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ABSTRACT 
Background: To improve care for residents with depression in dementia, an evidence based 

nursing guideline was developed. Using the guideline has already shown positive effects on 
depression in psychogeriatric nursing home residents. 

Objective: To study the effects of the introduction of the nursing guideline ‘depression in 
dementia’ on perceived professional autonomy, workload and feelings of powerlessness and 
confidence in Certified Nurse Assistants. 

Design: A multi-center controlled intervention study with randomization at ward level, using 
pre-test, post-test and follow-up measurements. 

Setting: 18 psychogeriatric wards in 9 Dutch nursing homes. 
Participants: : 193 Certified Nurse Assistants working on psychogeriatric nursing home wards 

for at least 20 h per week. 
Methods: An evidence based guideline for nursing teams of psychogeriatric nursing home 

wards was introduced on nine experimental wards to reduce depression in residents diagnosed 
with depression in dementia. The guideline introduction consisted of team training and the 
installation of a promotion group. The nine control wards continued providing usual care. 
Primary outcomes are: (1) perceived professional autonomy and (2) experienced workload in 
Certified Nurse Assistants measured with the VBBA subscales ‘autonomy’ and ‘pace and 
amount of work’. Secondary outcomes are perceived powerlessness and confidence in caring 
for depressed and demented residents, using two self-developed scales. 

Results: The guideline introduction had a small, significant, positive effect on generally 
perceived professional autonomy in the Certified Nurse Assistants of the experimental wards. 
No short-term effects were found on generally experienced workload, or on confidence and 
powerlessness in caring for depressed residents with dementia. 

Conclusion: The introduction of the nursing guideline ‘depression in dementia’ has small, 
positive effects on perceived professional autonomy among the Certified Nurse Assistants. 
Long-term effects on experienced workload should be studied. 
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1. INTRODUCTION 

1.1. Background 
Caring for people with dementia is complex and demanding. On psychogeriatric nursing home wards in 

the Netherlands, about 85% of the residents are diagnosed with a dementia syndrome ([Ribbe et al., 1995] 
and [Schols et al., 2004]). Much of the care on these psychogeriatric wards is provided by Certified Nurse 
Assistants (CNAs). About 30% of these CNAs often experience feelings of powerlessness and lack of 
confidence in caring for their residents (Kerkstra and Van Bilsen, 1999). One of the important sources of 
this problem appears to lie in the patients’ comorbid depressive behaviors ([Hallberg and Norberg, 1993] 
and [Kerkstra and Van Bilsen, 1999]). A study by Edberg et al. (2008) gives a plausible explanation for this 
with regard to nurses: they desire to do their best for the people in their care by trying to alleviate their 
suffering and enhance their quality of life. When they do not have the ability to do so, it causes strain. In the 
case of depression in dementia, CNAs may lack the necessary ability for several reasons. 

In the first place, CNAs are generally not trained to support people with depression in dementia. Many 
people with dementia get into a negative depression cycle, because the balance between positive and 
negative experiences gets disturbed. By increasing positive experiences and decreasing negative ones, one 
can interrupt the negative depression cycle. Breaking through the depression of nursing home residents with 
dementia is difficult, but becomes even harder without specific training. For instance, one needs to know 
how to develop individualized care plans that take into account physical and cognitive limitations, abilities 
and preferences, using a step-by-step approach ([Teri et al., 1991] and [Teri, 1994]). In the Netherlands 
CNAs get about 3 years of basic general nursing training, but without specific attention to the support of 
people with depression in dementia. 

Secondly, related to this lack of specific education, CNAs often have insufficient professional autonomy 
with regard to cases of depression in dementia. A lack of professional autonomy is reflected in the fact that 
CNAs, as a rule, do not develop psychosocial care plans themselves. This is usually done by psychologists 
attached to the nursing homes. Although most psychologists involve the CNAs in the development and 
application of psychosocial care plans, CNAs have stated during interviews, that they would prefer greater 
professional autonomy in this respect (not published material). 

Thirdly, CNAs on psychogeriatric nursing home wards often experience high workload. High experienced 
workload is influenced by a concrete high task load containing, for example, a large percentage of physical 
care (van den Tooren and de Jonge, 2008) and household activities. ADL (activities of daily living) for 
nursing home residents with BPSD, like depression, often takes more time than normal because some 
residents may offer resistance to the care they receive (Buhr and White, 2006). CNAs spend as much as 
40% of their time managing challenging behaviors (Cassidy and Sheikh, 2002). Besides, many Dutch 
nursing homes have a high workload, partly caused by difficulties with the recruitment of sufficient staff 
(Hoek et al., 2000). Experienced workload may also be affected by more subjective factors like perceived 
professional autonomy (te Boekhorst et al., 2008) as well as feelings of powerlessness and lack of 
confidence in caring for demented residents ([Kerkstra and Van Bilsen, 1999] and [Edberg et al., 2008]). 

1.2. Nursing guideline 
In order to help CNAs in supporting residents with depression in dementia, a nursing guideline was 

developed. The guideline was approved by the Dutch Nurses’ Association (V&VN) (NIVEL, Waerthove, 
2004). The primary aim of the guideline was to reduce depression in demented nursing home residents. The 
secondary aim was to support CNAs in their care for depressed residents with dementia. The guideline was 
based on the so-called BehaviorTherapy-PleasantEvents, which Teri et al. (1997) showed to be effective in 
reducing depression in home dwelling people with dementia. The main principles of the method are (1) 
inducing individualized pleasant activities, and (2) reducing unpleasant events. The method is based on the 
Integrative Theory of Depression and Activity Schedules as developed and studied by Lewinsohn et al. 
(1985) and is also often applied and has proved effective in a non-demented population with depression 
(Cuijpers et al., 2007). In the method developed by (Teri et al., 1991) and (Teri et al., 1997) and Teri (1994) 
the primary relative of the demented person learned from a geriatrician how to develop and apply a so-
called individualized Pleasant-Activities-Plan to their demented and depressed relative. 

We adapted Teri's method in such a way that the CNAs of the depressed and demented residents were 
accorded the central role in developing and coordinating the application of the Pleasant-Activities-Plans. It 
was hoped to thus increase the CNAs’ professional autonomy. Steps in the development of the Pleasant-
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Activities-Plans include, for instance, observing residents’ depressive complaints, and assembling life 
history and specific information about preferred and disliked activities. In this regard CNAs have to 
collaborate with non-Certified Nurse Assistants from the nursing team and with other disciplines 
(physicians, psychologists, occupational therapists). A person-centered and systematic way of working 
forms the general framework of the guideline. 

1.3. Effect study 
The first aim of the trial into the effects of the nursing guideline ‘Depression in dementia’ was assessing 

the effects on depressed and demented residents. A second aim was assessing the effects on CNAs of the 
depressed and demented residents. For these purposes a multi-center controlled clinical trial at 
psychogeriatric nursing home wards was conducted. Another paper describes how the guideline 
introduction does significantly reduce depression in psychogeriatric nursing home residents with dementia 
(Verkaik et al., in press). The current paper describes the effects of the guideline introduction on perceived 
daily professional autonomy and workload of CNAs, and on feelings of powerlessness and confidence in 
caring for depressed and demented residents. Detailed information about the guideline and its introduction 
is contained in Fig. 1. 

[FIGURE 1] 

1.4. Research model 
The research model we used in this part of the study was inspired by the Job-Demand-Control model 

(Karasek, 1979). In a recent publication, te Boekhorst et al., 2008, showed that this model very well 
describes the mechanisms of increased autonomy and decreased workload among CNAs working on 
nursing home wards. Fig. 2 describes the research model of this paper. 

[FIGURE 2] 
We expected that the introduction of the guideline would increase perceived daily professional autonomy 

in CNAs, because the guideline makes them the central person for developing and coordinating the 
application of the psychosocial support for residents with depression in dementia. We also expected that 
experienced workload would decrease in the long term because (a) residents get less depressed (Verkaik et 
al., in press) and will therefore cooperate better and/or show less resistance, and (b) because the guideline 
introduction will decrease perceived powerlessness and increase perceived confidence among CNAs when 
caring for residents with depression in dementia. In the shorter term, however, workload might increase 
because of the additional tasks and time the guideline introduction requires. Perceived professional 
autonomy and workload were in the original Job-Demand-Control model and are final outcomes. Therefore 
they were taken as primary outcomes of the study. Perceived powerlessness and confidence were added to 
the original model and were expected to have intermediate effects on professional autonomy and workload. 
They were therefore taken as secondary outcomes. The expectation is that if perceived-confidence increases 
and/or perceived powerlessness decreases, CNAs experience that they have more tools to help their 
residents, which enhances perceived professional autonomy and/or decreases experienced workload. 

The research questions of this paper are:  
1. What are the effects of introducing the nursing guideline ‘depression in dementia’ on perceived 

professional autonomy and experienced workload of CNAs working on psychogeriatric nursing home 
wards?  

2. What are the effects of the guideline introduction on CNAs’ perceived powerlessness and confidence in 
supporting residents with depression in dementia? 

2. METHODS 

2.1. Design 
The study is a multi-center controlled intervention study with randomization at ward level. The study was 

performed on 18 psychogeriatric wards of nine Dutch nursing homes. Each nursing home provided an 
experimental and a control ward. On the nine experimental wards the nursing guideline was introduced. On 
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the nine control wards usual care continued. The introduction period lasted 11 weeks per ward. There were 
three measurement occasions: 

(1) pre-test (before the guideline introduction);  
(2) post-test (directly after the introduction period of 11 weeks); 
(3) follow-up (10 weeks after the introduction period). 
Data collection from pre-test to follow-up started in November 2005 in the first nursing home, and 

finished in May 2007 in the ninth. The study was approved by the Dutch Central Committee on Research 
involving Human Subjects (CCMO). 

2.2. Conditions 
In each nursing home the two participating wards were randomly assigned to one of two conditions (1) 

‘usual care’ (no intervention), or (2) ‘introduction of the guideline’, in addition to usual care (intervention). 
The rationale for adopting cluster randomisation was that the guideline ‘Depression in dementia’ was 
developed for complete nursing teams working together around depressed and demented residents. An 
independent employee at the NIVEL institute was assigned to draw lots from a sealed envelope to establish 
on which ward of each nursing home ‘the introduction of the guideline’ would take place. Fig. 1 describes 
the content of the guideline introduction. The CNAs on the control wards were kept blind for the content of 
the guideline. The CNAs on the experimental wards signed an agreement that they would not talk to the 
caregivers on the control wards about the content of the guideline and the training they received. In the 
same contract they agreed not to work on each other's wards during the period the experiment took place. 

2.3. Setting 
In the Netherlands there are about 27 nursing home beds per 1000 inhabitants of 65 years of age and over. 

About 55% of these beds are situated in psychogeriatric wards for patients with dementia and 45% in 
somatic wards, primarily for patients with somatic problems (RIVM, 2003). Most of the about 340 Dutch 
nursing homes (73%) have psychogeriatric wards as well as somatic wards (Schols et al., 2004). 
Psychogeriatric wards are separate wards or units in nursing homes for psychogeriatric residents, 
characterized by corridors, colors, and closed-door systems, that are adapted for these residents. They are 
comparable with specialized Alzheimer units in the United States. Of the residents 85% is diagnosed with a 
dementia syndrome, mostly moderate to severe (GDS stages 5–7) (Zuidema et al., 2007). Daily nursing 
care is mainly delivered by Certified Nurse Assistants (CNAs) who in the Netherlands generally have 3 
years of basic nursing training, and who are – regarding educational level and skills – rather comparable 
with Licensed Practical Nurses in the United States. The nursing home physician has main responsibility 
for medical care. In the Netherlands the nursing home physician is a formally recognized medical 
specialization, with 2 years of postgraduate university training in nursing home medicine. CNAs and 
nursing home physicians are supported by a team of psychologists, activity therapists, social workers, and 
others who are specifically educated for working in the nursing home context (Schols et al., 2004). 

The participating nursing homes had applied in response to an invitation letter that was sent to 109 nursing 
homes in the central and western part of the Netherlands. The participating homes were the first nine which 
applied and also met the following eligibility criteria:  

(1) A minimum of two nursing teams working on two separate but comparable psychogeriatric wards.  
(2) The nursing teams did not work on each other's wards. 
(3) The nursing teams were not yet applying any systematic methods that are comparable to the content of 

the guideline. 
(4) No reorganizations or other interventions had been planned for the wards that might interfere with the 

introduction of the guideline. 
Recruitment of the nine participating nursing homes took place between May and November 2005. 

2.4. Participants 

2.4.1. CNAs 
Complete nursing teams participated in the current study. Exclusion criteria for individual caregivers 

were: (1) not certified or not registered; (2) employed for less than 20 h per week. On the 18 nursing home 
wards, 223 nurse assistants met these inclusion criteria. The background characteristics of the 193 CNAs 
who participated are provided in the results section and in Table 1. 
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[TABLE 1] 

2.4.2. Residents 
All residents of the 18 participating wards (n = 598) were screened for depression in dementia. The details 

of the diagnostic procedure have been described elsewhere (Verkaik et al., 2009). 
Nursing home physicians or psychologists in each nursing home determined the presence of dementia on 

basis of the DSM-IV-pc (American Psychiatric Association, 1996) and a diagnosis of depression in 
dementia was made with the provisional Diagnostic Criteria for Depression Of Alzheimer Disease (PDC-
dAD: Olin et al., 2002). In addition, dementia severity (Global Deterioration Scale: Reisberg et al., 1982) 
was established. Residents with severe dementia (Global Deterioration Scale stage 7) were excluded from 
the study because the intervention was aimed at residents who were still able to communicate verbally. The 
mean age of the residents was 83.7 (SD 7.2), 18% were male (n = 17), 32% (n = 31) had moderate dementia 
(GDS 5) and 41% (n = 40) moderately severe dementia (GDS 6). There were no significant differences 
between the experimental and control groups regarding background characteristics. 

2.4.3. Sample size 
Because the first objective of the trial was measuring effects of the guideline introduction on depression in 

demented residents, the sample size was calculated based on the expected effects in the sample of residents 
and not CNAs. 

2.5. Outcome measures 

2.5.1. Primary outcomes 
Perceived autonomy of the CNAs in their daily work was measured with the subscale ‘autonomy’ 

(α = .88; 11 items) from the questionnaire ‘Experience and Assessment of Work’ (VBBA) by van 
Veldhoven and Meijman (1994). The VVBA scales are the most reliable, valid and sensitive scales 
available in Dutch for measuring work related outcomes. Examples of items in the autonomy subscale are: 
‘Do you have freedom in carrying out your daily activities?’, ‘Can you influence the planning of your 
activities?’, and ‘Do you solve problems yourself?’. Response categories are ‘always’, ‘often’, ‘sometimes’, 
and ‘never’. 

Experienced workload was measured with the subscale ‘pace and amount of work’ (α = .76; 11 items) 
from the questionnaire ‘Experience and Assessment of Work’ (VBBA) by van Veldhoven and Meijman 
(1994). Some items from the subscale ‘pace and amount of work’ are, for example ‘Do you have too much 
work to do?’, ‘Do you experience problems with the work pace?’, and ‘Do you have to hurry?’. 

2.5.2. Secondary outcomes 
As secondary outcomes, CNAs’ perceived powerlessness and perceived confidence in supporting residents 

with depression in dementia were assessed. Both variables were measured on a self-developed 5-point 
Likert scale, with the response categories ‘completely disagree’, ‘partly disagree’, ‘do not disagree/do not 
agree’, ‘partly agree’, ‘completely agree’ regarding the following statements:  

‘I feel confident/powerless in caring for <name of specific resident diagnosed with depression in 
dementia’>, and  

‘In general I feel confident/powerless in caring for residents with dementia who are depressed’, and 
‘In general I feel confident/powerless in caring for residents with dementia’. 
Using data of the 193 CNAs participating in the current study a factor analysis was conducted to construct 

two scales: a confidence scale and a powerlessness scale, each consisting of three items. In the confidence 
scale 70% of the total variance was explained by a one-factor solution. In the powerlessness scale this was 
63%. Internal consistency of both scales was good (Cronbach's alpha = .78 for the confidence scale; .70 for 
the powerlessness scale). 

2.6. Control measures 
Control variables (covariates) for all primary and secondary outcomes are CNAs’ age, gender, educational 

level, hours of employment per week and working fixed or flexible shifts. The scores on the two items of 
the perceived-confidence scale regarding the care for specific residents were corrected for duration of 
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residence in the nursing home, care dependency ([Dijkstra et al., 1996] and [Dijkstra et al., 1999]), 
cognitive impairment.Morris et al., 1994), and medication use (antidepressants, antipsychotics, 
benzodiazepines and ACE-inhibitor/beta-blockers) during the study period, as reported by the nursing 
homes’ pharmacists. 

2.7. Data collection 
Questionnaires were used for data collection of primary and secondary outcomes and background 

characteristics of the CNAs. Before the first questionnaire was distributed every participating CNA 
received a unique code, consisting of the first two characters of the ward name followed by a number. 
Researchers at the NIVEL institute (first and second author) were the only persons having access to the 
codes. The questionnaires containing the unique codes were sent to the CNAs in sealed envelopes. After 
completing the questionnaires CNAs posted them back to the NIVEL institute. To enhance the response 
rate, CNAs received a gift voucher for each of the three completed and returned questionnaires. 

2.8. Statistical methods 
Multilevel Repeated Measures Analysis was used for analyzing the data, using MLwiN-software (Rasbash 

et al., 2000). Four different levels of analysis were distinguished in the model: (1) measurement; (2) CNA; 
(3) ward; (4) nursing home. The multilevel model takes into account all available data yielding outcome 
measures in an adequate way: the paired samples of CNAs that have completed and returned all three or 
two of the tests (pre-test and post-test) as well as the unpaired pre-measurement data of those CNAs that 
only have pre-test data. The correlated paired measurements are controlled for by modeling the covariance 
between the measurements at the CNAs’ level ([Bryk and Raudenbusch, 1992] and [Goldstein, 1995]). 

The multilevel model cannot be applied to CNAs for whom not all covariate data are complete. These 
cases (n = 13) were excluded from the analyses. Data of the CNAs with complete covariate data (n = 180) 
were analyzed using the intention-to-treat principle: all participants were analyzed according to group 
assignment. For all outcome measures on pre-test, post-test and follow-up, adjusted estimated means and 
standard errors were calculated for the experimental and control groups, corrected for the control variables. 
To compare differences in trends (linear or quadratic) from pre-test to follow-up between the experimental 
and the control groups, Wald contrast tests (H0: trend(experimental) − trend(control) = 0) were used. 
Trends were considered to differ significantly if the test score Chi-square was = 3.84 (p ≤ .05). This is 
similar to MANOVA repeated measures approach. An advantage of multilevel repeated measures is that an 
individual patient can have missing measurements on one of the three occasions. Linear and quadratic 
differences were both calculated because it is possible that the effects of the guideline introduction are 
larger immediately after the intervention (post-test) than at follow-up. 

3. RESULTS 

3.1. Participants 
As described, all 223 Certified Nurse Assistants working 20 h or more were invited to participate in the 

study (109 on the experimental wards; 114 on the control wards). In total 193 CNAs were included in the 
study: 98 on the experimental wards and 95 on the control wards. For the experimental wards, we were able 
to discern the reasons for non-participation: maternity leave (n = 1), illness (n = 1), vacation (n = 1), only 
working in night shift (n = 3), conflict with the team manager (n = 1) and changing jobs (n = 4). We do not 
have information about reasons for non-participation on the control wards. 

The response of the participating CNAs was rather high across the three measurement times: at pre-test 
84% (n = 163) of the CNAs responded (83 on the experimental wards; 80 on the control wards), at post-test 
82% (n = 159) (76 on the experimental wards; 83 on the control wards) and at follow-up 81% (n = 156) of 
the CNAs responded (76 on the experimental wards; 80 on the control wards). Table 1 presents the 
background characteristics of the CNAs at pre-test, post-test and follow-up. The table shows that the 
experimental and control groups were to large extent comparable on background characteristics. To test the 
differences in background characteristics, t-tests and Chi-square analyses were used. There were no 
significant differences between the experimental and control group at pre-test, post-test and follow-up, or 
between measures within the experimental group or the control group (p ≥ .05). 



Verkaik, R., Francke, A.L., Meijel, B. van, Spreeuwenberg, P.M.M., Ribbe, M.W., Bensing, J.M. The introduction 
of a nursing guideline on depression at psychogeriatric nursing home wards: effects on Certified Nurse 
Assistants. International Journal of Nursing Studies: 2011, 48(6), 710-719  

 
 
 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

3.2. Success of the guideline introduction 
For 39 of the 65 residents (60%) who participated in the experimental group a Pleasant-Activities-Plan 

was developed and inserted into the residents care file. For the other 26 participating residents a Pleasant-
Activities-Plan was also developed but not entered into the files. This provides an indication of the success 
of the guideline introduction. Analyses for another paper showed that at three wards the guideline 
introduction was successful, at four wards it was moderately successful and at two wards not successful. At 
all six moderately and not-successful wards CNAs stated that the actual use of the guideline was inhibited 
by reorganizations, few personnel, other training courses at the time of the guideline introduction or limited 
support from the team manager and/or higher management. In addition, at all nine wards CNAs stated that 
involving the non-Certified Nurse Assistants and nursing aides in the guideline introduction would likely 
have improved the guideline application. 

3.3. Primary outcomes: perceived professional autonomy and workload 
Table 2 provides the adjusted estimated means and standard errors for the experimental and control groups 

for all outcome measures on pre-test, post-test and follow-up. The table also shows Chi-square values that 
indicate whether trends in the experimental and control groups differ significantly (p ≤ .05) in a linear or 
quadratic way. Analyses showed no significant differences between nursing homes in any of the outcomes 
(p > .05). 

[TABLE 2] 

3.4. Perceived autonomy 
There is a significant, positive effect (linear) of the guideline introduction on the perceived professional 

autonomy of CNAs (see Table 2). A decrease on the VBBA-autonomy subscale means an increase in 
feelings of autonomy. In the experimental group the mean perceived professional autonomy first slightly 
decreases from pre-test to post-test, and then increases at follow-up to a higher level than at pre-test. In the 
control group, perceived daily professional autonomy declines from pre-test to follow-up. The trends in 
autonomy scores from pre-test to follow-up in both the experimental and control group were significant 
(p ≤ .05). Chi-square (quadratic) was 3.92 in the experimental group and 8.56 (linear) in the control group. 

3.5. Experienced workload 
No significant effect of the guideline introduction was found on experienced workload of the CNAs (see 

Table 2). In the experimental group experienced workload first decreased from pre-test to post-test and then 
increased at follow-up. In the control group experienced workload remained stable from pre-test to post-test 
and then increased at follow-up. 

3.6. Secondary outcome: perceived powerlessness and confidence 
No significant differences between the experimental and control groups were found on the variable 

‘perceived powerlessness’ in caring for residents with depression in dementia (see Table 2). In the 
experimental group perceived powerlessness remained stable from pre-test to follow-up. In the control 
group perceived powerlessness decreased slightly from pre-test to follow-up. 

Also no significant differences were found on the variable ‘perceived confidence’ (see Table 2). In the 
experimental as well as in the control group perceived confidence first increased from pre-test to post-test 
and then decreased somewhat at follow-up. In the control group the same trend can be observed. 

4. DISCUSSION 
As expected, significant, positive effects of the guideline introduction were found on perceived 

professional autonomy. However, contrary to expectations, no significant effects on experienced workload, 
powerlessness or confidence in caring for depressed and demented residents were found. 

4.1. Effects on autonomy 
Although the effect of the guideline introduction on professional autonomy was statistically significant, 

the increase of autonomy in the experimental group from pre-test to follow-up seems rather small: about 1 
point on a scale from 0 to 100. A likely explanation for the limited effect is that the guideline only 
concerned about 20% of the residents of a ward ([Zuidema et al., 2007] and [Verkaik et al., 2009]), while 
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the scale used measured effects on the general professional autonomy that CNAs experience. The limited 
effect may also be related to the limited compliance with the guideline at some of the wards. 

The calculated size of the effect is at least moderate, with a standardized difference of +2.12 at pre-test 
and a standardized difference of −0.62 at follow-up (Cohen, 2008). 

The circumstance that in the experimental group the perceived autonomy firstly decreased from pre-test to 
post-test, and then increases can possibly explained by the fact that at first CNAs need help from relatives, 
occupational therapists, psychologists and others before they can start and apply the Pleasant-Activities-
Plans. The observation that perceived autonomy decreased in the control group from pre-test to follow-up 
could possibly be caused by the fact that CNAs knew about the diagnosed depression in their residents, but 
did not get any methods that they could use to intervene into the depression themselves. 

The positive effect, although small, fits however with the finding of Hoogeveen and Smith (1998) that 
CNAs are stimulated in their job if they themselves can find solutions for behavioral and psychological 
problems in dementia. As described in the introduction to this paper, before the guideline was introduced 
psychosocial care plans were mostly developed by psychologists, with generally only a consultation role for 
CNAs. The guideline introduction redefined these roles. It is important to observe that the CNAs favored 
this redefinition, but (still) really appreciated and needed consultation with psychologists, especially in 
cases of multiple behavioral or psychological disturbances (Verkaik et al., in press). 

4.2. Effects on workload 
As we have said, no significant differences were found between the experimental and control groups 

regarding general, experienced workload. Also in this regard it must be emphasized that the guideline only 
concerns about 20% of the residents of a psychogeriatric ward, whereas the instrument measured an aspect 
of the general work experience. Another explanation for the lack of effects on workload is that it probably 
takes more time to see such effects of the guideline introduction. At post-test and even at follow-up the 
guideline introduction had just finished and CNAs had yet to integrate the application of the plans into their 
routines. 

However, it may be interpreted as a positive finding that the guideline introduction did not actually 
increase the experienced workload particularly in the short term, as the introduction incurred additional 
tasks for the CNAs. 

4.3. Effects on powerlessness and confidence 
The fact that we did not establish statistically significant effects on perceived powerlessness and 

confidence was contrary to our expectations. We also have no explanation for the observation that 
perceived powerlessness and confidence are not influenced in the experimental group and, although not 
statistically significant, show a slight decrease in the control group. 

This points in the direction of measurement problems. We had to use self-developed scales, since no 
suitable, validated scales were available from earlier studies ([Hallberg and Norberg, 1993] and [Kerkstra 
and Van Bilsen, 1999]). It is possible that our scales did not significantly or adequately measure the 
complex concepts of powerlessness and confidence. More research into the complex concepts perceived 
powerlessness and confidence is needed. Another possibility is of course that there were no actual effects 
on powerlessness or confidence, and that the introduction of the guideline was not successful in this regard. 
However, in personal interviews with CNAs we did get the impression that they felt more confident and 
less powerless in caring for this target group. 

4.4. Study limitations 
The first limitation of this study was that the CNAs on the control wards knew which residents were 

diagnosed with depression in dementia. It is possible that knowing which residents were depressed without 
getting methods to help residents induced a decrease of perceived autonomy. Also the CNAs were 
interviewed about the depressive symptoms of these residents at pre-test, post-test and follow-up. It might 
be possible that this influenced their perceived professional autonomy, workload, confidence and 
powerlessness. 

A second limitation is that the participating nursing homes themselves applied for participation, meaning 
that they may possibly have had a more positive attitude towards the nursing guideline ‘Depression in 
Dementia’ than an average nursing home. It is also possible that the workload on the participating wards 
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was less high than average, or that the CNAs experienced more problems in supporting residents with 
depression in dementia. These factors could affect the generalizability of the results. 

With respect to international generalizability, we are aware that in most other countries the role and 
educational level of CNAs on psychogeriatric wards is somewhat different to the situation in the 
Netherlands. In the United States, for example, CNAs are not trained in developing care plans. 
Accordingly, the division of tasks in the guideline could be rearranged according to the specific situation. 
Licensed Practical Nurses (LPNs) could, for example, be in charge of developing the Pleasant-Activities-
Plans, leaving the CNAs to carry them out. Research should be conducted to establish whether the effects 
on perceived autonomy and powerlessness in these cases are comparable. 

5. CONCLUSIONS 
The introduction of the nursing guideline ‘depression in dementia’ on psychogeriatric nursing home wards 

did have a positive, though small, significant effect on the perceived professional autonomy of CNAs. 
Effects could probably be enlarged if non-Certified Nurse Assistants and nursing helpers are also trained, 
and managers pay more attention to the necessary conditions for successful introduction. We did not find 
any short-term effects on experienced workload, powerlessness and confidence. In all likelihood, in the 
long term, when the guideline is consolidated, positive effects on workload may also be shown. 
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TABLES 
 
Table 1. Background characteristics of participating CNAs. 

 Experimental group  Control group  

Pre-test 
(n = 83)  

Post-test 
(n = 76)  

Follow-up 
(n = 76)  

Pre-test 
(n = 80)  

Post-test 
(n = 83)  

Follow-up 
(n = 80)  

Age, years 
(mean ± SD) 37.8 ± 9.8 37.8 ± 9.6 38.8 ± 9.9 39.7 ± 10.5 39.2 ± 10.2 40.4 ± 9.8 

Range 20–58 20–59 20–59 19–61 20–62 20–58 

Sex male, n (%) 6 (7.2) 5 (6.6) 4 (5.3) 3 (3.8) 3 (3.6) 2 (2.5) 

 

Highest educational degree, n (%) 

 Lower 
vocational 3 (3.6) 1 (1.3) 1 (1.3) 3 (3.8) 0 (0.0) 1 (1.3) 

 Interm. 
vocational 65 (78.3) 61 (80.3) 56 (73.7) 60 (75.0) 68 (81.9) 66 (82.5) 

 Higher 
vocational 7 (8.4) 5 (6.6) 10 (13.2) 6 (7.5) 6 (7.2) 6 (7.5) 

 Other 8 (9.6) 9 (11.8) 8 (10.5) 11 (13.8) 9 (10.8) 8 (8.8) 

 

Hours employed 
per week (mean 
hours ± SD) 

27.8 ± 6.7 27.1 ± 6.8 27.5 ± 7.4 27.2 ± 6.8 27.5 ± 6.5 27.0 ± 6.5 

Working fixed 
shifts, n (%) 18 (21.7) 18 (23.7) 18 (23.7) 14 (17.5) 18 (21.7) 19 (23.8) 
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Table 2. Differences in outcome trends between experimental and control groups.  

Outcome 
measures 

Pre-test mean 
(se)  Post-test mean (se) Follow-up 

mean (se)  χ2-Linear χ2-Quadratic 

Exp.  Contr.  Exp. Contr.  Exp.  Con
tr.  

Primary: 
perceived 
autonomy 
(subscale 
VBBA: 0.00–
100.00) 

43.54 
(1.86) 

39.37 
(1.97) 

44.95 
(1.52) 41.16(1.93) 42.6 

(1.74) 

43.7
2 
(1.80) 

6.71* 1.61 

Primary: 
experienced 
workload 
(subscale 
VBBA: 0.00–
100.00) 

35.82 
(1.61) 

36.77 
(1.75) 

33.98 
(1.65) 

36.79 
(1.80) 

36.28 
(1.67) 

38.2 
(1.67) 0.39 1.15 

Secondary: 
perceived 
confidence (1–
5) 

3.93 
(0.08) 

3.79 
(0.10) 

4.06 
(0.09) 3.96 (0.09) 4.02 

(0.08) 
3.82 

(0.09) 0.19 0.40 

Secondary: 
perceived 
powerlessness 
(1–5) 

2.93 
(0.07) 

3.00 
(0.08) 

2.96 
(0.08) 3.05 (0.09) 2.93 

(0.08) 
2.87 

(0.07) 1.06 0.50 

The underlined scores after the measures indicate the most favorable score for the scale. Mean = estimated 
mean score (multilevel analysis); se = standard error; χ2 = Chi-square (1 degree of freedom).* Indicates a 
significantly different trend in the experimental and control groups from pre-test to follow-up in favor of 
the experimental group (p ≤ .05; Chi-square > 3.84, 1 degree of freedom). 
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FIGURES 
Fig. 1. Content of the guideline introduction. 
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Fig. 2. Job-Demand-Control model adapted to current study hypotheses. 
 

 


