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Objectives: People with dementia living in nursing homes benefit from a social environment that fully
supports their autonomy. Yet, it is unknown to what extent this is supported in daily practice. This study
aimed to explore to which extent autonomy is supported within stafferesident interactions.
Design: An exploratory, cross-sectional study.
Setting and Participants: In total, interactions between 57 nursing home residents with dementia and staff
from 9 different psychogeriatric wards in the Netherlands were observed.
Methods: Structured observations were carried out to assess the support of resident autonomy within
stafferesident interactions. Observations were performed during morning care and consisted of 4 main
categories: getting up, physical care, physical appearance, and breakfast. For each morning care activity,
the observers consecutively scored who initiated the care activity, how staff facilitated autonomy, how
residents responded to staff, and how staff reacted to residents’ responses. Each resident was observed
during 3 different mornings. In addition, qualitative field notes were taken to include environment and
ambience.
Results: In total, 1770 care interactions were observed. Results show that autonomy seemed to be sup-
ported by staff in 60% of the interactions. However, missed opportunities to engage residents in choice
were frequently observed. These mainly seem to occur during interactions in which staff members took
over tasks and seemed insensitive to residents’ needs and wishes. Differences between staff approach,
working procedures, and physical environment were observed across nursing home locations.
Conclusions and Implications: The findings of this study indicate that staff members support resident
autonomy in more than one-half of the cases during care interactions. Nonetheless, improvements are
needed to support resident autonomy. Staff should be encouraged to share and increase knowledge in
dementia care to better address residents’ individual needs. Especially for residents with severe de-
mentia, it seems important that staff develop skills to support their autonomy.
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In the past 2 decades, efforts have been made to provide person-
centered care that is more responsive to nursing home residents’
needs and wishes.1e3 Person-centered care focuses on addressing
individual needs and maintaining selfhood within an interpersonal
relationship.3 It underlines respecting, valuing, and understanding
persons with dementia and their caregivers, through positive in-
teractions and social events.4 Universal human needs of autonomy,
relatedness, and competence are important aspects of well-being for
people with dementia in nursing homes.4,5 Autonomy can be defined
as one’s ability to live the life one wants to live. Experiencing control
and having freedom of choice are seen as expressions of autonomy.6,7

People with dementia often face difficulties voicing their needs and
wishes, and they may need support from their social environment to
express their autonomy. However, being dependent on others and
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receiving support does not decrease residents’ need for autonomy.8,9

Therefore, concepts of relational autonomy and human interdepen-
dency should be considered in caregiving.10 Within social relation-
ships, autonomy can either be facilitated or impeded, and residents
can still exercise autonomy regardless of their level of dependence on
others because of cognitive or physical impairments. Nonetheless,
stimulating autonomy within care remains a challenge.11

Although the concept of person-centered care has received
considerable attention during past decades,12 little is known about the
extent to which resident autonomy is supported by staff in practice
during daily care in nursing homes. Staff sensitivity to residents’ needs
for social interaction, providing genuine attention, and building a
trusting relationship are important to increase the feeling of resident
autonomy.13 In addition, staff need to engage residents in choice as
much as possible.14,15 For example, staff can support choice by
showing food choices to residents, or by asking closed-ended (yes/no)
questions regarding wishes for daily activities. Nonetheless, research
suggests that nursing home residents with dementia may not be
adequately engaged in choice by their social environment.14,16 To
support resident autonomy, it is essential to use adequate (non)verbal
communication that is adapted to residents’ understanding (eg, being
alert to cues, recognizing individuality and personality, informing and
discussing, understanding “beyond the spoken word,” avoiding eld-
erspeak, and controlling language).17e20

Previous studies suggest that exercising autonomy is often
influenced by factors regarding how nursing home residents are
approached by staff and by institutional factors.21e23 Although
knowing the person is considered important in providing person-
centered care, staff can limit resident autonomy by making de-
cisions based on previous experiences or interpretation of resident
preferences.22,23 Consequently, they neglect assessing preferences
and exclude residents from decision-making.24 In addition, as staff
may stereotype residents as “old” and lacking physical and cogni-
tive capacity to exercise autonomy, residents are not perceived as
persons with individual preferences and are not taken seriously in
decision-making.12,21,25 Therefore, care should focus beyond phys-
ical and cognitive impairments and seek possibilities to enable
residents to live life as fully as possible.26 Nonetheless, the shift
toward providing person-centered care remains challenging, as
traditional working routines and processes focus on medical care
within current nursing home practice. Most stafferesident in-
teractions focus on finishing care tasks, regardless of the resident’s
needs and wishes.13,27 In addition, institutional factors such as
routines, restricted door access, or having to live with strangers can
also be barriers to resident autonomy.28e30

Knowledge of how autonomy is supported within stafferesident
interactions is needed to increase knowledge of how to support
resident autonomy in current practice. Important information on in-
dicators of autonomy for nursing home residents has been
provided.28e30 Nonetheless, research on the subject has mostly been
restricted to autonomy as a subdomain within person-centered care,
and primarily incorporates staff perception of whether or not they
perceive that residents are empowered in decision-making, involved
in care planning, or have control over care.31e34 Moreover, autonomy
is often linked to practical matters (eg, whether or not residents can
bring their own belongings, listen to music of their choice, spend time
with animals, or eat when and where they want). More research is
needed to incorporate the relational perspective on autonomy in order
to cover more aspects of autonomy within daily nursing home care.
Therefore, the aim of this study is to explore to which extent auton-
omy is supported within nursing homes for residents with dementia
during stafferesident interactions. This is one of the first studies that
explores how resident autonomy is supported within current practice
by staff, and aims to describe patterns of how autonomy is supported
within stafferesident interactions. In addition, a preliminary explo-
ration of how the support of autonomy differs for residents with
different cognitive and physical functioning within this sample was
conducted.

Methods

Study Design

We conducted an exploratory, cross-sectional, observational study,
in which qualitative and quantitative approaches are combined, be-
tween March 2017 and September 2018.

Setting and Participants

The sample consisted of people with dementia living in 9 different
psychogeriatric wards of 6 nursing homes in the southern part of the
Netherlands. Eligibility criteria required residents to have an official
diagnosis of dementia, or a Standardized Mini-Mental State Exami-
nation (SMMSE) score lower than 24.35 A total of 120 residentsmet the
inclusion criteria. To include a variety of perspectives from different
nursing home environments, 5 large-scale wards and 4 small-scale
wards from 5 different locations were included. In the Netherlands,
2 main types of nursing home facilities exist.36 Within the large-scale
wards, care is provided for around 20 residents or more, and has a
more traditional way of providing care. Within small-scale wards, the
aim is to provide care within a homelike, personal environment for a
small number of residents (approximately 6 to 8), where household
activities are integrated into daily life. Staff members within the
selected wards were included in the study if they provided morning
care for the participating residents. In the Netherlands, the majority of
nursing staff (88%) consists of certified nursing assistants. Nurses who
work in a nursing home in the Netherlands are required to have
received education for at least 2 years. On average, staff had 15 years of
nursing experience (with years ranging from 1 to 41) and 90% were
certified nurses, 1.5% were registered nurses, and 8.5% support staff.
Measures

Resident Characteristics
A nurse provided information on residents’ age, sex, and official

dementia diagnosis. We measured cognitive status with the SMMSE
with a score ranging from 0 to 30, with low scores indicating severe
cognitive impairment.37 We assessed functioning on activities of daily
living (ADL) with the Barthel index, with scores ranging from 0 to 20
and lower scores indicating a higher dependency in ADL func-
tioning.38We administered all characteristics within 3 weeks from the
start of the observation period.
The Support of Autonomy
In this study, we observed the support of resident autonomy

within stafferesident interactions during morning care, as
stafferesident interactions occur frequently during this period. We
clustered 11 morning care activities into 4 main categories: getting
up, physical care, physical appearance, and breakfast (Table 1).
Accordingly, as instruments to measure resident autonomy within
stafferesident interactions are lacking, we developed a standardized
observation list in several steps. First, we performed participant
observations on weekdays to explore how we can observe the sup-
port of resident autonomy within practice. Next, we discussed these
pilot observations and the developed observation list within the
research team. Accordingly, a first version of the observation list was
set, containing all morning care activities that could be observed,



Table 1
Description of Care Activities

Care Activities Description

Getting up
Waking up
Getting out of bed

Theway in which a resident starts his/her day. It
entails the way a resident wakes up, gets out
of bed, and how his/her autonomy is
supported during both moments.

Physical care
Washing/bathing
Dental care

The way in which a resident receives or
performs personal care. It entails how a
resident is approached and how personal
preferences are met regarding washing and
dental care.

Physical appearance
Clothing
Getting dressed
Hairdressing/grooming

The way in which a resident wants to express or
present him or herself regarding physical
appearance. It entails how a resident is
approached and how personal preferences are
met regarding getting dressed, clothing,
hairdressing, or shaving.

Breakfast
Time to eat
What to eat
What to drink
Amount of breakfast

The way in which breakfast is provided. It
entails how a resident is able to and wants to
have breakfast and how personal preferences
are met regarding time and type of breakfast.
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and a categorization of the steps occurring within stafferesident-
interactions, such as “who took the initiative” or “how did the
resident/staff member respond.” We performed several test obser-
vations with the observation list to distinguish and define the defi-
nitions. We could have observed the care activities of toileting and
medication, however, these were omitted from the observation list
because of privacy issues and individual differences in medication
use. This resulted in 11 morning care activities. Subsequently, we
discussed the observation list within the research team to agree on
step definitions and scoring. Finally, an observation guideline was
developed and completed to standardize the observation method.
Four trained observers (3 researchers and 1 research assistant)
conducted the observations. All observers were trained by the first
author. The first step was reading and discussing the protocol and
guideline. Second, dual observations were conducted by the first
author and 1 observer. These test observation consisted of approx-
imately 3 mornings, observing all morning care activities for 6 res-
idents per morning together. Scoring was evaluated afterward with
the first researcher. After performing the first observations, we
performed an evaluation to ensure alignment between the re-
searchers Two observers (L.H., E.V.), who were involved in the ma-
jority of the observations, tested the observation reliability. They
performed dual observations for 6 residents, and scored the com-
plete observation list at the same time, for the same residents, to
establish an absolute interobserver agreement. This was 93%, based
on calculating agreement scores for each scoring option of the
observation list.

For each morning care activity, the observers consecutively
selected an option within the following 4 categories (creating an
“observation path”): (A) Initiative for care activity; (B) Facilitating
autonomy; (C) Resident response to staff; and (D) Staff reaction to
resident’s approach, which is explained below (Detailed information
is provided in Supplementary Material.)

(A) First step: Initiative for care activity (ie, who initiated the care
activity? “resident” or “staff member.“)

(B) Second step: Facilitating autonomy, ie, How did the nursing
staff member approach the resident during the care activity?
“Care activity without a verbal or nonverbal cue,” “Care activity
with verbal or nonverbal cues,” or “Care activity with active
support of choice.”

(C) Third step: Resident response to staff approach, ie, how did the
resident respond to the staff member’s approach? “No reac-
tion,” “Positive reaction,” or “Negative reaction.”

(D) Fourth step: Staff reaction to resident’s response, ie, how did the
staff member react to the resident’s response? “Staff member
complies with the resident’s request or reaction,” “Staff mem-
ber proposes an alternative, and resident agrees,” “Staff
member verbally responds to resident, but perseveres with
own plan,” or “Staff member ignores resident’s reaction.”
Field notes were taken during the observation period to describe

the situation during all interactions and to document aspects that
stood out regarding environment and ambience.

Procedure

The researcher observed each resident during all care activities
on 3 randomly selected mornings (7:00e11:30 am on weekdays).
We conducted continuous observations; all care activities were
observed from beginning to end. For practical reasons, the
researcher sometimes changed the observation order of care activ-
ities for 1 resident or rescheduled a part to the next day. Within
each ward, a registered nurse assessed the background information
for all participating residents by using residents’ records, combined
with their own knowledge about the residents. We scored
observations on a small, printed, structured observation list. During
the observation, the researcher took notes and completed the
observation list.
Ethical Considerations

The Ethics Committee of Zuyderland-Zuyd approved this study
(No. 16-N-233). Participants’ family caregivers gave written informed
consent after receiving information about the purpose and procedure
of the study. During the observations, we assured informed assent
from the residents (ie, the nurse asked each resident for their
permission before the researcher entered the room). If residents gave
permission, the researcher quietly sat down in the room. If the resi-
dent rejected the observer’s presence, showed verbal or nonverbal
negative mood signals, or when the resident was visibly distressed by
the observer’s presence, the observer would leave the room.39
Data Analyses

We digitalized and analyzed the observation lists, using the sta-
tistical software package SPSS v 25 (IBM SPSS Statistics for Windows,
version 25 Armonk, NY). Descriptive statistics were used to obtain an
overview of the distribution of who took the initiative for a care ac-
tivity (step A), and how autonomy was facilitated by the staff member
(step B). Next, to analyze complete observation paths (single in-
teractions), steps A, B, C, and D were concatenated within the SPSS
data file. We used frequency tables to obtain the proportion of each
observation path within the sample. In addition, for the purpose of
exploring how background characteristics (ie, SMMSE score and Bar-
thel index score) related to different steps within the interactions and
the observation paths, scores were categorized as follows. The SMMSE
score was categorized into severe (0e10), moderate (11e20), mild
(21e26), and normal (27e30).36 The Barthel index score was catego-
rized into low ADL dependency (15e20), ADL dependent/independent
(10e14), and high ADL dependency (0e9).37 Next, the content of the
field notes regarding environment and ambience within each location
was used to describe the context across locations and nurses.
Results

Both quantitative and qualitative results are presented below.
Sample proportions are followed by qualitative descriptions.



Table 2
Resident Characteristics (n ¼ 57)

Total

Mean age (SD; range) 86.72 (5.97; 61e97)
Female (%) 46 (81)
Mean SMMSE score* (SD; range) 9.40 (7.58; 0e27)
SMMSE categorization (frequency; percentage)
Severe (0e10) 24 (51.10)
Moderate (11e20) 21 (44.70)
Mild (21e26) 1 (2.10)
Normal (27e30) 1 (2.10)

Mean Barthel index scorey (SD; range) 9.51 (5.67; 0e20)
Barthel index score categorization

(frequency; percentage)
Low dependency (15e20) 12 (21.80)
Dependent/independent (10e14) 20 (36.40)
High dependency (0e9) 23 (41.80)

SD, standard deviation.
Underlined score indicates worse performance on scale.

*The SMMSE was assessed for 47 residents; 10 residents refused to participate, did
not speak the language or were absent/sleepingmultiple times during data collection.

yThe Barthel index was assessed for 55 residents; we received no information on
Barthel index scores from 2 residents.
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Sample Characteristics

Of the 120 family caregivers of nursing home residents that we had
approached for this study, 57 family caregivers gave informed consent
(48% of eligible residents within the selected nursing home wards).
Table 2 presents their characteristics. On average, residents experi-
enced moderate to severe loss of cognitive functioning and needed
extensive assistance with regards to physical functioning. During the
observation period, we observed 75 different staff members during
interactions with the selected residents.

Care Observations

In total, we observed 1770 care interactions (Table 3). Because of
residents passing away before or during the study period (n ¼ 5),
residents verbally refusing observation during an observation day
(n ¼ 2), or residents who stayed in bed during the observation day or
period, 94% of the intended observations (n ¼ 1881) were completed.

Initiative for Care Activity

On average, staff initiated 72% of the care activities; whereas res-
idents initiated an average of 20% of the activities (Table 3). Residents
Table 3
Overview of Care Initiation

Care Activities (and Subcategories) n (observed)

Getting up
Waking up 165
Getting out of bed 166

Physical care
Washing/bathing 157
Dental care 156

Physical appearance
Clothing 167
Getting dressed 167
Hairdressing/grooming 164

Breakfast
Time to eat 164
What to eat 156
What to drink 158
Amount of breakfast 150

Total (mean) 1770
especially took initiative in “waking up” (69%) and to a lesser degree in
“getting out of bed” (35%). Furthermore, dental care was frequently
not performed during morning care observations (53%).

Further exploration of the data indicates that residents with higher
cognitive functioning (SMMSE) and higher independent ADL func-
tioning (Barthel index) appeared to initiate care activities more often
themselves. Residents with higher cognitive functioning initiated care
activities in more than 82% of cases, whereas residents with low
cognitive functioning initiated care activities in less than 19% of cases.
Residents with higher independent ADL functioning initiated care
activities in more than 40% of cases, whereas residents with lower
independent ADL functioning initiated care activities in less than 8% of
cases.
Facilitating Autonomy

In 30% of cases, staff performed the care activity without a verbal or
nonverbal cue. An example of an observation is given below:

In a rush to get Mrs Peeters (all names are pseudonyms) ready for
breakfast, nurse Ally gets a comb from the bathroom, walks up to Mrs
Peeters, and starts brushing Mrs Peeters’ hair really quick without saying
anythingeObservation hairdressing/grooming

In 39% of cases, staff performed the care activity with a verbal or
nonverbal cue. An example is given below:

Nurse Mary picks up Mrs Jansen’s dentures from the bathroom and
shows them to Mrs Jansen, looks at her and jokingly says ‘Let’s get you
some teeth’; Mrs Jansen laughs and opens her moutheObservation
dental care

In 31% of cases, staff actively supported resident autonomy by
engaging them in choice. An example is given below:

The nurse softly knocks on the resident’s door, enters the room and
says, ‘Good morning Mr Peeters,’ as Mr Peeters had already put away the
blanket; ‘Do you want to get up already?’ and Mr Peeters slowly
nodseObservation getting up

Further descriptive analyses showed that residents with very low
cognitive functioning (SMMSE score 0e10) seemed to more often be
approached by the nurse without a cue during the care activities, in
32% of cases, than people with higher scores of cognitive functioning.
Nurses seem to perform care activities without a verbal or nonverbal
cue mostly for residents with low independent ADL functioning (59%
of cases). If the nurse performed the care activity without a cue, often
residents showed no reaction (74% of cases). If the nurse performed
the care activity with a cue, or when the resident was engaged in
Initiative

Staff Resident Activity Not Performed
during Observation Period

31% 69% 0%
64% 35% 1%

90% 7% 3%
42% 5% 53%

81% 16% 3%
84% 13% 3%
76% 16% 8%

88% 12% 0%
84% 13% 3%
86% 10% 4%
71% 22% 7%
72% 20% 8%
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choice, the resident showed a (positive) reaction (60% and 82% of
cases, respectively).

Variations in the Support of Autonomy

In total, 21 variations of how autonomy was supportedethe
observation pathsewere observed during the observation period. An
example of a path is described below:

(A) Initiative: Nurse.
Nurse Anny picks up clothes from Mr Maas’ closet.

(B) Facilitating autonomy: Engaged in choice.
Nurse Anny walks up to Mr Maas and shows the pair of clothes and
says, ‘do you want to wear these today’?

(C) Resident response: Positive reaction.
Mr Maas looks at the clothes and briefly nods to nurse Anny.

(D) Staff reaction: Not needed to be scored.
Nurse Anny puts down the clothes and helps MrMaas to take off his
pajamas.
After finishing all observations, the research team held several

meetings to discuss and interpret the type of observation paths.
Insight into the rich variety of possibilities and different approaches
helped to support the interpretation process. We used the qualitative
data (ie, the field notes) to interpret the quantitative research findings
as collected during the observations. This led to a categorization into
either “autonomy supporting,” “autonomy undermining,” “autonomy
impeding,” or “undefined.” Figure 1 lists all possible 21 observation
paths and Table 4 provides a description of the interpretation. A
detailed overview of the categorization of the observation paths can
be found in Supplementary Table 1.

Autonomy supporting
Autonomy supporting observation paths occurred 60% of the time.

This category can be described as stafferesident interactions that fully
support resident autonomy. All observation paths within this category
ended positively. In these paths, the resident agreed (either verbal or
nonverbal) to the nurse’s request, and/or the nurse did not impede the
resident’s autonomy. The nurse listened to the resident and engaged
the resident in choice by being sensitive to the resident’s needs and
wishes. Examples of situations of supporting of autonomy are:

After Mrs Meyer was washed and had put on clothes, she walks to the
bathroom and picks up the comb and started brushing her hair; while
nurse Patricia was making up the bed, she watched Mrs Meyer brush her
hair, and let her finish the task.

Ready to have breakfast, Mrs Pieters was brought to the breakfast
table in her wheelchair; ‘Good morning Annie,’ nurse Katy says with a
smile. Nurse Katy picks up the bread cart and says: ‘here you go,’ and
nurse Katy shows Mrs Pieters pieces of brown and white bread, and Mrs
Pieters nods toward the brown bread; nurse Katy picks up a plate and
gives Mrs Pieters a slice of brown bread.

Autonomy impeding
In 25% of the observations, the interaction between staff and

resident impeded resident autonomy. The nurse was not sensitive to
resident autonomy, did not try to hear or figure out the resident’s
needs during the care activity, and refrained from personal contact.
The nurse did not identify resident’s needs and wishes, and seemed
mainly concerned with performing care tasks. In general, we did not
observe a personal approach. Residents did not actively respond and
appeared to follow whatever the nurse was doing. Examples of
manifestations of autonomy impeding are:

After being brought to the breakfast table, Mrs Maas sat down and got
a ‘good morning.’ Nurse Anny pours coffee into a cup and puts it on the
table while she looks at the other 6 residents who sit at the table; she gives
Mrs Maas a plate and sits down beside another resident to help him.
Nurse Mary picks up clothes from the chair, and gently throws them
on the bed and rapidly rolls up the shirt to help Mr Dijk with getting
dressed. As Mr Dijk is not able to speak, nurse Mary refrains from verbal
interaction and puts no effort into making contact; Mr Dijk underwent
the care activity.

Autonomy undermining
In 1% of the observations, the interaction between staff and resi-

dent undermined resident autonomy. The nurses neglected and/or
ignored residents’ expressed need(s) and wish(es). Examples of situ-
ations in which autonomy was undermined are:

After a rushed shower where Mrs Visser got agitated, nurse Monica is
in a hurry to do all consecutive care activities. Nurse Monica puts a t-shirt
over Mrs Visser’s head while answering a colleague’s question, who just
enters the room. Mrs Visser looks toward the floor, and nurse Monica kept
talking with her colleague while finishing the task. Mrs Visser moans and
refuses to cooperate; nurse Monica ignores Mrs Visser’s reaction and
roughly continues the care activity.

After being moved out of bed by a medical lift, Mrs Peters was put on
the toilet. Nurse Emmy turns on the shower and says to the observer ‘it’s
just easier showering her as she already sits on the toilet than moving her
to the medical shower chair,’ and meanwhile starts washing Mrs Peters
without any cues, nor did she check for a right temperature. Mrs Peters
moans and freezes when the water touches her skin, while nurse Emmy
says to the observer: ‘Mrs Peters doesn’t like showering, but today is
showering day,’ and continues to shower.

Undefined
In 14% of instances, we could not interpret the observation paths.

We could not directly define observation paths within this category as
facilitating, impeding, or undermining. The support of resident au-
tonomy varied, as we could identify several perspectives on the situ-
ation. Examples of situations within this category are:

In an effort to verbally engage Mr Prins in the choice of clothes, nurse
John asks, ‘Shall we put these trousers on today?’ and looks at Mr Prins,
but receives no response. Without further effort to get Mr Prins to un-
derstand what he was asking, nurse John quickly puts on the trousers.
After asking M. Prins for a type of t-shirt, he again receives no reaction.
Nurse John finishes every consecutive care activity.

During breakfast, where residents sit at 2 large tables and there is a lot
of background noise, nurse Clara gives Mrs Smit a slice of bread with
cheese, looks at her and says, ‘There you go, a nice slice of bread’ and
friendly laughs at her. Mrs Smit would not eat, untileafter a whileenurse
Clara asks, ‘You don’t like this?’ and Mr. Smit moves her plate. Nurse
Clara: ‘I’ll get you some raisin bread, here you go’ and Mrs Smit starts to
eat.

Within this category, many missed opportunities are identified,
which are not truly facilitating, undermining, or impeding, however,
the nurse’s approach regarding the care activity could have beenmore
autonomy supporting. The nurse did put an effort into making per-
sonal contact, however, most of the cues were verbally orientated and
the nurses did not always take enough time to make sure that resi-
dents understood what was asked or suggested (either with verbal or
nonverbal cues).

Further descriptive analyses showed that autonomy undermining
and impeding observation paths were more often seen for residents
with low cognitive functioning (ie, in approximately 70% of cases).
Autonomy supporting observation paths were more commonly seen
during the care for residents with higher levels of cognitive func-
tioning (ie, in more than 60% of cases).

Context Across Locations and Nurses

As observations took place in 9 different nursing home wards, we
observed differences regarding working procedures and physical



C: Resident responseB: Facilitating autonomy D: Staff reactionA: Initiative

Initiative

Resident

No interference

Interference with 
explanation

Interference and 
ignoring resident

Nursing staff

Without cue

No reaction

Positive reaction

Negative reaction

Pos. response to 
resident request

Alternative 
suggestion

Neg. response to 
resident request

Ignoring resident 
request

With cue

No reaction

Positive reaction

Negative reaction

Pos. response to 
resident request

Alternative 
suggestion

Neg. response to 
resident request

Ignoring resident 
request

Engaged in choice

No reaction

Positive reaction

Negative reaction

Pos. response to 
resident request

Alternative 
suggestion

Neg. response to 
resident request

Ignoring resident 
request

Fig. 1. Representation of observation paths. (A) Initiative; (B) Facilitating autonomy; (C) Resident response; (D) Staff reaction.
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environment to support or impede resident autonomy. Regarding
working procedures, it seemed that each nurse used a similar
approach for all residents. As we observed residents during 3
randomly chosen mornings, we observed the same resident in in-
teractions with different staff members. For example:

MrWillemswas helped by nurse Tony, during 2 observationmornings.
Tony did not give any cues nor did he engage M. Willems in choice, and
seemed mostly concerned with finishing the care tasks on time. During
these 2 mornings, M. Willems showed almost no verbal or nonverbal
reaction to the care activities. During the third observation, a different
nurse, Laura, helps Mr Willems and approaches Mr Willems with much
more patience by taking time, tries to make eye contact with every new
action, and frequently tries to involve Mr Willems in choice. Then, Mr
Willems frequently laughs when nurse Laura makes eye contact and even
tries to speak.

Regarding breakfast, we observed differences across locations. For
instance, in some small-scale wards, nurses only served breakfast
when all 6 residents had received physical care andwere ready to have
breakfast together at the table, promoting the “eating with family, just
like old times” vision. At other locations, staff members were present
at 8 a.m. and served or helped residents when they got into the
communal dining room. These staff members were not educated as



Table 4
Definitions of the Interpretation of Autonomy Manifestations and Their Occurrence

Interpretations Definition n (%)

Autonomy
supporting

Resident autonomy was fully supported by the
staff member; residents’ expressed needs and
wishes were met

755 (60%)

Autonomy
impeding

Resident autonomy was impeded by the staff
member; residents’ needs and wishes were
not taken into account by staff

320 (25%)

Autonomy
undermining

Resident autonomy was undermined by the
staff member; the expressed needs and
wishes of the resident were ignored

11 (1%)

Undefined The extent to which resident’s autonomy was
supported cannot directly be defined as
facilitating, undermining, or impeding;
variations existed regarding if and how
resident autonomy was supported, as several
perspectives on the care activity and its
interpretation could be identified

182 (14%)
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nurses; however, the manager accepted them based on their strong
affinity with caring for residents with dementia. At some locations,
breakfast was already set up at the table in order for residents to
choose from different types of bread or drinks, whereas others made
sandwiches or drinks at the kitchen or cart that was not in the resi-
dent’s sight.

Some locations had set up surveillance technology, which was
most likely installed as a viable alternative to physical restraints.
Although using this technology could interfere with resident au-
tonomy, we observed that some nurses used it as a way to increase
resident autonomy. For example, sensors that are linked to the
nurse’s beeper were placed beside the bed. When a resident got up,
the nurse would go and check if the resident needed help. In addi-
tion, in-bedroom cameras were linked to computer displays to get
information on whether or not residents were awake and in need of
help.

Furthermore, we observed differences in ambience, often related
to the amount of nurses present and their talking behavior. For
example, when residents were helped by 2 nurses, personal attention
was either increased due to doubled social interactors, or was
decreased by nurses chatting together while finishing care activities.

Discussion

The current study described the extent to which staff supported or
impeded the autonomy of nursing home residents with dementia
during stafferesident interactions. The results indicate that staff
supported resident autonomy during stafferesident interactions in
more than one-half of the cases. In addition, data suggest that staff’s
approach can increase resident autonomy, as resident consent and
engagement in care activities appeared greater when staff actively
supported resident autonomy. Nonetheless, there were still many
cases in which staff seemed to ignore resident’s needs and wishes. In
addition, differences within staff’s approach, working procedures, and
physical environment exist, which may support or impede resident
autonomy.

This study illustrates that staff use various ways to support resi-
dent autonomy, even though residents face difficulties in expressing
their autonomy. Previous research confirms that staff support in
decision-making for residents in residential care can lead to a greater
sense of autonomy.19,25 Residents can achieve autonomy in the rela-
tionship with their social environment, regardless of being reliant on
others in addressing their needs and wishes.13 The current study in-
dicates that during stafferesident interactions, staff supported resi-
dent autonomy in more than one-half of the cases. This was
particularly evident when staff offered choice or when staff explained
the care activity, and waited for resident’s consent to pursue the care
activity. This is in accordance with previous work that showed
different styles that staff use to either encourage or discourage
participation in decision-making for residents with dementia.40 These
previous results suggest that positive communication and enabling
characteristics within communication can enhance resident auton-
omy. In addition, engaging residents in choice is considered a sign of
respect, and enhances the feeling of being seen as a personwith needs
and wishes.1,41

This study indicates that residents were often not actively or fully
engaged in the care activity. Staff play a major role in either sup-
porting or impeding autonomy during morning care, as they initiate
care in the majority of care activities. However, this study found that
staff did not engage the resident one-third of the time in care ac-
tivities, and consequently, the resident did not actively consent to
the care activity. Both residents and staff are at risk of becoming
institutionalized, as staff mainly focus on residents’ cognitive
impairment and lack of decision-making capacity.20,42 Staff often
base their caregiving approach on care plan documents and perceive
this time-saving strategy as autonomy supporting.19 This might
explain why staff in the current study did not always seek residents’
preferences during interactions. This strategy, however, is perceived
as contradictory to getting to know the person and exceeds ways to
understand the resident with dementia as a person.1 This study
shows how staff approach residents in supporting autonomy, using a
variety of verbal and nonverbal communication. Hence, staff need to
recognize and be aware of the importance and capability of residents
with dementia to be engaged in meaningful social interaction.43 Staff
need to be given adequate time to receive educational support that
could improve skills to better support autonomy. Consequently,
residents might have more positive care experiences and resident
distress might reduce.44,45

Another finding is that challenges seem to exist in supporting
autonomy for residents with severely high cognitive impairment.
Results indicate that the chances of being engaged in care were lower
for residents with a poor level of cognitive functioning. We observed
that staff especially encountered challenges when caring for residents
who faced difficulty conveying or knowing what they need or want.
Staff may find it difficult to perceive and recognize residents with
dementia as relational human beings because of their incapability to
express needs and wishes.41 Previous research indicates that staff
acknowledge the importance of offering choice to residents who face
challenges to make decisions.15,45 Nonetheless, staff often experience
difficulties in supporting autonomy for residents with extremely se-
vere dementia. Staff might not keep upwith the increasing complexity
of care, do not have sufficient competences to care for residents with
severe dementia, or some may not see them as equal human beings
with the same needs.41,46 Staff need to be given time to prioritize
psychosocial needs, such as resident autonomy, as opposed to solely
prioritizing physiological and biomedical needs.47,48 Therefore, staff
might benefit from receiving practical dementia care education, and
sufficient resources and time to improve care that supports resident
autonomy.49,50

The results of this study are subject to certain limitations. For
instance, we only observed the support of resident autonomy during
morning care which was analyzed using descriptive statistics. There-
fore, this study cannot provide information on whether or not this is
representative for all daily activities and it may not be generalizable to
other groups. In addition, although we asked residents and staff to
maintain their usual routine, potential participant bias might have
affected the outcome, as participants might have behaved differently
knowing that they were being observed. This could have led to more
autonomy supporting observations in which residents were better
engaged in choice. Unfortunately, because of the methods used, this
study did not assess whether or not residents themselves experienced
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more or less support of their autonomy, and how they felt about it.
This study does, however, indicate that engaging residents in choice is
more autonomy supportive, as more positive reactions were observed
when staff asked questions or gave different options. Although this
study had its methodological limitations, observations were per-
formed by multiple observers using a standardized observation
manual to confirm that each observer conducted and scored the same
steps.

Conclusions and Implications

The findings of this exploratory study show that the autonomy of
nursing home residents with dementia is supported inmore than one-
half of interactions with staff. Nonetheless, there remains a large part
in which autonomy is impeded, indicating that there is a need for
further improvement. Therefore, it is important to develop in-
terventions to support staff with education and practical skills in order
to optimally support the autonomy of nursing home residents with
dementia. Further studies on interventions to educate staff need to be
carried out to better support autonomy for residents with dementia
living in a nursing home. Our results suggest that cognitive and
physical functioning might be related to the level of support. Addi-
tional research is needed to confirm this finding and to optimize care
that supports resident autonomy for residents with very low levels of
cognitive functioning and residents with challenges to expressing
themselves verbally. As this study suggests that there are differences
in resident approach between individual staff members, peer learning
and peer support within nurse teams might improve knowledge and
skills by means of experimenting, sharing feedback, and challenging
each other’s viewpoint and approach.49,50 Furthermore, research
needs to be carried out to explore if staff background (eg, experience
and education) might relate to how they support or interact with
residents.
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Supplementary Material: Detailed Description of How
Observation Paths Were Scored

(A) Initiative for care activity
Who initiated the care activity? This consisted of 3 options: resi-

dent, staff member, and other (volunteer, family caregiver, other). If a
staff member or other person initiated the care activity, the next step,
step B, was scored. If the resident initiated the care activity, step Dwas
immediately scored and steps B and C did not need to be scored.

(B) Facilitating autonomy
How did the nursing staff member approach the resident during

the care activity? Does this approach lead to the support of resident
autonomy? The step consisted of 3 options: care activity without a
verbal or nonverbal cue; care activity with verbal or nonverbal cues;
and care activity with active support of choice. When a care activity
was performed without a verbal or nonverbal cue, the resident was
not actively engaged in choice in the care activity, and the nurse did
not pay attention to resident autonomy. When the care activity with a
verbal or nonverbal cue was performed, the nurse prepared the resi-
dent for the care activity by providing visual or auditory stimulation
that related to the care activity, and paid attention to the resident’s
understanding of the cue. A care activity with active support of choice
was scored if the resident was actively engaged in choice. When this
step (step B) is scored, then step C is also scored.

(C) Resident response to staff approach
How did the resident respond to the staff member’s approach?

This step consists of 3 options: no reaction, positive reaction, and
negative reaction. No reaction was scored when the resident did not
show any response or just complied with the task given by the staff
member, without giving clear permission. A positive reaction was
scored in case of a clear sign of permission or positive response of the
resident, for example when answering positively, nodding, or blinking
the eyes. A negative reactionwas scored in the case of resistance of the
resident to the staff member’s task or approach, either verbally or
nonverbally. If the latter option was scored, then step D was also
scored. If not, the observation path ends here.

(D) Staff reaction to resident response
How did the staff member react to the resident’s response? This

step consists of 4 options: staff member complies with the resident’s
request or reaction; staff member proposes an alternative, and resi-
dent agrees; staff member verbally responds to the resident, but de-
cides to do what he/she (staff member) wants; and staff member
ignores the resident’s reaction.



Supplementary Table 1
Detailed Overview of the Categorization of the Observation Paths

Categories Observation Paths (n ¼ 21)

A B C D

Autonomy supporting 1 Resident - - No interference
2 Nursing staff With cue Positive reaction -
3 Nursing staff With cue Negative reaction Positive response to resident request
4 Nursing staff Engaged in choice Positive reaction -
5 Nursing staff Engaged in choice Negative reaction Pos. response to resident request

Autonomy impeding 6 Nursing staff Without cue No reaction
7 Nursing staff Without cue Positive reaction
8 Nursing staff Without cue Negative reaction Positive response to resident request
9 Nursing staff Without cue Negative reaction Alternative suggestion

10 Nursing staff Without cue Negative reaction Neg. response to resident request
Autonomy undermining 11 Resident - - Interference and ignoring resident

12 Nursing staff Without a cue Negative reaction Ignoring resident request
13 Nursing staff With cue Negative reaction Ignoring resident request
14 Nursing staff Engaged in choice Negative reaction Ignoring resident request

Undefined 15 Resident - - Interference
16 Nursing staff With cue No reaction -
17 Nursing staff With cue Negative reaction Alternative suggestion
18 Nursing staff With cue Negative reaction Neg. response to resident request
19 Nursing staff Engaged in choice No reaction -
20 Nursing staff Engaged in choice Negative reaction Alternative suggestion
21 Nursing staff Engaged in choice Negative reaction Neg. response to resident request
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