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Abstract
Background Palliative care can improve the quality of life of people with dementia. However, nurses and other 
healthcare professionals often lack the confidence and skills to provide palliative care and struggle to initiate timely 
conversations about wishes and needs for palliative care. The DEDICATED approach aims to enhance the quality of 
palliative dementia care by improving knowledge, competencies, and interprofessional collaboration of healthcare 
professionals. This study explores its impact on palliative care provision from the perspectives of: (1) healthcare 
professionals implementing the approach; (2) their care team members; and (3) bereaved family caregivers.

Methodology This multi-method evaluation study used: (1) qualitative interviews with those who had acted as 
ambassadors in implementing the DEDICATED approach; (2) questionnaires measuring perceived self-efficacy, work 
engagement, and psychological empowerment among healthcare professionals working in these ambassadors’ 
teams; and (3) questionnaires with bereaved family caregivers exploring the frequency of advance care planning 
discussion and their experiences with the end-of-life care provided to their relative with dementia.

Results The DEDICATED approach was implemented across 28 wards in three healthcare organizations. Interviews 
with ambassadors (n = 17) revealed that the approach raised awareness about person-centered palliative care and 
the importance of timely advance care planning (ACP) for people with dementia. DEDICATED showed no significant 
impact on healthcare professionals’ self-efficacy, work engagement, and psychological empowerment. The frequency 
of ACP discussion and quality of end-of-life care showed no significant differences over time.

Conclusion DEDICATED ambassadors found the DEDICATED approach to be of value in enhancing person-centered 
palliative care. Although quantitative assessments of healthcare professionals’ competence did not fully capture this, 
the positive feedback received suggests that more time may be needed for the approach to be fully integrated into 
practice. This could explain the modest results observed among team members and bereaved family caregivers. 
Future research should explore the long-term impact of the DEDICATED approach using longitudinal study designs.
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Background
Dementia is a chronic, incurable condition [1], and pal-
liative care aims to improve quality of life for individuals 
with life-limiting illnesses [2]. While the optimal timing 
for initiation is ambiguous [3–6], an early introduction of 
palliative care in dementia is recommended to improve 
quality of life across the whole disease trajectory [7, 8]. 
Palliative care aims to improve the quality of life of a 
person with a chronic disease, focusing on physical, psy-
chological, social, and spiritual needs [1]. Advance care 
planning (ACP) is an essential component of palliative 
dementia care, as cognitive decline and communication 
difficulties can hinder discussions about palliative care 
preferences, making timely ACP crucial for aligning care 
with the wishes and needs of the person with dementia 
[9–12]. However, healthcare professionals (HCPs) can 
experience difficulties with the timing of ACP conversa-
tions or lack confidence in their communication skills 
[13–15]. In addition, insufficient knowledge and compe-
tencies (e.g., related to pain management and interpro-
fessional collaboration, etc.) can hinder the provision 
of person-centered palliative care at home or in nursing 
homes [9, 16–21].

Lastly, palliative dementia care requires coordination 
across care settings, such as home care, hospital and 
nursing homes [21, 22]. Effective interprofessional collab-
oration in these settings is challenging but essential for 
continuity of care throughout the disease trajectory [6, 
8, 10, 21]. Overall, HCPs, family caregivers, and people 
with dementia emphasize the need for improved person-
centered care and collaboration [23]. Research suggests 
that training, tools, and knowledge can enhance pallia-
tive care provision [24–26]. Co-creation of such health-
care interventions is increasingly valued, as user-driven 
approaches can improve effectiveness [27, 28]. However, 
to our knowledge, interventions rarely address the full 
dementia trajectory while also incorporating input from 
all stakeholders [29–31].

The DEDICATED (Desired Dementia Care Towards 
End of Life) approach was co-created to improve the 
quality of palliative care for individuals with dementia by 
enhancing HCPs’ skills, knowledge, and competencies 
in palliative dementia care [32]. This study explores its 
impact on palliative care provision from the perspectives 
of: (1) HCPs implementing the approach; (2) their care 
team members; and (3) bereaved family caregivers.

Materials and methods
The DEDICATED approach
The DEDICATED approach to dementia-specific pallia-
tive care consists of a training format and practice tools. 
The ultimate goal of the DEDICATED approach is to 
empower HCPs involved in the provision of palliative 
care for people with dementia to improve the quality of 

such care. The DEDICATED approach can be applied 
from the point of diagnosis and throughout the entire 
disease trajectory of the person with dementia. Tools of 
the DEDICATED approach can be used during specific 
stages of the trajectory. For instance, the tools for ACP 
might be more suitable in the diagnosis or early stages of 
dementia, while the tools for a warm transfer to a nursing 
home can be used later in the care trajectory. A descrip-
tion of the DEDICATED approach, its development and 
implementation has been provided elsewhere [32]. In 
brief, the development of the DEDICATED approach 
included an extensive needs assessment, in which needs 
for palliative care provision were inventoried from the 
perspective of people with dementia, family caregiv-
ers, and HCPs [16, 33–38]. From the results of the needs 
assessment, six central themes were extracted, and tools 
(e.g., communication tools for ACP, informative clips 
about dementia care, etc.) were developed in iterative co-
creation sessions to address the following themes:

(1) Awareness of the need for timely palliative care in 
dementia;

(2) Familiarization with a person with dementia/with 
each other (e.g., getting to know the biography, 
values, and behavior of the person with dementia 
and family caregivers to provide person-centered 
palliative care);

(3) Communication about (future) care preferences as a 
part of ACP;

(4) Interprofessional collaboration in ACP;
(5) Interprofessional collaboration during care 

transitions;
(6) Managing pain and responsive behavior (e.g., how 

HCPs respond when a person with dementia is 
in pain or behaves in a way that is experienced as 
challenging).

In addition to practical tools, a DEDICATED training 
program was developed to educate HCPs about the con-
tent of the DEDICATED tools and how to implement it 
in practice. HCPs who have completed the DEDICATED 
training are known as DEDICATED ambassadors. DEDI-
CATED ambassadors are HCPs who play an important 
role in stimulating awareness about palliative dementia 
care and in implementing the DEDICATED approach in 
practice [32].

The DEDICATED approach was built by a develop-
ment team consisting of HCPs, education professionals, 
and representatives of people with dementia. This team 
was directly involved in the iterative co-creation and 
pilot testing of the DEDICATED approach in practice. 
HCPs involved in caring for people with dementia from 
this development team were trained to become the ‘first 
wave’ of DEDICATED ambassadors (n = 14). After the 
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co-creation of the DEDICATED approach was finalized, 
a ‘second wave’ of ambassadors was trained to imple-
ment and evaluate the DEDICATED approach in prac-
tice (n = 10). Thus, both the first-wave and second-wave 
ambassadors implemented the DEDICATED approach in 
practice, whereas only the first wave of ambassadors was 
involved in the co-creation and pilot testing phase.

Study design
This study involved a multi-method design, and was con-
ducted over a period of six years (Fig. 1), aiming to evalu-
ate the impact of the DEDICATED approach in practice 
based on three forms of data collection:

1. Semi-structured interviews with DEDICATED 
ambassadors (first and second wave) regarding their 
experience of the effects of using the DEDICATED 
approach on the provision of palliative care for 
people with dementia;

2. Questionnaires with HCPs from the DEDICATED 
ambassadors’ teams that explore their: (1) self-
efficacy in providing palliative care for people with 
dementia, (2) psychological empowerment, and (3) 
work engagement in wards where DEDICATED was 
implemented and where it was not;

3. Questionnaires with bereaved family caregivers 
to explore their opinions on quality of end-of-
life care, to what extent ACP conversations took 
place, and whether they were acted upon in wards 
where DEDICATED was implemented and non-
intervention wards.

Interviews with DEDICATED ambassadors
Population and recruitment
After implementation of the DEDICATED approach, 
all DEDICATED ambassadors (n = 24, at the time) were 
invited to participate by email. After they had agreed to 
participate, an online interview was scheduled.

Data collection
We performed one-to-one, semi-structured interviews 
with ambassadors during the implementation phase [39] 
(Fig.  1). Due to COVID-19 restrictions, the interviews 
were held online using Microsoft Teams and recorded 
using Microsoft Game Bar. The DEDICATED research 
team developed an interview guide that contained 
questions about how the impact of the DEDICATED 
approach was experienced in practice (Additional file 
1). The interview guide was based on relevant literature, 
such as the Dutch Palliative Care Quality Framework 
[40], and revised by members of the research team (JB, 
JM, SB, LD, CK and EK) following input from an advisory 
board consisting of experts from the practice and educa-
tion fields (n = 21).

Data analysis
Interview transcripts were analyzed using Atlas.ti ver-
sion 9 software (Atlas.ti Scientific Software Development 
GmbH). The interview recordings were transcribed ver-
batim and analyzed using a conventional content analy-
sis approach (CCA). In a CCA approach, open codes 
flow directly from the data, without the imposition of 
specific theoretical presumptions formed in advance of 

Fig. 1 Timeline of development and implementation of the DEDICATED approach and data collection for this study
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data analysis [41]. First, three researchers (JB, TW, and 
SB) read all transcripts thoroughly. After this, the tran-
scripts were independently coded using four intermedi-
ate reflective sessions which allowed cross-validation of 
codes and categories. SB and JB continued axial coding as 
an iterative process, moving back and forth between the 
transcripts to refine codes and to cluster them into cat-
egories. A list of final codes and categories was defined 
within the primary research team (JB, JM, SB, DJ).

Questionnaires with DEDICATED ambassadors’ team 
members
Population and recruitment
The DEDICATED approach was implemented within 
healthcare organizations that belonged to Living Lab 
in Ageing and Long-term Care Limburg (AWO-L), a 
consortium of collaborating healthcare organizations 
providing (palliative) care for older persons [42]. The 
28 involved long-term care wards belong to three orga-
nizations which are part of the AWO-L. These nursing 
wards are located across various sites in the south of the 
province of Limburg, the Netherlands. The DEDICATED 
ambassadors’ care team members were requested to fill 
in a questionnaire at baseline and follow-up measure-
ment points relating to self-efficacy, work engagement 
and psychological empowerment (Fig. 1).

The DEDICATED ambassadors’ team members were 
eligible to participate if they: (1) worked directly with the 
DEDICATED ambassador and (2) were directly involved 
in palliative care for people with dementia. Question-
naires were also distributed to team members from a 
control group. The control group was also recruited from 
AWO-L organizations; however, it consisted of nurs-
ing home wards and home care teams with no active 
role in the development or testing of the DEDICATED 
approach. These wards and teams were selected by man-
agers from the participating organizations.

In summary, team members were sorted into three 
experimental groups:

(1) Design group: Consisting of care team members of 
first-wave DEDICATED ambassadors, working in 
nursing home wards or home care settings, in which 
the DEDICATED approach was piloted and the 
finalized DEDICATED approach was implemented 
by the DEDICATED ambassadors;

(2) Test group: Consisting of team members of 
second-wave ambassadors, in which the finalized 
DEDICATED approach was implemented in their 
nursing home wards or home care settings;

(3) Control group: Healthcare professionals working in 
nursing home wards or home care settings who were 
not exposed to the DEDICATED approach. Thus, 
these healthcare professionals received neither the 

training nor tools of the DEDICATED approach and 
no DEDICATED ambassadors were trained within 
their organization.

Data collection and measurements
Three validated scales, namely the Palliative Care Self-
Efficacy Scale (PCSES), Spreitzer’s Psychological Empow-
erment scale (PE) and the Utrecht Work Engagement 
Scale (UWES-9), were used to explore self-efficacy, work 
engagement, and psychological empowerment. In addi-
tion, we elicited descriptive information such as: par-
ticipant’s age, years of work experience, years working 
in an intra- or extramural setting, occupation, and gen-
der. The three scales were combined into one question-
naire, which was sent to participating team members in 
the test, design, and control groups. Paper versions of the 
questionnaires at the baseline measurement point (2019) 
were distributed via DEDICATED ambassadors to partic-
ipating teams in the design group and via unit and team 
managers for the test and control group. Digital versions 
of the questionnaires were distributed to the design and 
test groups at follow-up (2021) via DEDICATED ambas-
sadors using Qualtrics, which is an online data manage-
ment platform (Qualtrics International Inc., Provo, UT; 
2024). The control group received the digital question-
naire via their managers. Questionnaire return was anon-
ymous, and the study design ensured that collected data 
could not be traced back to specific individuals.

The primary outcome was self-efficacy in providing 
palliative care for people with dementia, which was mea-
sured using the PCSES [43]. The PCSES is a validated 
instrument which was developed to assess the self-effi-
cacy of nursing staff providing end-of-life care [43]. The 
PCSES comprises 12 items and two subscales: Psychoso-
cial support and symptom management. The PCSES was 
designed to be rated using a four-point Likert-scale with 
the response options: (1) need further basic instruction, 
(2) confident to perform with close supervision/coach-
ing, (3) confident to perform with minimal consultation, 
or (4) confident to perform independently [43]. Higher 
scores indicate higher perceived self-efficacy. The over-
all scale has demonstrated excellent internal consistency 
(Cronbach’s α = 0.92) in a population of nursing staff 
working in care facilities (n = 405).

As secondary outcomes, we assessed psychological 
empowerment (PE) and work engagement. We used the 
PE-scale for psychological empowerment [44, 45]. PE was 
defined more broadly as increased intrinsic task motiva-
tion, manifested in a set of four cognitions reflecting an 
individual’s orientation to their work role: meaning, com-
petence, self-determination, and impact [44, 45]. Each of 
these four aspects is a subscale in the PE scale. Each sub-
scale is assessed in the PE questionnaire by three items 
and scored on a five-point Likert scale (ranging from 
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1 = strongly disagree to 5 = strongly agree). Higher scores 
indicate higher perceived psychological empowerment 
by HCPs. The PE instrument has good construct validity, 
and its subscales have demonstrated good (Cronbach’s 
α = 0.80) to excellent (Cronbach’s α = 0.92) reliability in a 
population of nursing staff [44]. We translated the PCSES 
and PE scale into Dutch using a forward-backward 
approach, with assistance from a native English speaker. 
Afterwards, we calculated Cronbach’s α for reliability. The 
UWES-9 was used to assess work engagement [46]. Work 
engagement is defined as a positive work-related state of 
fulfilment that is characterized by vigor, dedication, and 
absorption [46]. The UWES-9 is available in Dutch and 
comprises nine items that are scored on a seven-point 
Likert scale (ranging from 0 = never to 6 = always (every 
day). Higher scores indicate greater work engagement. 
The instrument has demonstrated excellent reliability for 
measuring work engagement as a single factor in a popu-
lation of nursing staff across ten different countries [46].

Data analysis
Data from questionnaires with team members were 
aggregated at group-level (i.e., design, test, or con-
trol group) using IBM SPSS version 28.0 (IBM Corp., 
Armonk, NY). Descriptive statistics were calculated to 
summarize participant characteristics and outcome mea-
sures, using mean and standard deviation for continuous 
variables, and frequencies and percentages for categori-
cal variables. Differences in participant characteristics 
were tested by independent t-tests [47] and Chi-square 
[48] tests, respectively.

Inferential statistics were performed to study differ-
ences in outcome measures. Within-group changes over 
time (i.e., from baseline to follow-up) were assessed using 
separate independent t-tests for the design and control 
groups, given that both groups included categorical and 
continuous variables [47]. Between-group differences 
were analyzed using a multiple linear regression at the 
follow-up measurement [49]. The linear regression mod-
els were adjusted for possible confounding variables, 
namely: age of the participant, years of work experience, 
working in an intra- or extramural setting, occupation, 
and gender. This approach allows for the estimation of 
the effect of the categorical variable (i.e., design, test or 
control group) on the continuous outcome (i.e., scores op 
the EPCS, PE-scale and UWES-9) while controlling for 
other influencing factors [49]. Statistical tests and anal-
yses were performed in collaboration with a statistician 
(NH).

Questionnaires among bereaved family caregivers
Population and recruitment
From the start of the DEDICATED project in 2017, up to 
December 2023, bereaved family caregivers of persons 

with dementia who received care from one of the AWO-L 
partner organizations were invited to complete a ques-
tionnaire. During this period, the DEDICATED approach 
was developed, tested, and implemented in practice. 
Figure 1 provides a visualization of these pre-implemen-
tation and implementation phases and the respective 
data collection at each phase through questionnaires 
with bereaved family members. The partner organiza-
tions included the questionnaire as part of their standard 
quality evaluation, sent to bereaved families six weeks 
after the death of their relative. Bereaved family care-
givers received paper versions of the information letter 
and questionnaire by mail. The information letter stipu-
lated that returning the questionnaire indicated consent 
to participate in the study. Collected data could not be 
traced back to specific individuals and the questionnaire 
was returned anonymously. There was no follow-up for 
individuals who did not return the questionnaire.

Data collection and measurements
The questionnaire elicited the demographic characteris-
tics of bereaved family caregivers: age, sex, relationship to 
the person with dementia and care location. The names 
of the specific wards where their relatives had been 
treated were not requested. Bereaved family members 
were asked to indicate if ACP conversations had taken 
place between HCPs, the person with dementia, and fam-
ily caregivers regarding wishes and needs in regard to 
palliative care in the final phase of life. Bereaved family 
members could answer the question either: ‘’yes,’’ ‘’no,’’ 
or ‘’partially’’. Additionally, family members were asked 
if stated wishes had been respected during care provi-
sion. In addition, the validated End-of-Life in Dementia 
(EOLD) scales were completed by bereaved family care-
givers of people with dementia who received palliative 
care. We used the EOLD Satisfaction with Care (SWC), 
Symptom Management (SM), and Comfort Assessment 
in Dying (CAD) scales [50–52]. In this study, the EOLD-
SWC, which uses a four-point Likert scale, had a score 
range of 10 to 40 [50–52]. The EOLD-CAD uses a three-
point Likert scale and had scores ranging from 14 and 
42 [50–52]. Lastly, the EOLD-SM uses a six-point Lik-
ert scale and scores ranged between 0 and 45 [50–52]. 
Higher scores within the questionnaires indicated higher 
satisfaction with care, better symptom control, and a bet-
ter quality of dying. The questionnaires were filled out 
from February 2018 to December 2023 and data collec-
tion is ongoing at the time of writing. The DEDICATED 
approach was developed and implemented during this 
period.

Data analysis
Binary logistic regressions were performed to analyze dif-
ferences in frequencies of ACP over time. We used the 
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study’s duration years (i.e., 2018, 2019, 2020, 2021, 2022 
and 2023) as the categorical predictors and made dummy 
variables of the years, using 2018 as the reference year. 
Logistic regressions were performed separately for the 
test and control group, to analyze if the DEDICATED 
approach impacted frequencies of ACP discussions. 
Therefore, the dataset of bereaved family caregivers were 
split into two groups:

(1) Test/design group: DEDICATED was implemented 
in the healthcare organizations of the person 
with dementia who related to the bereaved family 
caregivers;

(2) Control group: DEDICATED was implemented 
in the healthcare organizations of the person 
with dementia who related to the bereaved family 
caregivers;

In order to conduct the logistic regression, the answer 
options to the question about ACP needed transfor-
mation to binary answers only. Therefore, the answer 
options ‘’yes’’ and ‘’partially’’ were transformed to ‘’yes’’, 
as partial ACP conversations still indicates that actions 
were taken within our study population. In addition to 
the logistic regression, frequencies of ACP and wishes 
being acted upon were calculated descriptively for each 
year of the study’s duration. The EOLD scales were ana-
lyzed using analysis of variance (ANOVA). Descriptive 
statistics are provided for the participants. Data analyses 

were conducted using IBM SPSS version 28 (IBM Corp., 
Armonk, NY).

Results
The DEDICATED approach was implemented in three 
AWO-L healthcare organizations, comprising 28 wards 
where people with dementia received palliative care. Fig-
ure 2 illustrates the integration of the results, showcasing 
the experienced impact of the DEDICATED approach in 
practice from the various perspectives.

Results of interviews with DEDICATED ambassadors
Interviews took place between April and June 2022. We 
interviewed 17 out of 24 active DEDICATED ambassa-
dors about their perceptions of the impacts of working 
with the DEDICATED approach. The other seven ambas-
sadors were invited but did not participate due to illness 
or other work priorities. Seven participants belonged to 
the first wave of ambassadors and ten belonged to the 
second wave. Their mean age was 33.4 years, and most 
were nurses (n = 8) or certified nurse assistants (n = 5). 
Other participants were dementia case managers (n = 2), 
a psychologist, and a nurse manager. The results of the 
interview analysis are structured in three sections: (1) 
Impact according to the DEDICATED ambassador, (2) 
Impact on team members of the DEDICATED ambas-
sador and (3) Impact on the person with dementia and 
their family caregivers. These findings are described in 
six themes, each containing several subthemes. Table  1 
presents these themes and subthemes.

Fig. 2 Findings of the three studies describing the impact of the DEDICATED approach from the perspective of DEDICATED ambassadors, team members, 
people with dementia and (bereaved) family caregivers
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Impact of DEDICATED on ambassadors
 The DEDICATED approach raises awareness and knowl-
edge about palliative care.

DEDICATED ambassadors felt more aware that pal-
liative care extends beyond end-of-life care. In addition, 
DEDICATED ambassadors felt more aware that they 
have an important role to play within the palliative care 
trajectory, for instance, by conducting ACP conversations 
and ensuring continuity in the care provided to people 
with dementia.

‘’I started as someone who didn’t know much about 
palliative care itself. I mainly thought of it as just 
the terminal phase, the final stage of palliative care. 
But throughout the process, I gained more knowledge 
and a deeper understanding of palliative care in 
general. I also received more tools to help me deepen 
my own understanding and to guide my team in this 
area. That was really helpful’’. (P.9, Nurse, second-
wave ambassador).

In addition, DEDICATED ambassadors found that the 
enhanced knowledge and awareness they had gained 
from the approach helped them to acknowledge the 
human behind the disease, their life story, and needs. 
Ambassadors used the tools from the DEDICATED 
approach to identify this information.

‘’I started to see the resident as a resident. As a per-
son. A person with a life instead of a resident with a 
disease’’. (P.1, consulting palliative care nurse, first-
wave ambassador).

‘’Yes, what DEDICATED has given me, is think-
ing about that aspect of the life story, right. You are 
always looking for that a bit, right. I also find it very 
important that when you write a profile of a cli-
ent, you describe much more of the client’s entire 
life, so you know, you have conversation topics with 
the client.’’ (P.5, Dementia case manager, first-wave 
ambassador).

DEDICATED ambassadors explained that the DEDICATED 
approach has an impact on their work engagement and 
enthusiasm. DEDICATED ambassadors described that 
they felt motivated by the new knowledge they had gained, 
and that this increased their work satisfaction.

‘’Yes, I think you gain a lot of knowledge, but also 
more awareness, really. You seek more collaboration 
with others, so yes, it brings you a lot. And it espe-
cially brings you more job satisfaction, as I feel like, 
‘Oh no, I’m really doing something good for the cli-
ent.’’’ (P.6, Psychologist, first-wave ambassador).

The DEDICATED approach enhances practical skills and 
competencies.

Ambassadors gave specific examples of how certain 
tools associated with the DEDICATED approach had 
helped them (or their colleagues) in their care provi-
sion or in their teams’ knowledge development. For 
instance, they used communication tools, such as photo 
cards, to start conversations on topics that were diffi-
cult to address, like wishes and needs for the end of life. 
Additionally, other DEDICATED approach tools helped 
them to identify symptoms and problems, such as pain 
or agitation. Thus, according to ambassadors, using the 
DEDICATED approach can positively influence palliative 
care provision, through enhancing the competencies and 
skills of HCPs.

“The ABC-form and PASLAC-D (i.e., tools for identi-
fying pain and responsive behavior), we already used 
those. But I have to say, since I have been involved in 
DEDICATED, I am more inclined to use them. I am 
more aware of this and now actively promote their 
use. So, I noticed that they are used more frequently.” 
(P.17, Nurse, second-wave ambassador).

The DEDICATED ambassadors indicated that the DEDI-
CATED approach motivated them to act and improve 
aspects of palliative care provision, through means such 

Table 1 Overview of main themes and subthemes from the 
interviews with DEDICATED ambassadors
Themes Subthemes
Impact of DEDICATED on ambassadors
DEDICATED approach 
raises awareness and 
knowledge about pallia-
tive care

• More aware of what palliative care entails
• Seeing the person behind the disease
• More work engagement

DEDICATED approach 
enhances
practical skills and 
competencies

• Identifying pain and responsive behavior
• Timely start of ACP
• More engagement in transfers to nursing 
homes

Impact on care team members
Awareness of person-cen-
tered palliative care among 
team members

• Timely start of ACP
• Using the wishes and needs during the 
provision of palliative care
• Joint learning about palliative care

Increased collaboration 
among team members

• Improved information exchange
• Identifying roles/responsibilities within 
the care team
• More engaged with the wellbeing of the 
person

Impact on the person with dementia and (bereaved) family caregivers
The life story of the person 
with dementia is better 
understood

• Person with dementia and family caregiv-
ers feel more open to share their life story
• Acknowledging the life story of the per-
son with dementia and family caregivers
• A more profound relationship
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as timely initiation of ACP conversations or improved 
preparation of the person with dementia prior to a 
move to nursing home care. Nevertheless, DEDICATED 
ambassadors expressed that they sometimes lack con-
fidence in finding the right time to start these conversa-
tions and in knowing which topics should be discussed as 
part of ACP.

‘’Well, what it mainly taught me is the aspect of 
moving a client from home to a nursing home—
don’t call it an admission, call it a move. That really 
stood out. And how important that process is. That 
you need to work towards it gradually. That a client 
should have the chance to get used to it, to first go 
there for a coffee, to first get acquainted. The whole 
process of moving from home to a nursing home sim-
ply needs to change.’’ (P.13. Home care nurse, second-
wave ambassador).

Impact on care team members, according to DEDICATED 
ambassadors
Awareness of person-centered palliative care among 
team members.

DEDICATED ambassadors mentioned that implemen-
tation of the DEDICATED approach has affected their 
care teams. For example, the DEDICATED approach 
made team members more aware of their roles and of 
the importance of proactively initiating conversations 
with people with dementia regarding their wishes and 
needs. On the other hand, in previous research, DEDI-
CATED ambassadors had expressed the need for addi-
tional implementation strategies, because involving the 
whole care team in DEDICATED was found to present 
challenges if the approach was not structurally embedded 
and used in practice.

‘’Yes, it has opened my eyes because now I see every-
one that needs to be involved and what we can offer 
the residents. And I do notice that now, as a team, 
we are quicker to respond when something changes 
with someone, so that we can act faster based on 
what we observe or what a resident needs.’’ (P.9, 
Nurse, second-wave ambassador).

Ambassadors indicated that the skills, knowledge, 
and professional attitude of their team members were 
enhanced after being introduced to DEDICATED. As 
the care team better learns its own strengths and areas 
of improvement, which can stimulate joint learning and 
may ultimately improve the quality of care for people 
with dementia and their families. For instance, one DED-
ICATED ambassador explained that by getting to know 
a person with dementia, HCPs can more easily alleviate 
discomfort or stress for that person.

“Regarding the use of a person’s life story, I notice 
that many colleagues now bring that up when some-
one is in distress. It often helps to talk about the past 
with the person’’. (P.2, Quality nurse practitioner, 
first-wave ambassador).

Increased collaboration among team members.
Furthermore, the DEDICATED approach highlighted 

the importance of collaboration between team members, 
such as information exchange between involved HCPs 
that supports the provision of consistent and continuous 
care. Additionally, DEDICATED ambassadors explained 
that using the “Chatter jar” (i.e., a tool containing ques-
tion cards related to palliative care, end-of-life care and 
interprofessional collaboration) gave the team mem-
bers new insights regarding different roles, responsibili-
ties and needs of the members of their care teams. One 
ambassador explained that he felt that he was part of 
the whole care trajectory and belonged to the interpro-
fessional team, instead of providing care for people with 
dementia on his own.

‘’Yes, I find it especially useful with colleagues 
because it allows for multidisciplinary discussions, 
opening up the topic for conversation. But also, allied 
HCPs often tend to think, ‘Well, that’s not our con-
cern, that’s something for the doctor.’ Or maybe they 
think it’s something for the psychologists to handle if 
someone gets very upset and needs to talk about it. 
However, we all play such an important role in this, 
and we’ve tried to convey that. What each person’s 
role as a caregiver is; because often patients interact 
much more with a physiotherapist than a psycholo-
gist—they know them, they trust them. So, how can 
that person play an important role in this entire 
process, this care process, or in the quality of life?” 
(P.6, Psychologist, first-wave ambassador).

Impact on the person with dementia and family caregivers, 
according to DEDICATED ambassadors
The life story of the person with dementia is better 
understood.

DEDICATED ambassadors found the DEDICATED 
approach helpful in gathering personal information (such 
as the biography, wishes, needs, and values of people with 
dementia). Access to that information could in turn pro-
vide a basis for further interaction and topics of conver-
sation. For example, a first-wave ambassador explained 
that she used DEDICATED in a group of family caregiv-
ers and people with dementia. This provided an opening 
to share more comprehensive information, which could 
later be useful in the course of palliative care provision.
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‘’Yes, what I like is that, for example, we have infor-
mal caregivers who come to the psychogeriatric 
wards. They come to visit their family. The HCPs on 
the ward gather several caregivers and people with 
dementia together for a cup of tea. So, they sit with 
a group of about five people. And yes, how do you 
start the conversation, and what do you talk about? 
They approached me, asking if I had something they 
could use to share, to start a conversation and share 
information’’. (P.1, Consulting palliative care nurse, 
first-wave ambassador).

Ambassadors recognized that investing in care relation-
ships had added value for family caregivers as well. For 
instance, investing in a close care relationship with a per-
son with dementia led to greater satisfaction among fam-
ily members. Tools such as the life story poster or book 
could contribute to this, especially if family caregivers 
play a role in creating them. This could help in build-
ing a trustful relationship between the HCPs and family 
caregivers.

‘’And you learn a lot about those clients, which 
makes family much more engaged in providing per-
son-centered care. So really just looking at who the 
person behind the disease is and how we interact 
with them.’’ (P.2, Quality nurse practitioner, first-
wave ambassador).

Results of questionnaires assessing the impact of 
DEDICATED among care team members
In total, 105 team members completed the questionnaires 
at the baseline measurement and 110 team members 
completed the questionnaire at the follow-up measure-
ment (Table 2). The composition of professions and work 

settings represented in the design and control groups dif-
fered significantly between the baseline and follow-up 
measurement.

Table 3 shows the mean sum scores of the three scales 
at the baseline and follow-up measurement points. A 
significant decline is observed in the total sum score for 
the PCSES scale (i.e., self-efficacy) in the design as well 
as the control group. In the control group, scores for the 
UWES-9 scale (i.e., work engagement) increased signifi-
cantly. The between-group comparison at the follow-up 

Table 2 Characteristics of participating team members
Group Design group Control group Test group

Design
baseline
n = 34

Design
follow-up
n = 24

p Control
baseline,
n = 71

Control
follow-up,
n = 30

p Test
baseline*,
n = 6

Test
follow-up,
n = 56

Age, mean (SD)
Female, N (%)
Years of experience with dementia care, mean (SD)
Profession, N (%)

41.7 (11.6) 42.5 (15.0) 0.82 39.8 (13.3) 44.9 (12.5) 0.07 38.5 (20–53) 43.6 (13.6)
33 (97.1) 22 (91.7) 0.83 70 (98.6) 26 (86.7) 0.01 6 (100.0) 51 (91.1)
10.7 (8.0) 11.9 (11.0) 0.63

0.02
12.9 (10.8) 12.0 (10.4) 0.69

< 0.01
3 (1–30) 9.5 (9.2)

- Nurse 6 (17.6) 2 (8.3) 19 (26.8) 7 (23.3) 3 7 (12.5)
- Certified nurse assistant 22 (64.7) 13 (54.2) 34 (47.9) 14 (46.7) 1 24 (42.9)
- Uncertified nurse assistant 2 (5.9) 5 (20.8) 4 (5.6) 3 (10.0) 0 4 (7.1)
- Psychologist 4 (11.8) 0 (0.0) 14 (19.7) 0 (0.0) 0 0 (0.0)
- Other 0 (0.0) 4 (16.7) 0 (0.0) 6 (20.0) 1 21 (37.5)
Work setting, N (%) < 0.01 0.17
- Intramural
- Extramural

25 (73.5)
9 (26.5)

24 (100.0)
0 (0.0)

32 (45.1)
39 (54.9)

18 (60.0)
12 (40.0)

6
0

50 (89.3)
6 (10.7)

Bold: Significant difference between groups at baseline and follow-up measurement (p = ≤ 0.0.05)

*Test group: Baseline measurement contained six participants. Median, minimum, and maximum range were provided. This experimental group was too small for 
further analysis (n = < 10).

Table 3 Mean sum scores of the PE, UWES-9, and PCSES at 
baseline measurement and follow-up measurement and their 
respective t-tests
Questionnaire 
sum scores, M 
(SD)‡

Baseline 
measurement
(2019)

Follow-up mea-
surement (2022)

Design group 
(n = 34)

Design group 
(n = 24)

p

PCSES 39.3 (7.3) 28.7 (8.5) < 0.001
UWES-9 47.7 (4.5) 48.7 (9.6) 0.59
PE-scale 46.6 (5.4) 46.8 (5.3) 0.88

Control group 
(n = 71)

Control group 
(n = 30)

PCSES 36.3 (7.8) 32.7 (9.1) 0.04
UWES-9 47.3 (4.4) 50.5 (6.6) < 0.01
PE-scale 48.8 (4.5) 47.7 (5.5) 0.30

Test group (n = 56)*
PCSES 29.3 (11.5)
UWES-9 47.9 (11.7)
PE-scale 44.9 (6.1)
Bold: Significant difference in sum scores for the scales at the 0.05 level

*Test group: Baseline measurement from test group was too small for analysis 
(n = < 10). Therefore, this data was not included and analyzed.
‡Self-efficacy is measured with the PCSES; work engagement with the UWES-9; 
and psychological empowerment with the PE-scale.



Page 10 of 17Biesmans et al. BMC Health Services Research          (2025) 25:882 

measurement (Table 4) showed no statistically significant 
differences.

Results of the questionnaires completed by bereaved 
family caregivers
Within the timespan of February 2018 to August 2023, 
567 bereaved family caregivers answered the question 

about whether wishes and values for end-of-life care 
had been discussed. Of these, 77% (n = 435) of respon-
dent caregivers’ relatives with dementia received care in 
test/design group units (where DEDICATED was imple-
mented by the DEDICATED ambassador), and 23% 
(n = 132) respondent caregivers were part of the con-
trol group (where DEDICATED was not implemented). 

Table 4 Linear regression results of the PCSES, UWES-9 and PE-scale among team members at follow-up measurement
Sum score Palliative Care Self Efficacy Scale Coefficients

Unstandardized Coefficients Sig. 95% CI-interval for β
β Std. Error Lower Upper

Constant 38.147 4.245 < 0.001 29.725 46.570
Variables of interest:
Test group 2022

−2.041 2.153 0.345 −6.311 −2.230

Design group 2022 −4.310 2.665 0.109 −9.598 0.977
Explanatory variables:
Sex (male) *

1.261 2.843 0.568 −4.380 6.901

Age (in years) − 0.232 0.073 0.002 0.730 1.370
Setting (intramural) + 2.598 2.795 0.355 −2.948 8.144
Occupation (Nurse) ‡ 5.748 2.902 .050 − 0.010 11.506
Occupation (Uncertified Nurse Assistant) ‡ −5.062 2.883 0.082 −10.782 0.657
Occupation (Other) ‡ −7.671 2.141 < 0.001 −11.920 −3.423
Years of working experience in dementia care (In years) 0.328 0.098 0.001 0.133 0.522
Sum score Work Engagement scale Coefficients

β Std. Error Lower Upper
Constant 49.592 4.979 < 0.001 39.713 59.471
Variables of interest:
Test group 2022

−3.411 2.525 0.180 −8.420 1.598

Design group 2022 −2.932 3.126 0.351 −9.134 3.270
Explanatory variables:
Sex (male)*

− 0.347 3.334 0.917 −6.963 6.268

Age (in years) 0.034 0.086 0.695 − 0.136 0.203
Setting (intramural) + 1.924 3.279 0.559 −4.580 8.429
Occupation (Nurse) ‡ −2.695 3.404 0.430 −9.448 4.058
Occupation (Uncertified Nurse Assistant) ‡ 0.548 3.381 0.872 −6.160 7.257
Occupation (Other) ‡ − 0.886 2.512 0.725 −5.869 4.058
Years of working experience in dementia care (In years) − 0.083 0.115 0.472 − 0.311 0.145
Sum score Psychological Empowerment Scale Coefficients

β Std. Error Lower Upper
Constant 49.578 2.774 < 0.001 44.075 55.080
Variables of interest:
Test group 2022

−2.580 1.406 0.069 −5.370 0.210

Design group 2022 − 0.669 1.741 0.702 −4.124 2.785
Explanatory variables:
Sex (Male) *

2.368 1.857 0.205 −1.316 6.053

Age (In years) − 0.055 0.048 0.249 − 0.150 0.039
Setting (Intramural) + 0.422 1.826 0.818 −3.201 4.046
Occupation (Nurse) ‡ 0.562 1.896 0.768 −3.200 4.323
Occupation (Uncertified Nurse Assistant) ‡ −3.133 1.883 0.099 −6.869 0.604
Occupation (Other) ‡ −1.487 1.399 0.290 −4.263 1.289
Years of working experience in dementia care (In years) 0.043 0.064 0.504 − 0.084 0.170
CI Confidence Interval, Bold: p = ≤ 0.05
+ Reference variable for Setting: Extramural

‡ Reference variable for Occupation: Certified Nurse Assistant

* Reference variable for Sex: Female
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Table 5 provides the characteristics of the bereaved fam-
ily caregivers included in this study.

Binary logistic regression analyses for the test and con-
trol group indicated no significant difference in ACP con-
versations throughout the research period (Fig. 3). Odds 
ratio’s (OR) in the test and control group were mostly 
higher compared to 2018, with 2021 being an exception 
for both groups, and 2023 for the control group only. In 
total, 449 family caregivers indicated that wishes and 
needs were completely or partially discussed. The follow-
up question was answered by 252 family caregivers from 

the test/design group, and 71 from the control group. In 
the test/design group, the percentage of family caregiv-
ers indicating that wishes and needs were acted upon was 
comparable in 2018 (79.2%) and 2023 (89.1%). Due to 
the small numbers (n = 71) of respondents in the control 
group over the given timespan, no results are given for 
this follow-up question.

The EOLD-CAD, EOLD-SWC, and EOLD-SM scores 
showed small fluctuations over time, which were found 
not to be statistically significant (Table  6). This applied 
to both the wards that implemented the DEDICATED 
approach and those that did not.

Discussion
This multi-methods study explored perceptions of the 
impact of working with the DEDICATED approach. We 
analyzed the perspectives and data of: (1) DEDICATED 
ambassadors; (2) the ambassadors’ team members; and 
(3) bereaved family members of persons with dementia. 
The results deriving from various perspectives and meth-
odologies showed varying outcomes regarding the over-
all impact of the DEDICATED approach. DEDICATED 
ambassadors described positive experiences with the 
DEDICATED approach in practice. As regards their 

Table 5 Characteristics of bereaved family caregivers (n = 567)
Age, M (SD)
- Not answered, N (%)
Female, N (%)
Familial relation to the individual with dementia,  
N (%)

62.5 (10.1)
7 (1.2)
358 (63.5)

- Spouse/partner 114 (20.1)
- Son or daughter (in-law) 375 (66.1)
- Brother or sister (in-law) 20 (3.5)
- Grandson or granddaughter (in law) 5 (0.9)
- Cousin 29 (5.1)
- Other 20 (3.5)
- Not answered 4 (0.7)

Fig. 3 Percentage of bereaved family caregivers indicating that wishes and needs for the end of life were discussed and documented in the groups 
where DEDICATED was implemented by the ambassador (i.e., test/design groups) and where it was not (i.e., control group)
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care team members, there were no significant changes 
in terms of perceived self-efficacy, psychological empow-
erment, and work engagement over time. The question-
naires with bereaved family members show that ACP 
conversations fluctuated over time and showed no sig-
nificant changes.

In the interviews, DEDICATED ambassadors explained 
that they were enthusiastic about the DEDICATED 
approach. It raised awareness about timely conversa-
tions regarding care preferences as part of ACP and 
helped them to uncover a person’s life story and identify 
the needs of people with dementia and their families. 
Conducting personal, proactive conversations about the 
wishes and needs of people with dementia as part of ACP 
helped to build a more trusting care relationship. In turn, 
this supported palliative care provision according to the 
wishes and needs of people with dementia and their fam-
ily caregivers. This could lead to greater autonomy and 
person-centered treatment for people with dementia 
[24]. A review by Raymond et al. (2014) described other 
interventions in which tools and training sessions were 
used to enhance the general knowledge about palliative 
care for people with dementia. Key differences between 
the DEDICATED approach and these other training 
programs were that the latter mostly aimed to enhance 
general knowledge about palliative care, while the DEDI-
CATED approach focuses on specific topics and compe-
tencies needed to provide palliative care for people with 
dementia. Nevertheless, the training and tools men-
tioned in this review showed similar outcomes to those 
reported by DEDICATED ambassadors. For instance, 
the training-based interventions described in the review 
would lead one to conclude that participating HCPs 
learned new skills, such as identifying the readiness of 
people with dementia and family caregivers to discuss 
wishes and needs for end-of-life care. Additionally, HCPs 

emphasized quality of life rather than only focusing on 
clinical treatment during the provision of palliative care 
[53]. These findings are consistent with the experiences 
of DEDICATED ambassadors and support the asser-
tion that training-based interventions like the DEDI-
CATED approach can empower HCPs in their provision 
of palliative care for people with dementia. However, 
the adequacy of the implementation is a prerequisite for 
observing the impact of the DEDICATED approach in 
practice [32].

Questionnaires among care team members of the 
DEDICATED ambassadors showed no significant 
changes in self-efficacy, work engagement, and psycho-
logical empowerment over time. A first explanation for 
the absence of these changes could lie in the bottom-up 
implementation strategy of the DEDICATED approach. 
DEDICATED ambassadors formed the primary popula-
tion of interest. They pursued the DEDICATED approach 
training program and were subsequently responsible 
for the stepwise implementation of the tools in prac-
tice. Additionally, they made the decisions about how to 
involve their team members in DEDICATED. A bottom-
up strategy is adequate to ensure ownership and sus-
tained usage of an intervention at different organizational 
levels [53, 54], but it can also be prone to complications 
with regard to involving other organizational layers, such 
as the different HCPs surrounding the DEDICATED 
ambassadors [55]. DEDICATED ambassadors explained 
a number of different implementation strategies they had 
deployed, such as giving presentations about the DEDI-
CATED approach and using team meetings to discuss 
the program’s tools [32]. However, full implementation 
of an intervention (including all the tools that form part 
of the intervention) across various organizational layers 
can take considerable time and face substantial barri-
ers. For instance, DEDICATED ambassadors explained 

Table 6 Scores for the EOLD-scales
Design + Test group EOLD-sum scores, M (SD)

2018a 2019a 2020b 2021b 2022b 2023b p
EOLD-CAD n = 50

30.7 (6.0)
n = 58
31.2 (5.3)

n = 71
31.2 (4.7)

n = 64
29.6 (5.6)

n = 58
30.4 (6.0)

n = 47
30.6 (5.8)

0.924

EOLD-SWC n = 62
28.1 (3.0)

n = 66
28.8 (3.3)

n = 97
28.1 (3.1)

n = 80
27.5 (3.6)

n = 67
28.0 (4.1)

N = 57
28.1 (2.7)

0.257

EOLD-SM n = 46
26.3 (8.2)

n = 48
25.0 (7.9)

n = 69
26.0 (7.9)

n = 59
25.5 (7.6)

n = 55
25.9 (9.3)

n = 39
25.7 (7.5)

0.985

Control group EOLD-sum scores, M (SD)
EOLD-CAD n = 11

27.5 (7.3)
n = 15
32.3 (4.9)

n = 25
29.6 (6.4)

n = 12
31.4 (5.2)

n = 21
32.0 (4.6)

n = 13
29.0 (6.2)

0.102

EOLD-SWC n = 12
28.0 (3.0)

n = 15
28.7 (2.8)

n = 35
28.9 (2.8)

n = 18
27.6 (3.8)

n = 27
28.2 (3.5)

n = 18
28.9 (4.6)

0.923

EOLD-SM n = 11
25.0 (9.4)

n = 13
27.0 (5.9)

n = 22
23.4 (7.9)

n = 13
26.4 (6.7)

n = 22
30 0.6 (8.3)

n = 14
25.2 (9.4)

0.221

a Data collection period before implementation of DEDICATED: 2018 & 2019
bData collection period during implementation of DEDICATED: 2020, 2021, 2022 & 2023
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that they needed more structure and training on how 
to implement the DEDICATED approach and that their 
team members might be reluctant to change their daily 
working routines [32]. These challenges may limit the 
impact of the DEDICATED approach, especially if the 
target population (i.e. team members) has not yet been 
effectively reached [56–58]. Our follow-up measurement 
could, therefore, have been conducted too early in the 
implementation process to detect any significant change. 
Moreover, if the DEDICATED approach was used only in 
specific situations rather than as part of team members’ 
daily routine, it might not have made an effective impact 
on individuals with dementia and their family caregiv-
ers. This could also explain the lack of reported increase 
in ACP conversations and in whether HCPs acted upon 
stated wishes and needs during palliative care provision. 
Other factors may have also influenced the implemen-
tation of the DEDICATED approach. The COVID-19 
pandemic occurred between the baseline and follow-up 
measurements, which could have contributed to the find-
ing of a decline in self-efficacy, work engagement, and 
psychological empowerment of HCPs in palliative care. 
The pandemic had a tremendous impact on care provi-
sion in nursing homes, including palliative and end-of-
life care for people with dementia [38, 59]. The pandemic 
placed significant pressure on HCPs’ working lives and 
raised acute ethical dilemmas and levels of moral distress 
[60, 61]. A large-scale longitudinal study in the Nether-
lands showed that healthcare workers experienced dete-
riorating psychosocial working conditions, such as lower 
autonomy at work and greater psychological demands 
from their job [62]. Additionally, increased attention 
to palliative care and dementia could have heightened 
HCPs’ self-awareness, influencing their self-assessment 
regarding self-efficacy, work engagement, and psycholog-
ical empowerment. The Dunning-Kruger effect describes 
how less skilled individuals may be unaware of their skill 
level and are therefore more likely to overestimate their 
abilities [63].

A second possible explanation for the limited extent of 
change found in the study relates to the compositional 
differences between the different experimental groups 
(i.e., test, design, and control groups) at both the base-
line and follow-up measurement points. Specifically, 
the differences in the balance of occupations within the 
experimental groups might have influenced the outcome 
measures. For example, White et al. (2021) argued that 
HCPs in different roles often have varying perceptions 
of their skills and competencies. In their study, certified 
nursing assistants reported higher competence in com-
municating with clients compared to nurses, due to the 
extensive time they spend in direct contact [64]. This 
could have led to differing perceptions of self-efficacy, 
psychological empowerment, and work engagement 

compared to those with qualified nurse status. As the 
experimental groups in our study showed significant dif-
ferences in group composition, this may have influenced 
their self-perceived scoring in terms of self-efficacy, work 
engagement, and psychological empowerment, possibly 
explaining our results. On the other hand, DEDICATED 
ambassadors themselves indicated having experienced 
greater work engagement while using the DEDICATED 
approach. This also underscores the need for longer-
term usage or further development of validated scales to 
analyze the underlying skills and competencies that the 
DEDICATED approach aims to enhance in the field of 
palliative care for people with dementia, as the current 
scales may not fully explore the factors that underlie lim-
ited or improved self-efficacy, psychological empower-
ment, and work engagement in the field of palliative care.

The results from bereaved family caregivers indicated 
that the frequency of ACP conversations fluctuated over 
time and showed no significant increase. Many coun-
tries, including the Netherlands, have initiated national 
campaigns to raise awareness about what palliative care 
entails, and of the role of proactive conversations about 
the wishes and needs of a care recipient as crucial aspects 
of palliative care [65, 66]. This could also contribute to 
a growing emphasis on palliative care and ACP discus-
sions. Furthermore, the COVID-19 pandemic may have 
prompted family members and HCPs to proactively dis-
cuss future (palliative) care needs with frail older persons 
[59]. This could have contributed to an overall increase in 
such conversations with family caregivers, making it dif-
ficult to assess the impact of the DEDICATED approach 
on this matter.

Palliative care provided to people with dementia 
was also assessed using the EOLD scales. During the 
research period, the EOLD scores showed no significant 
increase over time. Other research examining trends in 
EOLD scores over time, which also incorporated EOLD 
data from the DEDICATED project, found EOLD-SWC 
scores to have significantly increased, while total scores 
for EOLD-CAD showed no significant improvement, 
with a small decline in the “Wellbeing” subscale [67]. 
However, in the study by Klapwijk et al. (2021), the mean 
total score for EOLD-SWC was 32.7, while in our study, 
the mean total score was 28.1 for the test/design group 
and 28.4 for the control group. Other research regarding 
the EOLD-SM scores for people with dementia in nurs-
ing homes found a mean score of 28.7 [68], while in our 
study, the mean score was 25.7. The difference in scores 
might explain several needs of the bereaved family care-
givers for enhancing nursing practice and policy. The rel-
atively lower EOLD scores observed in our study might 
be caused by the fact that part of our data were collected 
during periods of restricted access for family because of 
the COVID-19 pandemic. There is a need to explore the 
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underlying reasons for lower perceived quality of care. A 
qualitative study regarding the experiences of bereaved 
family caregivers with the provided end-of-life care 
might explain aspects of importance for family caregivers 
in end-of-life care, such as information provision care-
giver expectations. This knowledge is needed to improve 
daily practice and inform policy.

Limitations
There are several limitations to consider when interpret-
ing the research results. First, interviews with DEDI-
CATED ambassadors were conducted by members of 
the research team, possibly eliciting socially desirable or 
only positive responses. While these interviews offered 
valuable insights into the perceived impact of the DEDI-
CATED approach, the small sample size limits general-
izability. The quantitative studies included large amounts 
of participants and data. However, these too contain 
several limitations. For the questionnaires among team 
members, the PCSES and PE-scale were translated into 
Dutch using a forward-backward method. Cronbach’s α 
was 0.95 for the PCSES and 0.88 for the PE-scale, indi-
cating a level of validity and reliability of the question-
naire of this study component [69]. However, the absence 
of broader psychometric evaluation might hamper the 
interpretation of our results.

Thirdly, the study among team members used a lon-
gitudinal design with baseline and follow-up measure-
ments. High staff turnover led to differences in team 
composition over time, making it impossible to analyze 
the same individuals across both points and weakening 
the validity. Table  2 illustrates these changes. Addition-
ally, many responses were incomplete due to participants 
not specifying their healthcare organization, making 
group assignment difficult and reducing usable data. 
Future research should aim to track individuals across 
measurements to reduce bias and improve analyses [70]. 
In addition, future research related to this topic, should 
collect more information on the background of the per-
son with dementia. In this study, limited information was 
gathered regarding the profile of the people with demen-
tia that the healthcare professionals worked with. For 
example, disease severity or communicational abilities 
may have influenced HCP’s perceived self-efficacy, psy-
chological empowerment and work engagement. Adjust-
ing for this information might have yielded different 
results in our regression analysis.

Finally, EOLD data were based on proxy responses 
from bereaved family caregivers, who may have had lim-
ited interaction with the person with dementia, espe-
cially during the COVID-19 pandemic. This could have 
influenced their evaluation of the quality of palliative 
care provided. Other factors, such as disease severity, 
symptoms, staff behavior may have also likely influenced 

their evaluations [71, 72]. As this was an exploratory 
study, such confounders were not accounted for. Fur-
ther research could include these possible confounding 
variables in the data analysis and use multilevel regres-
sion and adjusted logistic regressions to show effects 
over time. Due to the small categorical answer sizes, the 
logistic regression analysis for the ACP data might have 
caused our outcomes to be non-significant.

Conclusion
In conclusion, the DEDICATED approach was consid-
ered valuable by the DEDICATED ambassadors, as it 
supports HCPs in delivering person-centered palliative 
care. It increased awareness about the importance of 
timely care preference discussions as part of ACP and 
helped uncover a person’s life story. However, no sig-
nificant changes in perceived self-efficacy, psychologi-
cal empowerment, or work engagement were observed 
among the care team members. ACP conversations var-
ied over time, making it difficult to assess the impact of 
the DEDICATED approach, as many factors could have 
influenced these results. Further research using a longi-
tudinal design will assess the effects of the DEDICATED 
approach, with follow-up measurements that can bet-
ter explain its impact on palliative care for people with 
dementia.

Abbreviations
ACP  Advance care planning
AWO  L–Living Lab in Aging and Long–Term Care
ANOVA  Analysis of Variance
CCA  Conventional Content Analysis
DEDICATED  Desired Dementia Care Towards End of Life
EOLD  CAD–End of Life in Dementia Comfort Assessment in Dying
EOLD  SM–End of Life in Dementia Symptom Management
EOLD  SWC–End of Life in Dementia Satisfaction with Care
HCP  Healthcare professional
METC  Z–Medical Ethics Committee of Zuyderland Medical Centre
OR  Odds ratio
PCSES  Palliative Care Self–Efficacy Scale
PE  Psychological Empowerment
SPSS  Statistical Package for the Social Sciences
UWES  Utrecht Work Engagement Scale

Supplementary Information
The online version contains supplementary material available at  h t t p  s : /  / d o i  . o  r 
g /  1 0 .  1 1 8 6  / s  1 2 9 1 3 - 0 2 5 - 1 3 0 6 3 - 3.

Supplementary Material 1.

Acknowledgements
We are grateful to Mrs. Sanne P.C.M. Vergouwen for her assistance in carefully 
checking the quantitative data related to the questionnaires used in this study.

Author contributions
JB: Writing manuscript, investigating/data collection, data analyses and 
figure preparation. SB: Writing manuscript, investigating/data collection, data 
analyses, supervision. NH: Supervision statistical analyses. JS: Editing draft. JvS: 
Editing draft. SZ: Editing draft. DJ: Writing manuscript, supervision. JM: Writing 
manuscript, investigating/data collection, data analyses, supervision.

https://doi.org/10.1186/s12913-025-13063-3
https://doi.org/10.1186/s12913-025-13063-3


Page 15 of 17Biesmans et al. BMC Health Services Research          (2025) 25:882 

Funding
This research was funded by The Netherlands Organization for Health 
Research and Development (ZonMw, grant number 10200012110004). 
ZonMw had no role or influence in the conduct of the research or its findings.

Data availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on (justified) request.

Declarations

Ethics approval and consent to participate
Ethical approval for the development and implementation of the DEDICATED 
approach and for collecting data from bereaved family caregivers was 
obtained from the Medical Ethics Committee of Zuyderland Medical Centre 
(METC Z), respectively METCZ20190095 and METCZ20180026, prior to the 
commencement of data collection. All involved HCPs and bereaved family 
members provided either written or verbal informed consent to participate 
in this study. This research adhered to the principles of the Declaration of 
Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Care and Public Health Research Institute, Department of Health Services 
Research, Maastricht University, P. Debyelaan 25, Maastricht  
6229HX, The Netherlands
2Living Lab for Aging and Long-term Care Limburg, Department of Health 
Services Research, Maastricht University, Duboisdomein 30,  
Maastricht 6229GT, The Netherlands
3Tilburg School of Social and Behavioral Sciences, Tranzo, Tilburg 
University, Tilburg, The Netherlands
4Department of Public Health and Primary Care, Leiden University 
Medical Center, Leiden, The Netherlands
5Department of Primary and Community Care, Radboud University 
Medical Center, Nijmegen, The Netherlands
6Radboudumc Alzheimer Center, Radboud University Medical Center, 
Nijmegen, The Netherlands
7Department of Family Medicine, Care and Public Health Research 
Institute, Faculty of Health, Medicine and Life Sciences, Maastricht 
University, Maastricht, The Netherlands
8Department of Expertise and Treatment, Proteion, Horn, the Netherlands
9Zuyderland Medical Center, Sittard-Geleen, The Netherlands

Received: 13 January 2025 / Accepted: 13 June 2025

References
1. Karlawish J, Jack CR, Rocca WA, Snyder HM, Carrillo MC. Alzheimer’s disease: 

The next frontier-Special Report 2017. Alzheimers Dement. 2017;13(4):374–
80.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . j a l z . 2 0 1 7 . 0 2 . 0 0 6.

2. Radbruch L, De Lima L, Knaul F, Wenk R, Ali Z, Bhatnaghar S, et al. Redefining 
Palliative Care—A New Consensus-Based Definition. J Pain Symptom Man-
age. 2020;60(4):754–64.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . j p  a i n  s y m m  a n  . 2 0 2 0 . 0 4 . 0 2 7.

3. van Riet Paap J, Mariani E, Chattat R, Koopmans R, Kerhervé H, Lepper W, et 
al. Identification of the palliative phase in people with dementia: A variety of 
opinions between HCPs. BMC Palliat Care. 2015;14(1):56.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 
8 6  / s  1 2 9 0 4 - 0 1 5 - 0 0 5 3 - 8.

4. van der Steen JT, Radbruch L, de Boer ME, Jünger S, Hughes JC, Larkin P, et al. 
Achieving consensus and controversy around applicability of palliative care 
to dementia. Int Psychogeriatr. 2016;28(1):133–45.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 7  / s  1 
0 4 1 6 1 0 2 1 5 0 0 0 8 2 4.

5. Gilissen J, Hunt L, Van den Block L, van der Steen J, Tahir P, Ritchie C. Earlier 
initiation of palliative care in the disease trajectory of people living with 

dementia: A scoping review protocol. BMJ Open. 2021;11(6):044502.  h t t p  s : /  / d 
o i  . o  r g /  1 0 .  1 1 3 6  / b  m j o  p e n  - 2 0 2  0 -  0 4 4 5 0 2.

6. Bernard C, Tan A, Slaven M, Elston D, Heyland DK, Howard M. Exploring 
patient-reported barriers to advance care planning in family practice. BMC 
Family Practice. 2020;21:1–9.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 8 7 5 - 0 2 0 - 0 1 1 6 7 - 0.

7. Gulliford M, Naithani S, Morgan M. What is ‘continuity of care’? J Health Serv 
Res Policy. 2006;11(4):248–50.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 2 5 8  / 1  3 5 5 8 1 9 0 6 7 7 8 4 7 6 4 9 0.

8. de Sola-Smith K, van der Steen JT, Ritchie CS, Hunt L, Gilissen J, Van den Block 
L. Palliative Care in Early Dementia: A Scoping Review. Journal of Pain and 
Symptom Management. 2024;67(5):832–3.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . j p  a i n  s y m 
m  a n  . 2 0 2 4 . 0 2 . 5 3 2.

9. Eisenmann Y, Golla H, Schmidt H, Voltz R, Perrar KM. Palliative Care in 
Advanced Dementia. Front Psychiatry. 2020;11:543966.  h t t p  s : /  / d o i  . o  r g /  1 0 .  3 3 8 
9  / f  p s y t . 2 0 2 0 . 0 0 6 9 9.

10. Sawatzky R, Porterfield P, Lee J, Lounsbury K, Pesut B, Roberts D, et al. Concep-
tual foundations of a palliative approach: A knowledge synthesis. BMC Palliat 
Care. 2016;15:5.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 0 4 - 0 1 6 - 0 0 7 6 - 9.

11. van der Steen JT, Radbruch L, Hertogh CMPM, de Boer ME, Larkin P, Francke 
AL, et al. White paper defining optimal palliative care in older people with 
dementia: A Delphi study and recommendations from the European Associa-
tion for Palliative Care. Palliat Med. 2014;28(3):197–209.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 
7  / 0  2 6 9 2 1 6 3 1 3 4 9 3 6 8 5.

12. Piers R, Albers G, Gilissen J, De Lepeleire J, Van Mechelen W, Steeman E, et al. 
Advance care planning in dementia: Recommendations for HCPs. BMC Palliat 
Care. 2018;17(1):88.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 0 4 - 0 1 8 - 0 3 3 2 - 2.

13. Wendrich-van Dael A, Bunn F, Lynch J, Pivodic L, Van den Block L, Goodman 
C. Advance care planning for people living with dementia: An umbrella 
review of effectiveness and experiences. Int J Nurs Stud. 2020;107:103576.  
 h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . i j  n u r  s t u .  2 0  2 0 . 1 0 3 5 7 6.

14. Stewart F, Goddard C, Schiff R, Hall S. Advanced care planning in care homes 
for older people: a qualitative study of the views of care staff and families. 
Age and ageing. 2011;40(3):330–5.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 9 3  / a  g e i n g / a f r 0 0 6.

15. Evenblij K, Ten Koppel M, Smets T, Widdershoven GA, Onwuteaka-Philipsen 
BD, Pasman HRW. Are care staff equipped for end-of-life communication? A 
cross-sectional study in long-term care facilities to identify determinants of 
self-efficacy. BMC Palliat Care. 2019;18:1–11.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 0 4 - 0 
1 8 - 0 3 8 8 - z.

16. Bolt SR, van der Steen JT, Schols J, Zwakhalen SMG, Pieters S, Meijers JMM. 
Nursing staff needs in providing palliative care for people with dementia 
at home or in long-term care facilities: A scoping review. Int J Nurs Stud. 
2019;96:143–52.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . i j  n u r  s t u .  2 0  1 8 . 1 2 . 0 1 1.

17. Dening KH, Greenish W, Jones L, Mandal U, Sampson EL. Barriers to providing 
end-of-life care for people with dementia: a whole-system qualitative study. 
BMJ Support Palliat Care. 2012;2(2):103.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 3 6  / b  m j s  p c a  r e - 2  
0 1  1 - 0 0 0 1 7 8.

18. Senderovich H, Retnasothie S. A systematic review of the integration of 
palliative care in dementia management. Palliative and Supportive Care. 
2020;18(4):495–506.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 7  / S  1 4 7 8 9 5 1 5 1 9 0 0 0 9 6 8.

19. Midtbust MH, Alnes RE, Gjengedal E, Lykkeslet E. Perceived barriers and 
facilitators in providing palliative care for people with severe dementia: The 
HCPs’ experiences. BMC Health Serv Res. 2018;18(1):709.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 
8 6  / s  1 2 9 1 3 - 0 1 8 - 3 5 1 5 - x.

20. Midtbust MH, Alnes RE, Gjengedal E, Lykkeslet E. A painful experience of 
limited understanding: HCPs’ experiences with palliative care of people 
with severe dementia in Norwegian nursing homes. BMC Palliat Care. 
2018;17(1):25.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 0 4 - 0 1 8 - 0 2 8 2 - 8.

21. Flierman I, Nugteren IC, van Seben R, Buurman BM, Willems DL. How do 
hospital-based nurses and physicians identify the palliative phase in their 
patients and what difficulties exist? A qualitative interview study. BMC Pallia-
tive Care. 2019;18:1.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 0 4 - 0 1 9 - 0 4 3 9 - 0.

22. 22. van Doorne I, Mokkenstorm K, Willems DL, Buurman BM, van Rijn M. The 
perspectives of in-hospital healthcare professionals on the timing and col-
laboration in advance care planning: A survey study. Heliyon. 2023;9(4).  h t t p  s : 
/  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . h e  l i y  o n . 2  0 2  3 . e 1 4 7 7 2.

23. Jepma P, Eijk R, Bos AA, Toet N, Latour CH, Buurman BM, van Rijn M. Feasibility 
of a new transmural care pathway for advance care planning for older per-
sons: A qualitative study into community care registered nurses’ perspectives. 
International Journal of Nursing Studies Advances. 2024;7:100264.  h t t p  s : /  / d o i  . 
o  r g /  1 0 .  1 0 1 6  / j  . i j  n s a  . 2 0 2  4 .  1 0 0 2 6 4.

24. Brinkman-Stoppelenburg A, Rietjens JAC, van der Heide A. The effects of 
advance care planning on end-of-life care: A systematic review. Palliat Med. 
2014;28(8):1000–25.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 0  2 6 9 2 1 6 3 1 4 5 2 6 2 7 2.

https://doi.org/10.1016/j.jalz.2017.02.006
https://doi.org/10.1016/j.jpainsymman.2020.04.027
https://doi.org/10.1186/s12904-015-0053-8
https://doi.org/10.1186/s12904-015-0053-8
https://doi.org/10.1017/s1041610215000824
https://doi.org/10.1017/s1041610215000824
https://doi.org/10.1136/bmjopen-2020-044502
https://doi.org/10.1136/bmjopen-2020-044502
https://doi.org/10.1186/s12875-020-01167-0
https://doi.org/10.1258/135581906778476490
https://doi.org/10.1016/j.jpainsymman.2024.02.532
https://doi.org/10.1016/j.jpainsymman.2024.02.532
https://doi.org/10.3389/fpsyt.2020.00699
https://doi.org/10.3389/fpsyt.2020.00699
https://doi.org/10.1186/s12904-016-0076-9
https://doi.org/10.1177/0269216313493685
https://doi.org/10.1177/0269216313493685
https://doi.org/10.1186/s12904-018-0332-2
https://doi.org/10.1016/j.ijnurstu.2020.103576
https://doi.org/10.1093/ageing/afr006
https://doi.org/10.1186/s12904-018-0388-z
https://doi.org/10.1186/s12904-018-0388-z
https://doi.org/10.1016/j.ijnurstu.2018.12.011
https://doi.org/10.1136/bmjspcare-2011-000178
https://doi.org/10.1136/bmjspcare-2011-000178
https://doi.org/10.1017/S1478951519000968
https://doi.org/10.1186/s12913-018-3515-x
https://doi.org/10.1186/s12913-018-3515-x
https://doi.org/10.1186/s12904-018-0282-8
https://doi.org/10.1186/s12904-019-0439-0
https://doi.org/10.1016/j.heliyon.2023.e14772
https://doi.org/10.1016/j.heliyon.2023.e14772
https://doi.org/10.1016/j.ijnsa.2024.100264
https://doi.org/10.1016/j.ijnsa.2024.100264
https://doi.org/10.1177/0269216314526272


Page 16 of 17Biesmans et al. BMC Health Services Research          (2025) 25:882 

25. Hall S, Kolliakou A, Petkova H, Froggatt K, Higginson, IJ. Interventions for 
improving palliative care for older people living in nursing care homes. 
Cochrane Database of Systematic Reviews. 2011;3.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 0 2  / 1  
4 6 5  1 8 5  8 . C D  0 0  7 1 3 2 . p u b 2.

26. Dehghani F, Barkhordari-Sharifabad M, Sedaghati-Kasbakhi M, Fallahzadeh H. 
Effect of palliative care training on perceived self-efficacy of the nurses. BMC 
Palliat Care. 2020;19:1–6.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 0 4 - 0 2 0 - 0 0 5 6 7 - 4.

27. Giannitrapani KF, Lin K, Al Hafi L, Maheta B, Isenberg SR. Codesign Use in Pal-
liative Care Intervention Development: A Systematic Review. J Pain Symptom 
Manage. 2024;68(4):235–53.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . j p  a i n  s y m m  a n  . 2 0 2 4 . 0 6 . 0 0 7.

28. Pearce T, Maple M, Shakeshaft A, Wayland S, McKay K. What is the co-creation 
of new knowledge? A content analysis and proposed definition for health 
interventions. International Journal of Environmental Research and Public 
Health. 2020;17(7):2229.  h t t p  s : /  / d o i  . o  r g /  1 0 .  3 3 9 0  / i  j e r p h 1 7 0 7 2 2 2 9.

29. Reed E, Todd J, Lawton S, Grant R, Sadler C, Berg J, et al. A multi-professional 
educational intervention to improve and sustain respondents’ confidence to 
deliver palliative care: A mixed-methods study. Palliat Med. 2018;32(2):571–
80.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 0  2 6 9 2 1 6 3 1 7 7 0 9 9 7 3.

30. Nye J. Assessing the effect of Palliative care interventions in advanced 
dementia. Psychiatric Advisor. 2022.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 0 2  / 1  4 6 5  1 8 5  8 . C D  0 1  1 
5 1 3 . p u b 3.

31. Miranda R, Bunn F, Lynch J, Van den Block L, Goodman C. Palliative care for 
people with dementia living at home: A systematic review of interventions. 
Palliat Med. 2019;33(7):726–42.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 0  2 6 9 2 1 6 3 1 9 8 4 7 0 9 2.

32. Biesmans JMA, Bolt SR, Janssen DJA, Wintjens T, Khemai C, Schols JMGA, et al. 
Desired dementia care towards end of life: Development and experiences of 
implementing a new approach to improve person-centred dementia care. 
Journal of Advanced Nursing. 2024;00:1–15.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 1 1  / j  a n . 1 6 2 8 5.

33. Bolt SR, Verbeek L, Meijers JMM, van der Steen JT. Families’ Experiences With 
End-of-Life Care in Nursing Homes and Associations With Dying Peacefully 
With Dementia. J Am Med Dir Assoc. 2019;20(3):268–72.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 
1 6  / j  . j a  m d a  . 2 0 1  8 .  1 2 . 0 0 1.

34. Bolt SR, Meijers JMM, van der Steen JT, Schols J, Zwakhalen SMG. Nursing 
Staff Needs in Providing Palliative Care for Persons With Dementia at Home or 
in Nursing Homes: A Survey. J Nurs Scholarsh. 2020;52(2):164–73.  h t t p  s : /  / d o i  . 
o  r g /  1 0 .  1 1 1 1  / j  n u . 1 2 5 4 2.

35. Khemai C, Janssen DJA, Schols JMGA, Naus L, Kemper S, Jole I, et al. Nurses’ 
needs when collaborating with other HCPs in palliative dementia care. Nurse 
Educ Pract. 2020;48:102866.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . n e p r . 2 0 2 0 . 1 0 2 8 6 6.

36. Bolt SR, van der Steen JT, Schols JMGA, Zwakhalen SMG, Meijers JMM. What 
do relatives value most in end-of-life care for people with dementia? Int J 
Palliat Nurs. 2019;25(9):432–42.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 2 9 6  8 /  i j p  n . 2  0 1 9 .  2 5  . 9 . 4 3 2.

37. Bolt SR, van der Steen JT, Khemai C, Schols JMGA, Zwakhalen SMG, Meijers 
JMM. The perspectives of people with dementia on their future, end 
of life and on being cared for by others: A qualitative study. J Clin Nurs. 
2021;31(13):1738–52.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 1 1  / j  o c n . 1 5 6 4 4.

38. Bolt SR, van der Steen JT, Mujezinović I, Janssen DJA, Schols JMGA, Zwakha-
len SMG, 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. Int J Nurs Stud. 2021;113:103781.  h t t p  s : /  / d 
o i  . o  r g /  1 0 .  1 0 1 6  / j  . i j  n u r  s t u .  2 0  2 0 . 1 0 3 7 8 1.

39. Low J. Unstructured and semi-structured interviews in health research. 
Researching health: Qualitative, quantitative and mixed methods. 
2013;2:87–105.

40. 40. IKNL/Palliactief. Kwaliteitskader palliatieve zorg Nederland; 2017. Available 
from:  h t t p  s : /  / p a l  l i  a w e  b . n  l / g e  t m  e d i  a / 3  ff  d 6  d 2  d - d  2 2 7  - 4 0 8  7 -  a 6 a  3 - 9  1 1 b 4  5 8  d 2 4  c 
5 /  X X X w  a l  i t e  i t s  k a d e  r -  p a l  l i a  t i e v  e -  z o r  g - n  e d e r  l a  n d _  i k n  l e n p  a l  l i a c t i e f _ 1 4 s e p t e m b 
e r 2 0 1 7 . p d f. Cited 2024 17 July.

41. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis. Qual 
Health Res. 2005;15(9):1277–88.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 1  0 4 9 7 3 2 3 0 5 2 7 6 6 8 7.

42. Verbeek H, Urlings J, Hamers J. Twenty-five years of aging research and 
innovation in the Living Lab. Nature Aging. 2023;3(10):1168–9.  h t t p  s : /  / d o i  . o  r g 
/  1 0 .  1 0 3 8  / s  4 3 5 8 7 - 0 2 3 - 0 0 4 8 2 - 2.

43. Phillips J, Salamonson Y, Davidson PM. An instrument to assess nurses’ and 
care assistants’ self-efficacy to provide a palliative approach to older people 
in residential aged care: A validation study. Int J Nurs Stud. 2011;48(9):1096–
100.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . i j  n u r  s t u .  2 0  1 1 . 0 2 . 0 1 5.

44. Ginsburg L, Berta W, Baumbusch J, Dass AR, Laporte A, Reid RC, et al. Measur-
ing Work Engagement, Psychological Empowerment, and Organizational Citi-
zenship Behavior Among Health Care Aides. The Gerontologist. 2016;56(2):1–11.  
h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 9 3  / g  e r o n t / g n v 1 2 9.

45. Spreitzer GM. Psychological empowerment in the workplace: Dimen-
sions, measurement, and validation. Academy of Management Journal. 
1995;38(5):1442–65.  h t t p  s : /  / d o i  . o  r g /  1 0 .  2 3 0 7  / 2  5 6 8 6 5.

46. Schaufeli WB, Bakker AB, Salanova M. The Measurement of Work Engage-
ment With a Short Questionnaire: A Cross-National Study. Educational and 
Psychological Measurement. 2006;66(4):701–16.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 0  0 1 3 
1 6 4 4 0 5 2 8 2 4 7 1.

47. Kim TK, Park JH. More about the basic assumptions of t-test: normality and 
sample size. Korean J Anesthesiol. 2019;72(4):331–5.  h t t p  s : /  / d o i  . o  r g /  1 0 .  4 0 9 7  / k  
j a . d . 1 8 . 0 0 2 9 2.

48. Rana R, Singhal R. Chi-square test and its application in hypothesis testing. J 
Pract Cardiovasc Sci. 2015;1(1):69–71.  h t t p  s : /  / d o i  . o  r g /  1 0 .  4 1 0 3  / 2  3 9 5 - 5 4 1 4 . 1 5 7 
5 7 7.

49. Schneider A, Hommel G, Blettner M. Linear regression analysis: part 14 of a 
series on evaluation of scientific publications. Deutsches Ärzteblatt Interna-
tional. 2010;107(44):776.  h t t p  s : /  / d o i  . o  r g /  1 0 .  3 2 3 8  / a  r z t e b l . 2 0 1 0 . 0 7 7 6.

50. Volicer L, Hurley AC, Blasi ZV. Scales for evaluation of end-of-life care in 
dementia. Alzheimer Dis Assoc Disord. 2001;15(4):194–200.  h t t p  s : /  / d o i  . o  r g /  1 0 
.  1 0 9 7  / 0  0 0 0  2 0 9  3 - 2 0  0 1  1 0 0 0 0 - 0 0 0 0 5.

51. Kiely DK, Shaffer ML, Mitchell SL. Scales for the evaluation of end-of-life care 
in advanced dementia: Sensitivity to change. Alzheimer Disease & Associated 
Disorders. 2012;26(4):358–63.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 9 7  / W  A D .  0 b 0  1 3 e 3  1 8  2 4 7 c 4 1 b.

52. van Soest-Poortvliet MC, van der Steen JT, Zimmerman S, Cohen LW, Klapwijk 
MS, Bezemer M. Psychometric properties of instruments to measure the qual-
ity of end-of-life care and dying for long-term care residents with dementia. 
Qual Life Res. 2012;21(4):671–84.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 0 7  / s  1 1 1 3 6 - 0 1 1 - 9 9 7 8 - 4.

53. 53. Raymond M, Warner A, Davies N, Baishnab E, Manthorpe J, Iliffe S, IMPACT 
Research Team. Evaluating educational initiatives to improve palliative care 
for people with dementia: A narrative review. Dementia. 2014;13(3):366–381.  
h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 1  4 7 1 3 0 1 2 1 2 4 7 4 1 4 0.

54. Bradshaw A, Santarelli M, Mulderrig M, Khamis A, Sartain K, Boland JW, et 
al. Implementing person-centred outcome measures in palliative care: An 
exploratory qualitative study using normalization process theory to under-
stand processes and context. Palliat Med. 2021;35(2):397–407.  h t t p  s : /  / d o i  . o  r g 
/  1 0 .  1 1 7 7  / 0  2 6 9 2 1 6 3 2 0 9 7 2 0 4.

55. Francke AL, Smit MC, de Veer AJE, Mistiaen P. Factors influencing the imple-
mentation of clinical guidelines for health care professionals: A systematic 
meta-review. BMC Med Inform Decis Mak. 2008;8:1–11.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 
6  / 1  4 7 2 - 6 9 4 7 - 8 - 3 8.

56. Steinmann G, Daniels K, Mieris F, Delnoij D, van de Bovenkamp H, van Der Nat 
P. Redesigning value-based hospital structures: A qualitative study on value-
based health care in the Netherlands. BMC Health Serv Res. 2022;22(1):1193.  
h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 1 3 - 0 2 2 - 0 8 5 6 4 - 4.

57. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of inno-
vations in service organizations: Systematic review and recommendations. 
The Milbank Quarterly. 2004;82(4):581–629.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 1 1  / j  . 0 8  8 7 -  3 7 
8 X  . 2  0 0 4 . 0 0 3 2 5 . x.

58. Peters S, Sukumar K, Blanchard S, Ramasamy A, Malinowski J, Ginex P, et al. 
Trends in guideline implementation: An updated scoping review. Implemen-
tation Science. 2022;17(1):50.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 3 0 1 2 - 0 2 2 - 0 1 2 2 3 - 6.

59. Karrer M, Hirt J, Zeller A, Saxer S. What hinders and facilitates the implemen-
tation of nurse-led interventions in dementia care? A scoping review BMC 
geriatrics. 2020;20:1–13.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 8 7 7 - 0 2 0 - 0 1 5 2 0 - z.

60. Hendricksen M, Mitchell SL, Palan Lopez R, Roach A, Hendrix Rogers A, 
Akunor H, et al. ADVANCE-C: A Qualitative Study of Experiences Caring for 
Nursing Home Residents with Advanced Dementia During the COVID-19 
Pandemic. The Journals of Gerontology: Series B. 2022;77(10):1938–46.  h t t p  s : /  
/ d o i  . o  r g /  1 0 .  1 0 9 3  / g  e r o n b / g b a c 0 9 3.

61. 61. Scerri A, Borg Xuereb C, Scerri C. Nurses’ Experiences of Caring for 
Long-Term Care Residents With Dementia During the COVID-19 Pandemic. 
Gerontology and Geriatric Medicine. 2022;8. h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 2  3 3 3 7 2 1 
4 2 2 1 0 7 7 7 9.

62. van Elk F, Robroek SJW, Burdorf A, Oude Hengel KM. Impact of the COVID-19 
pandemic on psychosocial work factors and emotional exhaustion among 
workers in the healthcare sector: A longitudinal study among 1915 Dutch 
workers. Occup Environ Med. 2023;80(1):27–33.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 3 6  / o  e m 
e d - 2 0 2 2 - 1 0 8 4 7 8.

63. Kruger J, Dunning D. Unskilled and unaware of it: How difficulties in recogniz-
ing one’s own incompetence lead to inflated self-assessments. Journal of 
Personality and Social Psychology. 1999;77(6):1121–34.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 3 
7  / 0  0 2 2  - 3 5  1 4 . 7  7 .  6 . 1 1 2 1.

https://doi.org/10.1002/14651858.CD007132.pub2
https://doi.org/10.1002/14651858.CD007132.pub2
https://doi.org/10.1186/s12904-020-00567-4
https://doi.org/10.1016/j.jpainsymman.2024.06.007
https://doi.org/10.3390/ijerph17072229
https://doi.org/10.1177/0269216317709973
https://doi.org/10.1002/14651858.CD011513.pub3
https://doi.org/10.1002/14651858.CD011513.pub3
https://doi.org/10.1177/0269216319847092
https://doi.org/10.1111/jan.16285
https://doi.org/10.1016/j.jamda.2018.12.001
https://doi.org/10.1016/j.jamda.2018.12.001
https://doi.org/10.1111/jnu.12542
https://doi.org/10.1111/jnu.12542
https://doi.org/10.1016/j.nepr.2020.102866
https://doi.org/10.12968/ijpn.2019.25.9.432
https://doi.org/10.1111/jocn.15644
https://doi.org/10.1016/j.ijnurstu.2020.103781
https://doi.org/10.1016/j.ijnurstu.2020.103781
https://palliaweb.nl/getmedia/3ffd6d2d-d227-4087-a6a3-911b458d24c5/XXXwaliteitskader-palliatieve-zorg-nederland_iknlenpalliactief_14september2017.pdf
https://palliaweb.nl/getmedia/3ffd6d2d-d227-4087-a6a3-911b458d24c5/XXXwaliteitskader-palliatieve-zorg-nederland_iknlenpalliactief_14september2017.pdf
https://palliaweb.nl/getmedia/3ffd6d2d-d227-4087-a6a3-911b458d24c5/XXXwaliteitskader-palliatieve-zorg-nederland_iknlenpalliactief_14september2017.pdf
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1038/s43587-023-00482-2
https://doi.org/10.1038/s43587-023-00482-2
https://doi.org/10.1016/j.ijnurstu.2011.02.015
https://doi.org/10.1093/geront/gnv129
https://doi.org/10.1093/geront/gnv129
https://doi.org/10.2307/256865
https://doi.org/10.1177/0013164405282471
https://doi.org/10.1177/0013164405282471
https://doi.org/10.4097/kja.d.18.00292
https://doi.org/10.4097/kja.d.18.00292
https://doi.org/10.4103/2395-5414.157577
https://doi.org/10.4103/2395-5414.157577
https://doi.org/10.3238/arztebl.2010.0776
https://doi.org/10.1097/00002093-200110000-00005
https://doi.org/10.1097/00002093-200110000-00005
https://doi.org/10.1097/WAD.0b013e318247c41b
https://doi.org/10.1007/s11136-011-9978-4
https://doi.org/10.1177/1471301212474140
https://doi.org/10.1177/1471301212474140
https://doi.org/10.1177/026921632097204
https://doi.org/10.1177/026921632097204
https://doi.org/10.1186/1472-6947-8-38
https://doi.org/10.1186/1472-6947-8-38
https://doi.org/10.1186/s12913-022-08564-4
https://doi.org/10.1186/s12913-022-08564-4
https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.1186/s13012-022-01223-6
https://doi.org/10.1186/s12877-020-01520-z
https://doi.org/10.1093/geronb/gbac093
https://doi.org/10.1093/geronb/gbac093
https://doi.org/10.1177/2333721422107779
https://doi.org/10.1177/2333721422107779
https://doi.org/10.1136/oemed-2022-108478
https://doi.org/10.1136/oemed-2022-108478
https://doi.org/10.1037/0022-3514.77.6.1121
https://doi.org/10.1037/0022-3514.77.6.1121


Page 17 of 17Biesmans et al. BMC Health Services Research          (2025) 25:882 

64. White L, Agbana S, Connolly M, Larkin P, Guerin S. Palliative care competen-
cies and education needs of nurses and healthcare assistants involved in the 
provision of supportive palliative care. Int J Palliat Nurs. 2021;27(4):195–204.  
 h t t p  s : /  / d o i  . o  r g /  1 0 .  1 2 9 6  8 /  i j p  n . 2  0 2 1 .  2 7  . 4 . 1 9 5.

65. Boddaert MS, Douma J, Dijxhoorn AFQ, Héman RA, van der Rijt CC, Teunissen 
SS, et al. Development of a national quality framework for palliative care in a 
mixed generalist and specialist care model: A whole-sector approach and a 
modified Delphi technique. PloS One. 2022;17(3):0265726.  h t t p  s : /  / d o i  . o  r g /  1 0 .  
1 3 7 1  / j  o u r  n a l  . p o n  e .  0 2 6 5 7 2 6.

66. 66. Prince MJ, Wimo A, Guerchet MM, Ali GC, Wu YT, Prina M. World Alzheimer 
Report 2015 – The Global Impact of Dementia: An analysis of prevalence, 
incidence, cost and trends. Alzheimer’s Disease International. 2015. Available 
from:  h t t p  : / /  w w w .  a l  z . c  o . u  k / r e  s e  a r c  h / w  o r l d  - r  e p o r t - 2 0 1 5

67. Klapwijk MS, Bolt SR, Boogaard JA, Ten Koppel M, Gijsberts MJH, van Leussen 
C, et al. Trends in quality of care and dying perceived by family caregiv-
ers of nursing home residents with dementia 2005–2019. Palliat Med. 
2021;35(10):1951–60.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 0  2 6 9 2 1 6 3 2 1 1 0 3 0 8 3 1.

68. Boogaard JA, van Soest-Poortvliet MC, Anema JR, Achterberg WP, Hertogh 
CMPM, de Vet HC, van der Steen JT. Feedback on end-of-life care in dementia: 
the study protocol of the FOLlow-up project. BMC Palliat care. 2013;12:1–8.  
 h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / 1  4 7 2 - 6 8 4 X - 1 2 - 2 9.

69. Kumar RV. Cronbach’s alpha: Genesis, issues and alternatives. IMIB Journal of 
Innovation and Management. 2024;1:17.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / i  j i m . 2 4 1 2 3 4 
9 7 0.

70. Conway A, Rolley JX, Fulbrook P, Page K, Thompson DR. Improving statistical 
analysis of matched case-control studies. Res Nurs Health. 2013;36(3):320–4.  
h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 0 2  / n  u r . 2 1 5 3 6.

71. Krug K, Miksch A, Peters-Klimm F, Engeser P, Szecsenyi J. Correlation between 
patient quality of life in palliative care and burden of their family caregivers: a 
prospective observational cohort study. BMC Palliat Care. 2016;15:1–8.  h t t p  s : /  
/ d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 2 9 0 4 - 0 1 6 - 0 0 8 2 - y.

72. Becqué YN, Rietjens JAC, van der Heide A, Witkamp E. How nurses support 
family caregivers in the complex context of end-of-life home care: a qualita-
tive study. BMC Palliat Care. 2021;20:1–9.  h t t p s :   /  / d o  i .  o r  g  /  1 0  . 1 1   8 6  / s 1 2  9 0 4 -  0 2 
1 - 0  0 8 5 4 - 8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.12968/ijpn.2021.27.4.195
https://doi.org/10.1371/journal.pone.0265726
https://doi.org/10.1371/journal.pone.0265726
http://www.alz.co.uk/research/world-report-2015
https://doi.org/10.1177/02692163211030831
https://doi.org/10.1186/1472-684X-12-29
https://doi.org/10.1177/ijim.241234970
https://doi.org/10.1177/ijim.241234970
https://doi.org/10.1002/nur.21536
https://doi.org/10.1002/nur.21536
https://doi.org/10.1186/s12904-016-0082-y
https://doi.org/10.1186/s12904-016-0082-y
https://doi.org/10.1186/s12904-021-00854-8
https://doi.org/10.1186/s12904-021-00854-8

	﻿Impact of the DEDICATED approach to optimizing palliative care for people with dementia: a multi-method study
	﻿Abstract
	﻿Background
	﻿Materials and methods
	﻿The DEDICATED approach
	﻿Study design
	﻿Interviews with DEDICATED ambassadors
	﻿Population and recruitment
	﻿Data collection
	﻿Data analysis


	﻿Questionnaires with DEDICATED ambassadors’ team members


