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Abstract

Background: In the Netherlands, many community-dwelling people with dementia
and behavioral disturbances and their family caregivers receive mental health care 
from a community psychiatric nurse (CPN). To promote continuity of care for these 
persons after moving to a nursing home, a transfer intervention was developed. 
The aim of this explorative study was to evaluate the outcome of this intervention 
and its implementation. 

Methods: A qualitative explorative study design was used. CPNs visited 
professional nursing home carers, people with dementia and family caregivers 6 
weeks after the move, advised on how to manage behavioral problems of their 
former clients and provided support to family caregivers. 22 semi-structured 
interviews were conducted with participants who were exposed to the intervention 
(5 CPNs, 5 family and 12 nursing home carers) and with 11 stakeholders (i.e. 
nursing home and mental health care managers, professional caregivers) to 
identify facilitators and barriers to the implementation. Data were collected in 2012 
and 2013. 

Results: The follow-up visit at 6 weeks met the need for background information of 
new admitted patients and helped family caregivers close off the period prior to the 
move. It did not meet the original purpose of providing nursing home staff with 
advice about problem behaviors in a timely manner: 6 weeks after the move was 
experienced as too late.

Conclusion: The transfer intervention offered by CPNs increased the awareness 
of nursing home staff about personal and behavioral characteristics of residents 
with dementia and supported caregivers in coping with the new situation. The 
timing of the intervention could be improved by scheduling it immediately after the 
move.
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Introduction

The presence of behavioral disturbances in people with dementia living at home 
often requires community-based mental health care interventions provided by 
(community) psychiatric nurses until they move to a nursing home (NICE-SCIE 
Clinical Guidelines  UK, 2007; Black et al., 1999;). After nursing home placement, 
this type of care is usually discontinued and replaced by care offered by the 
nursing home care staff. Moving to a nursing home is a major change for people 
with dementia and their caregivers (Lieberman & Fischer, 2001). Furthermore, 
research shows that nursing home placement does not necessarily relieve 
caregiver distress (Gaugler et al., 2007; 2008), in fact caregivers are particularly 
vulnerable to stressors associated with this transition (Smith et al., 2001). To date 
no studies have focused on improving the quality of care during the transition from 
living at home to living in a residential setting for people with dementia with 
behavioral problems and for their caregivers. 
A recent study by Kolanowski et al. (2010) showed that it is important for nursing 
home staff  to know the personal history of residents with dementia in order to deal 
with behavioral disturbances. However, this information is often not available, 
especially not during the first weeks after the move (Kolanowski et al., 2010).
Our previous study by Huber et al. (2013) investigated the quality of written transfer 
forms for people with dementia who were admitted to a nursing home in the 
Netherlands. It was concluded that the quality of the content of these transfer forms 
was poor. These results indicate the need to improve the quality of information 
transfer after moving to a nursing home and support the potential importance of a 
transfer intervention. 
This study aimed to evaluate a mental health care transfer intervention after the 
move of a person with dementia into a nursing home. The intervention consisted of 
two components: a) a follow-up visit by a community psychiatric nurse to a 
registered nurse responsible for providing care for that person with dementia in the 
nursing home, ensuring that information on how to deal with behavioral
disturbances of a particular patient is adequately transferred, and b) a visit to the 
family caregiver to support their coping with the new situation. The intervention 
aims to improve well-being and quality of care in both people with dementia and 
their caregivers. In addition, in order to investigate factors that are likely to 
influence the successful implementation of the follow-up visit in the future, a 
process evaluation was conducted. This second study aim was added because the 
issue of implementation is an important part of evaluation studies but is often 
neglected in research (Vernooij-Dassen & Moniz-Cook, 2014). 
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Methods

In this study qualitative data were collected about the evaluation and 
implementation of the follow-up visit, and the face-to-face information transfer by 
CPNs after the move of a person with dementia into a nursing home. This study 
focuses primarily on the health care professionals involved in the intervention. 

Design
A qualitative explorative study design was used in which semi-structured interviews 
were conducted with participants who were directly exposed to the intervention 
(CPNs, professional nursing home carers and family caregivers) and with 
stakeholders who are expected to be involved in a structural implementation of the
intervention (see ‘Setting and participants’). 
Data of participants was collected at three time points: T0 before admission, T1 six 
weeks after admission (the follow-up visit) and T2 immediately after the follow-up 
visit (see Figure 1 and the section ‘Measurements’). 

Setting & participants
Patients were recruited in the catchment area of the South and West region of the 
city of Amsterdam, the Netherlands. This region comprises 35.1% of the total 
Amsterdam population. Of all catchment area inhabitants 51,695 (18.6%) were 
aged 60 and over on January 1, 2012. The prevalence of people with dementia 
living at home in this area is estimated at 3685 (Factsheet Stuurgroep Dementie 
Amsterdam, 2013)
In this region community psychogeriatric care for all persons with dementia is 
provided by social services, home care and day care services. This can be 
described as “usual care”. In cases of a complex social or psychiatric background, 
psychiatric problems or comorbid disorders, ambulatory psychiatric care is 
provided by CPN’s from the old age psychiatric outpatient clinic of the regional 
institute for mental health care GGZ inGeest. 
Inclusion criteria were: people with dementia known by the outpatient clinic of GGZ 
inGeest who were expected to be admitted into a nursing home soon or were 
advised to move to a nursing home. 

The intervention
The intervention in this study consisted of an extensive follow-up visit by the CPNs 
after nursing home placement. An important part of the follow-up visit was a face-
to-face contact with the registered nurse responsible for the care of the new 



TAILORED MENTAL HEALTH CARE AFTER NURSING HOME ADMISSION

157

admitted patient to transfer information about that person. The nursing home carer 
had the opportunity to ask the CPNs any questions about the person with dementia 
that could be relevant to include in the care plan. The follow-up visit was planned 6 
weeks after placement. 

Figure 1. Flow chart data points and participant inclusion   

Our hypothesis was that this timing would allow the nursing home carer to observe 
how patients adjust, which enables them to better discuss this adjustment and any 
behavioral problems with the CPN. 
Also, the CPNs visited the person with dementia and made a short written clinical 
assessment of the well-being and behavior of that person. Furthermore, she/he 
talked with the primary family caregiver about the placement, their opinion about 
the effects of the move on the person with dementia, the experienced burden of the 
caregiver and the acceptance of the new situation by both the person with 
dementia and the family caregiver.
A total of 20 follow-up visits were conducted. Two follow-up visits were not 
conducted because the patient was admitted far from home, one nursing home did 
not cooperate and one patient died before follow-up visit. 

Measurements 
Descriptive data on demographics were collected by file-research at baseline. 
Data on cognition (Mini Mental State Examination; Folstein et al., 1975), mental 
well-being (Cornell Scale; Alexopoulos et al., 1988), neuropsychiatric symptoms 
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(Neuropsychiatric Inventory, NPI-Q; Cummings et al., 1994), perceived health of 
informal caregiver (RAND-36; Van der Zee & Sanderman, 2012); and care 
provision by family caregivers (iBMG; Van den Berg & Spauwen, 2006) were 
collected in structured interviews with the person with dementia and their 
caregivers.

Clinical assessment by community psychiatric nurse
Data on the CPNs’ clinical view of the well-being and mood of the person with 
dementia and informal caregiver was collected with a short semi-structured 
questionnaires during the follow-up visit. 
Furthermore, the psychiatric nurse was asked to score in a semi-structured 
questionnaire whether additional information was asked during the follow-up visit, 
and whether additional advice was given to the nursing home staff. 

Qualitative interviews with participants receiving a follow-up visit and 
stakeholders
Data collection consisted of semi-structured interviews with the people exposed to 
the intervention who agreed to be interviewed and stakeholders for the 
investigation of barriers and facilitators of implementation of the intervention. 
The interview questions that the people who received the intervention were asked 
covered different aspects such as judgment of timing of the follow-up visit, overall 
value and content of as well as satisfaction with the intervention. A total of 5 family 
caregivers, 12 nursing home professionals and 4 CPN’s were interviewed about 14 
clients admitted to the nursing home, to obtain experiences of the intervention. It 
was not feasible to interview the persons with dementia themselves about their 
experiences, as they did not remember the follow-up visit. Average MMSE-scores 
after nursing home admittance were 11.6 (SD = 7.4). 
The semi-structured interviews to identify barriers and facilitators were based on 
the theoretical model of adaptive implementation (Dröes et al., 2003; Meiland et al., 
2004). This model describes external factors (e.g. characteristics of the 
intervention, operational preconditions, personal and financial resources) that can 
influence the entire process of implementation (preparation-, execution- and 
continuation phase). Furthermore, it differentiates between factors that can 
influence the implementation process in different phases and on different levels: 
microlevel (care provider, person with dementia and informal caregiver), mesolevel 
(collaboration between care providers/organizations) and macrolevel (legal and 
financial framework). The interview questions based on the theoretical model of 
implementation were selected for the various stakeholders, depending on their 
area of expertise and involvement in the intervention. Stakeholders interviewed for 
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the process evaluation were: professional caregivers (2 community-psychiatric 
nurses and 2 nursing home carers), 2 nursing home managers, 2 managers of the 
outpatient clinic of GGZ inGeest, 1 health care insurer, 1 general practitioner and 1 
team manager of a meeting center for people with dementia. They were selected 
via “purposive sampling” (Barbour, 1999). 

Procedure

Research procedure
All community psychiatric nurses in three psychiatric outpatient clinics of GGZ 
InGeest in the area of Amsterdam were asked to find eligible persons to 
participate, and to inform them or to let one of the researchers of the study inform 
them, and ask them to participate. People with dementia and their caregivers filled 
in an informed consent after agreeing to participate. 
After a caregiver agreed to participate, the psychiatric nurse filled in a semi-
structured questionnaire about the situation of the person with dementia and the 
caregiver, reason for psychiatric care and for the (planned) move into a nursing 
home (T0).
Appointments were made to interview the person with dementia as well as the 
family caregiver by a trained interviewer with knowledge of dementia who worked 
at one of the outpatient clinics and had access to the patient files (T0). These 
interviews were done at the home of the person with dementia, face-to-face. If the 
family caregiver was not able to visit the home of the person with dementia, the 
interview with the caregiver was done by telephone.  
During the follow-up visit the psychiatric nurse filled in another semi-structured 
questionnaire about the situation of the person with dementia and the family 
caregiver and the contact with the professional nursing home carer (T1). The 
community psychiatric nurse also made a final judgment about the nursing home 
placement. 
After the follow-up visit and final assessments of the community psychiatric nurse, 
contact-information was sent to the researcher (LM) who made appointments for a 
qualitative interview about the follow-up visit (T2 interviews). In 2013 the 
researcher also performed interviews with the stakeholders on the implementation 
of the follow-up of the mental health transfer intervention. 
The semi-structured interviews with those exposed to the intervention to evaluate 
their opinion about the follow-up visit lasted 20 minutes on average. The interviews 
with stakeholders to trace facilitators and barriers of the implementation lasted 30 
to 40 minutes.



TAILORED MENTAL HEALTH CARE AFTER NURSING HOME ADMISSION

159

the process evaluation were: professional caregivers (2 community-psychiatric 
nurses and 2 nursing home carers), 2 nursing home managers, 2 managers of the 
outpatient clinic of GGZ inGeest, 1 health care insurer, 1 general practitioner and 1 
team manager of a meeting center for people with dementia. They were selected 
via “purposive sampling” (Barbour, 1999). 

Procedure

Research procedure
All community psychiatric nurses in three psychiatric outpatient clinics of GGZ 
InGeest in the area of Amsterdam were asked to find eligible persons to 
participate, and to inform them or to let one of the researchers of the study inform 
them, and ask them to participate. People with dementia and their caregivers filled 
in an informed consent after agreeing to participate. 
After a caregiver agreed to participate, the psychiatric nurse filled in a semi-
structured questionnaire about the situation of the person with dementia and the 
caregiver, reason for psychiatric care and for the (planned) move into a nursing 
home (T0).
Appointments were made to interview the person with dementia as well as the 
family caregiver by a trained interviewer with knowledge of dementia who worked 
at one of the outpatient clinics and had access to the patient files (T0). These 
interviews were done at the home of the person with dementia, face-to-face. If the 
family caregiver was not able to visit the home of the person with dementia, the 
interview with the caregiver was done by telephone.  
During the follow-up visit the psychiatric nurse filled in another semi-structured 
questionnaire about the situation of the person with dementia and the family 
caregiver and the contact with the professional nursing home carer (T1). The 
community psychiatric nurse also made a final judgment about the nursing home 
placement. 
After the follow-up visit and final assessments of the community psychiatric nurse, 
contact-information was sent to the researcher (LM) who made appointments for a 
qualitative interview about the follow-up visit (T2 interviews). In 2013 the 
researcher also performed interviews with the stakeholders on the implementation 
of the follow-up of the mental health transfer intervention. 
The semi-structured interviews with those exposed to the intervention to evaluate 
their opinion about the follow-up visit lasted 20 minutes on average. The interviews 
with stakeholders to trace facilitators and barriers of the implementation lasted 30 
to 40 minutes.

CHAPTER 7

160

Intervention procedure
As soon as the CPNs knew about admittance into the nursing home, follow-up
procedures were started. Nursing homes were informed about the study and asked 
to participate. Contact information of the nursing home carer responsible for the 
care of the person with dementia was collected and sent to the community 
psychiatric nurse in order to arrange a follow-up visit with them and a face-to-face 
contact with the person with dementia. Also a face-to face or telephone contact 
with the family caregiver was arranged. CPNs used a standardized form to 
structure the follow-up visit. This form consisted of questions related to behavior, 
well-being and cognition of the person with dementia and how he or she had 
adjusted since institutionalization.

Analysis
SPSS 20.0 (2011) was used to analyze the data. Descriptive statistics were used 
to analyze the characteristics of people with dementia and family caregivers. 
Qualitative data of the assessment forms filled in by the CPNs at T1 were 
summarized. All semi-structured interviews were typed out ad verbatim and 
entered into the qualitative computer program Atlas-ti (2008). The data were 
analysed using the directed content analysis method in which relevant research 
findings were used for initial codes (Hsieh & Shannon, 2005) All interviews were 
coded independently by two assessors (LM, AB, FM, RMD) who assigned key 
words and codes to extracts from the text. These key words were part of a detailed 
checklist that was constructed based on the theoretical model and contained 
subjects of possible facilitating or impeding factors at the start and in different 
phases of implementation and at different levels. Subsequently, all codes assigned 
by the assessors were incorporated in Atlas-ti. Next, all extracts of key 
words/codes were inventoried, summarized and discussed in the project group. 

Results

Sample characteristics of the people with dementia and family 
caregivers
Table 1 shows the baseline characteristics of people with dementia and family 
caregivers. 
The average amount of behavioral problems present at baseline in people with 
dementia was 5.9 (SD = 2.6). Reasons why people with dementia were admitted to 
a nursing home were severe behavioral problems (92%), a burdened caregiver 
(83%) and/or somatic co-morbidity (13%).
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Table 1. Baseline characteristics of people with dementia and informal caregivers

Person with dementia N = 24

Age 82.0 (SD= 7.5)
Female n=13 (54%)
Male n=11(46%)
Marital status

Married n=7 (29%)
Widowed n=12 (50%)
Other n=5 (21%)

Dementia diagnosis
      AD n=13 (54.2%)
      VAD n=5 (20.8)%)
      Other n=6 (25%)
MMSE (0-30)*
(missing=3)

15.1 (SD = 5.9)

NPI-Q (0-12)
(missing=5)

Mean = 5.9 behaviors scored as present 
(SD = 2.6 )

Cornell (0-38) (>8 = mild depression, >12 = 
moderate/severe depression) (missing=6)
No depression n=10 (41.7%)
Mild depression n=5 (20.8%)
Moderate/severe depression n=7 (29.2%)
Patient’s response to admission¹ 24% happy/positive

43% angry/negative
33% no explicit reaction

Informal caregiver N=20

Age 57.7 (SD=16.5)
Female n=15 (75%)  
Male n=5 (25%)
Relationship with person with dementia

Partner n=5 (25%)
Child n=8 (40%)
Sibling n=2 (10%)
Other n=5 (25%)

Perceived health
(missing = 5)

Excellent n=5 (20.8%)
Very good n=2 (8.3%)
Good n=7 (29.2%)
Average n=5 (20.8%)
Poor n=0 (%)

Care provision
Assists with household activities 71%
Assists with ADL care 58%
Receives no help from others 54%

Informal caregiver’s response to admission¹ 24% negative/most have difficulty with 
nursing home ward
76% positive/most are relieved

*The underlined score of the range indicates a positive outcome on that measure.
¹ Based on the assessment and final judgment of the CPN after follow-up visit.
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Evaluation of face-to-face follow-up

Family caregivers
Family caregivers generally evaluated the follow-up visit with the community 
psychiatric nurses positively and very pleasant. Most important, the follow-up visit 
enabled the caregiver to close the often intense period of time during which both 
the client and caregiver were guided by the CPNs. They especially valued the time 
and attention the CPNs spent on the experience of the caregiver with the nursing 
home placement and how they processed this. Some caregivers also mentioned 
that the follow-up visit provided them with reassurance and the realization that their 
family member is comfortable in their new living situation, something the CPNs can 
provide feedback on based on their follow-up visit with their client in the nursing 
home. One caregiver said the CPNs helped him realize that it was time to move on 
with his own life and helped him give a positive spin to this: 

“the concern of the community psychiatric nurse about my own well-
being… not that of my wife necessarily, but the concern for me… I have 
experienced that as very positive.”  
Last, caregivers said that the timing of the follow-up visit with them was good.. 

Nursing home carers and community psychiatric nurses
Table 2 shows the results of the qualitative interviews on the evaluation of the face-
to-face follow-up visit with the nursing home carers and the community psychiatric 
nurses. This table does not present a comparison of opinions between nursing 
home carers and CPNs but shows their judgment about the follow-up visit as
expressed in the semi-structured interviews at T2. Their judgements were 
categorized into statements made about the use of the follow-up visit, the 
intramural multidisciplinary team, the timing of the intervention, care plan and 
suggestions for improvement. 
During 7 out of 20 follow-up visits, nursing home carers asked the CPN questions 
about the resident. They were mostly interested in the transfer of biographical 
information of their patients. CPNs indicated that they were only able to give advice 
on behavioral problems of residents in 3 out of 20 follow-up visits. During the other 
17 visits, nursing home carers did not have questions for CPN’s about behavioral 
problems of residents or had already discussed these with the expert team in their 
own organization. 

Nursing home carers said that biographical information provided by the CPN 
helped them to create a more complete image of the client and their world of 
experience. Most importantly, they said this helped to better attune their care 
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approach to the personal needs of their clients. In the words of one care 
professional: 

“It changes the way you look at a person, because you know more about 
their background and why they behave in a certain way. So you can adjust your 
care approach to it.” 
A CPN: 

“I didn’t have the impression that nursing home carers wanted information 
about how to deal with certain behaviors. They rather wanted information about 
who the resident was and what home situation they came from. When I came to 
visit, they had already talked to their psychologist or team”
Open-mindedness towards the follow-up visit was also considered important. A 
CPN said: 

“Some staff of the nursing homes really had their walls put up and they did 
not look behind them. They didn’t necessarily need any information and said they 
could handle things on their own. Others though, were very interested in the 
biography of a resident”. 
Though nursing home carers acknowledged that CPN’s are able to add to a better 
view of the patient, more than half of the nursing home carers said they would 
probably first consult their multidisciplinary team for possible future problem 
behaviors. A nursing home professional:

“You know, we have a psychologist in our nursing home, and a social 
worker... If we notice that a patient is not doing well we can always consult one of 
our disciplines for advice about problem behavior. And we also have the family we 
can talk to. I mean, I don’t see the necessity to talk about a resident with someone 
from the outside while we have all the available expertise in the nursing home.”.
Some nursing home carers said knowing there is a CPN to consult is good enough, 
though others indicated that it is always useful to discuss a client with other 
professional caregivers because there is always something that can be learned 
from this. 
Half of the nursing home carers said they were unaware or insufficiently aware of 
the main purpose of the follow-up visit and therefore were unable to prepare for 
this. They would have liked to prepare specific questions together with the nursing 
home staff. A nursing home caregiver about the feasibility of the implementation: 
“Normally we get to know a patient after admission and don’t know anything about 
this person. Now I’m thinking why should we start from the beginning and gather all 
sorts of information when the expertise is already present? Why should we not 
consult that expertise? I think we have time to do this, and otherwise the nursing 
home institution should create time for this.”
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not look behind them. They didn’t necessarily need any information and said they 
could handle things on their own. Others though, were very interested in the 
biography of a resident”. 
Though nursing home carers acknowledged that CPN’s are able to add to a better 
view of the patient, more than half of the nursing home carers said they would 
probably first consult their multidisciplinary team for possible future problem 
behaviors. A nursing home professional:

“You know, we have a psychologist in our nursing home, and a social 
worker... If we notice that a patient is not doing well we can always consult one of 
our disciplines for advice about problem behavior. And we also have the family we 
can talk to. I mean, I don’t see the necessity to talk about a resident with someone 
from the outside while we have all the available expertise in the nursing home.”.
Some nursing home carers said knowing there is a CPN to consult is good enough, 
though others indicated that it is always useful to discuss a client with other 
professional caregivers because there is always something that can be learned 
from this. 
Half of the nursing home carers said they were unaware or insufficiently aware of 
the main purpose of the follow-up visit and therefore were unable to prepare for 
this. They would have liked to prepare specific questions together with the nursing 
home staff. A nursing home caregiver about the feasibility of the implementation: 
“Normally we get to know a patient after admission and don’t know anything about 
this person. Now I’m thinking why should we start from the beginning and gather all 
sorts of information when the expertise is already present? Why should we not 
consult that expertise? I think we have time to do this, and otherwise the nursing 
home institution should create time for this.”
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Table 2. Evaluation of face-to-face follow-up visits by nursing home carers and community psychiatric 
nurses 

A + indicates an opinion in favor of the follow-up visit, a – indicates an opinion against the value of the follow-up visit. 
An x indicates a suggestion for improvement. CPN = Community psychiatric nurse; NHC = Nursing home caregiver.

Table 2. Evaluation of face-to-face follow-up visits by nursing home caregivers (NHC) and community psychiatric nurses (CPN).
                                                                                                                                                 CPN    NHC          
Use of the follow-up visit
Follow-up visit is evaluated positively + +
Presence of open atmosphere and confidentiality to speak about patients on an equal 
level

+

Initial goal of follow-up visit was not achieved because CPN could not provide NHC with 
advice regarding problem behaviors

- -

Relevant information about patients is usually gathered in a family interview when 
possible

-

CPN can provide NHC with more nuanced view on well-being of patients in complex 
family situations than family itself

+

Follow-up visit provided CPN with confirmation that care in nursing home was 
appropriate, which was appreciated 

+ +

Follow-up visit provided more insight in problem behaviors in general and how to 
approach them from a different point of view

+

Use of follow-up visit was mostly related to biographical information provided by the 
CPN

+

Follow-up visit is particularly useful if client has been in care of CPN for a long period of 
time

+

In many homes, a proper transfer of information is absent -
Follow-up visit offers a chance to assess clients after institutionalization and see how 
they have adapted

+

Follow-up visit provides insight in how different nurses operate, which is useful for 
future referrals

+

Follow-up visit provided informal caregiver with closure +

Intramural multidisciplinary team
CPN are able to provide a better view of the patient before admission than the 
intramural multidisciplinary team and are more experienced in problem behaviors

+

Multidisciplinary team will likely to be consulted first in case of problem behaviors -
Problem behaviors of patients were already discussed with multidisciplinary team prior 
to follow-up visit

- -

Timing of the follow-up visit
Timing of follow-up visit was too late - -
Majority said follow-up visit would be more useful right after nursing home placement, 
especially when there is no proper transfer of information or family is absent

+ +

Minority said timing of follow-up visit was good, it allowed for time to observe patients 
and give feedback to CPN about patient’s adjustment

+

Care plan
No changes in the care plan were made in reaction to the follow-up visits. Information 
discussed was already in the care plan based on intramural team meetings

-

In some cases the care plan was totally absent -

Suggestions for improvement / Preconditions
Receiving written information transfer from MHC or having telephone contact at the 
time of admission to discuss the patient and set a date for a follow-up visit 

x

Providing nursing home with contact information of CPN so NHC can make follow-up
appointment themselves

x

To have a closer connection with MHC in general x
NHC felt they were unaware of the purpose of the visit and were unable to prepare for 
this

x

Good preparation of the NHC who prepares the care plan as well as questions 
regarding problem behaviors

x

Preconditions are sufficient time to conduct the visit, private office space and NHC 
need to be dismissed from responsibilities for patients during the time of the visit. 

x x

Open-mindedness of NHC towards the follow-up visit x
A + indicates an opinion in favor of the follow-up visit, a – indicates an opinion against the value of the follow-up visit. An x indicates a suggestion 
for improvement.
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Though the majority of participants said the timing was too late, a small group of 
nursing home carers indicated that the follow-up visit after six weeks was well 
timed. After six weeks, they have had the chance to observe their clients and are
better able to give feedback to the CPN’s about how the client adjusted after 
Nursing home admission and which problems emerged. 

Barriers and facilitators of the implementation of the follow-up
visit 
Table 3 provides an overview of the expected barriers and facilitators of the 
potential structural implementation of the follow-up community psychiatry nurse 
visit after nursing home placement. These factors are based on the interviews with 
the stakeholders relevant for the implementation of the intervention. 
Community-psychiatric nurses indicated they do not always see the follow-up visit 
as a core task, and nursing home carers mentioned they are not used to receiving 
follow-up visits. Thus, an important barrier for future implementation is that it will 
require a change in the way community psychiatric nurses and nursing home 
carers work and collaborate. Another difficulty is that CPNs are often not notified 
about the nursing home placement date and location, which makes scheduling a 
follow-up visit difficult. A nursing home manager about an important precondition 
for the follow-up visit: 

“A nursing home carer can benefit a lot from behavioral advice that 
emerged from the home situation, but this information needs to be transferred to 
them at the time of nursing home placement. Otherwise we already start to create 
our own support plan.”
A community psychiatric nurse about the attitude of nursing homes:

“It is very dependent on the nursing home. There have been nursing 
homes where we tried to give consultation and they said no, we can handle things 
on our own.”
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Table 3. Barriers and facilitators of the implementation of the follow-up visit
Table 3. Barriers and facilitators of the implementation of the follow-up visit.

 Facilitating factors Impeding factors Preconditions for 
implementation

Characteristics 
of follow-up visit

When the usual transfer of 
information lacks quality
and sufficient details for 
nursing home staff 

If follow-up visit is only 
conducted from MHC 
setting, this affects only a 
small amount of nursing  
home admissions, making it 
difficult to implement it as a 
standard procedure 

To increase the effect, the follow-
up visit should be conducted 
quickly after nursing home 
admission

Microlevel
(primary 
process)

CPNs are accustomed to 
work within an integrated 
care network, so they are 
open for collaboration

CPNs do not experience the 
follow-up visit as a core 
task, some do not see it as 
their task at all 

Success of follow-up visit is very 
dependent on the attitude of 
nursing home staff towards the 
intervention

CPNs work office hours, 
nursing home staff don't.
This impedes planning of 
appointments

When discussing clients with 
nursing home staff it is important 
to speak on the same 'level'

Nursing home staff are not 
used to receive follow-up
visits. This requires a mind-
shift
Knowledge/education level 
of nursing home staff is not 
always sufficient to 
adequately perform follow-
up visits 
CPNs and nursing home 
staff work under a lot of time 
pressure

Mesolevel
(organisation 

and 
collaboration)

Pre-existing contacts
between CPN (MHC) and 
nursing home

CPN is not notified by 
administration office about 
nursing home  admission 
date and location due to 
inefficient communication 

Good collaboration between 
expert team in nursing home and 
CPN  

Follow-up visit can be 
reimbursed  via health 
insurance regulations

Nursing homes have an 
intramural focus and are not 
focused on extramural 
collaboration
Nursing homes often have 
their own expert team, and 
do not always see the 
added value of the follow-up
visit 

Nursing homes and MHC 
are increasing their 
collaboration. CPNs 
become more involved in 
nursing homes by providing 
advice on consultation basis

Nursing homes are often not 
informed that MHC was 
involved in a client's home 
situation

Improved communication through 
administration office that handles 
admissions. CPN needs to be 
informed when a client is 
admitted. Nursing homes need to 
be informed if a client received 
MHC in home setting 
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Table 3. (continued) Barriers and facilitators of the implementation of the follow-up visit

Discussion

The intervention did not meet the original purpose of providing nursing home staff 
with advice about problem behaviors of recently admitted residents with dementia, 
although the follow-up visit was evaluated positively by family caregivers, 
community psychiatric nurse and most of the nursing home staff. Community 
psychiatric nurses provided advice on behavioral problems of residents in only 3 

Table 3 (continued). Barriers and facilitators of the implementation of the follow-up visit.

Facilitating factors Impeding factors Preconditions for 
implementation

Health Insurance company 
is promoting and stimulating 
collaboration between 
partners in dementia care 
network

Low staff occupancy in 
nursing home causes 
difficulty to make 
appointments and easy 
cancellations. 

Important to integrate follow-up 
visit in MHC team so it becomes 
a standard procedure 

Availability of short term 
funding on project basis

Quality of follow-up visit is 
affected by presence of 
many temporary nurses, 
inadequate functioning and 
insufficient management of 
nursing team and 
differences between and 
within nursing homes 
There are currently no clear 
reimbursements for the work 
hours that psychiatric 
nurses spend on a patient 
after admission 
MHC as a whole does not 
benefit from the follow-up
visit
On long term, follow-up visit 
will probably not be funded 
separately, as it is seen as 
quality care that care 
professionals should provide 
regularly

Macrolevel
(law- and 

legislation)

Financing for MHC is 
subject to continuous 
changes 

Agreement with health care 
insurer that a follow-up visit 
should become a standard 
declarable procedure

Nursing home care is 
subject to continuous 
changes in financing, 
making nursing homes 
prone to say they don't need 
the follow-up visit 
Health care insurer will likely 
hesitate to reimburse follow-
up visit as people with 
dementia transfer to AWBZ 
funding after NH admission

*DBC = Diagnostic Treatment Combinations; MHC = Mental Health Care; AWBZ = Exceptional Medical Expenses Act; NH = 

Nursing Home



TAILORED MENTAL HEALTH CARE AFTER NURSING HOME ADMISSION

167

Table 3. (continued) Barriers and facilitators of the implementation of the follow-up visit

Discussion

The intervention did not meet the original purpose of providing nursing home staff 
with advice about problem behaviors of recently admitted residents with dementia, 
although the follow-up visit was evaluated positively by family caregivers, 
community psychiatric nurse and most of the nursing home staff. Community 
psychiatric nurses provided advice on behavioral problems of residents in only 3 

CHAPTER 7

168

out of 20 follow-up visits. This may be due to the timing of the intervention. Six 
weeks after the move, nursing home staff had already consulted the intramural 
multidisciplinary team if behavioral problems occurred. They indicated that it would 
have been more valuable if the follow-up visit had been conducted right after the 
move. However, over one-third of nursing home carers still expressed their need 
for background information about the patient and had specific questions. 
Nursing home staff valued the biographical information of clients provided by the 
community psychiatric nurse highly as it enabled them to better understand 
problem behaviors as well as better attune their care approach to personal needs 
of their clients. Such information could theoretically be provided by family members 
as well, but the nursing home staff often had to deal with absent family members or 
complex situations impeding a clear view on the background of the patient. To 
conclude, our findings strongly support the need for precise and well-timed
information transfers during nursing home placement of people with dementia in 
order to improve quality of care. 
The importance of knowing psychosocial histories of residents in the nursing home 
has been frequently emphasized and reported on (Kolanowski & Rule, 2001; 
Rahman & Schnelle, 2008; Anderson et al., 2009; Kolanowski et al., 2010). Recent 
research by Huber et al. (2013) revealed that the quality of written transfer 
information is often poor. In an explorative study by Anderson et al., (2009) it was 
found that one third of nursing home staff (n = 199) was not aware of the 
biographical history of clients at all. It is difficult to imagine how this group of 
nursing home carers can possibly provide personalized care to their residents. 
The lack of information transfer at present during nursing home placement 
facilitates the implementation. Important barriers for the implementation of the 
ambulatory follow-up visit are that it will require a change in the way community 
psychiatric nurses and nursing home carers work and collaborate. Time constraints 
for both professionals makes this challenging. Another associated issue is that 
nurses in nursing homes who offer multidisciplinary care in the Netherlands are 
probably primarily focused on their own organization and therefore in general will 
choose to consult their own internal multidisciplinary team for advice over the 
expert knowledge of a community psychiatric nurse. Last, continuing changes in 
financing for Mental Health Care and nursing homes do not form a stable 
foundation. Health insurers are urged to stimulate long-term collaboration between 
nursing homes and Mental Health care by means of collaborative financial 
contracts.
The results of this study indicate that there is a need for better information transfer 
to the nursing home for new residents with dementia. The main issue is that the 
written information transfer is currently poor and needs to be improved (Huber et 
al., 2003). More research should be done to investigate the time frame before and 
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directly after the move of a person with dementia, to more closely investigate 
communication problems that impede an adequate information transfer to the 
nursing home. Our process analysis revealed that CPNs are often not notified 
when their clients are moved to a nursing home and to which location, while 
nursing homes are not informed about previous involvement of Mental Health care 
for their new resident. This gap should be bridged and requires a closer look at and 
the active involvement of both parties as well as the administration office through 
which nursing home placements are arranged. Ongoing developments regarding 
electronic patient records may improve the information transfer between different 
care providers in the future and be part of a solution. The follow-up visit as 
described in this study can also contribute to and enhance this transfer, but needs 
to be improved. In future studies, researchers should focus on changing the timing 
of the intervention and informing the nursing home carer in time so that they can 
prepare the visit. The timing of the visits should be closer to the date of the move or 
occur at the time of the move for nursing home carers to optimally benefit from the 
follow-up visit. 
The mentioned barriers for implementation will form an obstacle for successful 
implementation. A closer investigation of these barriers is recommended to explore 
ways that can minimize implementation issues, while also focusing on effective 
implementation strategies. 
Lawrence et al., (2012) conducted a meta-synthesis on issues regarding 
implementation of psychosocial interventions in nursing homes. They propose a 
collaborative approach by actively engaging nursing home carers in the 
implementation of psychosocial interventions and listening to their preferences or 
concerns. Furthermore they state the importance of obtaining full support from 
nursing home managers. They are able to change work schedules or modify policy 
and treatment guidelines necessary for a proper implementation of an intervention 
(Aylward et al., 2003). Hence, educating and convincing managers and nursing 
home staff about the added value of the intervention in creating a more efficient 
care practice in the nursing home is important (Lawrence et al., 2012).
A positive development is that several nursing homes in our study region have 
recently been linking fixed CPNs to the nursing home who can be employed on a 
consultancy basis for general advice. This facilitates collaboration between both 
partners and makes the implementation of follow-up visits after nursing home 
placement promising.
A relevant question is whether the information should be transferred face-to-face or 
if it would be sufficient to provide written information or perform a telephone 
consult. This could also be dependent on the situation of the client and the 
complexity of problem behaviors before and after moving to the nursing home. 
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As a whole, the intervention may also reduce costs associated with the presence of 
behavioral problems in residents. If nursing home staff receives timely and 
adequate information about clients after nursing home placement, which helps 
them to attune their care approach and cope with behavioral problems or prevent 
them from occurring, this may reduce the amount of psychotropic drugs prescribed 
to residents. The use of antipsychotic drugs in nursing home residents is expensive 
(Murman et al., 2002) and may also cause serious negative side effects in 
residents (Ballard et al., 2009, van Iersel et al., 2005).
Another important question is whether the follow-up visits we conducted are only 
indicated for a specific subgroup of people with dementia who received care from 
Mental Health Care services, or if it would also be beneficial for a wider target 
group. The follow-up visits can potentially be conducted by other care providers, 
such as home care workers, case managers or district nurses. The focus of these 
follow-up visits could be more directed towards the transfer of biographical 
information of clients and less on behavioral problems. 
There were several limitations to this study. As this was an exploratory pilot 
evaluation, effects of the follow-up study on specific outcome measures in people 
with dementia were not investigated. Furthermore, sudden placements of people 
with dementia to a nursing home during a crisis made it difficult to timely schedule 
interviews or assessments by the community psychiatric nurse. This resulted in 
missing data. Scheduling the follow-up visit was difficult and cost a lot of time, due 
to different and busy work hours of CPNs and nursing home carers. As a result, 
follow-up visits were often timed later than 6 weeks after the move. Another 
limitation to the study is that we focused primarily on the professional carers and 
not on the patient perspective. It was not feasible to interview the people with 
dementia as they could not remember the visit. In future research it is 
recommended that they are interviewed immediately after the follow-up visit to 
obtain their perspective. Last, the study was conducted in one region in the 
Netherlands. The evaluation of the follow-up visit as well as implementation issues 
described in this article may differ across other national and international regions. 
The follow-up visit improved contact between the community psychiatric nurse and 
the nursing home carer and is an important step towards improved communication 
between extramural and intramural settings and better continuity of care. 
Strengthening collaboration and communication may contribute to the quality of 
overall care provided to residents in nursing homes and can have a positive effect 
on the cohesion in the dementia care network. Though the expected value of the 
follow-up visit 6 weeks after nursing home placement did not became evident 
regarding advice on behavioral problems, it did uncover the need of nursing home 
carers for background information of new admitted patients and enabled family 
caregivers to close off the intense period prior to the move. 
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The results published in this paper contribute to an international awareness in 
extramural and intramural settings about the necessity of good quality information 
transfer at the time of nursing home placement to provide needs based 
personalized care and the benefits that it can bring to people with dementia and 
their caregivers. 
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