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ABSTRACT 
 
Background: Since the 1990s, several studies have shown that organizational culture is an 

important characteristic in long-term care. However, at the moment little is known about 
organizational culture and its relationship with quality of care. 

Objectives: In this study, the relationship between organizational culture and quality of care 
in long-term care was investigated using the competing values framework. Thereto, two 
independent measurements of quality of care were applied: the perceived quality of care by 
nursing staff of dementia units and the observed quality of care on the units by researchers. 

Design: The study used a cross-sectional design. 
Settings: Data were collected on 11 dementia units in 11 Dutch nursing homes. 
Participants: All nursing staff on the units were asked to complete a questionnaire, of whom 

248 staff members responded. The average response rate on the 11 units was 63%. 
Methods: Data were collected during two days of field-work on each unit. Systematic 

observations were performed, and questionnaires were distributed among nursing staff. Data 
were analyzed using multilevel analyses. 

Results: Organizational culture was related to both perceived and observed quality of care on 
the units. Units that are characterized by a clan culture provide better quality of care, both in 
the eyes of the nursing staff as in the eyes of outsiders. Market culture, compared to clan 
culture, is negatively related to quality of care in this sample. 

Conclusions: The results indicate that organizational culture in long-term dementia care is 
important for organizational performance. 

WHAT IS ALREADY KNOWN ABOUT THE TOPIC?  
• Organizational culture is an important characteristic of long-term care.  
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• A strong framework of organizational culture that is often applied in healthcare research is the 
competing values framework. The framework distinguishes clan cultures, market cultures, adhocracy 
cultures and hierarchy cultures. 

• Although there may be a relationship between culture and performance, articulating the nature of it is 
difficult. 

What this paper adds 
• Organizational culture was related to both perceived and observed quality of care on long-term care 

dementia units.  
• Nursing staff seem to base their judgment of the general quality of care on their unit on what they 

perceive to be their task priorities. 
• Units that are characterized by a clan culture provide better quality of care, both in the eyes of the 

nursing staff as in the eyes of outsiders. Market culture, compared to clan culture, is negatively related to 
quality of care in this study. 

1. BACKGROUND 
Organizational culture relates to the assumptions, values, attitudes, and beliefs that are shared among 

significant groups within an organization (Davies et al., 2007). In research on culture in general health care, 
many attempts have been made to elucidate any possible linkages between organizational culture and 
organizational performance (Davies et al., 2007). A strong, positive culture has been reported to contribute 
to quality of care (Deal et al., 1983). Yet, other studies in general health care report no associations at all 
(e.g. Hann et al., 2007). 

A strong framework of organizational culture that is often applied in healthcare research ([Scott et al., 
2003a] and [Scott et al., 2003b]) is the competing values framework (Cameron and Freeman, 1991). The 
competing values framework of organizational culture is a 4-quadrant model containing 4 value systems, 
i.e. culture types: clan, adhocracy, market, and hierarchy (see Fig. 1). Clan culture is characterized by 
shared values and goals, a strong cohesion, participation, and a sense of ‘we-ness’. Adhocracy culture can 
adapt quickly to new opportunities and is prepared to deal with rapidly changing times. Market culture is 
highly results oriented and focuses on profitability, competitiveness and productivity. Hierarchy culture is 
characterized by structure, rules and centralized decisions. 

[FIGURE 1] 
The culture types relate to each other on two axes of value orientations. One axis concerns flexibility vs. 

control. Clan and adhocracy cultures are considered as flexible; they are held to emphasize decentralization 
and differentiation. On the other hand, market and hierarchy cultures are considered as control oriented 
value systems, which emphasize centralization and integration. The second axis regards internal vs. external 
focus. Clan and hierarchy cultures are held to have an internal focus: they are aimed at integrating and 
smoothing activities within the organization. The external focus of adhocracy and market cultures 
emphasizes improvement of the organization's competitive position within its environment. Each 
organization usually has more than one of these types of cultures ([Scott et al., 2003a] and [Scott et al., 
2003b]). 

Since the 1990s, several studies on organizational culture in long-term care are reported. A literature 
search was completed using the terms ((long-term care) OR (nursing home)) AND ((organizational culture) 
OR (organizational culture healthcare)) AND (nursing care). Many of the found publications regard 
research on safety culture in organizations (e.g. [Gruneir and Mor, 2008] and [Hughes and Lapane, 2006]), 
the relationship of culture with prescription of drugs (e.g. Hughes et al., 2007), or changing the culture of 
long-term care organizations into environments in which the residents’ preferences and quality of life are 
central (e.g. [Ragsdale and McDougall, 2008] and [Fleshner, 2009]). 

Relatively little is known about the relationship between organizational culture and quality of long-term 
care and studies found focus on different aspects of quality of care. Scott-Cawiezell et al. (2005) reported 
that clan and adhocracy cultures were important for successful improvement of care quality. Alternatively, 
in the explorative study of Wicke et al. (2004) it was found that working in a hierarchical, profit-making 
organizational culture was a significant barrier to effective teamworking and quality of care. Shortell et al. 
(2004) showed that maintaining a balance among the four culture types was important for perceived team 
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effectiveness and having a greater focus on patient satisfaction. In their comprehensive review, (Scott et al., 
2003a) and (Scott et al., 2003b) suggest that, although there may be a relationship between culture and 
organizational performance, articulating the nature of it is difficult. They propose a more nuanced 
association, in that specific aspects of performance are enhanced in those cultures that have values 
congruent with those aspects of performance ([Scott et al., 2003a], [Scott et al., 2003b] and [Davies et al., 
2007]). For instance, the quality of various aspects of long-term care (as a measure for organizational 
performance) may be influenced by the degree to which nursing staff consider those aspects as task 
priorities. 

In this study, the relationship between organizational culture and quality of long-term care on dementia 
units is investigated. Thereto, organizational culture is studied with regard to two measures of quality of 
care: the perceived quality of care by nursing staff and the observed quality of care by outsiders. In 
addition, following the suggestion of (Scott et al., 2003a) and (Scott et al., 2003b), the study focuses on 
those aspects of care considered to be task priorities by nursing staff. In the next sections, first the existence 
of the four culture types of the competing values framework on the dementia units is assessed. Second, 
quality of care and its relationship with organizational culture is studied. 

2. METHODS 
A cross-sectional design was used to guide this study. Data were gathered on dementia units of nursing 

homes in two days of field-work on each unit. During these days, systematic observations were performed, 
and questionnaires were distributed among nursing staff. Nursing staff could complete the questionnaire 
and return it by envelope to the researchers within two weeks. Care-requirements of residents were also 
assessed by nursing staff in the same period. 

Ethical issues of the study were discussed. According to Dutch regulation no approval of an ethics 
committee for this study was necessary, as no intervention was investigated and data-collection was based 
on proxy-report and not collected directly from residents. Written informed consent was asked from legal 
representatives of all residents on the units. Data were only collected for those residents for whom written 
informed consent was obtained. In addition, client councils of the participating nursing homes were 
informed of the study in advance and anonymity and confidentiality for residents and nursing staff were 
guaranteed. 

2.1. Setting 
For this study, data were collected in 11 Dutch nursing homes during November 2006–January 2007 

(Merten et al., 2007). In the Netherlands, there are approximately 325 nursing homes with 53,800 beds 
(Ribbe et al., 1997), which provide multi-disciplinary care for elderly residents with long-term, complex 
health problems (Ribbe, 1993). Nursing homes provide somatic (general) care and psychogeriatric care for 
people with dementia. In this study, nursing homes participated on a voluntary basis with one 
psychogeriatric unit in each facility. In the Netherlands, nursing staff in long-term care form an 
educationally diverse group of specialised registered nurses, certified nursing assistants (CNAs), and 
assistants without healthcare education. All nursing staff, irrespective of their education-level, were asked 
to complete the questionnaire. 

2.2. Measurements 

2.2.1. Characteristics of units 
Information was collected about different characteristics of the units that may influence quality of care 

processes: high or low degree of staffing (Schnelle et al., 2004), number of nursing staff, number of 
residents (Boekhorst et al., 2009) and the average care-requirements of residents on the unit (Van Beek et 
al., 2004). Information on the degree of staffing, and the number of staff and residents were collected in an 
interview with the unit supervisor. Care-requirements of residents were determined by measuring their 
cognitive and physical functioning. Cognitive functioning was measured with the cognitive performance 
scale (CPS; Morris et al., 1994) of the Minimum Data Set (MDS) of the Resident Assessment Instrument 
(Morris et al., 1990). The CPS consists of 5 items and ranges from 0 (intact cognition) to 6 (very severe 
impairment). Problems in physical functioning were measured using the ADL (Activities of Daily Living) 
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hierarchy index of the MDS (Morris et al., 1999). This scale consists of 4 items. The index ranges from 0 
(independent) to 6 (totally dependent on others). 

2.2.2. Organizational culture 
Organizational culture was measured with the competing values framework of organizational culture 

(CVF) for long-term care as developed by Scott-Cawiezell et al. (2005). The CVF assesses the 6 
dimensions of the competing values framework in 6 items. These are dominant organizational 
characteristic, administration, management style, organizational glue, strategic emphasis and criteria for 
success. The version of Scott-Cawiezell et al. (2005) was translated into Dutch, this translation validated 
through back translation. As nursing staff in Scott-Cawiezell's study found the CVF very complicated to 
complete (J. Scott-Cawiezell, personal communication), the response mode was adapted (see Appendix A 
for the instrument). Originally, respondents needed to distribute 100 points across 4 response options that 
each reflect a culture type, thereby weighing each option according to how closely they believe it fits their 
organization (Scott-Cawiezell et al., 2005). In this version, the 4 response options needed to be ranked from 
1 to 4, with 4 representing the characterization that best reflects how things work in their organization. This 
way, each culture type could have scores ranging from 6 to 24, which were recoded in scores ranging from 
0 to 18. 

2.2.3. Quality of care 
Two different independent measurements of quality of care were considered: the perceived quality of care 

by nursing staff on the units and the observed quality of care on units by researchers. Especially those 
aspects of quality of care were observed, that were considered as task priorities by nursing staff. 

Perceived quality of care was measured by asking nursing staff in the questionnaire how they rated the 
quality of care on their unit, with the question: ‘What do you think, in general, of the quality of care that 
residents receive on your unit?’. Answers could be scored on a five-point scale varying between poor (1) 
and very good (5). 

In addition, quality of care was observed at three times during two days on each unit. Observations were 
carried out by two people: one of the researchers and an employee of the nursing home, most often a 
psychologist or quality coordinator of the facility. For the observations, an observation-list of 32 items was 
used that focused on different aspects of the care for residents. The observation-list was derived from a list 
used by Van Oort and Wagner (2002) that, in turn, was based on the aspects of quality of care defined by 
Rantz et al. (1998). Each item was scored on a five-point scale, with 5 representing the most positive score. 
The observation-list was completed at three times. Observation-times were determined in advance and 
represented three important moments of care: morning (around 9.00 h), dinner-time (around 12.00 h), and 
the afternoon (around 15.30 h). The times of observation were not known to nursing staff in advance. After 
an observation-period of 20–30 min, both observers individually completed the list and, afterwards, 
discussed their findings. 

The aim was to connect the measures of quality of care to what nursing staff perceive as their most 
important tasks in dementia care. Thereto, nursing staff were asked to choose the three most important out 
of twelve nursing tasks in the questionnaire: creating safe and clean surroundings; observing changes in the 
residents’ condition; restricted procedures; supporting residents emotionally; educating family members on 
disease processes and behaviour management; supporting family members emotionally; keeping care plans 
up to date; creating a nice and friendly atmosphere; engaging in activities with residents; getting family 
members involved in daily life on the unit; stimulating social engagement of residents, and delivering 
personal individual care. The list of tasks was based on an earlier study on quality of care for residents with 
dementia in the Netherlands in which unit supervisors were asked to define the most important aspects of 
quality of care for residents with dementia (Van Beek et al., 2004). 

From the above-mentioned observation-list, those items were selected that corresponded to the three most 
important tasks mentioned by nursing staff. Eight items were thus selected. For each of the three different 
observation-moments, a score for each item was computed based on the average score of the two observers 
on each unit. A scale score was computed by adding the scores and dividing this by the number of items. 
Cronbach's alpha of the 8 items together was 0.69. 
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2.3. Data analysis 
To answer the research questions, data were analyzed in several steps. First, the correlation between the 

organizational culture and the measures of quality of care on the 11 units was studied. Second, to be able to 
control for characteristics of individual members of nursing staff and units, multilevel analyses ([Snijders 
and Bosker, 1999] and [Leyland and Groenewegen, 2003]) was carried out in MlwiN (Rasbash et al., 2004) 
with perceived quality of care by nursing staff as the main dependent variable. In Model 1, to control for 
nursing staff characteristics, age, gender, number of hours worked per week, and tenure on the unit of 
nursing staff were entered into the multilevel analyses on staff-level. These measures were centred on 
average. As the relationship between organizational culture and quality of care may also be influenced by 
the setting, the following structural characteristics of the units were entered, individually, into the analyses 
on unit-level: degree of staffing, problems in cognitive and physical functioning of residents (average CPS 
and ADL hierarchy score on the unit), number of nursing staff on the unit and number of residents on the 
unit (Model 2). Third, organizational culture was entered into the model after characteristics of nursing staff 
and significant characteristics of the unit (Model 3). Organizational culture was entered into the model on 
the level of individual members of nursing staff. 

3. RESULTS 

3.1. Characteristics of nursing staff 
A total of 248 staff members completed the questionnaire, with an average response rate of 63% on the 11 

units. Most nursing staff were female, with an average age of 39 years. Average hours worked was 24 h per 
week. All educational levels of nursing staff were represented in the respondents of this study, however, 
especially CNAs (46%) returned the questionnaire. Tenure on the units was 5 years on average, varying 
between two weeks and 25 years. Respondents in this study did not differ from all nursing staff in the 
Netherlands (nurses and CNAs) in the percentage of females, and their average age (Van der Windt et al., 
2004). 

3.2. Characteristics of the units 
Units were dichotomized into a high (score 1) and a low degree (score 0) of staffing. Four units, with more 

than 0.8 Full Time Equivalent (FTE) of qualified staff per resident, were assigned a score of one. Seven 
units, with less than 0.8 FTE per resident, were given a score of zero (Merten et al., 2007). On the 11 units, 
the number of nursing staff members varied between 21 and 51. The number of residents varied between 22 
and 45. The average score for cognitive problems (CPS) was 4.3 (sd = 1.58); the average score on the ADL 
hierarchy scale was 3.7 (sd = 1.61), indicating that, on average, the residents on the 11 units suffered from 
severe cognitive and physical problems. Scores on the CPS varied between 3.4 and 5.3 on the units; ADL-
scores varied between 2.8 and 4.3. The number and care-requirements of residents on the units in this study 
were similar to those of other psychogeriatric units in nursing homes in the Netherlands (Mathijssen et al., 
2004). 

3.3. Organizational culture 
In Table 1 the results on organizational culture are presented for the 11 units. Clan culture is the strongest 

on average (mean 12.4). Market culture has the lowest average (4.5). The mean scores of the units vary 
significantly (p < 0.01 on all 4 types). For every staff member, a dominant culture type was appointed by 
comparing the sumscores for each type. A dominant culture type for an individual staff member was 
appointed if one of the types had a higher score than the other three. In total, 56% of nursing staff scored 
highest on clan culture, 28% scored highest on hierarchy, 9% scored highest on adhocracy and 7% scored 
highest on market culture. 

[TABLE 1] 

3.4. Quality of care 
In this study, quality of care was measured in two ways. First, the perceived quality of care by nursing 

staff was looked at. Overall, nursing staff were content with the quality of care on the unit. A total of 72% 
staff members indicated that the quality of care on their unit was good to very good; 7% indicated that the 
quality of care on the unit was mediocre to bad. The percentage of staff who found the care (very) good 
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varied between 100% and 25% on the units; mediocre to bad varied between 0% and 31%. The average 
score on quality of care was 3.8 (sd = 0.76), varying between 2.7 and 4.1 on the 11 units. 

Second, aspects of quality of care on the units were systematically observed. For this, nursing staff were 
first asked what they considered to be their main task responsibilities in dementia care. Delivering personal 
individual care (62%), creating a nice and friendly atmosphere (57%) and supporting residents emotionally 
(45%) were most often named (see Table 2).  

[TABLE 2] 
From the observation-list, 8 items were selected that were closely related to these aspects: nursing staff 

start a friendly conservation with residents, nursing staff take sufficient time for residents, nursing staff 
treat residents with respect, nursing staff call residents by their name, nursing staff actively care for 
residents, nursing staff and residents seem at ease with each other, units have a nice and friendly 
atmosphere, and units make a lively impression. The average score on the items was 3.94 (N = 33) with a 
range of 3.13–4.50 (sd = 0.32). 

The perceived quality of care by nursing staff was significantly correlated with the quality of care scale 
derived from the observations on the units. On units where nursing staff reported a better quality of care, 
researchers, independently from these findings, observed a higher quality of interaction between nursing 
staff and residents and a better atmosphere on the units (pmcc 0.53; p < 0.001). 

3.5. The relationship between organizational culture and quality of care 
Table 3 shows the correlations between organizational culture and observed quality of care. Average clan 

and market culture types on the units were strongly correlated to both observed quality of care by outsiders 
and perceived quality of care by nursing staff. Clan was positively correlated to quality of care. Market, on 
the other hand, was negatively correlated to care quality. No correlation was found between adhocracy and 
hierarchy cultures and the observed quality of care by outsiders. 

[TABLE 3] 
As characteristics of units and nursing staff may influence the relationship between organizational culture 

and quality of care a multilevel analysis was executed. For this, the perceived quality of care by nursing 
staff was studied (see Table 4). In Model 1, to account for possible differences in nursing staff, 
characteristics of nursing staff were entered into the analysis. None of the characteristics were found to be 
significantly related to quality of care. However, when taking these characteristics into account, the 
variance in quality of care between units, increased with 3% (ICC = 28%). In addition, it was found that 
none of the characteristics of the units (Model 2) were significantly related to perceived quality of care. In 
Model 3, the relationship between organizational culture and quality of care was studied. 

[TABLE 4] 
Oganizational culture was found to be related to the perceived quality of care of nursing staff. Nursing 

staff who typified their units as market oriented indicated a lower quality of care on their units compared to 
nursing staff who identified their unit as clan oriented. No relationship was found between perceived 
quality of care and adhocracy and hierarchical oriented cultures. By adding organizational culture into the 
analyses, differences between units remained significant, indicating that there may be other unit 
characteristics that influence quality of care. 

4. DISCUSSION 
The aim was to study the relationship between organizational culture and quality of care in long-term care. 

For this, we used two independent measures of quality of care: the perceived quality of care by nursing staff 
and results from independent observations by third parties. Those aspects of quality of care were observed, 
that were considered to be task priorities by nursing staff. Nursing staff most often named delivering 
personal individual care, creating a nice and friendly atmosphere, and supporting residents emotionally as 
their main tasks. These tasks partly overlap with the findings of Schirm et al. (1999), who discovered that 
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nursing staff in nursing homes considered a caring attitude, respect for residents and ‘doing something 
extra’ essential elements of quality of care. 

Both perceived quality of care by nursing staff and observed quality of care by third parties were 
positively correlated. This finding is important as it shows that nursing staff indeed seem to base their 
judgment of quality of care on what they perceive to be their task priorities. Furthermore, the correlation 
between both outcomes suggests that nursing staff were able to assess the quality of care adequately, and 
perceived quality of care by nursing staff could be seen as a valid measure of care processes on the units. 

Organizational culture was related to both perceived and observed quality of care on the units. Units that 
are characterized by a clan culture provide better quality of care, both in the eyes of the nursing staff as in 
the eyes of outsiders. In contrast, units with a market oriented culture provide less quality of care. No 
relationship was found between hierarchy or adhocracy culture and quality of care. To investigate if the 
relationship between organizational culture and quality of care was mediated by characteristics of nursing 
staff or units, a multilevel analyses was performed with perceived quality of care as the dependent variable. 
These results from these analyses confirmed the initial result that a market oriented culture, compared to 
clan culture, is negatively related to quality of care. There was no relationship found between characteristics 
of nursing staff, characteristics of units and quality of care in this sample. 

In accordance with the study of Scott-Cawiezell et al. (2005), this study shows that clan culture is a 
positive feature with regard to care quality. Although adhocracy culture was shown to be important with 
regard to improvement of care quality (Scott-Cawiezell et al., 2005 J. Scott-Cawiezell, K. Jones and L. 
Moore, Nursing home culture: a critical component in sustained improvement, Journal of Nursing Care 
Quality 204 (2005), pp. 341–348. View Record in Scopus | Cited By in Scopus (12)Scott-Cawiezell et al., 
2005), it appeared not to relate to quality of care in this study. Given that adhocracy is a culture type in 
which adapting to new circumstances is a central feature ([Scott et al., 2003a] and [Scott et al., 2003b]), its 
importance for changing care is evident. Possibly, however, it may not be as positive with regard to quality 
of care as such. The results of this study also did not confirm those of Wicke et al. (2004) that working in a 
hierarchical culture was a significant barrier to quality of care. Market culture was the only culture type that 
was negatively related to quality of care. It may not be beneficial for quality of long-term care to have a 
culture that is both control oriented and has an external focus, and it would be interesting to study whether 
job satisfaction plays a role in this. 

The results should be interpreted with caution. First, a cross-sectional design on 11 units in nursing homes 
was used. As a result, the power of the multilevel analysis is restricted to 11 units at the highest level which 
means that organizational variables cannot be entered simultaneously into the model. The findings, which 
show no relationship between unit characteristics and quality of care, may be due to this power restriction. 
However, even on 11 units significant differences in the quality of care are found that are, in turn, 
significantly related to organizational culture. An adapted version of the CVF was used in this study, as the 
original scoring method was very complex, leading to many missing data (Scott, personal communication). 
Although this method implied a reduction in response options and variance, the study is consistent with 
earlier findings that organizations usually can be defined by more than one culture type ([Scott et al., 
2003a] and [Scott et al., 2003b]) and that a strong clan culture is a positive feature of a unit ([Shortell et al., 
2004] and [Scott-Cawiezell et al., 2005]). Further research using this adapted version could investigate 
whether the findings on the importance of a strong clan and adhocracy culture for quality improvement can 
be confirmed. In their study on perceived team effectiveness, Shortell et al. (2004) found that a balance 
between culture types was important. Reconstructing their measure on how evenly nursing staff distributed 
points across the 4 culture types (the highest score on the balance measure reflecting apportioned points in a 
9/9/9/9 pattern in the present response mode), no relationship between a balance in culture and quality of 
care was found. It is yet unclear whether the conclusion should be that the relationship between culture and 
quality of care is not about balance, or that the alterations in the scoring method of the CVF were 
responsible for not finding a relationship. 

Although culture was related to quality of care, variation between the units remained significant after 
organizational culture was entered into the analyses. Further study should focus on other characteristics of 
units that may explain differences in quality of care. 

The results indicate that organizational culture in long-term dementia care is important for organizational 
performance. It is intriguing to find that a market oriented culture on the units is negatively related to 
quality of care in this study. At the moment, there is an emphasis on the use of market strategies in long-
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term care facilities in the Netherlands and it may be expected that this use of market strategies will increase 
distinctly in the next years. The results suggest that this development may not be beneficial to residents in 
long-term care when the market culture is applied to the units themselves, as both independent measures of 
quality of care are negatively related to a market oriented culture on the units. 

In conclusion, the results of this study imply that organizational culture in long-term care is related to 
quality of care. Units that have a strong clan culture provide better quality of care than units with a market 
oriented culture, according to nursing staff as well as to independent observers. Furthermore, the opinion of 
nursing staff on the general quality of care that is provided on the unit, appears to be based on those tasks 
that they regard as priorities. 
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