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Objectives: (1) To pilot ‘we DECide’ in terms of influence on advance care planning policy and practice in
nursing home dementia care units. (2) To investigate barriers and facilitators for implementing ‘we
DECide’.

Methods: This was a pre-test—post-test study in 18 nursing homes. Measurements included: compliance
with best practice of advance care planning policy (ACP-audit); advance care planning practice (ACP

i‘;ywords" lanni criteria: degree to which advance care planning was discussed, and OPTION scale: degree of involvement
De‘r]::rfteiacare planning of residents and families in conversations).

Results: Advance care planning policy was significantly more compliant with best practice after ‘we
DECide’; policy in the control group was not. Advance care planning was not discussed more frequently,
nor were residents and families involved to a higher degree in conversations after ‘we DECide’. Barriers to
realizing advance care planning included staff’s limited responsibilities; facilitators included support by
management staff, and involvement of the whole organization.

Conclusion: ‘We DECide’ had a positive influence on advance care planning policy. Daily practice, however,
did not change. Future studies should pay more attention to long-term implementation strategies.
Practice implications: Long-term implementation of advance care planning requires involvement of the

Shared decision making
Nursing homes
Intervention study

whole organization and a continuing support system for health care professionals.

© 2016 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

Advance care planning (ACP) is the communication process in
which future (care) choices are discussed with healthcare
professionals, patients, and their family caregivers, in anticipation
of reduced decision-making capacity [1,2]. In the case of dementia,
a disease that is characterized by a gradual loss of cognitive
competencies, ACP is therefore of undeniable importance [3]. ACP
in this case is not a single discussion. It is rather a process that
should start early, at the latest at the time of diagnosis, and is
initiated by the general practitioner (GP) [4]. In most cases,
however, preferences for end-of-life care are not addressed in the
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GP practice [5]. Another important occasion to discuss end-of-life
planning is at the moment of admission to a nursing home [6,7].

When it comes to how ACP should be discussed, different
aspects of “making choices” should be addressed: talking about the
possibility of choosing, talking about the available options, and
talking about the final decision. The concept of shared decision-
making (SDM), when healthcare professionals and patients share
information in order to reach agreement on the most appropriate
decision about care, is best suited to characterize this process of
communication [8]. SDM is a communication model for involving
patients in decisions about care and treatments, especially when
these decisions highly depend on values and personal preferences
[9,10]. Research shows that SDM is not yet common practice in
clinical settings [11,12]. In order to realize this, healthcare
professionals should be trained in SDM skills, more specifically
in the context of ACP [13,14].

This study had two aims. The first aim was to evaluate the
influence of the intervention ‘we DECide - Discussing End-of-life
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Choices’ on the policy and actual practice of ACP in nursing home
dementia care units. More specifically this study aimed at piloting
the 'we DECide' intervention with respect to its influence on
nursing home staff's views on the policy of ACP in the dementia
care unit, and on the involvement of residents with dementia and
their families in ACP. The second aim of the study was to
investigate the nursing home management and clinical staff’s
perceived barriers and facilitators for the implementation of SDM
in ACP conversations.

1.1. ‘We DECide - Discussing End-of-life Choices’

‘We DECide’ was a communication intervention for nursing
home staff working in dementia care units, in which competences
were trained for realizing SDM in ACP conversations with residents
with dementia and their families [15]. It was developed for this
study and aimed at practising how to conduct ACP conversations
with residents with dementia and their family caregivers, by
applying the three-step model for SDM by Elwyn et al. [16]. This
model describes the three steps that are necessary for realizing
SDM in a clinician-patient encounter: the ‘Choice talk’, talking
about the fact that different choices exist; the ‘Option talk’, talking
about the different options and choices; and the 'Decision talk’,
talking about a final decision. ‘We DECide’ consisted of three
modules (two 4h-workshops and a homework assignment) that
were based on the three steps of the model for SDM. Each module
was designed to train the specific competences that are necessary
to complete the corresponding step. Three types of conversations
that are crucial for talking about ACP in the nursing home were
used for practising SDM. Conversations at the time of admission
were used as a prototype for the ‘Choice talk’ in the first workshop,
since these conversations are crucial for indicating that certain
choices for care exist. As a homework assignment participants
were to practise the ‘Option talk’ by engaging in conversations with
residents about preferences in routine care situations, and thus to
talk about the different care options. Conversations in crisis
situations were used as a prototype for the ‘Decision talk’ in the
second workshop (which took place after the homework assign-
ment), since the urgency of crisis situations require that certain
decisions have to be made. The overview of the ‘we DECide'-
modules are represented in Fig. 1.

‘We DECide’ was taught in small groups (approximately 10
participants per session) by an experienced communication
trainer, in order to ensure active participation of each participant.
The intervention took place in a time span of maximum 4 weeks.

1.1.1. Rationale for ‘we DECide — Discussing End-of-life Choices’

In order to introduce an important change in clinical practice
that requires a multidisciplinary team effort, the whole organiza-
tion has to be involved. This includes not only the clinical staff but
also the management [6,17-21]. That is why staff from both the
management and clinical level were involved in ‘we DECide’.

A typical characteristic of dementia is that although the disease
implies a degeneration of the cognitive functions, there are

moments when a person with dementia functions well and can
indicate their preferences for (end-of-life) care [22]. The resident
with dementia should be able to express personal preferences and
discuss them with a healthcare professional, who then has the
responsibility to articulate their wishes and take them into account
should the moment come to make a final decision about care or
treatment and the resident no longer has the capacity for making
choices. Nursing home healthcare teams consist of healthcare
professionals from various disciplines (i.e. nurses, nursing auxil-
iaries, occupational therapists ... ), all of which were included in
'we DECide'".

The management staff was included in the intervention, firstly
because the management usually conducts the formal conversa-
tions at the time of admission. In these conversations the ‘Choice
talk’ occurs, i.e. talking about the fact that choices exist (i.e. the
choice to discuss ACP), the critical first step to realizing SDM.
Secondly, the management's vision on ACP has an influence on the
policy and on the conditions that permit implementation in
practice [17-19,23], whereas the clinical staff discuss ACP with the
residents and families in practice. If management staff do not
believe in the importance of ACP, the clinical staff will not receive
the proper support, time and resources for this. It is therefore
important to assess to what extent ACP policy is compliant with
best practice, in addition to assessing daily practice.

Therefore, ‘we DECide’ was designed to include healthcare
professionals from various disciplines and levels.

2. Methods

This was a quasi-experimental pre-test—post-test study with an
intervention and a control group. Assessments were performed
twice, with a six-month interval. Mixed methods were used to
evaluate the influences of ‘we DECide’ on the policy (i.e.
compliance with best practice) and the actual practice of ACP
(i.e. involvement of residents and families in conversations).
Results of the pre-test are reported in a previous paper [24]. This
paper describes the results from the post-test measurement.

2.1. Setting & participants

The study took place in eighteen dementia care units from
eighteen different nursing homes in Belgium. Participants were
nursing home staff from both the management and the clinical
level. Originally, twenty dementia care units were enrolled at pre-
test, of which one unit dropped out after pre-test measurements,
because they were no longer interested to participate due to time
constraints. Prior to the selection of the intervention group, the 19
remaining nursing homes were ranked on their pre-test ACP-audit
scores. A difference was found between a 'high score' (n=10) and a
'low score' group (n=9) (see also: Fig. 2). The audit scores of the
high score group indicated that there was little room for
improvement through training. Therefore, because ‘we DECide’
was designed for participants with sufficient learning opportu-
nities, the nine care units with the lowest scores were included in
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Talk about the fact that
different care options exist

»
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Talk about the different care
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Fig. 1. ‘We DECide’: Training modules (from: Ampe et al.,, 2015 [15]) provides details on the three modules that constitute the ‘we DECide’-intervention.
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Fig. 2. Pre-test ACP audit scores represents the ranking of the dementia care units, based on the pre-test ACP-audit scores; the horizontal line represents the average score.

the intervention group. Moreover, these units all had comparable
starting levels of competence.

To increase standardisation of the intervention, we created
participant groups of comparable size and composition. In order to
make groups with staff from two nursing home units, we chose to
include a unit from the control group. In this way, the training
could be offered to five small groups separately, each of which
contained staff from two different nursing home units. Post-test
data from this unit were excluded from further analyses, since they
did not have comparable baseline scores to the other units in the
intervention group.

The dementia care units in the control group (n=9 dementia
care units) were offered the training after all data were collected.

2.2. Data collection and assessment tools

Three months before ‘we DECide’ started, the pre-test data were
collected [15]. Three months after ‘we DECide’ ended, the post-test
data were collected. The same elements were assessed both during
pre-test and at post-test, i.e. the policy of ACP and the actual
practice of ACP. At post-test, views of participants on barriers and
facilitators for the implementation of SDM in ACP conversations
were also examined. We expected ACP policy to be more compliant
with best practice after ‘we DECide’. Moreover, we expected
residents with dementia and their families to be involved in ACP
conversations to a greater extent in units from the intervention
group. The assessment procedures are described below. Data at
post-test were collected between January and March 2014.

2.2.1. Views on the policy of ACP

The policy of ACP was evaluated with the ACP-audit. This
instrument assessed management and clinical staff’s views on pre-
defined criteria related to the policy of ACP in the dementia care
unit [15]. The ACP-audit was based on best practices for ACP for
nursing home residents with dementia, which were previously
developed by the authors. Several crucial moments in the nursing
home stay of persons with dementia are addressed. For each of
these moments, recommendations and examples for talking about
ACP, care choices and personal preferences are offered [15]. The
ACP-audit evaluates the extent to which the policy of ACP is
compliant with best practices. It consists of a structured
questionnaire with nine sections, each of which contains five
criteria. Consequently, the total number of criteria for best
practices that are evaluated with the ACP-audit sums up to 45.
For an overview of the ACP-audit items and scoring criteria see
Supplementary information S1.

The validity of the scale was ensured by integrating the state-of-
the-art literature review and expert interviews. Furthermore, the
ACP-audit was validated by expert panels with multidisciplinary
nursing home staff from different levels. Cronbach’s alpha of the
ACP-audit was calculated at pre-test, in order to evaluate the
internal consistency, which resulted in 0.79 [24]. At post-test
Cronbach’s alpha resulted in 0.52. At pre-test, inter-rater reliability
of the audit scorings of two independent raters was statistically
significant (r=0.95, p < 0.05). Cohen’s Kappa for the item scores
was 0.80. At post-test the ACP-audits were evaluated by one rater
only.

2.2.2. Involvement of residents and families in ACP

The involvement of residents and families in ACP, i.e. the actual
practice of ACP, was evaluated with ACP criteria and the OPTION
(Observing Patient Involvement). ACP criteria were used for
assessing the degree to which ACP was discussed, and the OPTION
was used for assessing the degree of involvement of residents and
families in the conversations.

Participants were asked to record two types of conversations:
conversations at the time of admission and conversations at the
time of a crisis situation, the two conversations that are practiced
in the ‘we DECide’ workshops [15]. We asked that the same persons
would conduct and record the conversations as at pre-test.

2.2.2.1. Degree to which ACP was discussed. The degree to which
ACP was discussed in the recorded conversations was evaluated
with ACP criteria. Conversations were categorized in one of five
levels: 0-no ACP discussion; 1-short introduction of ACP; 2-
introduction and short explanation of ACP; 3-explanation of ACP
with substantive discussion; 4-substantive ACP discussion
including discussion of emotions.

2.2.2.2. Degree of involvement of residents and families. The actual
involvement of residents with dementia and their families in
conversations was evaluated with OPTION [25]. The OPTION
consists of twelve items, each of which is scored on a five-point
scale ranging from O (‘the behaviour is not observed’) to 4 (‘the
behaviour is performed to a high standard’). The scale items refer
to the necessary clinician skills that are needed to realize SDM in a
conversation with patients. The total score is calculated by adding
the twelve item scores (with a maximum of 48) and is
standardized by transforming this to a score between 0 and
100. Conversations were analysed by one researcher. The scale
items and scoring categories are provided in Supplementary
information S2.
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2.2.3. Perceived barriers and facilitators

At the time of the post-test administration of the ACP-audit, we
asked the participants from both the intervention and control group,
about barriers and facilitators for implementing ACP in daily
practice. Because this questioning followed the ACP-audit, the
answers about barriers and facilitators were collected in group. No
differences were found between the answers of the management
and clinical staff. Consequently, the responses of the clinical level and
the management level were combined. We asked two open-ended
questions: “What are the barriers to implementing ACP?” and:
“What would help you to implement ACP in your daily practice?”
Results were analysed using a thematic approach (i.e. the
identification of implicit and explicit ideas within the qualitative
data).

2.3. Data analysis

Descriptive statistics were used to evaluate the policy and the
actual practice of ACP in the dementia care units at post-test. The
normal distributions of all data were confirmed with the Shapiro-
Wilks test (p>0.05). The ACP-audit scores and the OPTION scores
were compared between the intervention and control group with
t-tests for independent samples. Within-group comparisons were
made in order to compare the policy and the actual practice at pre-
test and post-test. Within-group comparisons between pre-test
and post-test results were made for the intervention and control
group separately, using t-tests for dependent samples. The
significance levels for statistical analyses were set at oc=0.05.

Analyses were conducted using STATISTICA software, version
12 (StatSoft, Inc. (2013) STATISTICA (data analysis software
system), version 12. www.statsoft.com).

2.4. Ethical considerations

Informed consent forms for residents and their families were
provided and needed to be signed before conversations were
recorded. If a resident with dementia was not able to sign the
document, the resident’s representative was always asked for
consent. The study was approved by the national Privacy
Commission and ethics approval was received from the Medical
Ethical Committee of the University of Leuven. Written informed
consents were completed by all participants and by all persons
whose conversations were recorded.

3. Results
3.1. Views on the policy of ACP

Ninety nursing home staff members from various disciplines,
working on one of the 18 dementia care units, participated in the

ACP-audit (see Table 1). On average, five nursing home staff per
organization participated (range: 3-7). Twenty-five staff members
from the management level (nursing home managers: n=5; or
department managers: n=20), and 65 from the clinical level
participated. (Head) nurses accounted for the best represented
discipline (n=30), followed by nursing auxiliaries (n=12).

The average ACP-audit score for the intervention group was
33/45 (SD 4.69), and for the control group 38/45 (SD 3.46).

3.1.1. Comparison with pre-test scores

Pre-test and post-test total scores were compared for the
intervention and control group separately (see Table 2). A
statistically significant difference was found for the intervention
group (average pre-test score: 27/45, SD 3.81), but not for the
control group (average pre-test score: 40/45, SD 1.88). This means
that for dementia care units that participated in ‘we DECide’, the
policy of ACP was more compliant with best practice after the
intervention.

3.2. Involvement of residents and families in ACP

Thirteen units recorded one or more conversations (seven from
the intervention group, and six from the control group). Five units
(two from the intervention group) did not record any conversa-
tions, due to one of the following reasons: no admission of new
residents with dementia due to relocation of the care unit to a new
building, or absence of staff members due to illness.

A total of 21 conversations were analysed. The intervention
group provided 11 conversations; the control group provided 10
conversations. Five of the conversations involved a discussion in a
crisis situation, i.e.: a general deterioration in the health condition
of the resident; aggressive behaviour of a resident who refused
treatment; a resident approaching the end-of-life; and a resident
with a recently discovered medical problem.

A total of 30 staff members were involved in the conversations,
most of which were head nurses. Participants are represented in
Table 3. Thirteen residents with dementia were involved. Five of
the conversations were conducted with residents alone. In 16
conversations one or more family members were involved.

3.2.1. Degree to which ACP was discussed

ACP was addressed in seven of the 11 conversations from the
intervention group. In the four other conversations, routine care
issues were discussed without addressing future care options. Each
conversation was categorized in one of four levels of ACP criteria.
One conversation was categorized in the first level: introduction of
ACP without further explanation. Two conversations were
categorized in the third level, explanation of ACP with substantive
discussion of all aspects. Four conversations were categorized in

Table 1
ACP-audit: participants per dementia care unit.
ACP audit
Total no of Nursing home Head of department/ Nurse Head Nursing Occupational Physical Social Pastoral Pedagogue
participants: manager coordinator nurse auxiliary therapist/animation therapist worker staff
90 5 20 18 12 12 10 5 4 3 1
Table 2
ACP audit: Comparison of average pre-test and post-test scores (t-tests for dependent samples).
Average ACP audit score (/45) Pre-test SD Post-test SD p-value t-value Confidence interval —95% — +95%
Intervention group 26.67 3.81 32.56 4.70 .013 —3.1931 —10.1417- -1.6361
Control group 39.56 1.88 37.67 3.46 .086 1.9597 —-0.3338-4.1115
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Table 3
Conversation participants.

Intervention group

Control group

Admission Crisis Admission Crisis

Head nurse 5 2 2 1
Social worker 2 2 1
Nursing home manager 3

Reference person palliative care 1

Nursing auxiliary 2

Coordinating and advisory physician of the nursing home 1 2
Head of department/coordinator 1 3 1
Pastoral staff 1
Resident 7 1 5

Family (= at least one family member) 7 1 5 3

the fourth level, where ACP was explained and discussed
substantively, and emotions regarding ACP were also addressed.

All ten conversations from the control group addressed ACP to
a certain level. One conversation was categorized in the first level
(introduction of ACP), and another one in the second level
(introduction of ACP and explanation of what it means). Five
conversations were categorized in the third level. Three con-
versations were categorized in the fourth level.

3.2.2. Degree of involvement of residents and families

The average OPTION score for admission conversations was not
statistically different from the average OPTION score for crisis
conversations (see Table 4). Consequently, a general OPTION score
per dementia care unit in the intervention and control group was
calculated in order to evaluate the overall involvement of residents
and/or families (i.e. one average OPTION score per dementia care
unit).

Average OPTION scores in the intervention group, 38.82/100 (SD
14.01) did not differ significantly from those in the control group,
40.10/100 (SD 9.46) (see Table 5). From the intervention group,
seven units provided 11 conversations. From the control group, six
units provided 10 conversations.

3.2.3. Comparison with pre-test scores
Generally (for the intervention and control group separately),
ACP was not discussed more frequently or at a significantly higher

level after ‘we DECide’ than before (comparison of the ACP criteria
levels). There was also no significant difference between the
intervention and control group in this area.

When OPTION scores at pre-test and post-test were compared,
no statistically significant differences were found for the interven-
tion group (average pre-test score: 41.32/100, SD 10.84), nor the
control group (average pre-test score: 47.61/100, SD 20.54) (see
Table 6). The ACP communication in practice remained at the same
level in all participating dementia care units.

3.3. Perceived barriers and facilitators

Both management and clinical staff were asked for barriers to
and facilitators for the implementation of SDM in ACP practice. The
themes that emerged from the qualitative analysis of the answers
at the time of the ACP-audit administration are represented in
Table 7. The barriers and the facilitators that were reported by the
control group were the same as those reported by the intervention
group. The intervention group reported some extra barriers and
facilitators. The most important barriers to realizing ACP in
practice reported by the participants were the limited responsi-
bilities of the staff, the hierarchy in the organization related to ACP,
and time and work pressure. Important facilitators included the
support of direct supervisors and peers, and of the management
level, involvement of all levels and disciplines, and education and
training.

Table 4
OPTION scores: Comparison of average scores of admission conversations and crisis conversations at post-test (t-test for independent samples).
Admission conversation SD Crisis conversation SD p-value t-value
Average OPTION score (/100) 39.06 11.82 40.42 12.78 .829 —0.21890
Table 5
OPTION scores: Comparison of average total scores of intervention group and comparison group at post-test (t-test for independent samples).
Intervention group SD Control group SD p-value t-value
Average OPTION score (/100) 38.82 14.01 40.00 9.46 .826 —0.22259
Table 6
OPTION scores: Comparison pre-test and post-test (t-test for dependent samples).
Average OPTION score (/100) Pre-test SD Post-test SD p-value t-value Confidence interval
—95% — +95%
Intervention group 4132 10.48 38.82 14.01 0.973 0.03548 —4.8545-4.9974
Control group 47.61 20.54 40.10 9.46 0.061 0.05452 —9.1841-14.1286
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Table 7

Barriers and facilitators to implementing ACP in practice, as reported by participants from the intervention (n=37) and control group (n=53), and number of citations.

BARRIERS

FACILITATORS

What are the barriers to implementing advance care planning according to you?

What would help you to implement advance care planning in your daily practice?

Reported by intervention and control group:

- Responsibilities/organization and hierarchy (n=21)

“On my unit, the head nurse is responsible for advance care planning, this is not in
my job description”

“Our unit is now convinced, but it will be hard to engage all units to implement this
(program)”

- Time and work pressure (n=17)

“I do not have the time to sit down with residents and talk about these things”
“The time and work pressure are high in our organization”

Reported by intervention group only:

- Lack of confidence (n=5)

“Engaging in a conversation with a resident on this subject, at a certain
moment . .. I still feel very insecure to actually do this in practice”
“I am still not sure how to start a conversation, I am afraid I will offend the resident”

- Lack of knowledge and education (n=4)

“I lack the knowledge to discuss end-of-life decisions in detail”

- Experience/competence in conducting conversations (n=1)

“I just don’t have enough experience in conducting this type of conversations, so I do
not feel competent to do so”

- Organization’s vision on ACP (n=1)

“The nursing home management has a different vision on advance care planning,
they are more medically oriented”

Reported by intervention and control group:

- Support of direct supervisors and peers, and of the management level and
nursing home management (n=15)

“If  would have the chance to conduct these conversations, together
with the person who is responsible for advance care planning (like the
head nurse)”

- Involvement of all levels and disciplines/functions (n=13)

“More attention for this subject during team meetings”

“Make everyone responsible for these discussions/share responsibilities”

“If all disciplines would receive the opportunity to follow training and education on
advance care planning and shared decision making”

- (Continuous) education and training (n=10)

“Every staff member should be able to follow education and training on conducting
these conversations”

“If the workshops are attended by staff from various disciplines, and not only nurses,
it would increase the implementation in our unit”

“The staff who did receive training should at least have the time or occasion to
inform and teach their colleagues who did not attend the workshops”

- Creating more time by hiring extra staff (n=7)

“I need to make the time for preparing and conducting these conversations”
“If more staff were hired, we would have more time for preparing and conducting
conversations”

Reported by intervention group only:

- Implementation in a structured way (n=10)

“There is a need for a more systematic approach to introduce the
topic of advance care planning, such as providing information at the time
of intake”

- Courage/confidence (n=4)

“You need the confidence to engage in these conversations, but I found that, once
you do, residents do not react badly”

“The three-step model for shared decision-making does give me the support to
structure conversations”

- Systematic documentation (n=3)
“We should have a shared document to write down our observations”
- Rooms/structural elements (n=3)

“A quiet room is needed for conducting conversations in a serene and quiet manner”

4. Discussion
4.1. Discussion

In this study we evaluated the influence of ‘we DECide’ on the
policy and the practice of ACP in nursing home dementia care units,
and perceived barriers and facilitators to implementing ACP.
Although the policy improved significantly in dementia care units
from the intervention group after ‘we DECide’, the actual practice
did not. In the control group, neither the policy nor the practice
improved at post-test.

In practice, ACP appeared not to be discussed more frequently
or on a higher level than before ‘we DECide’, and residents and
families were not involved in conversations to a greater extent.
Although we expected this for the control group, we did not for the
intervention group. We hypothesized that the policy as well as the
actual practice would benefit from ‘we DECide’, because both
management and clinical staff were involved, and because the
intervention was a very practically oriented training.

One of the reported barriers to realizing ACP in practice
concerns the hierarchy in the organization. When it is not
someone's formal responsibility, this is considered to be a reason
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not to conduct ACP conversations. However, ACP should be a joined
responsibility of staff from various disciplines and levels. It is not
because, for example, the head nurse is appointed for ACP that the
nursing auxiliary should not engage in a conversation with a
resident when the opportunity occurs. Moreover, some clinical
staff have more informal contacts with residents and therefore are
in a better position to pick up on signals that the resident is ready
to discuss ACP. It is not practical, or desirable, to go and find the
‘ACP responsible’ when the topic occurs in an informal contact. It is
indeed the responsibility of the designated staff members to
stimulate their colleagues to pick up on conversations and
communicate relevant information.

A positive finding is that in more than half of the recorded
conversations, residents with dementia were involved. We advise
to increase the involvement of residents with dementia even more,
especially at the time of admission when communicative and
cognitive capacity might still be sufficient [3,4].

Inevitably, this study has some limitations. Only a small number
of conversation recordings was provided. Maybe a longer time
period would have allowed dementia care units to conduct more
conversations and to provide a more complete picture of resident
involvement in ACP in the dementia care unit. No recordings of
informal routine conversations were made which was the focus of
the homework assignment in ‘we DECide’.

‘We DECide’ was the first intervention that aimed to implement
ACP for nursing home residents with dementia, by using the
evidence-based communication model for SDM. Moreover, it
included nursing home professionals from various disciplines and
levels (i.e. the clinical and the organizational levels), in order to
increase its implementation in practice.

4.2. Conclusion

‘We DECide’ had a positive influence on the policy of ACP in
participating dementia care units. Nevertheless, the actual practice
did not improve. Future studies should pay more attention to
implementation strategies. For instance, a more intensive training
may be required. We suggest engaging healthcare staff from the
whole care unit and even the whole organization in long-term
initiatives, in order to embed ACP in the organization. This could be
achieved by a train-the-trainer approach in the training sessions,
and by an intensive follow-up after the intervention. Participants
should receive support when they are to transfer new knowledge
and skills to their co-workers, for instance by means of regular
meetings with the trainers and with supervisors, and evaluations
of practice. Furthermore, interventions should focus more on
strategies to activate residents as well as family caregivers to
participate in ACP. Strategies could include raising public
awareness about the importance of ACP and the possibility to
participate in future care decisions; involving residents and
families in training and information sessions; providing practical
tips for conversations, with suggestions on what can be discussed
or examples of questions that can be asked during the conversa-
tion.

4.3. Practice implications

Engaging healthcare staff from the whole care unit and even the
whole organization, is essential for ACP. For ACP to be imple-
mented on the long term, the engagement of staff from the whole
organization is needed. Nursing homes need to develop imple-
mentation strategies, such as continuing education and a support
system for health care professionals. Future studies on ACP in
nursing homes should focus on a more intensive training and
follow-up. Residents and families should also be involved in these
initiatives, as equal partners in the ACP process.
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