumc.nl/org/unc-zh/onderzoek/Kwaliteit-van-
leven/Clientparticipatie/, accessed april 26th, 2021.

66. Miranda R, van der Steen JT, Smets T, et al. Comfort and clinical events at the end 
of life of nursing home residents with and without dementia: The six-country 
epidemiological PACE study. International journal of geriatric psychiatry. 2020.

67. van Soest-Poortvliet MC, van der Steen JT, Zimmerman S, et al. Selecting the best 
instruments to measure quality of end-of-life care and quality of dying in long term 
care. Journal of the American Medical Directors Association. 2013; 14: 179-86.

68. Pivodic L, Smets T, Van den Noortgate N, et al. Quality of dying and 
quality of end-of-life care of nursing home residents in six countries: An 
epidemiological study. Palliative medicine. 2018: 269216318800610.

69. Kunz M, de Waal MW, Achterberg WP, et al. The Pain Assessment in Impaired 
Cognition scale (PAIC15): a multidisciplinary and international approach to 
develop and test a meta-tool for pain assessment in impaired cognition, 
especially dementia. European journal of pain (London, England). 2019.

70. Brandt HE, Ooms ME, Ribbe MW, van der Wal G and Deliens L. Predicted 
survival vs. actual survival in terminally ill noncancer patients in Dutch nursing 
homes. Journal of pain and symptom management. 2006; 32: 560-6.

71. Ellershaw J and Ward C. Care of the dying patient: the last hours or 
days of life. BMJ (Clinical research ed). 2003; 326: 30-4.

72. Van den Block L, Smets T, van Dop N, et al. Comparing Palliative Care in Care Homes 
Across Europe (PACE): Protocol of a Cross-sectional Study of Deceased Residents in 6 EU 
Countries. Journal of the American Medical Directors Association. 2016; 17: 566.e1-7.

73. Ten Koppel M, Onwuteaka-Philipsen BD, Van den Block L, et al. Palliative care provision 
in long-term care facilities differs across Europe: Results of a cross-sectional study 
in six European countries (PACE). Palliative medicine. 2019: 269216319861229.

74. Bolt SR, van der Steen JT, Khemai C, Schols JM, Zwakhalen SM and Meijers JM. The 
perspectives of people with dementia on their future, end of life, and on being 
cared for by others: A qualitative study. Journal of clinical nursing. 2021.

75. Rietjens J, Korfage I and Taubert M. Advance care planning: 
the future. BMJ supportive & palliative care. 2020.

76. Konttila T, Finne-Soveri UH, Leskinen R, Niemelä K and Antikainen R. Progress in advance 
care planning among nursing home residents dying with advanced dementia-Does it make 
any difference in end-of-life care? Archives of gerontology and geriatrics. 2020; 86: 103955.

77. Van den Block L, Honinx E, Pivodic L, et al. Evaluation of a Palliative 
Care Program for Nursing Homes in 7 Countries: The PACE Cluster-
Randomized Clinical Trial. JAMA internal medicine. 2019: 1-10.

78. Mitchell SL, Volandes AE, Gutman R, et al. Advance Care Planning Video 
Intervention Among Long-Stay Nursing Home Residents: A Pragmatic Cluster 
Randomized Clinical Trial. JAMA internal medicine. 2020; 180: 1070-8.

79. Mitchell SL. CLINICAL PRACTICE. Advanced Dementia. The New 
England journal of medicine. 2015; 372: 2533-40.

80. Toscani F, Finetti S, Giunco F, et al. The last week of life of nursing home residents with 
advanced dementia: a retrospective study. BMC palliative care. 2019; 18: 117.



152 Quality until we die

7 7

81. van der Steen JT, Di Giulio P, Giunco F, et al. Pneumonia in Nursing Home Patients 
With Advanced Dementia: Decisions, Intravenous Rehydration Therapy, and 
Discomfort. The American journal of hospice & palliative care. 2018; 35: 423-30.

82. Hendriks SA, Smalbrugge M, Hertogh C and van der Steen JT. Changes in Care Goals and 
Treatment Orders Around the Occurrence of Health Problems and Hospital Transfers in 
Dementia: A Prospective Study. Journal of the American Geriatrics Society. 2017; 65: 769-76.

83. Tanghe M, Van Den Noortgate N, Pivodic L, et al. Opioid, antipsychotic and 
hypnotic use in end of life in long-term care facilities in six European countries: 
results of PACE. European journal of public health. 2019; 29: 74-9.

84. Hendriks SA, Smalbrugge M, Hertogh CM and van der Steen JT. Dying with 
dementia: symptoms, treatment, and quality of life in the last week of life. 
Journal of pain and symptom management. 2014; 47: 710-20.

85. Sandvik RK, Selbaek G, Bergh S, Aarsland D and Husebo BS. Signs of 
Imminent Dying and Change in Symptom Intensity During Pharmacological 
Treatment in Dying Nursing Home Patients: A Prospective Trajectory Study. 
Journal of the American Medical Directors Association. 2016.

86. Meier EA, Gallegos JV, Thomas LP, Depp CA, Irwin SA and Jeste DV. Defining a 
Good Death (Successful Dying): Literature Review and a Call for Research and 
Public Dialogue. The American journal of geriatric psychiatry : official journal 
of the American Association for Geriatric Psychiatry. 2016; 24: 261-71.

87. Takahashi Z, Yamakawa M, Nakanishi M, et al. Defining a good death for people with 
dementia: A scoping review. Japan journal of nursing science : JJNS. 2021: e12402.

88. Erel M, Marcus EL and Dekeyser-Ganz F. Barriers to palliative care for advanced 
dementia: a scoping review. Annals of palliative medicine. 2017; 6: 365-79.

89. Bolt SR, van der Steen JT, Mujezinović I, et al. Practical nursing recommendations for palliative 
care for people with dementia living in long-term care facilities during the COVID-19 
pandemic: A rapid scoping review. International journal of nursing studies. 2020; 113: 103781.

90. Ellis-Smith C, Higginson IJ, Daveson BA, Henson LA and Evans CJ. How can a 
measure improve assessment and management of symptoms and concerns 
for people with dementia in care homes? A mixed-methods feasibility and 
process evaluation of IPOS-Dem. PloS one. 2018; 13: e0200240.

91. https://pos-pal.org/maix/ipos-dem.php, accessed april 26th, 2021.
92. Lopez RP. Comment on: Coronavirus 2019 in Geriatrics and Long-Term Care: The 

ABCDs of COVID-19. Journal of the American Geriatrics Society. 2020; 68: 1166-7.
93. https://www.alzheimer-nederland.nl/onderzoeksagenda, accessed June 3th, 2021.
94. https://www.who.int/mental_health/neurology/dementia/

action_plan_2017_2025/en/, accessed June 3th, 2021.
95. Sion KYJ, Haex R, Verbeek H, et al. Experienced Quality of Post-Acute and Long-

Term Care From the Care Recipient’s Perspective-A Conceptual Framework. 
Journal of the American Medical Directors Association. 2019; 20: 1386-90.e1.

96. Sion KYJ, Verbeek H, de Boer B, et al. How to assess experienced quality of care in nursing 
homes from the client’s perspective: results of a qualitative study. BMC geriatrics. 2020; 20: 67.

97. https://www.vilans.nl/vilans/media/documents/producten/wensen-verwachtingen-
en-grenzen-in-de-driehoek.pdf. accesses 28th February, 2021.



7 7

Chapter 7 General discussion    153

98. Radbruch L, De Lima L, Knaul F, et al. Redefining Palliative Care-A New Consensus-
Based Definition. Journal of pain and symptom management. 2020.

99. https://www.waardigheidentrots.nl/wp-content/uploads/2018/04/
Programma-Thuis-in-het-Verpleeghuis.pdf, accessed June 3th, 2021.




