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Abstract
Background  Previous research showed the potential of quality improvement programs in nursing home care. 
However, studies that quantitatively evaluate the effectiveness of quality of care improvement programs are scarce. 
In this study, we examine the results of a Dutch nation-wide programme that was established to support the 
implementation of the Quality Framework for Nursing Home care.

Methods  The Dignity & Pride at every Facility (D&PF) program was accessible to all Dutch nursing home facilities. 
Problem analysis per facility was conducted by means of a quantitative Quality Scan targeting all eight themes of 
the quality framework. Based on the baseline measurements nursing home facilities received tailored support from 
an external expert coach. The Quality Scan was repeated at the end of the support trajectories, 9 to 24 months 
later depending on the type of support provided. Scan data of 331 nursing home facilities was used to quantify the 
effectiveness of the D&PF program, the contribution of tailored support and the influence of organizational factors on 
care outcomes.

Results  The entire pool of participating facilities scored better on the final scan (M = 3.21, SD = 0.74) than on the 
baseline scan (M = 2.64, SD = 0.87, p < 0.001). Greater improvements on theme level were seen when (partial) support 
was provided by an external expert coach. The probability of achieving high scores on care outcomes (person-
centred care, resident safety and well-being) was significantly increased with high scores on organizational conditions. 
A multilevel model demonstrated that the themes Learning and improvement, Responsive workforce and Use of 
resources were statistically significant associated with positive care outcomes.

Conclusion  This study demonstrates significant improvements across all themes of the quality framework and 
provides supporting evidence for the positive contribution of tailored on-site support of external expert coaches. This 
study also indicates that a supportive organizational environment and a learning-oriented culture are of significant 
importance for good care outcomes in terms of safety, person-centred care and resident well-being.

Keywords  Person-centred care, Resident safety, Nursing homes, Quality improvement, Organizational changes, 
Organizational conditions, Learning culture
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Background
The challenge of quality of care in nursing homes
An ageing population, an increasing number of people 
with complex care needs, and labour market shortages 
impede both the quality and sustainability of care for 
older people [1–3]. In the Netherlands, the number of 
individuals aged 75 and above will increase considerably 
in the coming years. It is estimated that the percentage 
of people over 75 years of age will grow by around 80% 
between 2040 compared to 2024 [4]. If the demands of 
care remain unchanged and professionals provide care as 
they do now, almost 7% of the Dutch working population 
will have to work in care for older people by 2040; this 
was 3% in 2016 [5].

In addition to these developments, providing high-
quality care for residents has been a significant challenge 
for nursing homes (NHs) for an extended period of time. 
High staff turnover, limited resources and limited avail-
ability of qualified staff are major contributors to this 
challenge [6, 7]. The quality of care in NHs encompasses 
not only physical support and nursing care according to 
guidelines, but also requires a significant focus on per-
son-centred care and quality of life. From this perspec-
tive aspects such as autonomy, dignity, comfort, and 
meaningful activities and relationships are of high impor-
tance. Excessive attention to safety guidelines may have 
a detrimental effect on the quality of life experienced by 
residents. For instance, measures designed to prevent 
falls can limit residents’ freedom. Consequently, the qual-
ity of care in NH is characterized by a constant trade-
off between safety and quality of life, which gives rise to 
dilemmas and challenges for care workers [8, 9].

Quality improvement in nursing homes
A common strategy for stimulating quality improvement 
is to define standards for (high)-quality care and to hold 
care home organizations accountable for meeting these 
standards [10, 11]. In accordance with this approach, 
numerous initiatives have been undertaken with the 
objective of improving the quality of care over the past 
few decades. In Europe, various support programmes 
have been initiated with the objective of improving resi-
dent safety [12–14]. These traditional approaches to 
quality improvement focus on identifying (safety) prob-
lems such as risk of falls and infections, and developing 
strategies to improve and prevent their recurrence [9]. 
Previous studies on quality improvement in NHs have 
concentrated on standards for resident safety or clinical 
outcomes, including pressure ulcers, the risk of falls, pain 
and the use of antipsychotic drugs showing improve-
ments and compliance with standards [15].

However, this traditional approach with a focus 
on quality measures and standards does not repre-
sent the quality of life of the people involved, which 

varies according to context and individual preferences 
and needs [16, 17]. To better address this contextual and 
subjective nature of quality of care, we must consider 
broader processes and conditions related to learning and 
improvement of the quality of care [8, 9]. Several previ-
ous studies have focused on the (organizational) condi-
tions that facilitate the process of learning and quality 
improvement in health care. These studies indicate that 
staff characteristics, leadership from top management, 
organizational culture, care worker motivation, open 
communication, data infrastructure and information 
systems, and a supportive environment for learning and 
quality improvement are key factors influencing the suc-
cess of quality improvement initiatives [18–22].

In line with these factors, Vaughn and colleagues 
identified several characteristics of healthcare organiza-
tions that struggle to improve their quality of care. These 
include an organizational culture that is characterized by 
limited ownership, a lack of collaboration, a hierarchi-
cal structure and disconnected leadership, limitations in 
staffing, information technology or resources [23]. Johan-
nessen et al. hypothesize that increased external pres-
sure on the healthcare sector will constrain the ability to 
maintain quality and safety in NHs [24]. When health-
care workers are confronted with heavier workloads 
and diminished resources, the delivery of high-quality 
care will be even more challenging. This underscores the 
necessity for greater focus on the organizational condi-
tions for high quality care and the development of strate-
gies to enhance these supporting conditions.

Implementing the Dutch quality framework for nursing 
home care
In the Netherlands, a new quality framework for nurs-
ing home care was launched in 2017. The Dutch Qual-
ity Framework for Nursing Home Care (QF-NH) outlines 
eight key themes that describe the standards of care that 
residents and relatives can expect from NHs (see Fig. 1) 
[25]. The QF-NH adopted a whole-system approach by 
explicitly addressing person-centred care and by placing 
learning and improvement and organizational conditions 
as fundamental starting points for quality of care. With 
the introduction of this framework, NHs were respon-
sible not only for meeting quality standards for resident 
safety and person-centred care, but also for creating a 
culture of continuous learning and improvement and 
organizational conditions for quality of care in the broad-
est sense.

Implementing quality standards and improving organi-
zational conditions in NHs is, however, far from straight-
forward. High staff turnover and limited resources make 
the implementation of this quality framework especially 
challenging. Besides this, organizational conditions such 
as (personal) leadership, governance and availability of 
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resources are interrelated. Improvement of these condi-
tions asks for complex interventions that pay attention to 
the behaviours of staff and residents. Behaviours, on the 
other hand, are built on and interact with the organiza-
tional conditions, and new issues can arise as a result of 
the interventions [26, 27].

The dignity and pride at each facility programme
In order to address quality issues in Dutch nurs-
ing homes, the Ministry of Health, Welfare and Sport 
(VWS) initiated a national support programme with 

the objective of initiating a shift towards improvements 
in NH care. As a part this broader approach, the pro-
gramme Dignity and Pride at each Facility (D&PF) was 
established to facilitate the implementation of the qual-
ity framework. Vilans, the Dutch Center of Excellence 
for Care and Support, was responsible for the execution 
of the programme. The D&PF operated from September 
2019 to December 2023.

The design of the D&PF programme was based on expe-
rience gained from previous Dutch programmes in long-
term care [28–30] and the previous Dignity and Pride 

Fig. 1  Dutch Quality Framework for Nursing Home care (QF-NH)
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(D&P) program [31]. The D&PF programme included 
the same elements as the D&P programme, including 
commitment of the board of directors and senior lead-
ers of the NH organization, comprehensive system-level 
problem analysis, development of an improvement plan, 
extensive tailored support by external expert coaches, 
and adaptation of interventions to the local context. The 
improvement process was evaluated twice; once interim 
and once at the end (see Table 1). In addition, the design 
of the D&PF programme was intended to enhance NH 
employees’ understanding, awareness and motivation 
to adhere more closely to the quality framework, and to 
reinforce the facility’s culture of continuous learning and 
improvement. Finally, dissemination of knowledge and 
the provision of support were specifically focused on the 
eight themes of the framework and their application in 
daily practice (see Fig. 1).

Aim of this study
Previous studies demonstrated the success and possibili-
ties of large-scale quality improvement programs in the 
Netherlands [28, 30, 31]. The study by Vermunt et al. 
showed that support by external expert coaches contrib-
uted significantly to the improvement of resident safety 
and person-centred care [31]. Despite these results, the 
data of this previous study did not allow for the exami-
nation of organizational conditions and how these are 
related to high quality care.

This article therefor focuses on organizational condi-
tions and how these are related to high quality care pro-
vided to vulnerable individuals living in NHs. For this, we 
examine the results and effectiveness of the D&PF pro-
gramme using quantitative data from 331 NH facilities.

The overall objectives of this study are: (1) to exam-
ine changes on the eight themes of the Dutch QF-NH 
at facilities participating in the D&PF programme, (2) 
to evaluate the contribution of the D&PF programme 
by examining whether the degree of changes observed is 
related to the approach that was chosen to improve the 
themes and (3) to determine which of the conditional 
themes and underlying factors are related to positive out-
comes in terms of safety, person-centred care, and resi-
dent well-being.

Methods
Enrolment in the D&PF programme
All Dutch NH facilities were eligible for enrolment 
in the D&PF programme. Vilans announced the pro-
gramme via their newsletter and website and set up a 
registration process for this purpose. Facilities signed 
up to the programme on a voluntary basis. As the pro-
gramme was funded by the Ministry of Health, Welfare 
and Sports, participation was free of charge. However, in 
order to participate, NHs were required to demonstrate 

their commitment at the CEO level, appoint an inter-
nal project leader and commit time. Vilans made agree-
ments with the participating NH facilities, including the 
agreement that NH facilities were obligated to repay all 
expenses if they failed to adhere to the programme agree-
ment and/or withdrew from the support programme 
without sufficient reason. The participating NH facilities 
were located throughout the Netherlands and provided 
care for vulnerable older adults, a substantial proportion 
of whom suffered from dementia.

Nursing home facilities selection and categorization
In the D&PF programme, problem analysis and improve-
ment plans were carried out at the level of the facility 
(instead of organization-level), which made it possible to 
take the local context into account. The problem analy-
sis per facility was conducted by means of a Quality Scan 
involving the various stakeholders of the facility. Repeat-
ing this scan at the end of the support trajectory provided 
the opportunity to collect quantitative data to moni-
tor progress. Based on the baseline measures, nursing 
home facilities could receive targeted support which was 
divided into different levels (Table 1).

In this study we only included those facilities that were 
assigned to a Plus or Intensive support trajectory (see 
Table 1). The No support category and Light support tra-
jectories were excluded as in these trajectories support 
from the programme was either absent or limited. Con-
sequently, these trajectories were considered unrepresen-
tative of the potential efficacy of the customized support 
provided by the D&PF programme.

Study setting, design and data collection
The data were collected between September 2019 and 
June 2023. For each participating NH facility, a base-
line and final Quality Scan was conducted by using the 
revised version of the QEQ-NH (see Table 1) [32]. This 
instrument was developed in 2019 by and was based 
on an earlier version of the QEQ-NH. The instrument 
includes the themes and subjects in the Dutch National 
Quality Framework for nursing home care presented in 
statements [34]. Examples include statements about per-
son-centred care (Care professionals pay enough atten-
tion to residents and their needs. This means that they 
personally connect, get involved and listen carefully to 
what residents say) and statements about resident safety 
(Specialized and risky procedures are only performed 
by care professionals who have the right training and 
are authorized to do so) (see Appendix 1). Respondents 
are asked to indicate the level of agreement on a five-
point Likert scale, with 1 representing the most negative 
response and 5 the most positive. Higher scores indi-
cate more favourable situations. The Likert scales are 
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Table 1   Components of the support trajectories of the D&PF programme
Baseline and final Quality Scan
Participation in the D&PF programme started with a Quality Scan. This scan provides an overview of the situation with respect to the quality framework at the facility and 
identifies areas for improvement. The execution of the Quality Scan was guided by two independent advisors who were selected by Vilans according to a strict selection 
procedure. The selection focused on key criteria including a minimum of five years of experience in advisory and change management in nursing home care, excellent 
communication and research skills and knowledge about, and expertise in health management and/or care processes. Two advisors were assigned to each scan, with one 
primarily focusing on the organizational conditions and the other primarily focusing on the care outcome themes. The results of the baseline scan were used as the basis 
for the action plan for the facility. A final scan was conducted at the end of the trajectory to assess the results and to identify further areas for improvement. The scans 
consists of several components:
Self-evaluation questionnaires:
As a first step, all personnel, residents, relatives, volunteers and managers were invited to complete the revised version of the Quality Evaluation Questionnaire for Nursing 
Homes (QEQ-NH) [32] to share their experiences regarding the quality of care and conditions for quality of care at the facility. In the questionnaire, the eight key themes 
from the Quality Framework are translated into various statements (topics).
The questionnaire was modified for each stakeholder group. The development of the questionnaire was informed by the execution of interviews with the various stake-
holder groups. When the questionnaire was distributed, each stakeholder group was invited to complete the questionnaire. Significant emphasis was placed on internal 
communication and the explanation of the importance of including the perspectives and voices of the different stakeholder groups. (See Appendix 1 for questionnaire 
topics per theme of the QF-NH ).
Analysis and interpretation:
Second, the results of the self-evaluation questionnaires were analysed and interpreted by the two independent advisors. During the time the questionnaire was open, 
they also monitored the response rate. The quality dialogue sessions could only be held when the response on the questionnaire was acceptable (with all of the stake-
holder groups included, minimum overall response rate of 30%). If this was not the case, they undertook steps to increase the response rate. After the questionnaire was 
closed, the independent advisors assigned initial scores to each of the topics of the questionnaire and themes of the QF-NH. The scoring system was based on the traffic 
light model, ranging from red (indicating serious issues, to dark green, denoting outstanding performance). In the process of assigning these scores, particular attention 
was paid to any discrepancies between the experiences of different groups of respondents, the explanations provided to the questions, and information contained in other 
available documents. The extent to which the resulting image corresponds to the national quality standards (the quality framework) was then examined. Topics where 
there is little consensus, or topics that were assessed predominantly negatively or positively, were further discussed in the quality dialogue session.
Quality dialogue:
Third, a quality dialogue was organised at each facility. Care workers, team leaders, family/ resident representatives, volunteers, and the facility manager were invited to 
participate. In the quality dialogue the results of the self-evaluation questionnaires were discussed, with the guidance of the two independent advisors. They collectively 
assigned a colour code based on the traffic light model ranging from red (serious issues) to dark green (outstanding). If now consensus was reached, the advisors assigned 
the definite score.
Scan report:
The colour codes, and the associated considerations, were recorded in a scan report. This report served as the foundation for the subsequent support trajectory and 
monitoring.
Feedback session:
Following the quality dialogue, the board of the NH organization was informed about the findings. Furthermore, the board endorsed the outcomes and the subsequent 
improvement process. The desirability of a support trajectory and its preferred intensity level were discussed with the board.
Assigning support at facility level
Based on the baseline results, NH facilities could receive support at three levels:
Light support: The location was linked to a one of the so-called knowledge managers at Vilans, who acted as a sparring partner for the facility manager of an internal project 
leader of the NH. They shared available knowledge on specific topics or facilitated connections between the facility and other NH organizations to exchange experiences. 
Support was limited to a few consultations.
Plus support: The facility received support from an expert coach addressing on average 3 themes within the QF-NH (e.g. Resident safety care and/or Responsive workforce). 
The duration of the Plus support trajectories was up to nine months, with a final scan conducted at the end of the trajectory.
Intensive support:
On average, these trajectories involved the support from one or more expert coaches across a total of 5 themes from the quality framework. The trajectories had a duration 
of 18 to 24 months, ending with a final scan.
Improvement plan and tailoring support at theme level
In the Plus and Intensive support trajectories, the baseline scan was used to determine which themes should be prioritized. For these themes the expert coach formulated 
a plan of action together with the facility manager and other relevant stakeholders. In addition, facility managers could decide to direct attention to themes that were not 
addressed by the expert coaches, conducting interventions to these themes independently (parallel to the actions that were undertaken to enhance the themes that were 
prioritized by the scan).
The plan of action could include interventions necessary to improve the care outcome themes, such as instructions for or renewed focus on the use of the electronic client 
dossier, improvements in the work processes for hygienic working, coaching focused on working according to the resident’s care plan, or enhancing the effectiveness of 
care team meetings. The plan of action could also include interventions aimed at improvement of the conditional themes. These interventions for example focused on 
developing a culture of learning and improvement, the implementation of the organization’s vision, or on restructuring the organization.
Implementation and monitoring progress:
During the implementation phase the external expert coaches provided supported the implementation of the planned interventions. Although exact intervention strate-
gies varied across trajectories, they were conducted in line with the Plan Do Check Act (PDCA) cycle, covering four stage: (1) gaining insight into the current situation; (2) 
envisioning the desired situation and setting goals accordingly; (3) translating the derived vision and goals into an operational plan; and (4) implementing change and 
reflecting on the results [31, 33]. The implementation strategies and improvements of each organization were continuously monitored by the expert coaches and a D&PF 
programme coordinator, adaptions made throughout the process if needed.
Final evaluation and lessons learned:
At the conclusion of each organization’s participation in the programme, a final evaluation form was completed by the expert coaches and facility manager. In addition, an 
evaluation session was conducted involving care professionals, the facility manager, the expert coaches and a programme coordinator. The purpose of this evaluation was 
to assess the organization’s progress in relation to the framework and to identify lessons learned (see Fig. 2).
In June 2021, the final evaluation form was updated to ask the expert coaches for which they had provided support and for which themes the facility had conducted 
independent work. The following answers per theme were possible: (1) Support from the expert coach on the theme during the trajectory, (2) Partial support from the 
expert coach, (3) Independent work on the theme by the facility during the trajectory (without support from the expert coach) or (4) No attention was paid to the theme 
during the trajectory.
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commonly considered robust for calculating averages and 
performing statistical analyses [35].

Data on the degree of support on the theme level was 
only available for trajectories completed after June 2021. 
Furthermore, for some trajectories the final evaluation 
form was not completed for various reasons, or was 
answered incorrectly (e.g., multiple answers selected or 
free-form answer). Consequently, the set of trajectories 
with a baseline and final scan score and a final evaluation 
form is a subset of the total pool of D&PF participants. 
In this longitudinal study we analyse the data that were 
collected in these Plus and Intensive improvement trajec-
tories with a baseline and final scan (N = 331).

Analysis strategies
Changes on the themes of the QF-NH
To assess whether the quality of care at facilities had 
improved, we compared the baseline and final scan 
scores on the eight themes of the QF-NH. We assessed 
whether the final scores collectively differed from the 
baseline scores in the Plus and Intensive support trajecto-
ries (resp. N = 159 and N = 172) using multivariate T-tests. 
Furthermore, we tested whether the improvements dif-
fered between Plus and Intensive support trajectories. 
Parametric assumption checking revealed several viola-
tions of assumptions, specifically regarding univariate 
and multivariate normality of baseline and final scores 
and homoscedasticity. To address the violations of para-
metric assumptions, we elected to adapt the parametric 
multivariate Hotelling’s T2 test into a nonparametric (dis-
tribution-independent) permutation test. This entailed 
permuting the final and baseline score labels in order 
to construct a null distribution of the test statistic itself. 
This distribution resembles the expected situation if the 
null hypothesis (e.g., there is no difference between base-
line and final scores) is true. If the observed Hotelling’s 
T2 statistics lies outside the inner 95% of the distribution, 
we reject the null hypothesis. The analysis included mul-
tivariate comparisons of the mean of the scores on the 
eight themes. The individual theme effects are presented 
in figures.

Approach per theme related to the outcomes
To ascertain whether there was a significant difference in 
baseline and final scan scores between participants with a 
final evaluation form (N = 194) and without a final evalu-
ation (N = 137), we conducted a Mann-Whitney U (non-
parametric t-test) on scores pooled across themes. The 
results indicated that there was no significant difference 

between baseline scores (p = 0.14). However, a significant 
difference was observed in final scan scores (p < 0.001), 
with facilities who had filled out a final evaluation form 
demonstrating significantly higher final scan scores than 
those without a final evaluation form. Consequently, the 
findings of analyses based on data from the final evalua-
tion form group may be overestimated in comparison to 
the full pool of participants. It is therefore important to 
consider this when interpreting the results.

To examine whether the degree of improvement was 
related to the approach that was chosen at the facility for 
the specific themes, we conducted the non-parametric 
equivalent of ANOVA, a Kruskal-Wallis test. The test 
evaluated for statistical differences in deltas (final minus 
baseline scan scores) across all approach categories: (1) 
support from the expert coach on the theme, (2) Partial 
support from the expert coach, (3) Independent work on 
the theme by the facility and (4) No attention was paid 
to the theme. As post-hoc testing of differences between 
these categories, we conducted a non-parametric Mann-
Whitney U test. To preserve statistical power, data from 
different themes with the same approach category were 
pooled. Furthermore, the Plus and Intensive trajectories 
were combined, as there were no grounds for differenti-
ating between them. The support provided per theme is 
presented in Appendix 2.

Organizational conditions related to care outcomes
We examined whether scores on the organizational 
conditions-related themes (Learning and improvement, 
Leadership, governance and management, Responsive 
workforce, Use of resources and Use of information) were 
related to the themes of Resident safety, Person-centred 
care, and Resident living and well-being. We define these 
latter outcomes as ‘care outcomes’. We first examined 
whether the organizational conditions were conducive or 
essential for positive care outcomes. To do this, we cre-
ated cross-tabulations of the number of high (> 3 on Lik-
ert scale) and low ( ≦ 3 on Likert scale) scores for both the 
baseline scores and final scores on the Quality Scan. This 
analysis included all trajectories with complete theme 
scores on both the baseline and final scan (N = 325).

In addition, we analysed which of the organizational 
conditions were significantly related to positive care out-
comes. To this end, we defined an outcome score for each 
trajectory, consisting of the mean final scan score on the 
care outcome themes (N = 325, mean = 3.47, SD = 0.51). 
For the analysis, we selected a multilevel model, specifi-
cally a Linear Mixed Model (LMM), to account for the 

Fig. 2  Design of the D&PF improvement trajectories and data collection
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hierarchical structure of the data, with participating 
facilities nested within organizations. This nesting leads 
to dependence between observations within the same 
organization, which can result in underestimated stan-
dard errors if not properly addressed. The intraclass cor-
relation coefficient (ICC) was 0.308, indicating that 30.8% 
of the variance in the combined care outcome was attrib-
utable to differences between organizations, thereby sup-
porting the use of a multilevel approach. The multilevel 
approach corrects the standard errors, ensuring that 
accurate inferences can be drawn [36]. In this model, 
final scan scores regarding the organizational conditions 
were selected as predictors.

For those themes that appear to be significantly related 
to positive care outcomes, subsequent LMM models 
were computed with the underlying questionnaire top-
ics as separate predictors (see Appendix 1). This supple-
mentary analysis enables the identification of supporting 
factors that are associated with better care outcomes at 
the NH facilities. All topics within the theme were simul-
taneously included as predictors in the model. Separate 
models were constructed for each significant theme. This 
analysis included all trajectories with complete topic 
scores on both the baseline and final scan (N = 298).

Benjamini-Hochberg multiple comparison correc-
tion was applied when testing multiple related hypoth-
eses with the false discovery rate (FDR) set to 0.05 [37]. 
Descriptive statistics are always given as mean +/- SD.

Results
Participating NH facilities
A total number of 542 NH facilities participated in the 
D&PF programme between September 2019 – June 2023. 
This number represented 23.0% of all NH facilities in the 
Netherlands. In several instances, multiple care teams 
from a single facility participated in the programme 
separately.

The facilities were part of N = 181 NH organizations 
with the number of facilities ranging from one to thirty. 
A total of 96 small organizations (one facility) partici-
pated (53.0%). Sixty-two organizations with two to five 
facilities participated (34.3%). Fourteen organizations of 
moderate size, comprising between six and ten facilities 
participated (7.7%). And only nine large organizations 
(> 10 facilities) participated (5.0%). Moreover, the partici-
pating nursing home organizations were characterized by 
a high number of residents (approximately 170 residents 
per organization, and approximately 60 residents per 
facility), with a correspondingly high number of profes-
sional healthcare employees, including (para)medical, 
auxiliary, and psychosocial staff (on average 200 care 
professionals and therapists per organization). A slight 
majority of the participating NH organizations were 
located in the western urban areas of the Netherlands, 

with the remainder situated in more rural locations. 
The western urban areas comprise the provinces of 
North-Holland, South-Holland, Flevoland and Utrecht. 
These areas are characterized by the presence of several 
agglomerations of large cities, a concentration of indus-
try and a high population density. In these areas, which 
are together also known as ‘the Randstad’, the shortage of 
skilled NH personnel is greater than in rural areas, while 
the number of older people requiring nursing home care 
is increasing at a similar rate.

We excluded trajectories from our pool of participants 
that: (1) received support in a markedly different man-
ner from the D&PF procedure (e.g., targeted support 
during COVID-19 pandemic, facilities that joined an 
existing organization-wide action plan without under-
going a Quality Scan, facilities that received emergency 
support prior to conducting a Quality Scan), or (2) were 
split, merged or otherwise intensively rearranged during 
their participation in the D&PF programme, impeding 
comparison between first and final scans (N = 22). After 
completing the Quality Scan, 67 facilities (12.8%) decided 
not to participate in a support trajectory and 47 facili-
ties (9.0%) elected for light support. These facilities were 
also excluded in this study. From the NH facilities that 
elected for Plus or Intensive support N = 75 NH facilities 
were found to be lacking an adequate baseline or final 
scan, and thus could not be used for the analyses. This 
resulted in N = 159 Plus support trajectories and N = 172 
Intensive support trajectories that were eligible for this 
study. These facilities were part of a total of 148 NH orga-
nizations, their geographical location and the formation 
of these of facilities did not differ from the total group of 
participating NH organizations (see flowchart in Appen-
dix 3).

Improvements on the themes of the QF-NH
To examine improvements on the eight themes of the 
QF-NH, a nonparametric multivariate Hotelling’s T2 
test was conducted for both Plus (N = 159) and Intensive 
trajectories (N = 172) for which baseline and final scan 
scores were available. This test revealed that final scan 
scores (M = 3.21, SD = 0.74) were significantly higher than 
baseline scan scores for the entire pool of participants 
(M = 2.64, SD = 0.87, T2 = 371.43, p < 0.001, N = 331). This 
was also the case for the Plus support group (Mfinal= 
3.31, SD = 0.74 vs. Mbaseline= 2.88, SD = 0.81, T2 = 160.35, 
p < 0.001) and Intensive support group separately (Mfinal= 
3.11, SD = 0.74 vs. Mbaseline= 2.41, SD = 0.85, T2 = 242.65, 
p < 0.001).

Although the mean final scan score of the Intensive 
trajectories was lower than that of the Plus trajectories 
(3.11 vs. 3.31), participants in the Intensive group dem-
onstrated greater improvement than those in the Plus 
support group, as indicated by larger differences between 
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baseline and final scan scores (Mintensive= 0.70, SD = 1.05 
vs. Mplus= 0.43, SD = 0.93, T2 = 29.58, p < 0.001) (see also 
Fig. 3).

Approach per theme related to the outcomes
To evaluate the relation between the approach per theme 
and the improvements observed in the themes, we used 
the subset of trajectories with a baseline and final scan 
score and a final evaluation form (N = 194). Significant 
differences in improvements were found between the 
different support categories for the full pool of themes 
(H = 70.07, p < 0.001), as well as for the care outcomes 
themes T1-T3 (H = 14.25, p = 0.002) and for the condi-
tional themes T4-T8 (H = 59.38, p < 0.001) separately.

The results of the non-parametric Mann-Whitney 
U test indicated that there were statistically significant 

differences in improvement between all pairwise combi-
nations of approach per theme, except for the categories 
“Independent work by facility” vs. “No attention was paid 
to the theme”. The results are presented in Fig. 4. The “No 
attention” category exhibited the highest baseline score, 
while the “Support from expert coach” category demon-
strated the lowest baseline score. The “Partial support 
from expert coach” and “Independent work by facility” 
categories were found to be similar and moderate in com-
parison to the other categories. These findings indicate 
that all categories demonstrated improvement at the time 
of the final scan. The degree of improvement observed 
between the baseline and final scan scores is significantly 
influenced by the degree of support provided by the 
expert coaches. The greatest degree of improvement was 
observed in the “Support from expert” category, while 

Fig. 4  The relation between approach to support per theme and the improvement of quality scores. *Error bars indicate the standard error (SE)

 

Fig. 3  Change in baseline vs. final scan scores on the eight quality themes, for Plus and Intensive support trajectories. *Error bars depict standard error 
(SE)
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the lowest degree of improvement was observed in both 
the “Independent work by facility” and “No attention” 
categories.

Figure 5 illustrates that the degree of improvement is 
comparable across the approach categories on the care 
outcomes (themes T1-T3). Conversely, the degree of 
improvement varies across approach categories on the 
conditional themes (T4-T8). Significant improvements 
in organizational conditions were observed at the final 
scan score in the “Support from expert coach” category, 
while moderate improvements were shown in the “Par-
tial support from expert coach” category. No significant 
improvements in the organizational condition themes 
were observed for the “Independent work by facility” and 
‘No attention” categories. This finding indicates that the 
approach was a significant factor in enhancing organiza-
tional conditions, but a less crucial element in optimizing 
care outcomes. This suggests that the observed differ-
ences in improvement between the approach categories 

in Fig.  4 are predominantly attributable to variations in 
improvement in organizational condition themes.

No significant differences were observed between 
the scores on the baseline and final scan for those con-
ditional themes that were coded as the ‘Independent 
work by facility” and ‘No attention” categories. Although 
the sample sizes of these categories are small, this could 
potentially indicate a lack of effective improvement on 
the organizational condition themes without support of 
an expert coach.

Organizational conditions related to care outcomes
Our third objective was to determine whether and which 
of the conditional themes and underlying supporting 
factors are related to positive care outcomes in terms of 
safety, person-centred care, and resident living and well-
being (T1-T3). To ascertain whether the organizational 
conditions (T4-T8) are conducive or essential for positive 
care outcomes (T1 -T3) a cross-tabulation of the counts 
for scores above vs. equal to or below Likert scale 3 was 

Table 2  Cross-tabulation of the counts for high and low scores on the themes T1-T3 (care outcomes) and themes T4-T8 
(organizational conditions) at the time of the baseline scan (N = 406)*

T1-T3 high T1- T3 low OR (95%CI)
T4-T8 high 53 (13,1%) 19 (4,7%)
T4- T8 low 111 (27,3%) 223 (54,9%)

5.58 (3.08–10.49)
*all trajectories with a baseline scan score were included

Fig. 5  The relation between approach to support per theme and the improvement of quality scores, for care outcomes and organization conditional 
themes separately. *Error bars depict standard error (SE)

 

Table 3  Cross-tabulation of the counts for high and low scores on the themes T1-T3 (care outcomes) and themes T4-T8 
(organizational conditions) at the time of the final scan (N = 331)*

T1-T3 high T1- T3 low OR (95%CI)
T4-T8 high 135 (40,8%) 4 (1,2%)
T4- T8 low 116 (35,0%) 76 (23%)

21.95 (7.87–85.14)
*All trajectories with a final scan score were included
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created for both the baseline (N = 406) and final scores 
(N = 331) on the Quality Scan.

Tables  2 and 3 show the proportions of participants 
with high versus low scan scores on organizational con-
ditions (T4-T8) and care outcomes (T1-T3). Chi-square 
contingency tests indicate a significant association 
between scores on the care outcome themes (T1 – T3) 
and scores on the conditional themes (T4-T8), for both 
baseline scan scores (χ2 = 40.11, p < 0.001) and final scan 
scores (χ2 = 59.27, p < 0.001). Furthermore, for baseline 
scores, the odds of those facilities that score high on 
care outcomes having high scores on organizational con-
ditions is 5.58 times that of them having low scores on 

organizational conditions (95% confidence interval: 3.08 
to 10.49) (see Table 2).

For final scan scores, the odds of facilities that score 
high on care outcomes having high scores on organiza-
tional conditions is 21.95 times that of them having low 
scores on organizational conditions (95% confidence 
interval: 7.87 to 85.14). The fact that the entire confi-
dence interval exceeds 1 indicates that the probability of 
achieving high scores on care outcomes is significantly 
increased with high scores on T4-T8 (organizational con-
ditions). The counts in Tables  2 and 3 reveal that high 
scores on organizational conditions are not a prereq-
uisite for high scores on care outcomes. There are 111 

Table 4  Association between organizational conditions (T4 – T8) and care outcomes (composite scores of T1 – T3) in NH facilities 
participating in D&PF (N = 325)*

B SE p-value
Intercept 1.539 0.142 < 0.001
Learning and improvement (T4) 0.235 0.035 < 0.001
Leadership, governance and management (T5) 0.056 0.034 0.100
Responsive workforce (T6) 0.160 0.029 < 0.001
Use of resources (T7) 0.144 0.036 < 0.001
Use of information (T8) 0.044 0.041 0.277
*For this analysis all trajectories having a baseline and final scan score were included. N= 6 trajectories were excluded because of missing theme score(s)

Table 5  Associations between the topics of the theme learning and improvement (T4) and care outcomes (composite scores of T1 – 
T3) in NH facilities participating in D&PF (N = 298)*

B SE p-value
Intercept 1.173 0.187 < 0.001
Reflection on potential improvements 0.134 0.037 < 0.001
Sufficient time for consultation in teams 0.097 0.036 0.006
Care professionals can provide input for the quality plans 0.074 0.037 0.044
Quality management system that is supportive 0.109 0.038 0.004
Culture of learning and improvement 0.198 0.038 < 0.001
Care professionals have sufficient time to participate in a learning network 0.117 0.039 0.003
*All trajectories with a baseline and final scan score were included for this analysis. N = 33 trajectories were excluded because of missing topic scores

Table 6  Associations between the topics of the theme responsive workforce (T6) and care outcomes (composite scores of T1 – T3) in 
NH facilities participating in D&PF (N = 298)*

B SE p-value
Intercept 0.925 0.208 < 0.001
Care professionals have the right skills and knowledge 0.197 0.036 < 0.001
Sufficient professionals to provide care 0.030 0.038 0.424
At least two care professionals present during intensive care moments 0.060 0.039 0.119
Supervision in the living room and common area 0.035 0.034 0.301
Residents are cared for by staff they know 0.051 0.034 0.134
Good teamwork 0.145 0.038 < 0.001
Training meets the needs of care professionals 0.025 0.040 0.525
Employees have enough time for training −0.021 0.039 0.587
Annual performance and development review 0.100 0.028 < 0.001
Absenteeism due to illness is not a problem −0.013 0.027 0.625
Staff turnover is not a problem 0.031 0.030 0.304
Care professionals enjoy going to work 0.134 0.047 0.004
*All trajectories with a baseline and final scan score were included for this analysis. N = 33 trajectories were excluded because of missing topic scores
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participants (27,3%) at the baseline and 116 participants 
(35%) at the end who have high T1-T3 scores without 
exhibiting high T4-T8 scores. This means that the orga-
nizational conditions (T4 – T8) are conducive but not 
essential for positive care outcomes.

A multilevel model (LMM) was conducted to examine 
the relationship between the average score on the care 
outcome themes (T1 -T3) as a composite outcome score 
and the organizational conditions themes (T4 – T8) as 
predictors. This analysis demonstrated that themes 4 
(Learning and improvement), 6 (Workforce) and 7 (Use 
of resources) were significantly associated with care out-
comes (see Table 4).

Separate LMM models were conducted for the themes 
of Learning and improvement (T4), Responsive work-
force (T6) and Use of resources (T7) to examine which 
topics within the themes significantly contribute to bet-
ter care outcomes. Table 5 indicates that all the topics of 
the Learning and Improvement theme were significantly 
related to better care outcomes.

Table  6 presents the associations between the topics 
of the theme Responsive workforce (T6) and care out-
comes. The LMM results indicate that the topics ‘Care 
professionals have sufficient knowledge and skills’, ‘Good 
cooperation in teams’ and ‘Annual performance and 
development review’ were positively associated with care 
outcomes. The remaining topics within this theme were 
not found to be significantly associated with care out-
comes. Notably, the presence of (permanent) staff, train-
ing, sick leave and staff turnover were not significantly 
related to care outcomes.

Table 7 presents the correlations between topics of the 
theme Use of resources and care outcomes. The LMM 
models indicate that the use of resources in the form of 
methodologies, practices, materials, tools and technolo-
gies is positively related to care outcomes. The role of 
supportive departments such as facility services, human 
resources and finance was not statistically significant 
related to care outcomes in the facilities participating in 
the D&PF programme.

Discussion
Effectiveness of the D&PF programme
This study examined how we can improve and sup-
port the quality of care provided to vulnerable individu-
als who live in nursing homes. We studied the results 
of a nationwide implementation programme, Dignity 
and Pride in every Facility (D&PF). In this programme, 
NH facilities received support from an expert coach for 
about 9 months on three or fewer selected themes of the 
Dutch Quality Framework for Nursing Home care (QF-
NH) (Plus trajectories, N = 159) or Intensive support 
from one or more expert coaches for 18 to 24 months on 
four to eight themes of the Quality Framework (N = 172). 
The results demonstrated notable enhancements across 
all eight themes of the framework. The figures demon-
strated that the greatest improvements were observed in 
the themes of Resident safety, Person-centred care and 
Learning and improvement.

These above findings of the D&PF programme are con-
sistent with the preceding D&P programme that con-
centrated on NHs with urgent quality concerns [31]. In 
contrast to the previous D&P programme, the D&PF 
programme distinguished between Plus and Intensive 
support trajectories. Although the mean final scan score 
of the Intensive support group was lower than that of the 
Plus support group, the Intensive support group showed 
greater improvements than those in the Plus support 
group. Facilities in the Intensive support group faced 
more serious quality issues, they therefore received more 
intensive support from expert coaches on a larger num-
ber of themes, for a longer period of time.

How does D&PF compare to other approaches? Sev-
eral approaches to quality improvement in health care 
have been implemented and studied [15, 38]. In addition, 
several nationwide programmes for nursing homes care 
have been successfully implemented in Europe in the 
recent years [12–14]. These approaches and programmes 
tend to focus on specific (care) outcomes such as pallia-
tive care, infection prevention or staff retention. D&PF 
on the other hand, simultaneously addressed a variety of 

Table 7  Associations between the topics of the theme use of resources (T7) and care outcomes (composite scores of T1 – T3) in NH 
facilities participating in D&PF (N = 298)*

B SE p-value
Intercept 1.689 0.192 < 0.001
Evaluation of methods and practices on a regular basis 0.129 0.043 0.003
Materials and resources are available 0.151 0.037 < 0.001
Enough opportunities for using (innovative) technology 0.124 0.039 0.001
Facility services support the care professionals 0.072 0.040 0.072
Staff services support the care process 0.079 0.046 0.087
*All trajectories with a baseline and final scan score were included for this analysis. N = 33 trajectories were excluded because of missing topic scores
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interrelated quality issues and organizational conditions. 
This whole-system approach is thought to be a prerequi-
site for successful and sustainable change [15, 38].

In this study we have shown that a whole system to 
change in NH facilities has indeed been successful. Prom-
ising results were achieved despite various challenges 
such as labour shortages and the Covid-19 pandemic, 
which offers hope for the quality and sustainability of the 
care for older people. However, the interventions, which 
were mainly implemented by means of external expert 
coaches are not easily replicated or disseminated by, for 
example e-learnings or publications, as the social compo-
nents of the interventions, which are contextual and open 
to variation, may be essential [26]. This complex dynamic 
of implementation in daily practice means that substan-
tial work and creativity may be required by adopters to 
translate interventions into their own settings. It may 
therefore be useful to share experiences between teams 
and organizations about management change and over-
coming organizational barriers, as has been encouraged 
in the D&PF programme through the support of learning 
communities [39, 40].

Our dataset did not allow us to examine whether the 
results and improvements lasted in the long term. How-
ever, considerable attention was paid to the embedding 
of changes and new practices in the organization. For 
instance, the ownership of the changes and improve-
ments was explicitly assigned to the organization and 
significant emphasis was placed on the development of 
competencies in the organization (e.g. leadership, man-
agement, learning and improvement skills).

Approach to support per theme related to the outcomes
For both the Plus and Intensive trajectories, the approach 
per theme was tailored, based on the results of the base-
line scan and considerations of the facility manager and 
the expert coach(es). By doing this, the preferences and 
priorities of the facility manager were taken into account 
and an estimation was made of improvements that could 
be realized by the facility itself, without support of the 
expert coach. This means that the approach to the themes 
could vary between (partial) support by the expert coach, 
independent work efforts by the facility, or no attention 
was paid to the theme. As shown in Fig. 5, analysis indi-
cated that the approach chosen was a significant factor 
in enhancing organizational conditions (T4 to T8), but a 
less crucial element in optimizing care outcomes (T1 – 
T3). This effect could be slightly overestimated since the 
subset of data of those NH facilities with a final evalua-
tion form showed greater improvements than those NH 
facilities without a final evaluation form (and thus that 
were excluded from this analysis).

The results of the QEQ-NH and the dialogue sessions 
indicated quite clearly where improvement was needed. 

To make improvements, the external expert coach or an 
internal implementation coach or in some cases a proj-
ect leader who was committed to the enhancements at 
the facility conducted additional analysis to (1) under-
stand the problem thoroughly and (2) to fit solutions to 
address the problem, and (3) integrate those solutions 
into routine practice using PDCA-cycles. These quality 
improvement strategies engage local providers and staff 
and walk them through a systematic, multi-step approach 
to develop fit-for-purpose solutions that were most of the 
time within the coach or project leaders’ circle of influ-
ence [15]. The results of our study show that, following 
this tailored approach, significant improvements were 
made, especially on the themes Person-centred care and 
Resident safety.

Improving conditional themes appear to be less 
straightforward, in part because they are, for the most 
part, organization-wide in scope. This can result in ambi-
guity regarding the precise changes required to enhance 
the conditional theme and requires multiple stakeholders 
to be involved in making these changes. For example, the 
standards for a culture of learning and improvement or 
a supporting leadership style are less easily defined than 
for medication safety. Less tangible interventions like 
these can be described as complex health care interven-
tions, which means that they are subject to and interact 
with social mechanisms and underlying structures of the 
organization, and may evolve over time in unpredictable 
ways [26, 27]. In order to be effective, these interventions 
must be developed iteratively to adapt to the local con-
text and respond to unforeseen barriers and unintended 
effects [21].

In the retrospective evaluation study of the D&P pro-
gramme [31], the predecessor of D&PF, it was noted 
that the outsiders’ view and independent position of the 
coaches helped the NH organizations to analyse the situ-
ation more objectively and, helped organizations stay 
committed to the quality improvement plans. Coaches 
repeatedly brought quality improvement goals and plans 
to the attention of the board, management and care pro-
fessionals, facilitated communication within teams and 
between management and frontline staff, created safe 
and open environments for conversations, and uncov-
ered long-lasting patterns between people [31]. These 
skills and interventions of the external expert coaches 
were also described in a systematic review conducted 
by Lofqvist as important attributes associated with the 
learning and improvement capacities of health care orga-
nizations [18].

The current study shows that it is worthwhile to distin-
guish between improvements in care outcomes, which 
may also be possible without or with only partial sup-
port from an expert coach, and the more complex inter-
ventions that are required to improve organizational 
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conditions, which appeared to be more difficult to 
achieve independently. For the latter, the support of an 
external expert coach lead to greater improvements than 
work done without the involvement of an expert coach.

The importance of organizational conditions for care 
outcomes
We investigated whether organizational conditions were 
essential or merely beneficial to care outcomes. The mean 
scores on the organizational conditions were found to be 
lower than the mean score of the care outcome themes, 
both at the baseline and at the conclusion of the trajec-
tories (Fig.  1). Despite this, analysis showed that orga-
nizational conditions are of substantial importance for 
positive care outcomes. The probability of achieving high 
scores on care outcomes was significantly increased with 
high scores on organizational conditions. This finding is 
consistent with previous research indicating that these 
organizational conditions support the process of quality 
improvement, leading to better care outcomes [18, 19, 21, 
22].

High scores on organizational conditions were, how-
ever, not essential for positive care outcomes since a 
substantial proportion of facilities had sufficient care out-
comes while having low scores on organizational condi-
tions. It is unclear, to what extent these facilities are able 
to sustain good care outcomes in the absence of these 
organizational conditions. Previous research has shown 
that a strong, congruent organizational culture in terms 
of shared goals, values and perceptions and a focus on 
learning are associated with organizational performance 
and sustained improvement [23, 41, 42]. It is important 
to note that the increasing external pressure on the care 
professionals due to the growing number of older people 
with complex care needs combined with labour market 
shortages will constrain the ability to maintain qual-
ity and safety in NHs [24]. As such, it is questionable 
whether improvements in care outcomes can be sus-
tained without supportive organizational conditions.

Another research question was which of the organi-
zational conditions are most important for good care 
outcomes. Analyses showed that some organizational 
conditions seem to be more important than others. The 
themes Learning and improvement, Responsive Work-
force and Use of resources were significantly related to 
the care outcome themes (Person-centred care, Resi-
dent Safety, Residents’ living and well-being). More pre-
cisely, all questionnaire topics of the theme Learning 
and improvement were significantly related to the care 
outcomes. Within the theme Responsive workforce only 
those topics focusing on knowledge and skills, coopera-
tion, attention to development and job satisfaction were 
significantly related to care outcomes. Topics Sufficient 
and permanent staff, and Training courses were not 

significantly related. From the theme Use of resources 
those topics that relate to practical measures for the facil-
itation of care professionals in daily practice are signifi-
cantly related to care outcomes. Remarkably, the theme 
Leadership, management and governance was not an 
independent factor related to care outcomes, while this 
appeared to be significant factor in several previous stud-
ies [19, 21, 22].

Our findings indicate that a supportive environment 
and an organizational learning orientation, in terms of 
enough time for and attention to reflection, evaluation, 
consultation and development as well as a cooperative 
culture, is conducive and valuable for good care out-
comes in terms of safety and person-centred care.

The challenges in the care for older people, and NH 
care in particular, require new ways of working and the 
integration of innovations and new technologies into 
daily practice. A supportive environment and stimula-
tion of learning and improvement is of great importance 
in this context [43–45]. However, this is a challenging 
endeavour, given the multifaceted nature of NHs, which 
are comprised of a diverse array of professionals with 
varying backgrounds and educational levels. Hierarchy 
often plays a role in these settings and the great variety in 
educational levels could hinder interprofessional learn-
ing [41, 43]. Also, since NHs face challenges in deliver-
ing complex, safe and person-centred care with limited 
staff, time for reflection, learning on the job, evaluation 
and professional development are not guaranteed [24, 
43]. Despite such challenges, the theme of Learning and 
improvement showed the greatest degree of improve-
ment at participating facilities, in addition to the themes 
of Resident Safety and Person-centred care. This may be 
attributed, at least in part, to the fact that the Learning 
and improvement theme received considerable atten-
tion from the expert coaches in almost every trajectory 
(in 95% of trajectories, see Appendix 3). These findings 
demonstrate that even in the context of increased exter-
nal pressure (due to the Covid pandemic but also due to 
limited staff, increasing complexity of care and heavier 
workloads), improvements can be made. A culture of 
learning and improvement is only beneficial to care out-
comes. Prior research indicates that a culture of learning 
and a supportive environment are also associated with 
higher levels of job satisfaction and greater staff reten-
tion, which further enhance the value of such a support-
ive and learning environment [46, 47].

Strengths and limitations
This study’s key strengths include the unique large num-
ber of participating facilities (N = 331) in a nationwide 
programme, and the methodological approach based on 
the quality framework. The Quality Scan provided quan-
titative data at the outset and the conclusion of support 
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trajectories. The Quality Scan was designed in a compre-
hensive manner, incorporating the perspectives of care 
professionals, residents, relatives, volunteers and man-
agers regarding the care outcomes and organizational 
conditions at the facility. The multi-step approach, (the 
analysis of the results of the questionnaire data by two 
independent experts followed by a quality dialogue), 
allowed the outcomes of the Quality Scan to be evaluated 
and validated and to be used to tailor support to the facil-
ity’s needs. In addition, the participation of various stake-
holders in the Quality Scan contributed to a shared view 
of the quality issues and a sense of urgency to improve 
them [34].

Our study also has some limitations. No longitudinal 
data were available to evaluate whether the improve-
ments were made permanent. However, various strat-
egies were applied to attempt to embed the realized 
changes into the organizational culture. These include 
ensuring coherence between the innovation and strategic 
policy of the organization, dividing tasks and responsi-
bilities and involving leaders. These strategies have been 
shown to be effective to sustain organizational change 
and quality improvement [12]. However, the longevity of 
quality improvements is also dependent on supporting 
leadership, sufficient organizational resources, and the 
stability of staff [48], factors that are often represent chal-
lenges in the Dutch nursing homes.

Finally, we did not have any actual figures on staff 
shortages, absenteeism and data related to changes in the 
management of the organization. These factors might be 
important predictors for both the (conditions for) qual-
ity of care and the maintenance of the improvements that 
were achieved.

During the period in which these results were obtained, 
the Covid-19 outbreak occurred in the Netherlands, lead-
ing to nation-wide restrictions to control the spread of 
the disease. During the Covid-19 period, the D&PF pro-
gramme provided additional support aiming at prevent-
ing infection and managing restrictions related to the risk 
of infection. This additional support was distinct from 
the support provided by the expert coaches who focused 
on the implementation of the QF-NH. During the Covid 
pandemic, the expert coaches were still able to provide 
on-site support at some facilities, but provided online 
support at others. We were not able to investigate the 
possible impact the Covid-19 pandemic and subsequent 
restrictions on the results of our study.

While this study demonstrated the efficacy of the 
D&PF programme design, we are unable to describe the 
precise improvement and change management strate-
gies employed by the expert coaches, as the interventions 
used are contextualized and adapted the specific local 
context. The outcome of this process depends on the 
interactions and negotiations between their participants 

and contexts [49]. The expert coaches of the D&PF pro-
gramme played a crucial role in this process, and our 
findings suggest that this is particularly salient when 
enhancing organizational conditions. As a result, like 
other QI reports we share the process utilized to achieve 
the improvements, rather than the solutions themselves 
[15, 38]. Although the interventions – being so custom-
ized – cannot be replicated exactly, we believe that the 
design and process used in the D&PF programme are 
promising and deserve replication in other NH settings. 
Future research could focus on identifying the compo-
nents and interventions that have the most impact on 
improvement of both care outcomes and organizational 
conditions. Finally, research into the exact skills and 
competencies of coaches is recommended to make the 
support even more effective.

Conclusions
The results of this study showed significant improve-
ments in all eight themes of the Dutch QF-NH at the 
facilities that received support from the D&PF pro-
gramme. The data indicated that the most significant 
improvements were observed in the themes of Resident 
safety, Person-centred care, and Learning and improve-
ment. Further analysis revealed that the greatest degree 
of improvement was observed in those themes of the 
Quality Framework in which the expert coaches were 
(partially) involved. The tailored on-site support pro-
vided by the expert coaches was an important factor, in 
particular with respect to the enhancement of organiza-
tional conditions. Organizational conditions, especially 
those related to the themes Learning and improvement, 
Responsive workforce and Use of resources, were impor-
tant supportive factors for good care outcomes. These 
organizational conditions present a major challenge in 
many NHs, evidenced by the participants’ baseline scores 
on these themes. Nevertheless, the participating facili-
ties were able to improve these supportive conditions 
with the assistance of the expert coaches, despite external 
pressures due to Covid-19, increased complexity of care, 
and staff shortages. While the on-site coaching by exter-
nal expert coaches is costly and may not be feasible in all 
settings, this study demonstrated that the design of the 
D&PF included an effective strategy for improving both 
care outcomes and organizational conditions that play a 
central role in NH organizations.
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