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Abstract  
 

Introduction: In the Quality Framework for nursing home care (in Dutch: Kwaliteitskader 

Verpleeghuiszorg) working methodically is described as the basis of nursing home care. 

The aim of the study is to investigate to what extent the care organization works 

methodically according to the care vision they use with a focus on misunderstood behavior 

for clients diagnosed with dementia. The care vision used in this study is Mikzo, which is 

based upon the Plan Do Act Check (PDCA) cycle. Furthermore, the aim is to study the 

experiences of the care professionals with working methodically and find out what the 

facilitators and barriers are. 

Theory: Working methodically means acting purposefully based on a methodology 

accepted within the profession. Since this is a cyclic process, this is based upon the PDCA 

cycle. Barriers and facilitators of working methodically can be divided in the following 

categories: characteristics of the method, characteristics of the user and organizational 

characteristics.  

Methods: A qualitative design was used for this study. A single case study was conducted 

in a care organization in the Netherlands using a document analysis of electronic health 

records and semi-structured interviews with care professionals were done. The aim of the 

document analysis was to research the degree of working methodically and the interviews 

were done to find the barriers and facilitators.  

Results: Only one out of the seven investigated health records met the requirements of 

working methodically, the other six did not. The interviews showed that the care 

professionals understood the added value of working methodically. However, there were 

some barriers, such as lacking knowledge and skills, lack of time and lack of training. The 

facilitators consisted of enough time, more training, sufficient reporting and more support. 

Conclusion: In general, the care professionals did not fully work methodically yet. Possible 

explanations include having too little time, a lack of training and for some care 

professionals the lack of skills and knowledge.  
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Chapter 1 – Introduction  
 

1.1 Background  

In the past, the Dutch long-term care was built on the Exceptional Medical Expenses Act 

(in Dutch: Algemene Wet Bijzondere Ziektekosten (AWBZ)). A consequence of the AWBZ 

was the AZR, this means AWBZ-broad care registration (translated in Dutch: AWBZ-brede 

zorgregistratie). This demanded a digital data exchange between various organizations in 

the AWBZ chain. The implementation of the AZR demanded way more justification of care 

organizations and this led to more administrative work for care professionals (Ministerie 

van Volksgezondheid, Welzijn en Sport, 2008).  In recent years important changes in the 

long-term care sector took place, the Exceptional Medical Expenses Act (translated in 

Dutch: Algemene Wet Bijzondere Ziektekosten (AWBZ)) became the Social Support Act (in 

Dutch: “Wet Maatschappelijke Ondersteuning (WMO)), and a new act - the Long-term Care 

Act (in Dutch: Wet Langdurige Zorg (WLZ)) – was introduced. In the WLZ, an important 

requirement is that every client needs to have a care plan developed by the care 

organization (Kennisplein Zorg voor Beter, n.d.).  

Another development was the new concept of Positive Health of Machteld Huber 

(Huber, 2013). In this concept, health is no longer seen as the absence or presence of 

disease, but as the ability of people to cope with the physical, emotional and social 

challenges of life and to manage as much as possible (Huber, 2013). Together with the 

client and his or her network, a care plan is made in which it is determined what kind of 

care and support the client needs and which care providers does what. In this way, the 

agreements are clear for all of the stakeholders involved. In the Quality framework for 

nursing home care (in Dutch: Kwaliteitskader Verpleeghuiszorg), working methodically is 

seen as the basis of nursing home care in the Netherlands (Zorg voor leren, 2015). To be 

able to develop a high-level care plan as well as to monitor the execution, care 

professionals are required to work methodically. This means acting purposefully based on 

a methodology that is accepted within the profession. For example, if a client has had a 

bad night of sleep. The care professionals first look for a possible cause and then try actions 

or interventions to solve this problem. During this process, the care professionals evaluate 

the effect of the interventions, which is done step by step in a methodical way. For the 

care professionals, it is important for the care professionals is to accurately record the 

information about the patients in the care plan and use these records for evaluation to 

make diagnoses and recommendations (ZonMw, n.d.). An electric health record (EHR) is 

used as a system to report on the defined care plan, providing insights into the applied 

degree of working methodically. There is no universal definition for the concept of the 

electronic health record most fitting for this study is the definition  
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of Pagliari (2007), who described EHR as ‘an electronic application through which 

individuals can access, manage and share their health information . . . in a private, secure 

and confidential environment’ (Pagliari et al., 2007, p.330). 

Frequently, care organizations use a care vision or ‘classification methodology’ in 

the EHR to work methodically based on a model or theory (Zorg voor Leren, 2015). A care 

vision is a classification method, used as frame of reference that care professionals use to 

present the given care as a result of clinical decision making (Nictiz, n.d.). In recent years 

more and more health care organizations have started to work according to a care vision. 

The care vision provides the method of how to work methodical (Omaha systems, n.d.) by 

supporting and guiding the development of a care plan that will help to work methodical 

(ZorgvoorKennis, 2020). The models and theories are often based on the PDCA (plan, do 

check, act) cycle, since working methodically is a cyclic process (Thuis in het Verpleeghuis, 

2019). In general, working methodically consists of the following different steps: collecting 

information, determining (care) needs or diagnoses, determining goals, determining and 

planning activities, carrying out the activities according to the plan, evaluating and 

adjusting the plan if necessary (Zorg voor Leren, 2015). During the treatment process it 

is important to report what happened and how the care professional coped with the 

situation (Kennisplein Zorg voor Beter, 2019). This can be used for evaluation of the care 

plan to adjust and improve it, which will eventually lead to better quality of care and an 

increasing quality of life for the client (Kennisplein Zorg voor Beter, 2019).  

Different studies showed that working methodically in combination with a 

multidisciplinary approach is effective for clients with dementia and misunderstood 

behavior (Pieper, 2016; Zwijsen, 2014). In a multidisciplinary approach, care providers - 

who have different functions, education and practical expertise – work together to set up 

a problem-oriented and goal-oriented care plan. Working methodically will lead to a 

decrease in misunderstood behavior and a reduced use of psychotropic drugs (Verenso, 

2018). Misunderstood behavior is defined as: ‘Any behavior that is accompanied by 

suffering or danger to the person (with dementia) or to people in his or her environment’ 

(Kennisplein Zorg voor Beter, 2019). In some literature it is also mentioned as ‘problem 

behavior’, in this study the term ‘misunderstood behavior’ will be used (Nobili, et al., 2004; 

Perren et al., 2007). Especially for clients that have dementia combined with 

misunderstood behavior it is important to work methodical because this target group has 

complex problems for which no easy solutions are available. A methodical approach gives 

structure and helps to keep the treatment process transparent for all of the stakeholders 

(Verenso, 2018).  

Vilans and Verenso did an improvement trajectory cooperatively for working 

methodically with people with dementia, especially to reduce the misunderstood behavior 

(Pel-Little and Speieker, 2010). This trajectory was done in different teams in the 
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Netherlands where the care professionals were positive towards working methodically. 

Furthermore, the misunderstood behavior of the clients decreased significantly, from 25 to 

60 percent. By working step-by-step the care professionals got more inside of the situation 

of the clients and were better at coping with the misunderstood behavior (Pel-Little and 

Speieker, 2010). In another study of Baker Tilly, research on the degree of working 

methodically was done in 69 care organizations in the Netherlands (Baker Tilly, 2018b). 

The outcome showed that improvement is needed in more than half of the care 

organizations. In general coherence between the risk inventory, the goals of the care plan 

and the reporting in the client file were lacking (Baker Tilly, 2018a). In addition, the 

inspectorate of this study found that the adjustment of care plans based on evaluations 

was insufficiently visible (Baker Tilly, 2018a). The results of the study of Baker Tilly (2018a) 

emphasize the importance of further studying the barriers, facilitators and experiences of 

working methodically amongst care professionals. These outcomes could lead to valuable 

recommendations on how to solve the aforementioned explained problems in the future.  

This study was commissioned by M&I partners. This is an ICT consultancy agency 

for government and healthcare. Their goal is to bring the worlds of organization, business 

and technology together.  

 

1.2 Relevance   

From a policy point of view, there is relevance to do research on this topic. On a national 

level, the government wants to improve the quality of care, improve population health and 

reduce health care costs (Ministerie van Volksgezondheid, Welzijn en Sport, 2019). 

Therefore, identifying the barriers and facilitators can improve the guidelines to work 

methodically. On a lower level, organizations can learn if they use the right policy or care 

vision model to report incidents or if they should change it.  

 Academically, this study can be considered relevant because research into working 

methodically in nursing care organizations is lacking (Reed & Card, 2016). Especially on 

working methodologically in the context of a care vision and misunderstood behavior, little 

research has been done. Previous research has been done by Taylor (2014) and Curnock 

(2012) about using the PDCA cycle in healthcare, but these studies mostly concern 

hospitals and are not specific about working methodically in nursing care organizations, 

concerning dementia and misunderstood behavior and the influence of the care visions. 

Therefore, this study will be a contribution to the present academic literature as it dives 

into working methodological in nursing care organizations in the context and clients with 

misunderstood behavior. 

This research can be considered societally relevant since the number of people with 

dementia will increase in the upcoming years and if the clients show misunderstood 

behavior this can lead to high risks in the care for the clients (IGJ, 2016). To reduce these 
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risks working methodically is important, therefore it is a part of the visit of the Inspection 

to look for the degree of working methodically in the care organization (IGJ, n.d.).  

From a practical point of view, it is relevant because working methodically can 

increase the level of treatment effectiveness of the misunderstood behavior. This increased 

understanding will lead to a more efficient and improved provision of care for the patients 

(Miller and Sim, 2004). 

 

1.3 Aim and research questions  

The aim of the study is to investigate to what extent the care organization works 

methodically according to the care vision they use with a focus on misunderstood behavior 

for clients diagnosed with dementia. The care vision used in this study is Mikzo. This 

classification instrument is developed by Zorg voor Kennis, a Dutch organization 

(ZorgvoorKennis, 2020). Mikzo is based upon the Plan Do Act Check (PDCA) cycle.  

Furthermore, the aim is to study the experiences of the care professionals with working 

methodically and what the facilitators and barriers are. The research question of the study 

is: To what extent does a care organization work methodically and what barriers and 

facilitators do the care professionals experience in working methodologically with 

psychogeriatric clients that exhibit misunderstood behavior? 

With the following sub questions:  

SRQ1: Do the care professionals work methodically according to the demands of the care 

vision applied by the care organization? What is lacking and how can it be improved?  

SRQ2: What are the experiences of care professionals with working methodically and what 

are the barriers and facilitators?  

 

1.4 Outline 

The outline of this thesis will be as following: First, the theory used in this study is described 

in chapter two. Secondly, the research design and methodology applied in this thesis will 

be explained in chapter three. Then, the results are presented in chapter four. Lastly, the 

discussion of the main results, the implications of the study and some suggestions and 

recommendations for the future are presented in chapter five.  
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Chapter 2 - Theory and conceptual model  
 

The study focuses on the use of a care vision on working methodically and the attitude of 

the care professionals towards it, including the facilitators and barriers. The EHR is the 

medium in which the care vision is applied and in which working methodically can be 

recorded. In the first part of the chapter, the concept of working methodically and the 

related theories will be described. In the second part, the theories and models are 

combined into a conceptual model.  

 

2.1 Working methodically 

2.1.1 Definition of working methodically  

According to the quality framework for nursing home care (in Dutch: Kwaliteitskader 

Verpleeghuiszorg), working methodically is one of the key pillars for nursing home care 

(Zorginstituut Nederland, 2017). Lambregs et al. (2012) provide a definition for working 

methodically in nursing care: ‘the continuous process of data collection and analysis 

focused on the questions and problems of an individual and their loved ones, in relation to 

illness and health. The continuous cyclical reasoning process includes risk assessment, 

early identification, problem recognition, intervention and monitoring’ (Thuis in het 

Verpleeghuis, 2019). Using a care planning cycle is essential to determine, with the client 

and the family, whether the care provided is appropriate (Zorgleefplanwijzer, n.d.).  

 

2.1.2. PDCA 

A cycle that is often used for working methodically is the PDCA cycle, which is also known 

as the PDSA cycle (Taylor et al., 2014) but in this study the term PDCA will be used. This 

cycle is used regularly because working methodically is a cyclic process and this is the 

basis of the PDCA. It contains the following steps: Plan-Do-Check/Study-Act (Gorenflo & 

Moran, 2010) and is recommended as an effective approach to quality improvement in 

healthcare (McNicholas et al., 2019). PDCA should support iterative developments to test 

and evaluate interventions and, in this study, working methodically can be seen as an 

iterative process (Taylor et al., 2014). Users of the cycle have to follow the prescribed four 

stages to adapt changes aimed at improvement. These four stages include the following: 

in the plan phase the change aimed at improvement is identified, in the do phase the 

change will be implemented, in the study or check phase the improvement of the change 

will be examined and in the act phase adaptations will be identified and next steps will be 

taken to form a new cycle. A PDCA cycle is used for small-scale testing to minimize the 

risk for patients and keep the resources required to a bare minimum, therewith, giving the 

opportunity to provide evidence for change (Taylor et al., 2014).  
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In the practice of healthcare, the process will look as follows: the plan phase is to 

investigate the current situation, to understand the nature of the problem and to develop 

solutions for the problem. This phase leads to the development of an action plan to achieve 

the desired goals. Such a plan is carried out in the care plan and consists of a goal with 

corresponding actions or interventions. Furthermore, agreements will be made about how 

to monitor progress in the next phases. In the do phase, everything is about implementing 

the plan and reporting. Here, data is collected and progress, as well as unexpected 

observations, are reported for use in the check phase. The check phase is about evaluation 

and the analysis of the effect of the action plan. The data compared to the baseline data 

will determine whether the desired goals are reached, or if it is necessarily to change the 

(care) plan. This evaluation is done by using the reports and evaluate the experiences of 

the care professionals and family involved with the client. In the last phase, the act phase, 

plans are made about how to go on. Is the goal achieved, should the plan be adjusted? 

With this phase a new cycle starts (Gorenflo & Moran, 2010).  

  

2.2 Working methodically: barriers and facilitators  

It is acknowledged that a number of health and research related contextual factors may 

affect the application of the PDCA (Taylor et al., 2014). In this research the focus is on 

barriers and facilitators for working methodically.  

A study of TNO investigated factors that will influence working methodically (TNO, 

2017). These factors can be divided in three categories: characteristics of the method, 

characteristics of the user and organizational characteristics. The factors in relation to 

working methodically are shown in figure 1. These factors can either be barriers or 

facilitators to work methodically. Characteristics of the method are about the complexity 

and whether or not it fits the current way of working within the organization. 

Characteristics of the user have influence on the intention of using the method, involving 

attitude, social norm and self-efficacy. Finally, the organizational characteristics determine 

whether the motivation is converted to the actual desired behavior. The organization 

should make working methodically possible through the availability of materials, staff, time 

and financial resources. These resources in particular can cause barriers that hinder 

working methodically. Furthermore, when care professionals have a positive attitude 

towards the concept and see the benefits of it, this is a facilitator. As a result, they are 

more likely to work methodically (TNO, 2017). 
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Figure 2.1. Theoretical framework of factors influencing working methodically (TNO, 2017) 
 
2.3 Conceptual framework  

For this study, the concepts of working methodically and the PDCA will be used. Through 

the use of these concepts, the degree of working methodically in the care organization can 

be analyzed if it is done according to the requirements the PDCA cycle. 

For the second part of the framework, the barriers and facilitators of working 

methodically of the care professionals will be investigated by using the model of the study 

of TNO. These barriers and facilitators determine the intention of the care professionals to 

work methodically. In figure 2, the theory and models are combined in a conceptual 

framework.  

 
Figure 2.2. Conceptual framework  
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Chapter 3 - Methods 

 

3.1 Research nature, type and design 

The phenomenon under investigation is the degree to which care professionals work 

methodically, their experiences with this and the barriers and facilitators for working 

methodically and using the care vision. To investigate these issues, a qualitative research 

design is required. The study followed this design because it will allow the researcher to 

absorb contextual information around the various topics that were studied. This type of 

contextual information cannot be obtained by a quantitative study where all responses will 

be quantified. A qualitative design is able to take contextual factors into account and these 

are important to answer the research questions. Hence, this study will follow an 

interpretive design where the aim is to get insides in the phenomenon (Yin, 2014). 

Qualitative research is interactive, subjective and contextual (Ross, 2012) and can explore 

the behavior of people by looking at their intentions, motivations and experiences. This 

study made use of a qualitative and explorative approach, specifically a single case study. 

The nature of the study is exploratory because the purpose is to get a better understanding 

and a more complete picture of working methodically in practice (Maxwell, 2012). It is 

possible to look at what the level of working methodically is and what is still lacking. The 

research questions are descriptive because it makes it possible to describe the current 

situation in the care organization and for the care professionals. With a single case study, 

a specific unit can be investigated (Gustafsson, 2017). It is not multiple because it makes 

the researcher have a deeper understanding of the exploring subject. A case study makes 

it is possible to investigate a contemporary phenomenon in-depth, in the real-life context 

and answers the ‘how’ and ‘why’ question behind the research (Yin, 2014). Furthermore, 

Thomas (2011) says that a case study is an analysis of a system studied with a wide-

ranging view where either one or several methods are used. In this study, the methods 

consist of interviews and a document analysis. Further, a case study can present 

experiences, views and expertise of various individuals and records to reach a level of 

depth and complexity (Silverman, 2006).  

 

3.2 Data collection  

The data collection took place in an elderly care organization in the northern part of the 

Netherlands. The organization was selected by M&I partners and they helped the 

organization with implementing the EHR system. The care organization uses Mikzo as care 

vision and as EHR system they use the software named ‘Nedap’. This organization was 

selected because they recently started working methodically with the care vision Mikzo and 

this could identify the progress. The data is collected in two ways, through analysis of EHRs 
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and through semi-structured interviews with care professionals of the selected care 

organization to elicit experiences and identify barriers and facilitators.  

 

3.2.1. Document analysis  

The EHR is seen as a document in which the care plan is implemented. A document analysis 

is performed on the EHRs to identify the extent to which care providers work methodically 

in the care plans as they are registered in the EHR. The studied population of the document 

analysis are residents of the care organization. In total, seven EHRs of clients of the 

organization were investigated. Different inclusion criteria are used for the elderly care 

organization. These are that the client has shown problem/misunderstood behavior at least 

one time in Quarter 1 of 2020 (Q1), the client has an overall care need of 5 or 7 (according 

to the Dutch ‘Zorgprofiel’ classification, expressed in ‘VV’), this profile describes the care 

that is required for the care needs of the client. VV5 is protected living with intensive 

dementia care and VV7 is protected living with highly intensive care and an emphasis on 

guidance (CIZ, n.d.). Furthermore, the client has a diagnosis related to dementia or 

Alzheimer. An exclusion criterion is being diagnosed with Korsakov because in this case, a 

client has a lot more misunderstood behavior compared to other forms of dementia. 

Another exclusion criterion is having an addiction, because a client will most likely show 

extreme behaviors.  

Within the care organization, the organization itself selected the EHRs of clients for 

the document analysis based on the criteria and the willingness of the family of the clients 

to share the EHR with the researcher. The EHRs were accessible for the researcher in a 

secured test environment and were checked by using a check list (see appendix 2) of which 

a summary is presented in table 1. The checklist is made in cooperation with the 

supervisors of M&I partners and the developer of Mikzo, since there are no validated 

checklists available yet. This checklist was compiled according to the PDCA cycle and the 

method of Mikzo with the corresponding requirements. The cycle is combined with the 

steps of working methodically according to Mikzo. If the organization works methodically 

according to the PDCA cycle, they will follow the steps: Plan, Do, Check and Act. For each 

step, different actions are required and for these actions different requirements are set up 

according to the care vision. By using this checklist, it was possible to investigate whether 

the organizations follow the right steps according to the PDCA cycle and the demands of 

the specific care vision.  
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Phase Requirement 
Plan Explanation of goal  

Clear action plan defined 
Incorporation handling’s advice in care 
plan 

Do Implementing actions 
Reporting about actions 
Using heading ‘mood’ 

Check Evaluation 
Act Taking new actions 

Adjustments care plan 

Table 3.1. Summary of the checklist of the document analysis 
 
3.2.2. Interviews   

The interviews were conducted to answer the second sub question. To identify the barriers 

and facilitators of the care professionals with working methodically and the care vision, 

interviews are conducted. The inclusion criteria are that the care professionals speak 

Dutch, were involved in the daily care of the selected client(s) in the first trimester of 2020 

(Q1) and that at least one person is a ‘first nurse in charge’ (in Dutch: eerst 

verantwoordelijke verpleegkundige (EVV’er’)). The criterion was set at one ‘first nurse in 

charge’ since one of their main tasks is to be involved in the care plans of the clients. The 

care organization selected five professionals to interview and of whom the patients’ EHR is 

analyzed. The researcher asked the organization for five care professionals. The interviews 

were voluntary and the organization asked the professionals who met the criteria if they 

were willing to participate.  

Interviews are included in the methods of this study to understand the experiences 

of the care professionals and to investigate their experiences with working methodically 

and the care vision. Additionally, the aim is to find out what the barriers and facilitators 

concerning working methodically are. The care professionals were interviewed by way of a 

semi-structured interview according to a topic list (see appendix 3). The topic list is made 

by the researcher and is based on the conceptual framework of chapter 2, since there are 

no validated interview lists concerning this topic. The topic list is set up with help of experts 

of M&I Partners who are familiar with working methodically and the usage of an EHR. Due 

to COVID-19, the interviews could not be held in person. The interviews were through the 

use of Zoom, a secured environment provided by Maastricht University. The interviews 

were recorded with a cellphone for which consent was given up front, to ensure the 

trustworthiness. These recordings are stored safely on the server of M&I Partners which is 

secured with a password. Lastly, each recording was deleted after the interview was 

transcribed.  
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3.3 Data analysis 

3.3.1 Document analysis  

The first part of the data analysis was the document analysis, the EHR analysis. A summary 

of the checklist is presented in table 1 and the whole checklist can be found in appendix 2. 

Per goal (Plan, Do, Check, Act), questions about the requirements of the care vision to 

work methodically were answered by coding the relevant parts of the EHRs. The coding is 

based on the theory of the PDCA and the requirements of the care vision Mikzo. This way, 

the EHRs can be compared and checked according to the existing theories about the topic 

(Kohlbacher, 2006). First, the ‘care plan’ part (in Dutch: zorgplan) of the EHR is used to 

look at what the goals are regarding cognition and mood and how they are transformed 

into actions to reach these goals, this is the plan phase. This part of the checklist is about 

whether there are goals and actions and if they fit. Specific actions concerning what to do 

when misunderstood behavior occurs did fulfill the requirement. A second value was ‘vague 

actions’, this could be distracting the client, but not describing how. A third and last value 

was ‘no specific actions’, if there were no actions described to cope with the misunderstood 

behavior. Additionally, if available, the handling’s advice, written by a psychologist, was 

looked at (in Dutch: omgangsadvies). Next, for the do phase the reports in the report file 

(in Dutch: rapportage dossier) were coded if care professionals reported actions when a 

client shows misunderstood behavior. Another checkpoint is whether or not the care 

professionals followed the actions as planned in the care plan. Furthermore, it was 

examined whether the care professionals took the right actions, which they should 

according to the care plan. In addition, whether they report in the right place and in the 

way the care visions require them to do was looked at as well. In the next phase, the check 

phase, it was examined whether evaluation takes place in the EHR concerning the goal 

‘cognition and mood’. In the last phase, the act phase, whether the care plan was adjusted 

was investigated and if new actions were taken to start a new cycle was looked at as well. 

This analysis was done by coding the EHRs and by using citations of the EHR the questions 

per goal can be answered. Interpretation of the text that was reported was needed to 

decide whether or not the criterion was met. The results of this analysis will present 

whether the organization works methodically and whether it uses the care vision and the 

EHR system in the way that the care vision demands the care professionals to do. 

 

3.3.2 Interviews 

The second part, the audio recordings of the interviews, were transcribed first after which 

the interviews were coded by the researcher of this study. The coding was done in the 

following steps: axial coding and selective coding. In the first step of axial coding, the 

fragments were coded according to the themes in the theory framework and used in the 

topic list of the interviews. The codes were compared and integrated in categories. Axial 



 
   
 

17 

coding administers relationships between codes and relates matching concepts in terms of 

their content on cause and effect as well as argumentative and motivational connections. 

These thematic categories were then combined according to the research topics of the 

theoretical framework (Flick, von Kardoff & Steinke, 2004; Boeije, 2014). The last step, 

selective coding, was used to eventually make connections between the different codes 

and to identify the main phenomenon of the analysis, the core category that was formally 

related to all important building blocks of the investigation (Flick, von Kardoff & Steinke, 

2004; Boeije, 2014). The program Microsoft Word version 16.33 was used as a tool to 

conduct the coding. 

 

3.4 Validity and reliability  

The check list and the topic list of the interviews are set up with the help of experts of M&I 

Partners and the developer of Mikzo are both familiar with the EHR and working 

methodically and based on theories of the PDCA and Mikzo, this can lead to a higher degree 

of trustworthiness of the study (Yin, 2104). Triangulation is used to increase the validity 

of the study. Validity refers to the extent to which the measurement is well-founded and 

corresponds accurately to the real world. This study made use of methodological 

triangulation which refers to the usage of different methods within the same study (Yin, 

2014). In this study, these are the use of a document analysis and interviews. Reliability 

refers to the demonstration that the procedures of the study inquiry can be repeated by 

other researchers which then achieve similar findings (Riege, 2003). The usage of the 

checklist as well as the semi-structured interview questions will lead to a consistent 

approach among all participants. This could provide a guideline to repeat the study by a 

different researcher. The usage of similar techniques will increase the chance of similar 

findings.  

 

3.5 Ethical considerations and ethics approval  

M&I Partners contacted the participating organization in this study since they were already 

clients of the company. They sent an email to the care organization which included 

information about what was expected from them. Approval from the organization was 

needed as well as from the selected clients and their family. For the care-professionals’ 

interviews, the interviewee’s approval was requested to participate in the study as well as 

an approval to record the interview. In the document analysis the clients were anonymized, 

meaning that no name, age or gender is revealed. For the interviews in the data analysis, 

no further personal information is described in the study. An ethical review of the study 

was done by the Ethics Review Committee of Maastricht University, the FHMLREC form - 

the FHML Research Ethics Committee for ethics review - was used to request approval and 
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can be assessed in appendix 1. This request was accepted on April 18, 2020 under REC 

number FHML/HPIM/2020.111.  
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Chapter 4 – Results 
 

4.1 Outline  

In this section first the results of the document analysis will be described, to answer sub 

question 1: Do the care professionals work methodically according to the demands of the 

care vision applied by the care organization? What is lacking and how can it be improved?  

In the second part the interviews, to answer sub question 2 are analyzed. This sub question 

was: What are the experiences of care professionals with working methodically and what 

are the barriers and facilitators? In this section a comparison will be made between the 

interviews and the health records for the items where it is possible.  

 

4.2 Results sub question 1  

The results of the document analysis are described per phase of the PDCA cycle with a 

corresponding table. Green means the requirement is fulfilled, yellow is partly and red 

means the requirement is not fulfilled, when compared with the desired approach for 

working methodically (as expressed in the checklist).  

The desired approach of the EHRs for working methodically is as follows. In the plan 

phase the targets are set and actions concerning misunderstood behavior need to be 

planned in the domain ‘safety’, specifically in the focus area or also called care goal 

‘cognition and mood’. The goal consists of the score and the actions and interventions 

needed. If a person shows misunderstood behavior a requirement is that the target 

involves action how to cope with this behavior. Additional when the client is under 

treatment of the psychologist and a handling’s advice is made, this should be in the goal 

or at least a summary of it. Besides that, there should be an agreement about when and 

how to evaluate this advice. In the next phase the do phase, the planned actions and 

interventions should be implemented according to the drawn-up plan. In this phase 

reporting is important. The care professionals should report on the actions and 

interventions of the plan. This involves the effect of the actions and interventions.  Further, 

they should report if something unexpected happens. The care professionals need to report 

on a specific area of the care plan, namely the care goal ‘cognition and mood’. Next to the 

reporting under the care goal, there is the function to report below the heading ‘mood’. 

This function consists of smileys and is used to classify the mood of the client.  This can 

be from ‘apathetic’ to ‘overstrained’. This function gives an overview of the mood of the 

client over a period. In the next phase the check phase the care professionals evaluate if 

the targets are met and if they are still according the care needs and whether or not the 

targets should be adjusted. In this evaluation the client and/or the family should be 

involved. When the goal needs to be adjusted a new cycle starts. Making a new plan 

involves the act phase (ZorgvoorKennis, 2017).  
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4.2.1 Demographics 

Nine clients have been put forward by the organization according to the criteria set by the 

researcher. However, two clients had to be excluded from the study population since they 

did not meet the selection criteria. Client 3 did not meet the requirement of the ‘VV’, since 

this client was classified with VV4. And client 4 had Korsakoff, which was an exclusion 

criterion. The average age of the remaining seven clients was 88,2 years. Five of the clients 

were women and 2 men. All of the clients had a VV5 indication. The EHRs of these seven 

clients were used to analyze the extent to which professionals worked methodically.  

 

4.2.2. Plan  

For the plan phase were three different requirements. The first was whether the goal was 

clear and if it was explained. The next requirement was whether or not the care goal 

consisted of clear actions. And lastly, if a summary of the handling’s advice, if available, 

was incorporated in the care plan. These results are presented in table 2.  

 

Explanation of goal 

One of the requirements of the ‘plan’ phase was to explain why the goal for the care goal 

‘cognition and mood’ was ‘stabilizing’, if this was the case. This requirement was not 

fulfilled in five of the EHRs. These health records only involved the classification which 

indicates the signals and risks, without the explanation why the goal was to stabilize. 

However, for two EHRs they did describe why improvement was not possible anymore. For 

example, for one of the clients was the following explanation added to the goal: ‘because 

the unrest is at a stable level for the client’.  

 

Clear action plan defined 

The next point on the checklist was about the actions and interventions to achieve the 

goal. Especially if there were actions to cope with misunderstood behavior of the clients. 

For three EHRs this requirement was met. These care plans involved clear actions in the 

care goal ‘cognition’ in the situation of a client showing misunderstood behavior. An 

example of such an action is: ‘When the lady is in a 'tune' and you notice that she wants 

to get up; try to follow her as much as possible. Join her in her experience. Suggest closing 

the curtains together, make it a moment of attention. It is probably not feasible that this 

behavior will change but try as much as possible to avoid feeling perceived or heard by 

understanding / validating comments.’ However, for one client the actions were put in the 

wrong place, namely in the handling’s advice in the Mikzo list in the heading ‘profile’ and 

not in a care goal in the care plan itself, where the actions should belong. Actions which 

were mentioned involved among others physical contact, giving compliments, use short 

sentences and use humor. In one health record there were only vague actions describe 
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such as respecting certain aspects of the misunderstood behavior and give rest and not 

how the care professionals should perform these actions. For instance: ‘If Mrs. no longer 

has an overview of activities, for example, Mrs. will become panicky and restless, giving 

Mrs. the rest that Mrs. needs at that time.’  For the other three EHRs no specific actions in 

the goal ‘cognition’ were involved. All that was described was about what forms of 

misunderstood behavior the client shows and not how to cope with it.   

 

Incorporation handling’s advice in care plan 

The last requirement in this phase was whether or not a summary of the handling’s advice, 

if there was one made, was added to the care goal ‘cognition’. All of the clients had a 

handling’s advice, however only in two health records the handling’s advice or a summary 

of it was added to the care goal.  

 
 Client 1 Client 2 Client 5 Client 6 Client 7 Client 8 Client 9 
Plan   

 
Goal is 
stabilizing, 
but not 
explained 

 
 
Goal is 
stabilizing, 
but not 
explained 

 
 
Goal is 
stabilizing, 
but not 
explained 

 
 
Goal is 
stabilizing 
and 
explained 
why  
 

 
 
Goal is 
stabilizing, 
but not 
explained 

 
 
Goal is 
stabilizing, 
but not 
explained 

 
 
Goal is 
stabilizing 
and 
explained 
why 
 

  
 
Clear actions 
(handling’s 
advice) 

 
 
Vague 
actions 

 
 
No specific 
actions  

 
 
Clear actions 
(care goal 
‘cognition’)  

 
 
No specific 
actions 

 
 
No specific 
actions 

 
 
Clear actions 
(care goal 
‘cognition’) 

  
 
Summary of 
handling’s 
advice is not 
in care plan 
 

 
 
Summary of 
handling’s 
advice is not 
in care plan 

 
 
Summary of 
handling’s 
advice is not 
in care plan 

 
 
Summary of 
handling’s 
advice is in 
care plan 

 
 
Summary of 
handling’s 
advice is not 
in care plan 

 
 
Summary of 
handling’s 
advice is in 
care plan 

 
 
Summary of 
handling’s 
advice is in 
care plan 
 

Table 4.1. Results plan phase 

 

The table shows that in de plan phase only in two of the records is worked methodically 

according to the requirements of the checklist. Especially the first phase is not done in 

most of the records. The specificity of actions is only fulfilled in three of the care plans. 

The third requirement is fulfilled in four of the health records.  

 

4.2.3 Do  

The do phase consisted of three requirements. The first requirement was whether or not 

the actions concerning misunderstood behavior of the care plan were followed, if possible, 

and if the actions were reported. The second requirement is about the right place of 

reporting and the last requirement whether or not the heading ‘mood’ is used.  
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Implementing actions 

The first requirement of the ‘do’ phase was whether or not actions concerning 

misunderstood behavior were used and reported according to the care plan. This could be 

possible for three clients since these care plans consist of clear actions in the care goal. 

For two clients this was the case, the care professionals used and reported about the 

actions in the handling’s advice: ‘The housing assistant was in the living room all evening 

and was able to respond well to her needs. As a result, you saw that Mrs.’s question did 

not turn into agitation. She had relaxed facial expression all evening.’ In the handling’s 

advice of the client was described that it is important to give attention and to go along in 

experience. For one this was considerably less, often no action was described when 

misunderstood behavior occurred.  

Further, three EHRs do not completely fulfill the requirement about reporting actions 

when misunderstood behavior occurs. In these records the care professionals reported 

about misunderstood behavior; however, they did not describe which action they took. An 

example is the report: ‘the client was unable to calm down’ and not describing what the 

care professional(s) tried. In the other health records, most of the time when a client 

showed misunderstood behavior, the care professionals described their actions, the result 

and reaction of the client.  

 

Reporting below care goal 

These incidents and actions should be reported below the care goal ‘cognition and mood’. 

This differed between the EHRs. It differed from only a little reporting to the care goal to 

all the relevant reports about misunderstood behavior linked to the care goal ‘cognition’. 

Deviations were reports which were not linked to any care goal at all and reports linked to 

the wrong care goals such as ‘help with ADL’ and ‘hobbies and activities’. An example for 

this is: ‘Mrs. was very restless, had a high red color, tried everything: individual attention, 

walking outside for a while, in the room from the hustle and bustle of the garden room, 

offering knitting, letting Mrs. go ahead, really nothing helped to get Mrs. relaxed.’ This 

report clearly belongs to the care goal ‘cognition’, however it was not  

linked to any care goal.  

 

Usage heading ‘mood’ 

The last point was if the care professionals used the heading ‘mood’ by which they can 

classify the mood of the client by using different smileys from ‘apathetic’ to ‘overstrained’. 

In four of the EHR’s the heading was consequently used. In another record the function 

was first used regularly, then sometimes a few weeks not and then it was used again. 

Further, for two clients it was used just a few times, in one record only one time and in 

the other three times.  
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 Client 1 Client 2 Client 5 Client 6 Client 7 Client 8 Client 9 
Do  

 
Sometimes 
actions 
used from 
handling’s 
advice 

 
 
Often 
misunderstood 
behavior, little 
action is 
described  

 
 
Actions when 
misunderstood 
behavior 
occurs are 
described 

 
 
Actions when 
misunderstood 
behavior 
occurs are 
described, and 
actions from 
handling’s 
advice are 
used 
  

 
 
Reported that 
they take 
actions, but 
don’t describe 
the specific 
actions 

 
 
Actions when 
misunderstood 
behavior 
occurs are 
described 

 
 
Actions 
according the 
care plan are 
followed and 
especially 
appointments 
are executed 
 
 

 -  
-  

Often 
reports that 
are not 
linked to a 
goal of the 
care plan 

 
 
Little 
reporting on 
the goal of 
cognition in 
the care plan  

 
 
Some 
incidents 
around 
misunderstood 
behavior are 
not under the 
goal of 
‘cognition’ 
 

 
 
Most reporting 
is linked to 
the goal 
‘cognition’, 
however 
separate 
reports as well 

 
 
Reporting 
around 
misunderstood 
behavior is 
linked to the 
goal 
‘cognition’ 

 
 
Little 
reporting on 
the goal of 
‘cognition’ in 
the care plan 
 

 
 
Reporting 
around 
misunderstood 
behavior is 
linked to the 
goal 
‘cognition’ 

  
 
Heading 
‘mood’ is 
used on a 
regularly 
basis 

 
 
Heading 
‘mood’ is only 
used one time 

 
 
Alternately 
the heading 
‘mood’ is used 

 
 
Heading 
‘mood’ is used 
on a regularly 
basis 

 
 
Heading 
‘mood’ is  
used on a 
regularly basis 

 
 
The heading 
‘mood’ is 
rarely used 
(only 3 times 
in Q1) 

 
 
Heading 
‘mood’ is used 
on a regularly 
basis 

Table 4.2. Results do phase 

 

The table shows that only one health record met all of the requirements in this phase. 

Especially the place of reporting is often not done in the right way. In three of the records 

actions were not described as they should. The usage of mood differed per health record; 

in four records it was done in the right way.  

 

4.2.4. Check  

The checkpoint for the check phase was if evaluation took place and in which way.  
 
 
Evaluation  

The third phase is the ‘check’ phase.  In this phase the care professionals should evaluate. 

Evaluation is possible in different manners and therefore are there are different types of 

evaluation in the EHRs. In general, these evaluations are done by the psychologist and/or 

the general practitioner in cooperation with care professional(s) and optionally the family.  

A first type is evaluation of the handling’s advice, especially if the advice is recently set up. 

In the evaluation of the current situation and which new actions can be tried out are 

described. Besides of that, they evaluate actions or interventions which were recently tried 

by the care professionals. Hereby you can think of a new approach, another day structure 

or medication usage. An example is a comprehensive evaluation of the misunderstood 
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behavior of a client. A summary of this evaluation was: ‘Continue handling’s approach, 

provide distraction, give compliments, hand bell seems effective and start evaluating 

melatonin effect.’ A second type can be evaluation of a new action. The care professionals 

should evaluate the effect of the action and whether or not it is the desired effect. However, 

there were a few outstanding points. In one EHR was frequently asked to evaluate certain 

new actions and further in the reports there is no response to these questions. Further, in 

the record of client 6 they reported about trying new actions, which were described 

specifically, but no evaluation of the actions is described in the period after. In the health 

record of client 8 evaluation took place, however this was only about the physical health 

and nothing concerning the misunderstood behavior. Besides of that evaluation there was 

an evaluation meeting with the family. This was about the physical health as well. No 

evaluation concerning the care goal ‘cognition’ took place according to the health record.  

 
 Client 1 Client 2 Client 5 Client 6 Client 7 Client 8 Client 9 
Check  

 
Handling’s 
advice is 
not 
evaluated  
 
 
 

 
 
New plans 
are 
evaluated 
 

 
 
Handling’s 
advice is 
evaluated  

 
 
New actions to 
reduce 
misunderstood 
behavior are 
tried, but 
evaluation in 
record is not 
always 
available 

 
 
Evaluation 
takes place in 
the form of 
looking for new 
plans for 
handling with 
the 
misunderstood 
behavior and 
handling’s 
advice is 
evaluated 
 

 
 
No evaluation 
concerning 
misunderstood 
behavior  
 

 
 
Evaluation 
handling’s 
advice and 
adjustments 
 
 

  
 
In records 
was asked 
for 
evaluation 
for certain 
actions, no 
response 
in record 
to it 

      
 
New 
intervention 
is evaluated 
Meanwhile 
also visits of 
psychologist 
 

Table 4.3. Results check phase 

 
The table shows that in four of the EHRs evaluation takes place in the right way. For 

client 1 there was often asked for evaluation, however no documentation was found 

about this. Further, in the record of client 8 is never spoken about evaluation. In the 

documents of client 2 and 5 it seems evaluation is only done in cooperation with the 

psychologist or the general practitioners and not among the care professionals as team.  
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4.2.5. Act 

Requirements of the act phase were whether or not the care professionals took new actions 

and if adjustments were made to the care plan.  

Taking new actions 

The last phase, the ‘act’ phase, should be a response to the evaluation. On the basis of 

this evaluation new actions concerning misunderstood behavior should be made. In the 

reports for one client there was no evaluation. This can explain the fact that for this client 

were no new actions taken. In the other EHRs new agreements or plans were made 

between care professionals and/or the general practitioner and psychologists about actions 

towards misunderstood behavior. For one client the handling’s advice was made in this 

period. The time till new action is taken differed.  For some clients misunderstood behavior 

occurred and immediately an intervention was tried and in some records the care 

professionals reported a few times about the misunderstood behavior and only a month 

later a new intervention was tried.  Especially for client 1 it takes longer before action was 

taken, and an action concerning medication which should be done was not performed 

according to the plan.  

 
Adjustments care plan 

Different types of adjustments were made. In most of the records adjustments were about 

new advices and interventions to handle the misunderstood behavior or adding a whole 

new handling’s advice. With these adjustments a new cycle is put in action to work with 

the new plans to reduce or stabilize the misunderstood behavior. New plans made in 

consultation with the psychologist were added to the care goal for all but three of the 

clients.  

 
 Client 1 Client 2 Client 5 Client 6 Client 7 Client 8 Client 9 
Act  

 
New actions as 
in the form of 
involvement of 
psychologist, 
sometimes it 
takes too long  
 
 
 
 

 
 
New plans of 
psychologist 
and between 
care 
professionals 
were made 
 
 

 
 
Handling’s 
advice is made 
 
 
In reports the 
care 
professionals 
put new ideas 
of actions to 
reduce 
misunderstood 
behavior 

 
 
New 
plans 
were 
made  

 
 
New plans of 
psychologist 
and between 
care 
professionals 
were made 
 
 

 
 
Nothing 
new  
 

 
 
New 
plans 
were 
made 
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Added to care 
plan 
 

 
 
New 
agreements or 
advices 
between care 
professionals 
reported, but 
not added in 
the care plan 
 

 
 
Nothing added 
to care plan  
 

 
 
Added to 
care plan 

 
 
Adjustments 
to care plan 
are made 
 

 
 
Nothing 
new  
 

 
 
Added to 
care plan  

Table 4.4. Results act phase 

 

The table shows that in general in all of the records, except for one record new plans were 

made and actions were tried. However, in not all of the records the adjustments were 

added to the care plan.  

 

4.3 Results sub question 2  

In this section the results of the interviews with five care professionals from the care 

organizations are described according to the themes from the theory and the topic list. The 

research questions answered here is: What are the experiences of care professionals with 

working methodically and what are barriers and facilitators? The following themes are 

used: method and usage, the care vision Mikzo, usefulness, barriers and facilitators. For 

the themes it was possible to make a comparison between the results of the interviews 

and those resulting from the analysis of the electronic health records.  

 

4.3.1. Demographics 

A total of five care professionals of the care organization were interviewed. These care 

professionals were responsible and/or provided care to the clients of the investigated EHRs. 

Their duration of employment in healthcare was 13,2 years. Two of the nurses had the 

function of ‘MBO nurse’, two ‘Verzorgende IG’ and one did ‘patient carer’ (MBO), which is 

now ‘verzorgende IG’. Internationally seen they are all Registered Practical Nurses (RPNs). 

Three of them had the function as ‘first nurse in charge’, one was an employee in the ‘living 

room’ and the other one was a care nurse (in Dutch: verzorgende IG).  

 

4.3.2. Method and usage 

This theme is about the method of the care professionals concerning handling 

misunderstood behavior by using the care plan. This will be discussed according to the 

PDCA cycle. Questioned is how the care professionals use the care plan and report in the 

EHR for clients with misunderstood behavior. All of the respondents were not known with 

the term ‘PDCA’. However, the findings are classified by each phase of the PDCA, to 

investigate to which extent their method is according to the PDCA cycle. This is followed 

by a section about their attitude and experiences towards working methodically.  
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Plan 

For this phase all of the respondents answered overall about the same. They told they used 

the care goal ‘cognition’ in the care plan for misunderstood behavior. Respondent 1 

immediately came up with the goal ‘cognition’ when asking: what is your method 

concerning misunderstood behavior? Other mentioned when asking: to which goal belongs 

this topic? Except for respondent 5. She could not appoint the right care goal, she was in 

doubt and said: ‘I have to think for a while, because there are different domains in the 

care plan… But then I don't know for a moment ... That will belong to the domain of 

wellbeing, I think it’s that. Or personal care…’ 

  The main goal was described by respondent 2 as: ‘The most important thing we 

think is that the client is comfortable, that he is as little as possible hindered by the 

misunderstood behavior.’ Furthermore, the care professionals appointed that the care goal 

consists of an explanation of the misunderstood behavior, how to approach the client and 

who are involved in the process of dealing with the behavior, for example a psychologist.  

This is supported by different ways to achieve this. Respondents appointed among others 

a handling’s advice, interventions and actions to cope with or reduce misunderstood 

behavior.  

 

Comparison with document analysis 

Despite all of the respondents knew in broad lines or exactly what should be in the care 

goal. Not all of the health records met the points mentioned. As described in the document 

analysis part, there were health records which missed among others an approach to 

misunderstood behavior and specific interventions for handling or reducing the 

misunderstood behavior. Furthermore, three of the respondents explicitly mentioned that 

the handling’s advice is in the care plan, which was not the case in some health records. 

 

Do 

Talking about reporting all of the respondents came up that they and their colleagues write 

reports linked to a care goal. All of the care professionals told the interviewer that reporting 

is done about observations concerning misunderstood behavior under the care goal 

‘cognition’. Besides of that, three of the respondents mentioned the fact that they use the 

heading ‘mood’ with the smiley as well. Respondent 1 told the psychologist came up with 

this function, since it is very useful for the psychologist to have an overview in this way 

about how the mood of the client was over a period. According to her everyone uses the 

function of the smiley. Respondent 4 never heard about the existence of the heading, she 

said: ‘Well you see, that is what I mean, we sometimes lack that we look further, we do it 

under cognition, when in fact, you can still divide that. I don't think that happens that 
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much with us. But the possibility is there, because we are sometimes told that you have 

to look a little further.’ 

 When asked what the care professionals reported concerning misunderstood 

behavior the care professionals reported the following main aspects: what happened, what 

action they took and how the client reacted. A few respondents mentioned the way of 

reporting, in their eyes some colleagues report too elaborate. Respondent 2 said: 

‘Sometimes I think the reports can be more concrete, more focused on the goal. But there 

are actually no agreements about’.  

 

Comparison with document analysis 

The respondents mentioned the fact they report under the care goal ‘cognition’. In fact, 

this is by no means always the case for the analyzed health records. Various care 

professionals report without linking the report or linked to a care goal where misunderstood 

behavior does not belong. Further, the heading ‘mood’ was known by three of the 

respondents. Compared to the health records the function was regularly used in five of the 

health records.  

 About what they reported is not always reflected in the EHRs. The respondents told 

they report the action and reaction concerning misunderstood behavior. However, this is 

not always the case. As described, there were still reports which did not describe the action 

the care professional took or the reaction of the client.  

 Some statements, on the other hand, found a literal example in the report. An 

example is the following statement about adjusting the approach and actions concerning 

misunderstood behavior: ‘If something happens several times in a row, you think: how are 

we going to do this?’ The literal example in the health record was a client who always 

showed misunderstood behavior when his wife left and then the care professionals made 

a personal approach. They would take the client to his room for waving goodbye his wife 

and to give him some personal attention, this should reduce the unrest of the client.  

 

Check  

The respondents told that, in principle, evaluation takes place twice a year, according to 

the national guidelines. In between only an evaluation is planned when the situation is 

changing extremely, and intervention is preferable. Respondent 1: ‘Yes, well it is officially 

once every six months, but in the meantime a family meeting, that’s how it is called, can 

be requested, if some agreements need to be changed, or if the behavior extremely.’ 

Respondent 2 mentioned that it is hard to evaluate with this group of clients, since this 

specific target group suffers from dementia. Therefore, they evaluate with the family and 

observe the client as good as possible to investigate their body language and the level of 

unrest. In this phase the care professionals use the reports to evaluate the previous period, 
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to look at the current situation and the desired future situation. According to respondent 4 

it is useful to read the reports of the period before to evaluate the behavior of the client 

and whether or not something unexpected happened. Respondent 3 explicitly mentioned 

that the reports are ‘badly needed’ in the evaluation phase.  

However, evaluation is not always in the right way in the records according to some 

respondents. The respondents mentioned different issues according to the evaluation 

phase. Respondent 4 mentioned that she and her colleagues evaluate almost each month 

how the interventions effect the client. This respondent told about reporting after 

evaluation took place: ‘It is discussed more orally, you sit with a group around the table, 

or… with regard to someone from the care and a group of us from the living room that we 

say what are your experiences with it? But that is not directly in the record.’ A second 

respondent, respondent 5, indicated another issue which evaluation can hamper, 

sometimes she misses the ‘reaction’ on a problem. This can be in a situation that the care 

professional reported an issue with the expectation that the contact nurse of the client will 

do something about it. A last issue mentioned was when the respondent was a few days 

off, it is not always possible to read about the status of the current situation.  

 

Comparison with document analysis 

In the analysis in different health records the evaluation was missing. The fact that one 

respondent mentioned that they do not always write down the evaluation can be an 

explanation for this issue. Another respondent explicitly mentioned that the reports are 

‘badly needed’ in the evaluation phase. In the report about an evaluation meeting was 

described that they used the reports, this confirms this respondent. Furthermore, all of the 

respondents know when evaluation is needed, however this is not recognizable in the EHRs.  

 

Act  

About the phase ‘act’ the care professionals explained that they adjust the care plan when 

the behavior changed in such a way that the current advices and interventions are not 

effective anymore. In this situation there will be reporting about the introduction of a new 

action or the care plan itself is adjusted. Besides, a referral to the psychologist or the 

general practitioner can be seen as ‘act’. They will start a new plan cycle with their plan. 

Respondent 2: ‘For example, if the current handling’s advice does not work, if it needs 

adjusting, if there is another need. Whether the situation changes, behavior can change. 

Environmental factors can change, such as the composition of the group in the living room. 

These are all factors that play a role yes. Such changes lead to the fact that you have to 

adjust the care plan to the new situation.’ Respondent 1 mentioned that she and her 

colleagues only change advices concerning misunderstood behavior in consultation via the 
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multidisciplinary consultation with the family, contact nurse, psychologist and optionally 

the general practitioner.  

 

Comparison with document analysis 

According to the interviews the act phase is done, however this is different with the health 

records. In three of the health records it was not according to the requirements. Further, 

it variated, in some records everything was reported and in others there were in Q1 no 

adjustments made to the care plan.  

 

Working methodically 

Concerning working methodically the care professionals had different opinions and 

experiences. Almost all of the respondents did ever hear about the term ‘methodisch 

werken’, except for respondent 1, however after explaining the concept she said: ‘Yes, 

actually we do yes. I had never actually heard of it.’ Respondent 3 saw the concept of 

working methodically as reading specifically reports per care goal, though she said she did 

feel like other colleagues did not read as specific as she did. One of the care professionals, 

respondent 4, explained how they use the concept as ‘working step by step’. In her team 

the care professionals tried new interventions step by step and evaluate in between if the 

steps are working. In contrast, respondent 5 told the interviewer that in her team they do 

not use the concept of working methodically in the current situation. In her opinion this is 

because she has the feeling that the reports not always are used to improve the approach 

towards the client. However, she was known with the concept and had a positive attitude 

towards it.  

 

Comparison with document analysis 

According to one respondent her team tried new interventions step by step and evaluate 

in between if the steps are working. In some health records is this the case, however not 

all of them. As described above one respondent told that in her team, they did not very 

actively use the concept of working methodically.  This is the case for some health records 

as well as described before in the section of sub question 1.  

 

4.3.3. Mikzo   

The next topic is about Mikzo as care vision itself. In this part of the interview is asked how 

the care professional experience working with Mikzo and whether it supports working 

methodically or not. In general, the respondents reacted positive towards Mikzo. The 

advantages are among others that it is an elaborate system, reporting can be short and to 

the point and all of the information about the client you need is easy to find. All of the 

respondents are positive concerning whether Mikzo supports to work methodically or not. 
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Respondent 4 explained: ‘Yes, the Mikzo is also a bit of a step-by-step plan, with regard 

to the actions you want to take this is very useful.’  However, respondent 2 mentions that 

in her opinion her team can use the system more optimal by using all of the functions 

Mikzo provides. According to her not all of the functions are used already. An example of 

such a function is the heading ‘mood’ with the smileys.  

An issue which was mentioned by two of the care professionals that they did not 

experience it as practical. Respondent 2 called it ‘cumbersome’ and this respondent found 

it impractical that there is so much information in the care plan. In addition, according to 

a care professional if you want to know all of the relevant information about the client you 

need to look at many different parts of the system, such as the Mikzo list of the system 

and in the heading ‘documents’. It would be easier if all of the relevant information was 

already included in the care plan. In this way reading the relevant information of the client 

will cost quite some time and the respondent doubts if everyone is reading it.  

 

Ease of use 

About the ease of use of Mikzo to work methodically the opinions differ. An issue mentioned 

by three of the respondents is the efforts required to read back reports; this requires a lot 

to click trough menus and options to reach this section and sometimes some reports cannot 

be found. This can be a system failure or caused by difficulties in choosing the right care 

goal, since there are so many options. According to respondent 1 some care professionals 

feel overwhelmed by all these options and menus. Respondent 3 emphasized the fact that 

it is useful to report at the right care goal: ‘You can also find information on care goals if 

a colleague has reported something. Then you do not have to read all the reports, but you 

can only look at that specific care goal: "what did they report"?’ Overall the respondents 

were positive about the ease of use. Mikzo gives a good overview.  The reminders the 

system gives are useful and respondent 1 told: ‘I think that if everyone understands exactly 

how it works, it really works for everyone because you have those headings and other 

functions for a reason.’ At the moment for some colleague the system has to many 

functions and therefore some people lose the overview to understand everything.  

 

4.3.4 Usefulness 

All of the care professionals interviewed consider working methodically and Mikzo as useful. 

One of the reasons is the overview, which is seen in Mikzo, when everyone reports in the 

same way and according to the plan in a methodical way. In this way it is possible to stay 

on the same page concerning dealing with misunderstood behavior. Besides, it is useful 

that there is an advice how to deal with the misunderstood behavior in the care goal 

‘cognition’. In this way probably everyone will follow the plan and use the handling’s advice 

and not follow their own plan, which leads to a joint, unambiguous approach by the 
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professionals. In this way the care professionals feel more confident they can improve the 

well-being of the client. Respondent 5 explains what the usefulness of working methodically 

is for her: ‘Well then you have a better insight into the well-being of the client. You better 

map out the problems that you identify and then you monitor that better as well, then you 

keep a better track of it, you will have a better view of it. Is it getting better, or different? 

Should we try something else?’ Respondent 4 explained that working methodically leads 

to being more person-centered, and more goal focused. Furthermore, if everyone works 

methodically and reports in the right way, everybody know how to approach a client, how 

the situation of the client is, where the care professional should watch out for. Additionally, 

it is very useful for the psychologist to have an overview and make a more specific 

handling’s advice.  

 

Comparison with document analysis 

The health record of client 9 is an example for the importance of a clear plan in the care 

goal. In this record were all of the requirements fulfilled in the plan phase and consequently 

also in the other phases. Contrary, in EHRs where the plan was not correctly done are the 

other phases missing requirements as well. 

 

4.3.5 Barriers 

Different barriers were mentioned by the respondents. These are summarized in table 6 

including the quotes. The barriers are categorized as described in the conceptual 

framework to the main categories: characteristics of the method, characteristics of the 

user and organizational characteristics. These main categories are divided to the 

subcategories: method, system, knowledge and skills, time and training. By method is the 

method of working methodically according to Mikzo and the PDCA cycle meant. System 

describes the extent to which an EHR system facilitates the care professionals in working 

methodologically. Next, knowledge and skills are about the knowledge and skills to work 

methodically. Time is concerning the time it takes to work methodically. And lastly, training 

is about training to learn how to work methodically and with the EHR system.  

There can be different barriers concerning the characteristics of the method. The 

first subcategory was the method. Respondent 5 mentioned that she thinks it is difficult to 

report short and to the point. Further, not everyone reports in the right care goals, which 

makes it a hard search to find the information you need.  The second subcategory was 

system. One of them was the issue of clicking through to access a specific menu or adjust 

a care goal in Mikzo. This is cumbersome and therefore respondent 2 says: ‘That’s why I 

sometimes skip some steps.’ Further, for some colleagues the system is still not totally 

clear according to a care professional. Another barrier was too much information in the 

system, because of this respondent 5 sometimes lost the overview.  
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For the next category characteristics of the user only one barrier was mentioned. 

This was about the knowledge and skills of the care professionals concerning working 

methodically. Respondent 3 had the idea that not all of her colleagues were familiar with 

the method and how it works. This could be a barrier for working methodically in the right 

way.  

The third category was characteristics of the organization. Two subcategories were 

found here. Often the barrier time was mentioned. To report and read everything in the 

way the care professionals should can take too much time. Therefore, the care 

professionals do not always work in the way they want and should do. To report and work 

methodically in the health record is time consuming. Respondent 3 explained: ‘Because of 

the time pressure you experience in a department. Yes, then it is simply an extensive 

system. It is not just one click ... You don't have it quick in front of you, you have to look 

up some things now and then. How and where should I report this information? If you're 

not good enough at it, it takes time.’ Besides, reading information about the client before 

visiting can take some time mentions respondent 4. The other subcategory was training. 

According to the respondents this is already a few years ago and not everyone has had the 

training. All of the respondents agree on the fact that the care professionals should follow 

a training in working with Mikzo. One of the care professionals told that the introduction 

training of Mikzo was not sufficient, which has caused that Mikzo is applied in different 

ways in the different teams: ‘Mikzo was actually still in its infancy at the time and as a 

result a lot of things were still unclear and that is why we went a bit wrong by doing things 

ourselves in our own way and it turns out that the organization is not all set to the same 

level.’ Besides, in most of the teams new colleagues are not able to follow a training, they 

have to learn it from the team.  This is not always optimal according to the respondents. 

They feel like they do not master the system and method enough to do this. However, in 

two teams they are planning for training, but this is at the moment not possible due to 

COVID-19.   
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Category  Sub category  Quote 
Characteristics of the 
method 

Method It remains difficult to report short and to the point 
System If I want to change the care plan, I have to click through a lot before I can actually change 

the care plan. 
System  Because of clicking through and opening the other options and menus again, that is a very 

cumbersome thing and that is why I sometimes skip things 
System It is a lot of information 
System  Yes, then it is simply an extensive system. It is not just one click ... You don't have it quick 

in front of you, you have to look up some things now and then. How and where should I 
report this information? If you're not good enough at it, it takes time. 

Characteristics of the user  
 

Knowledge and 
skills 

(About colleagues): No, they don't yet understand what the system is, how it works.  

Organizational 
characteristics 
 

Time The sad thing is that you don't have much time to report it and let colleagues read it all, 
which is what makes it difficult. And, that is why it is not yet widely used, which is a pity. 
Then you do miss some information.  

Time Yes, through busyness. Because you now have several clients, you get a call again, then 
you have a phone call, I always do it, or at least try it. 

Time Then it is quite a while in the room to read all the information before you help someone. 
Training We have also discussed this in the department, isn't it useful to take a training again? 

Because not everyone knew that. (what?) 
Training (About training): I have heard them about it, but some colleagues when you tell them that 

they say, "oh, I didn't know that at all" and then you notice that some people still miss it. 
Training We then took a course. Mikzo was actually still in its infancy at the time and as a result a 

lot of things were still unclear and that is why we went a bit wrong by doing things 
ourselves in our own way and it turns out that the organization is not all set to the same 
level. 

Training It also dilutes again; at some point you do what you think is right. And I don't always know 
if that's useful. But again, it could have been implemented differently. I think you would 
have had better plans by then. 

Training … but if it is introduced halfway, or you are not involved in it, in a new thing that is very 
important, people do not see the point. 

Table 4.5. Barriers for working methodically  
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4.3.6 Facilitators  

Different facilitators for working methodically were indicated. The main categories from the 

conceptual framework were divided in the following subcategories: family, method, 

system, time and training. The facilitators are presented in table 7. With family is the family 

of the clients meant. The other factors are corresponding as already used for barriers.  

 There can be different facilitators concerning the characteristics of the method. 

Different facilitators concerning the work method are mentioned. One respondent 

mentioned that it should be helpful if the reports are more concise and shorter. The second 

facilitator was about working in the right way, if the ones who are able to work in the right 

way, they can show the others how desirable it is to do so. Another suggestion was to have 

someone (i.e. a team lead) who once every six months would sit together with the care 

professionals if everything was clear and if the care professionals need any help by working 

methodically. A respondent explained another advantage: ‘If everything is in the care plan, 

and everyone knows how to deal with the resident and you report well on that, then you 

also know what does and does not help and you can respond faster.’ Further, different 

facilitators concerning the Mikzo system were mentioned. An advantage of using Mikzo is 

that an overview is available according to different care professionals. ‘It is very clear, and 

if you just come here to the department as contingent worker, you can get out what is 

needed to provide the good care without knowing about the rest.’ Lastly, Family can help 

for working methodically. In the Mikzo it is possible for family to read reports and react 

upon it.  Family who reads the health record and gives their opinion can be valuable since 

they know the client very well and can give relevant suggestions how to handle the 

misunderstood behavior. 

For the second category characteristics of the user two facilitators are mentioned. 

It is a facilitator for other colleagues as at least one colleague does it right, in this way 

they have an example what the desired method is. Further, respondent 1 beliefs that when 

everyone understands the system they will work methodically, all of the functions are there 

for a reason. It is important that these functions are used in the right way.  

 The third category are characteristics of the organization, here different facilitators 

were mentioned. Having sufficient time is a facilitator. Time is important to report in the 

right way and to evaluate more. ‘Yes, actually more time. That you have a little more time 

to delve into a client, so that they read through that Mikzo list. Yes, then you will get more 

background information and you can work methodically and work more efficiently because 

you know the relevant information.’ Lastly, training was mentioned. According to one 

respondent it should be good to have a training again to pay more attention to working 

methodically in a correct way.  
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Category  Sub category  Quote 
Characteristics of the 
method 

Method Just once every six months, how do we do that, do you still run into something with a certain 
function? That you are all on the same page. 

Method Yes, it should be shorter or more concise, but the information it contains is also necessary. 
Method If everything is in the care plan, and everyone knows how to deal with the resident and you report 

well on that, then you also know what does and does not help and you can respond faster. 
System  It is very clear, and if you just come here to the department as an on-call worker, you can get out 

of what is needed to provide the good care without knowing more information.  
System Only goals that you can pursue, which are in the care plan and other information is in the Mikzo list. 

I think that's good, more concrete. 
System You get that Mikzo list if you fill it in correctly, then you just have a very concrete picture about the 

client. That is of course very useful that you can follow the course of life, everything can be 
incorporated in it and that is of course very positive. This has a positive effect on the client. 

System Yes and we can also see that someone comes to our living room around 10:30 and 11:30 and that 
is so very annoying, you can get back from that was immediately wrong this morning when getting 
up and the ADL. You can all look back on this in the report and then you can respond to it a little 
and take it into account. That gives a picture of the whole day. 

System It actually looks a bit like what we had before, but you can now report more focused, for example 
with ... if you have measurements, blood pressure, saturation, there are separate icons for that, so 
you can put that below that. very handy. And that is also easier to find.  

Characteristics of the user Knowledge and 
skills 

You have to do it right, because this way you can also show your colleagues how desirable it is. 
That you do it as good as possible for the client. 

Knowledge and 
skills 

I think if everyone understands exactly how it works, it really works for everyone because you do 
have those functions for a reason. 

Organizational 
characteristics  

Time Yes, actually more time. That you have a little more time to delve into a client, so that they read 
through that Mikzo list. Yes, then you will get more background information and you can work 
methodically and work more efficiently because you know the relevant information.  

Time  Sometimes I need some rest and time. (To report in the right way) 
Training But we sometimes talk about the fact that it is sometimes good to take a clinical lesson or to pay 

attention to it again. It is of course now all stopped due to Corona. 
Table 4.6. Facilitators for working methodically  
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Chapter 5 – Discussion 
 
This chapter will provide a summary and interpretation of the results of this study. Next, 

the strengths and limitations of the theory and method will be discussed. Finally, 

recommendations for further research and practical recommendations are provided.  

 

5.1 Aim of the study  

The aim of the study was to investigate to what extent the care organization works 

methodically concerning misunderstood behavior for clients diagnosed with dementia 

according to the requirements of the care vision Mikzo. Furthermore, the experiences of 

the care professionals with working methodically as well as the facilitators and barriers for 

working methodically were analyzed. 

 
5.2 Main findings and conclusions 

A document analysis was conducted to answer the main research question and the first 

sub question, to get insights into the extent to which the care organization works 

methodically. Based on the studied health records l, it can be concluded that care 

professionals did not work methodically to a high extent. Only for two out of the seven 

health records fully ‘working methodically’ could be marked according to the requirements 

of the checklist used in this study.  In the other health records, different items were missing 

or not completely done in the right way. In the plan phase there were mainly two 

problems. First, for all of the clients the goal was ‘stabilizing’ which needs an explanation 

why the care professionals chose to stabilize, and why no improvement was possible 

anymore. This was only reported in two of the examined health records. The second 

problem was the specification of the actions in the care goal to handle the misunderstood 

behavior of the client. In more than half of the records, these actions were vaguely 

described or no specific actions were mentioned at all. In the do phase, 6 out of the 7 

studied health records did not fulfill all the requirements. Especially the description of the 

action that was taken by the care professionals during misunderstood behavior of the client 

was missing in the health records. Besides, the place of reporting was often not right or 

the heading ‘mood’ was not used to classify the mood of the client. In the check phase, 

in more than half of the records, an evaluation took place. However, in some records, 

evaluation was missing or evaluation only took place in corporation with the psychologist 

or general practitioner instead of among the care professionals as well. In the last phase, 

the act phase, new plans were made in more than half of the records. Besides that, these 

plans should be integrated into the care plan. However, this was only done in four of the 

records and in one record, no new actions were undertaken at all.  
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 The interviews showed that the respondents more or less knew how they should 

work methodically. Nevertheless, some of them were not familiar with the heading ‘mood’. 

Furthermore, all of them saw working methodically as a useful concept in the care of people 

with dementia and misunderstood behavior but admitted that there was room for 

improvement to embed it more into the organization. There were some barriers that 

concerned the following themes: method, system, time and training. Especially lack of time 

and training were mentioned regularly. Concerning the characteristics of the method, there 

were some difficulties with the system and reporting. For users, the main barrier was the 

lack of sufficient knowledge and skills. Finally, with respect to the organizational 

characteristics, time and training were often mentioned because it is time consuming and 

insufficient training in working methodically was provided. In addition to these barriers, 

facilitators were mentioned as well. These concerned the following themes: family, 

method, system, time and training. Facilitators were sufficient time, more training, better 

reporting and more support. Additional facilitators to work methodically include the advice 

of family, having an overview of the client and all care professionals following the same 

plan.  

 

5.3 Discussion  

This section first discusses the theoretical and conceptual framework of this study, then 

the methods used and finally the results of this study.  

 

5.3.1. Discussion of the theoretical and conceptual framework 

There are different limitations and strengths concerning the theoretical and conceptual 

framework of this study. The main strength is that these frameworks are built on the PDCA-

cycle, which is the most frequently used and recommended effective theory for quality 

improvement in healthcare (McNicholas et al., 2019). Nevertheless, the framework was 

limited due to the lack of available relevant literature on working methodically and the lack 

of existing validated theoretical frameworks.  

  

5.3.2. Methodological discussion 

From a methodological point of view, the underlying research has several strengths and 

weaknesses. A strength is the usage of a single rich case study. This made it possible to 

investigate this specific organization in depth. Besides this, both interviews and a document 

analysis were used to collect data for which, triangulation was used (Patton, 2002). 

Another strength is the support of M&I Partners and the developer of Mikzo by setting up 

the methods of this study. This increased the content validity by using their expertise about 

the care vision and working methodically (Hyrkäs et al., 2003).  Nevertheless, these 
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experts can be biased as well because they possess an extensive knowledge of the topic. 

However, due to their extensive knowledge they might also have prejudices that can 

influence the study towards a pre-determined outcome (Hinds, 1999). There are several 

methodological limitations as well. First, the fact that this a single case study with a limited 

study population (five professionals and seven health records). Originally, a multiple case 

study was planned where three organizations were supposed to be involved in this 

research. Unfortunately, during the execution of this research, the COVID-19 crisis started 

which created an enormous pressure on the care organizations in the Netherlands. One 

organization cancelled immediately at the beginning of the study, since the care 

organization had no time left to collect the EHRs and recruit care professionals for the 

interviews. A bit later, a second organization dropped out due to COVID-19 as well. As 

mitigation to the high dropout rate, additional interviews were held within the participating 

care organization. Nevertheless, this led to a different study in comparison with the original 

aim of the study. The initially selected care organizations used different care visions; the 

goal was to compare the different organizations to investigate if there were big differences 

between the care visions. Besides, the validity would have been higher if three 

organizations would have been included instead of one. In this way, comparison would 

have been possible and more people would be present in the study. This probably would 

have led to more relevant results to improve the quality of working methodically.  Research 

in one organization leads to a lower generalizability to other care organizations in the 

Netherlands, because only a small part of the population is presented. Further, if research 

would have taken place in different organizations, space triangulation would have been 

available (Patton, 2002). Space triangulation increases the information obtained from 

participants to provide a more holistic view of the phenomenon of the study (Begley, 1996), 

which could have increased the construct validity (Patton, 2002). A second limitation is the 

possible risk for bias because the selection of the care organization was done by M&I 

Partners. There is a risk that they selected the organization based on the prior knowledge 

they already had about the organization. In addition, the selection of the EHRs and the 

care providers was done by the care organization themselves. This leads to a risk of 

selection bias, i.e. selecting more people who are positive about working methodically. This 

can decrease the trustworthiness of the study (Polit & Beck, 2004). A third limitation 

concerns the credibility of the study. The coding was done by one person only which can 

cause bias due to subjectivity of the researcher. Furthermore, the checklist of the 

document analysis and the topic list for the interviews are made by the researcher in 

cooperation with the experts of M&I and the developer of Mikzo, since there were no 

validated lists available. As a result, this might decrease the validity. Finally, because the 

checklist and the interview guide have not been empirically tested, it cannot be confirmed 

that it measures the items correctly. 
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5.3.3. Discussion of results 

The underlying research showed that the care professionals in the care organization do not 

work methodically as they should according to the PDCA cycle yet. The research shows 

that different barriers and (lack of certain) facilitators can be linked to this result. This is 

in line with the results of Reed and Card (2016), who stated that although the concept of 

the PDCA cycle sounds very easy to use and everyone should be able to use it in practice, 

application of the PDCA cycle is not always as easy as it sounds. Users need to adapt the 

use of the cycle to address different challenges and different stages in the cycle of the 

specific improvement. This requires the use of extensive skills and knowledge in 

combination with the PDCA cycle (Reed and Card, 2016). According to the respondents of 

this research, care professionals often lack the proper knowledge and skills. This can be 

seen as a barrier for the care professionals to work methodically. The same research of 

Reed and Card showed some key failure modes in the application of PDCA. In the plan 

phase this was about not defining the actions and interventions completely. This was a 

mistake which was often made in the investigated health records in the underlying research 

as well. Next, Reed and Card (2016) mention that the most common mistake in the do 

phase occurs during data collection of the progress. In this research, collecting data is 

classified as to document in the health record. This was not always done by the care 

professionals as they should, consistent with the results of Reed and Card (2016) 

Furthermore, according to Reed and Card (2016), in the study or check phase the most 

common failure was to communicate what was learned. This point is partly fulfilled by the 

respondents however, the care professionals do not always evaluate in the right way. 

Finally, according to Reed and Card (2016), the common failure to comply in the act phase 

is not engaging to a new cycle or moving too fast to a bigger scale, which is different from 

this research where the act phase was done in the right way.  

 A study by Vilans and Trimbos (2013) did research into the core elements of coping 

with misunderstood behavior for people with dementia. Their study showed that most of 

the care organizations in the Netherlands meet the requirements to deliver a good quality 

of care. However, these conditions can be given a better, more methodical interpretation. 

Physical examination of the client, evaluations and agreements are often missing in the 

health records. This corresponds with the current study; the evaluation can be improved, 

and specific agreements are often missing in the plan phase. In the study of Mahler et al. 

(2013), the care professionals suggested to develop an internal training to work 

methodically and to provide a coaching role for employees. These suggestions were also 

mentioned by the respondents in the current study.  

 Another study of the Dutch inspectorate (IGZ) (2016) showed why care 

professionals did not work methodically yet. Different reasons were, including but not 

limited to, unfamiliarity, guidelines that are too general, an insufficient proactive attitude 
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of care professionals, lack of time, working monodisciplinary, inadequate expertise, 

agreements between pharmacies and doctors and the physical environment (IGZ, 2016). 

These factors partly correspond with the results of the underlying research. The factors 

that were corresponding were: unfamiliarity, lack of time and inadequate expertise.  

 

5.4 Recommendations 

According to this study, different recommendations can be provided for further research 

and for practice.  

 

5.4.1. Recommendations for further research  

The first recommendation for further research would be the development of a theoretical 

framework regarding the effect of working methodologically on care performance with 

clients exhibiting misunderstood behavior. A second recommendation would be to conduct 

further research into working methodically and the effect on the care performance in 

nursing care organizations on a large scale to improve content validity. Currently, all large-

scale research is targeted at hospital care. Therefore, a gap still exists in the available 

academic literature. Regarding the replication of this study, a validated checklist and an 

interview guide can be developed as a result of more research. Further, involving additional 

researchers, it is suggested to make the data analysis more trustworthy. A topic that is 

excluded from the current research set-up is the influence of the perspective of employees 

at the EHR. It can be of great influence whether the employees perceive an EHR as a part 

of care or as an administrative task.  

How the employees perceive the EHR could influence the degree to which they work 

methodically.  

  

5.4.2. Recommendations for practice  

Practical recommendations of the study include providing more training opportunities or 

new training set-ups to refresh the knowledge and skills of the employees regarding 

working methodically. The focus of this training should especially be on reporting the 

actions taken as this can be considered a frequently made mistake. Other topics that should 

be included in the training are the following: development of actions, monitoring the 

progress and evaluation of the progress. Further, apart from working methodically, a 

training of working with the EHR and Mikzo is suggested as well. The results showed that 

multiple employees did not possess the digital literacy to fully cope with the EHR. One of 

the possible benefits of the additional training is that if the knowledge levels increase, 

working methodically will become less time intensive. Besides, additional training of the 

overall concept of working methodologically should be discussed more extensively and 

evaluated amongst the care professionals. This will increase the awareness of working 
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methodologically and eventually lead to a higher quality of care. Another suggestion is to 

have one person on the team to take on a coaching role in working methodically for the 

other care professionals. For example, it could be useful to have an appointment every two 

months to discuss the progress with working methodically and to discuss the points that 

are still difficult or unclear.  
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Appendices  

 
Appendix 1: FHML-REC form  

 

FHMLREC: Ethics Review of niet-WMO-plichtig research with human participants 

 

Programme: Healthcare policy, innovation and management 

 

Student Name: Floor Corman 

email: f.corman@student.maastrichtuniversity.nl 

 

Supervisor Name: Ingrid Kremer  

email: i.kremer@maastrichtuniversity.nl 

 

Project Title: Application of different care visions on the registration in the EHR of 

clients with problem behaviors  

 

The following list presents the key characteristics of a high-risk study. Please indicate which 

of these characteristics (if any) apply to the study that you will conduct for your master 

thesis project.  

 

� own data collection among population below 18 years of age  

� own data collection among patients or persons placed in long-term care institutions   

� own data collection among persons with limited decision-making capacities or 

disabilities  

� own data collection among persons with a specific disease, e.g. diabetes, HIV, 

dementia, etc. 

� own data collection among other vulnerable groups, e.g. migrants, minorities, etc.  

� own data collection on a sensitive topic, e.g. deviance, informality, taboo subject, etc. 

� own data collection using invasive research instrument(s), e.g. medical intervention, 

etc. 

 

 

Please complete the following in a free style with a high level of detail. FHMLREC is looking 

to see that you have identified ethical issues and addressed them satisfactorily; and, that 

you are thinking about undertaking your research in an ethical manner, and can 

communicate this to your research participants and other people in society generally.  
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1. The Study 

 

1.1 What is the nature of the study? What are the key questions that you are 

seeking to address? 

This study is a qualitative case study.  

The aim is to if study if the different care visions have influence on the registration of 

the EHRs of clients with problem/ misunderstood behaviour and what the experiences 

are with EHR and the care vision used of the care providers.  

 

1.2 What are the methodologies that you will employ in the study? 

Document analysis, analyse EHRs and interviews.  

 

1.3 How will humans be participants in the study (either directly or indirectly, 

for example, through the use of their personal data)? 

In analysing the EHRs indirectly and direct in the interviews.  

 

 

1.4 Does your study re-use data that has already been gathered for another 

project or purpose? If so, do you have permission to re-use that data, and was 

there the relevant consent for this re-use in the first study? (Please explain, 

with reference to, for example, previous ethics committee decisions and 

informed consent protocols.) 

No.  

 

1.5 What sort of people will be involved? (For example, professionals in the 

course of their profession, members of the general public.) 

Employees of care organizations. And indirect clients of the organizations.  

 

1. 6 On what grounds did you determine the number of participants needed 

for the study? 

What is realistic based on time.  

 

1.7 On what grounds did you determine that this is a useful study? 

In Dutch health policy there is a growing emphasis on patient self-management and the 

development of a care plan (Ministerie van VWS, 2019). Self-management is the ability 

of patients/clients and their family to manage their own care process and routinely 

assess problems and accomplishments. A tool that can be used empower clients to have 

control over their own care and chronic condition is an EHR and a specific care vision 
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(Actiz, 2015). However, the implementation of an EHR and a care vision within a care 

organization does not always lead to desired results. Especially when looking at problem 

and misunderstood right registration in the EHR if of big importance and it is not known 

if it is the case. 

 

1.8 Is this a ‘one-off’/ ‘stand-alone’ project, or do you foresee that you will 

want to re-use the data in future (different) research, or to share the data with 

other researchers for their future research? How have you ensured consent for 

this from your participants? 

Stand-alone project.  

 

1.9 If relevant, what is your publication strategy?  

-  

 

1.10 If the work is not going to be undertaken (solely) in The Netherlands, is 

local Ethics Review required in the country/countries where the research is to 

be undertaken? How will this be achieved?  

-  

 

2. Identifying Harms  

 

2.1 What are the possible harms that participation in your study could bring 

for the human participants? (These could be, for example, physical, 

psychological, economic, harms, harms relating to privacy, etc.) 

I do not perceive any harms for the participants of the study. The care organizations 

will share the EHRs anonomised and the interviews can be anonymous as well. The only 

important information is for which organization they work.   

 

 

2.2 How will you ensure integrity in the use of other researchers’ data and 

published work?  

When I use data of other researchers I will put a reference behind it and I will add it in 

my reference list.  

 

2.3 How will you ensure within your team that the highest standards of 

academic integrity are maintained, and that there are mechanisms to raise and 

discuss concerns within the team (and to the University Integrity Officer)? 



 
   
 

51 

Within the team there will be a lot of communication and every step will be discussed 

with the supervisors of M&I/Partners. No organizations or employees of the 

organizations are forced to participate in the study and before starting the thesis the 

organizations have received all the necessary information about the study.  

 

 

3. Safeguards 

 

3.1 How will you inform participants about their participation in your study? 

(Please also comment on any re-use of data issues.) 

The organizations are approached by M&I partners with information on the study, 

according to a letter set up by M&I partners, the organizations have to agree upon it, 

and that the data will be handled with confidentiality. 

Also individual participants will be informed and selected by the care organization itself 

about the study. They will voluntary participate.  

 

3.2 Will individuals be invited to participate in your study through informed 

consent, or are you appealing to, for example, the public interest in 

undertaking the work (for example, you might be undertaking a participant 

observation)? 

Please supply details (and, where appropriate, drafts of any forms) of your 

informed consent process (i.e. both how you will gain informed consent from 

your participants and how you will evidence that consent), and the information 

sheets that you will use. 

People who will be interviewed are informed by their own company and will be asked 

before the interview if they understood all the information and if they agree in 

participating in the study.  

 

3.3 How will you process any personal data in the project? (You should explain 

the safeguards in place throughout the processing of the data from gathering 

the data, analysing the data, storing the data, and destroying the data at the 

end of the period.)  

I will get the data anonymised and only in a safe environment. The data will be on the 

server of M&I/Partners, which is a safe environment since M&I/Partners is GDPR- proof. 

This data will be secured with a password. The data will only be saved on a laptop of 

M&I partners.  

After finishing the internship, the information will remain property of M&I/Partners.  
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3.4 Who will have access to the personal data? In particular, will you use de-

identification methods (coding, anonymising, etc.) as a protection? Will you 

engage in “open data” methods of data sharing for integrity issues? Under 

what conditions will they have access? 

Only the researcher and the supervisors of M&I partner will have access to the data. 

The EHRs will be anonymised and the interviews will be without names, it is only 

important to know from which care organization the employee is.  

 

3.5 Will there be any reimbursement, remuneration or reward for 

participation? If so, what is your reasoning for this and is it proportionate and 

appropriate? 

No  

 

3.6 Are there any further safeguards that you have put in place? 

-  

 

3.7 In what circumstances and to what extent will your participants have the 

opportunity to withdraw their participation? How will this be communicated to 

them? 

The care organizations and the participants will be informed by a letter, in which will be 

explained what will be expected of them, what the aim of the study is, that it is 

confidential and what will be done with the collected data.  

 

3.8 Is participation in the study confidential? In particular, will participants be 

identifiable in any publications or other dissemination of research results? If 

so, will you have a specific consent for this use of the data? If participants will 

be unidentifiable, how will you ensure this in your publications? 

The participants will not be identifiable, the only information necessarily is from which 

care organization they are.  

 

3.9 How will the data be stored, and for how long will it be stored? Please 

indicate which data storage plan you will use (please copy here one of the data 

storage plans describe below). If you are not proposing to use this, why not? 

Situation 4: Student collects new data at an external organisation 

- Property: the data collected are the joint property of the external organisation and the 

student. 
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- Specific agreements have to be made between the student and the external 

organization about the safe use of the data, i.e. that: 

o Data, once collected, will not be taken out of the building of the external 

organization or only anonymous data can be taken out of the building; 

o Precautions are taken by the student to prevent the loss of the data (e.g., not 

travelling around with the data unnecessarily, being careful not losing an USB stick 

or laptop with the data during travel);  

o Precautions are taken by the student to prevent that the data can be viewed or 

used by others (e.g., prevent access to laptop with data or completed paper 

questionnaires by housemates; remove data from laptop immediately after finishing 

the research);  

o The student takes into account any other specific rules of the external organisation 

considering safe use of data.  

- Storage: At the end of the placement period, the student has to give the original data 

and all copies of the (modified) data file(s) to the external organization, as well as all 

documents from which the data can be retrieved. After that, the student has to delete the 

original data and all copies of the (modified) data file, and all documents from which the 

data can be retrieved, that the student has. The data are stored by the external 

organization. 

 

4. Any other ethics observations that you wish to make. 

Here you might, for example, indicate how you will communicate your ethics strategy 

to third parties - to the broader society.  

-  
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Appendix 2: Checklist document analysis (Mikzo)   
 

Plan: 

- What is described in the care goal ‘cognition and mood’? (Care goal ‘cognition and 

mood’)  

o  What is the goal?  

§ For stabilization, is described why?  

§ Are there actions or interventions described to reach this goal?  

- Is there a summary of the handling’s advice in the care plan? (Care goal 

‘cognition and mood’)  

- Are there agreements about evaluation? How and when? (Care plan)  

 

Do: 

- Are the planned actions or interventions as described in care plan (and / or 

handling’s advice) carried out and do the care professionals report about it? 

(Reports on goal ‘cognition and mood’)  

- Is reporting correct, as described in the care vision? (Reports)  

o Correct reporting involves:  

§ When misunderstood behavior occurs, do the care professionals 

take action (optionally corresponding with the care plan) and are 

these actions and the result of the actions described?  

AND 

§ Do the care professionals report on the care goal ‘cognition and 

mood’ and/or do they use the heading ‘mood’?  

 

Check: 

- Does evaluation take place on the planned actions and interventions? And 

how? (Reports)  

o Is there any improvement in cognition and mood? Will it remain stable? 

Do the actions and interventions have the desired effect?        

o Is the care plan still fitting? Do the care professionals have to adjust the 

goals or actions?  

 

Act: 

- Do the care professionals take new actions? (Reports or care plan)  

- Is the care plan adjusted in this period? (Care plan) 
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Appendix 3: Topic list interviews care professionals  
 

Introduction researcher  

Introduction study  

- Which education did you do?  

- What is your function and for how long do you work in the healthcare sector?  

- What is described in the care plan if someone shows misunderstood behavior? 

(Especially for the goal ‘cognition and mood’) 

- What do you report concerning misunderstood behavior?  

o And where? What is the method of your care organization or team?  

- Where does this come from? Training from external organization or implemented 

by the organization itself?   

o Training: Was this training useful? Does everybody still remember this, and 

do you still discuss the content?  

- Are there agreements or guidelines about reporting?  

- Do you evaluate about reporting with your colleagues?  

- Does reporting lead to adjusting the care plan? And why?  

o And when do you adjust?  

- Evaluation: is the satisfaction of the clients and/or family asked?  

- How often do you evaluate the care plan? And how?  

- What do you think about using the EHR? 

o Is het difficult/easy?  

- What is working methodically for you?  

o Do you think it is useful?  

o Is het difficult/easy? 

- With which care vision does your care organization work?  

o Has this care visions added value? Why?  

o Does this make you work methodically? If yes, how does the care vision 

stimulates working methodically?  

- Are you familiar with the PDCA cycle? Does the care vision support this?  

o Do you use it?  

o If familiar, what are your actions per goal?  

- Does the care vision help you in your registration? And why?  

o Is it useful?  

- Do you report according to the care vision as you would like? Why?  

- What do you think are barriers and facilitating factors for working methodically? 

o What makes working methodically difficult or easy?  

o What is the influence of the care vision on working methodically?  
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o How does working methodically contribute to coping with misunderstood 

behavior? 
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Appendix 4: Key quotes of the interviews  
 

Respondent Key quotes  

Respondent 1 Then we say that it is important if you put that under that cognition 
and mood and then including the type of mood whether someone is 
overstrained or… the psychologist can read it back. 
We point this out to each other, but there is no evaluation or 
anything like that. 
I actually find it very useful. And also, that everyone can read it 
back, you can read one over a whole period. If everyone reads well, 
you stay on the same page because that is also very important and 
especially with misunderstood behavior. 
It is very clear, it is very clear and everyone, if you just come here 
to the department as an on-call worker, you can get out of what is 
needed to provide the good care without knowing further 
information.  
Sometimes there are too many options. What you can turn on and 
off. 
I think if everyone understands exactly how it works, it really works 
for everyone because you do have those functions for a reason. 
We have also discussed this in the department, is it not useful to 
participate in a training again?  

Respondent 2 In principle, as a care provider, you comply with the care plan, as a 
result of those interventions you also see how someone responds to 
the misunderstood behavior. Do the interventions work? Do they still 
need to be adjusted? That is important, how does someone react to 
you and your efforts? 
Sometimes I think the reports can be more concrete, more focused 
on the goal 
For example, if the current handling’s advice does not work, if it 
needs adjusting, if there is another need. Whether the situation 
changes, behavior can change. Environmental factors can change, 
such as the composition of the group in the living room. These are 
all factors that play a role. And what you have to adjust in the care 
plan. 
We really try to observe the clients as well as possible. We work with 
people with dementia, so they cannot express that very well. With 
people who are able to express themselves, you ask whether they 
are satisfied or if they experience more rest, things like that. And 
otherwise you can observe it, through body language, is someone 
restless, are they screaming at night? Has there been more rest in 
the body? And if we really can't figure that out anymore, we ask the 
family if they are satisfied. 
We can make more optimal use of it. Because then you can also 
complement the methodical working even better in the plan and we 
do not yet do that. So in that respect it is not very efficient now. 
More time. That you have a little more time to delve into a client, 
that they read through that Mikzo list. Yes, you will get more 
background information and you can work more methodically and 
work more efficiently because you know exactly how it works. 
That you draw 1 line anyway, that everyone carries out the same 
plan and that you follow the advice of the psychologist as a team 
and not that you follow your own plan ... Not everyone is going to do 
their own things, I think that is a very important is to do it right.  
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So the plans in another department may look quite different than 
that the common thread should actually be. I think that's a missed 
opportunity, I think if you really need to introduce like Mikzo then 
you really need to have a concrete plan, know exactly what your 
employees are planning. That it is all the same, the same thread. 
Yes, you do report on the problem stated in the care plan. So you 
report what you have seen when dealing with access advice. What 
you did, what Mrs. felt about it. As extensive as possible, so that 
your colleagues can also see what you have tried. 

Respondent 3 Short, concise and clear reporting, that is important. One colleague 
describes things differently than others, we have no fixed rules, that 
would be nice. But we don't have that now. 
So what she prescribes, what a doctor says, you do that. You act on 
that, or whatever family gives advice on this might work. Especially 
when you are in the research phase, you really need the reporting, 
what did you do, what did you try, what did you see? 
But I do think that we can still achieve something in this, how this is 
reported. 
Yes, I know they are working on it internally here. We have a Mikzo 
questionnaire, but it also remains an item on the agenda of the 
consultation on how are you doing now? Are there things that should 
be different? Do we still need guidance in this? The organization 
does that. So the signals we see, the organization does something 
about that. If someone is not good at it, then you try to take 
someone with you, but if that does not work then a team leader 
does that. 
… It is a working method in the organization, we do have courses, 
attention has been paid, for example, what about the care plan? 
What and how do you report? But it is the working method that we 
use, and we are talking about the Mikzo. That it has just changed, 
that it is more extensive. The Mikzo is more extensive and since 
children of residents can look into the Mikzo. 

Respondent 4 I think it is very good, for everything and especially if you have an 
MDO, a consultation, on one person you can get the Mikzo in and 
then you can start looking at things like… How long has something 
been going on? What can we do about it? You have an immediate 
overview of the situation and all information is therefore in one 
place. 
It is discussed more orally, you then sit around the table with a 
team, and then we discuss our experiences with it. But that is not 
directly in the health record. 
Yes, well it does. Especially with real problems, problems that you 
have to look at step by step. Then you do a step like that and then 
again something else and then evaluate it over time. Has this step-
by-step plan been good or should we have left something out or 
done something else? Working methodically takes place. 
Yes, the Mikzo is also a bit of a step-by-step plan, with regard to the 
actions you ... want to take, that there is already a bit of a step-by-
step plan. 
Well at the moment it is, the last 2.3 years it has all been lost a bit I 
think ... there has been quite a bit of turnover with staff, 
management and team leaders.  
I sometimes remain guilty of that and I think everyone sometimes, 
but that is something that you are reminded of that and that once 
again a training must take place. 
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Usually it starts that we report on that behavior and then contact is 
made with the psychologist and based on her findings, there is a 
goal in the care plan, on which we can then report.  

Respondent 5 There is then in terms of misunderstood how to best deal with the 
client. We sometimes have someone who is aggressive or who 
repeats words what you say and he can not stop so that you really 
give him a stop sign, stop now. And that is stated in the care plan 
how to do that. So how best to approach someone. 
Then it is often reported when that behavior occurs and how you 
approached the client, so to speak and what effect that had. 
We have actually had training in reporting in the past, but the first 
nurses in charge actually had training on the new Mikzo. Because 
those are the ones who draw up the care plan and describe the 
goals, so in fact we have only had a training in reporting in the past. 
Recently I talked with a colleague that it was good to have another 
clinical lesson or something about it, about how to do it. 
Well if you have that in the care plan, and everyone knows how to 
deal with the resident and you report well on that, then you also 
know what does or does not help. Then you can jump in faster if it 
does not work, for example, that you quickly get a psychologist back 
or can read it along, and he can see that it is not working. And you 
can also quickly see what helps, which is of course also important. 
When does it work? And which periods… usually it is periods when 
someone is restless, and then you have a better overview of that. 
And in that sense we can better react on misunderstood behavior. 
It is there but I think it could be a bit better, that is also because we 
are now working on some changes in the organization and the staff 
sometimes changes. So I am in a corridor, but I am also sometimes 
deployed in another corridor. Then I no longer have the overview, 
for example, I went to one corridor on Monday and then I have a 
client with misunderstood and I only come back a week later then I 
have already missed a lot. So then that continuity is gone. 

 


