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TAGGEDPA B S T R A C T

Sometimes care is provided to a cognitively impaired person against the person’s will, referred to as involun-
tary treatment. We developed the PRITAH intervention, aimed at prevention and reduction of involuntary
treatment at home. PRITAH consists of a policy discouraging involuntary treatment, workshops, coaching by
a specialized nurse and alternative interventions. A feasibility study was conducted including 30 professional
caregivers. Feasibility was assessed by attendance lists (reach), a logbook (dose delivered and fidelity), evalu-
ation questionnaires and focus group interviews (dose received, satisfaction & barriers). The workshops and
coach were positively evaluated and the average attendance rate was 73%. Participants gained more aware-
ness and knowledge and received practical tips and advice to prevent involuntary treatment. Implementa-
tion of the intervention was feasible with minor deviations from protocol. Recommendations for
improvement included more emphasis on involvement of family caregivers and general practitioners and
development of an extensive guideline to comply with the policy.
© 2020 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license.
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TaggedH1Introduction TaggedEnd

TaggedPMost older people prefer to live at home as long as possible, which
is also supported by the “aging in place” government policy in many
countries. Due to this, an increasing number of people with cognitive
impairment require support from family caregivers and professional
home care.1 The care for people with cognitive impairments is often
experienced as challenging.2 People with cognitive impairments can
experience difficulties in understanding what they are being asked,
requests might not match their preferences and they sometimes
struggle with (verbally) expressing their wishes and needs.3 Almost
70% of family caregivers experience their caregiving situation as
stressful, especially when the care recipient is resistant to assistance
with activities of daily living (ADL).4,5 People with cognitive
impairment may experience the care provided by the caregiver as
unnecessary or undesirable, which may be expressed by behaviors
such as resisting the efforts of a caregiver or preventing the caregiver
to perform or assist with ADL such as bathing, dressing and toileting.6

This can lead to stress, agitation and aggression for both the care
recipient and the caregiver,7 and places the caregiver in a complex
dilemma. Should the caregiver force hygiene or respect the person’s
autonomy to refuse care? It is difficult for caregivers to find a balance
in providing quality care and safety, while accepting the person’s
autonomy.8 Distressed by these complex situations, caregivers often
feel the necessity to find an immediate solution, which can lead to
care provided without the consent of the client and/or to which the
client resists; this is referred to in the literature as restraints,9 coer-
cive care,10 resistiveness to care6,11 and involuntary treatment.8,12,13

In this study, we use the term involuntary treatment that is com-
monly used in home care12 and includes the use of physical
restraints,14 psychotropic medication and non-consensual care.8,12,13

Previous studies indicated that 25% to 51% of people with cognitive
impairment living in the Netherlands and Belgium receive at least
one type of involuntary treatment.9,12,13 Non-consensual care is the
most common type of involuntary treatment (73�79%), followed by
psychotropic medication (41�43%) and physical restraints
(7�38%).12,13 Common reasons for the use of involuntary treatment
are preserving safety (e.g. preventing falls or wandering), managing
aggressive behavior15,16 or lack of awareness of alternative
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interventions.17 In addition, involuntary treatment can be used to pro-
vide caregivers respite and to extend the time someone can live at
home.9 However, various studies concluded that the use of these invol-
untary treatmentmeasures are often ineffective and can even be unsafe
and harmful.18,19 Physical restraints are associated with several physi-
cal, psychological and social consequences including incontinence,
pressure ulcers, depression, aggression and discomfort.20,21 Psychotro-
pic medication are often prescribed to older people to inhibit behav-
ioral symptoms, although the intended effects of these medications
have not been supported and the use of these medications are often
associated with adverse effects including drowsiness, dizziness,
ataxia and impaired psychomotor functioning.22 Non-consensual
care includes the use of force or coercive measures, which may cause
feelings of distress, humiliation, fear, aggression or agitation for the
care recipient, as well as the caregiver.23 In addition, the use of invol-
untary treatment contradicts the basic principle of caregiving: pro-
viding care based on the patient’s consent24 and is in conflict with
the values of person-centered care, which focuses on the individual’s
needs and providing high-quality interpersonal care that implies rec-
ognition, respect and trust.25 A multidisciplinary approach is needed
to support professional and family caregivers in finding alternative
interventions to these measures. TaggedEnd

TaggedPWe developed the PRITAH intervention (Prevention and Reduction
of Involuntary Treatment At Home), a multidisciplinary approach that
TaggedEnd TaggedFigure

Fig. 1. Overview
aims to support both professional and family caregivers by providing
them with knowledge and tools to prevent and reduce involuntary
treatment at home. The intervention consists of four main compo-
nents: 1) implementation of a policy within the home care organiza-
tion that discourages involuntary treatment use, 2) an information
meeting and three 2.5-hour workshops for professional caregivers
including practical assignments and discussion of case studies, 3) con-
sultation by a specialized nurse during the workshop and coaching on
the job and 4) availability of alternative interventions. This study aims
to assess the feasibility of the PRITAH intervention using Saunders’
process evaluation framework.26 This framework provides a compre-
hensive and systematic approach for developing a process-evaluation
plan. Process indicators used within this framework include dose
delivered, fidelity, dose received, satisfaction, reach and barriers.TaggedEnd
TaggedH1Materials and methods TaggedEnd

TaggedH2Design TaggedEnd

TaggedPAn exploratory mixed method study was performed including
qualitative and quantitative measures. The study was conducted
between October 2018 and January 2019. Fig. 1 provides an overview
of the study. TaggedEnd
of the study. TaggedEnd
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TaggedH2Setting TaggedEnd

TaggedPThe study was conducted within a large healthcare organization
in the South of the Netherlands, providing among others nursing
services, domestic support and personal guidance for people with
dementia (PwD). The organization is divided into district teams,
including a district nurse (a bachelor educated registered nurse,
supervisor of the district team), registered nurses with a bachelor’s
degree in nursing, licensed vocational nurses and certified nursing
assistants. This district team supports clients in ADL such as toileting,
dressing and bathing. The district nurse is responsible for performing
the formal needs assessment, taking into account the client’s care
needs and opportunities for self-reliance.27 Domestic workers sup-
port clients in performing household tasks and instrumental activi-
ties of daily living (iADL) such as house cleaning, laundry and grocery
shopping. A dementia case manager is a professional, often with a
nursing background, who provides personal guidance for PwD and
their family caregivers and whose tasks include support during the
diagnostic phase and coordination of care.28 TaggedEnd

TaggedH2Participants TaggedEnd

TaggedPFor the current study, we aimed to include a total of 30 profes-
sional caregivers. Professional caregivers were eligible if they 1) were
employed at the start of the study and 2) if they provide care for peo-
ple with a cognitive impairment living at home. First of all, two dis-
trict nurse teams were selected by the participating home care
organization. A district team usually comprises about 10 professional
caregivers, including a district nurse, registered nurses with a bache-
lor’s degree in nursing, licensed vocational nurses and certified nurs-
ing assistants. In addition, we included dementia case managers and
domestic workers who were involved in the care for clients with a
cognitive impairment within the participating districts until 30 pro-
fessional caregivers were included. TaggedEnd

TaggedH2Workshop provider TaggedEnd

TaggedPThe workshops and consultation sessions were provided by a spe-
cialized nurse (a bachelor educated registered nurse), who had over
20 years of experience in elder care and providing education regard-
ing involuntary treatment. An instructor’s manual was developed
with a detailed description of the themes (and time indications) for
the workshops. The role of the specialized nurse and suggestions for
improvement were discussed in process evaluation meetings
between the workshop provider and the principal researcher (AM)
after each workshop. TaggedEnd

TaggedH2Design of the PRITAH intervention TaggedEnd

TaggedPThe PRITAH intervention was developed using the Medical
Research Committee (MRC) Framework.29 The MRC framework
describes four phases for developing and evaluating complex inter-
ventions: 1) development, 2) feasibility and piloting, 3) evaluation
and 4) implementation. Empirical and theoretical data from previous
studies and input from an expert group were used to further refine
the intervention.8,12,13,30,31 The expert group consists of professional
caregivers, policy makers, a care advisor, the manager of a nursing
home facility and the manager of the participating dementia case
managers. EXBELT, an effective intervention to prevent and decrease
physical restraints in nursing homes was used as the basis for the
PRITAH intervention.32,33 The main components of the intervention
are policy, education, coaching-on-the-job, and alternatives. TaggedEnd

TaggedPThe policy discouraged the use of involuntary treatment and
underscored the importance of person-centered care and individual-
ized alternative interventions. The expert group developed the main
content of a policy template, which was then tailored by the home
care organizations’ management team to their specific context. This
policy was communicated to all participants and general practi-
tioners (GPs) via an information letter. The policy was further
explained during the workshops. The educational component con-
sists of three 2.5-hour workshops, facilitated by a specialized nurse.
The workshops aimed to increase participants’ awareness regarding
involuntary treatment use and provided them with the knowledge
and tools to prevent or decrease these measures. The specialized
nurse also provided guidance on how to prevent involuntary treat-
ment during 30-minute consultation sessions in which participants
discussed case studies. In addition, the specialized nurse was avail-
able for coaching-on-the-job if participants needed advice. Finally,
alternative interventions were discussed during the consultation
sessions and participants received a comprehensive list of alterna-
tives and a link to a website with an overview of alternatives to invol-
untary treatment. TaggedEnd

TaggedPThe intervention was further refined to match home care practice.
First, the role of the family caregivers and GPs was emphasized in
preventing and/or reducing involuntary treatment since the former
are most likely to request/apply and the latter are most likely to rec-
ommend involuntary treatments.8,12,13 Second, we matched the con-
tent of the workshops with the different roles and responsibilities of
the participants. Finally, the implications of the Care and Compulsion
Act, which went into effect in the Netherlands on January 2020, were
discussed during the workshops. This act aims to protect people with
intellectual disabilities or a psychogeriatric disease (such as demen-
tia) from involuntary treatment by providing criteria for the use of
involuntary treatment and its documentation in the client’s care
plan. A detailed description of the content of the PRITAH intervention
can be found in table 1.TaggedEnd

TaggedH1Measures TaggedEnd

TaggedH2Background characteristics TaggedEnd

TaggedPCharacteristics of the professional caregivers were collected
including age, gender, level of education, current role, years of work-
ing experience in elder care and home care, amount of hours provid-
ing home care per week and experienced burden in their jobs (“How
stressful do you find your job?”, rated on a 10-point scale ranging
from 0 (not stressful at all) to 10 (very stressful)). TaggedEnd

TaggedH2Process indicators TaggedEnd

TaggedPWe collected data on several process indicators from Saunders’
framework, including dose delivered, fidelity, dose received, satisfac-
tion, reach and barriers.26 Table 2 provides an overview of the pro-
cess indicators and instruments used. TaggedEnd

TaggedPDose delivered, fidelity and dose received were continuously
monitored by keeping a logbook by the principal researcher (AM).
Dose delivered was considered complete if 1) the upcoming policy
change was communicated to all participants, including GPs and fam-
ily caregivers, 2) the information meeting and three workshops were
organized for the participants, 3) the consultation sessions with the
specialized nurse were organized and the specialized nurse was
available for coaching, and 4) alternative interventions were collected
and discussed during the workshops and consultation sessions. To
ensure fidelity of the workshops and consultation sessions an instruc-
tor’s manual was developed with a time schedule and detailed
description of all topics that should be addressed. Dose received was
assessed by completion of the practical assignments, usefulness of
the content of the workshops in daily practice and the number of
requested consultations with the specialized nurse. Participants’ sat-
isfaction was assessed by evaluation questionnaires and a focus



TaggedEndTable 1
Content of the PRITAH intervention program.

Policy The policy included information regarding:- the importance of a policy regarding involuntary treatment use at home TaggedEnd
- a definition of involuntary treatment, consisting of physical restraints, psychotropic medication and non-consensual careTaggedEnd
- the vision and mission of the home care organization TaggedEnd
- preconditions to the policy such as creating awareness, a multidisciplinary approach, communication with GPs and family care-

givers and providing alternatives TaggedEnd
Education Workshop 1: Increasing knowledge and awareness

- Discussing statements about involuntary treatment, such as “freedom of persons with dementia (PwD) is more important than
safety of PwD”TaggedEnd

- Explaining the home care organization’s policy regarding involuntary treatment TaggedEnd
- Providing an overview of the current literature on involuntary treatment use, such as prevalence, risk factors and consequences of

involuntary treatment TaggedEndWorkshop 2: Conducting a problem analysis and communicating with stakeholders
- Tips and tricks on how to communicate with people with cognitive impairment and their family caregivers TaggedEnd
- Role play to practice communicating with different stakeholders TaggedEnd
- Using a 6-step plan to conduct a problem analysis that aims to stimulate critical appraisal of the cause, risks and effects of involun-

tary treatment and to recommend alternatives to involuntary treatment. TaggedEndThe problem analysis included the following steps:

STEP 1: Identify the problem or risky behavior TaggedEnd

STEP 2: Identify the cause of the problem TaggedEnd

STEP 3: Estimate the risks and consequences TaggedEnd

STEP 4: Describe your aim(s): what do you want to achieve? TaggedEnd

STEP 5: Find the best possible solution or alternative (least restrictive, most effective, most person-centered) TaggedEnd

STEP 6: Evaluate the effects of the solution or alternative TaggedEndWorkshop 3: Reporting and evaluating involuntary treatment
- Case studies to practice with finding possible alternatives TaggedEnd
- Development and adjustment of clients’ individualized care plans with regards to involuntary treatment TaggedEnd

Practical assignmentsBetween each of the workshops participants’ had to perform a practical assignment by evaluating cases in
their own practice based on the content presented at each workshop (case study). Practical assignment 1: Describe one experience
you had with a client involving involuntary treatment

- Describe the specific contextTaggedEnd
- (e.g. client characteristics, living situation) TaggedEnd
- Describe the behaviors or risks that occurred TaggedEnd
- (e.g. resistiveness to care, aggressive behavior, miscommunication, safety issues) TaggedEnd
- Describe the effects the use of involuntary treatment had or could have had on the client, the professional caregiver and the family

caregiver TaggedEndPractical assignment 2: conduct a problem analysisParticipants had to apply the 6-step plan on one of their own case
studies.

Consultation and coaching on the job Consultation
30-minute consultation sessions were part of the second and third workshop, in which participants’ cases were discussed and par-
ticipants exchanged their experiences.
The specialized nurse provided guidance on how to prevent involuntary treatment
Coaching on the job
In addition, the district nurse and specialized nurse were available for consultation if participants needed advice or had any ques-
tions regarding involuntary treatment.
The district nurse was the first point of contact who would communicate to the specialized nurse during consultation sessions.

Alternative interventions Alternative interventions were discussed during the consultation sessions.
A comprehensive list of alternatives and a link to a website with an overview of possible alternatives were provided and discussed.
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group interview. The evaluation questionnaires included statements
which could be rated on a 5-point Likert scale (ranging from totally
disagree (1) to totally agree (5)), and open-ended questions regarding
the strengths and weaknesses of the workshops and suggestions for
improvement. Participants were asked to what extent they were sat-
isfied with the expertise and teaching skills of the workshop pro-
vider, whether they had acquired new knowledge and tools to
prevent involuntary treatment and whether they would recommend
the intervention to colleagues. Reach was measured using atten-
dance lists for the workshops and consultation meetings, maintained
by the principal researcher (AM).TaggedEnd

TaggedPFinally, barriers were assessed by means of evaluation question-
naires, a focus group interview and evaluation meetings between the
specialized nurse and principal researcher. TaggedEnd

TaggedH2Focus group interviews TaggedEnd

TaggedPOne focus group interview was planned with domestic workers
since they only attended the first workshop, and one with the other
participants. Participation in the focus group interviews was on a
voluntary basis, with a minimum amount of two domestic workers
for the first focus group and at least two nurse assistant(s), one (dis-
trict) nurse and one dementia case manager for the second focus
group. Alongside the principal researcher, VM was present during
the focus group interviews to support the discussion and make field
notes. During the focus groups interviews, the experiences of the pro-
fessional caregivers with the intervention were discussed. Data from
open-ended questions in the evaluation questionnaires were summa-
rized by the principal researcher (AM) and formed the basis for the
topic list for the focus group interviews. These topics included 1)
communication regarding the policy change, 2) content and organi-
zation of the workshops, 3) practical assignment(s), 4) experiences
with involuntary treatment, and 5) role and involvement of the dif-
ferent stakeholders (both professional and family caregivers). Ques-
tions were for example whether participants felt supported by their
colleagues and organization in adhering to the new policy regarding
involuntary treatment, what participants thought about the multidis-
ciplinary approach of the workshops and to what extent the practical
assignments contributed to (more) awareness regarding involuntary
treatment use. TaggedEnd



TaggedEndTable 2
Measurement instruments.

Component Measurement instrument

Operationalization AL L Q M FI

Dose delivered X X
Extent to which all components are
actually delivered to the participants

Fidelity X X
Extent to which the intervention was
implemented as planned

Dose received X X X X
Extent to which participants interacted,
were receptive to, or used materials or
recommended resources

Participants’ satisfaction X X
Satisfaction of the participants regarding
the intervention program

Reach X
Proportion of the intended target popula-
tion who participated and attended the
workshops

Barriers
Problems encountered during implemen-
tation of the intervention

X X X

AL, attendance list; L, logbook; Q, evaluation questionnaire; M, evaluation meetings
between workshop provider and principal researcher; FI, focus group interview.

TaggedEndTable 3
Background characteristics of the participants.

Group 1 Group 2 Total

Participants (n) 13 15 28
Age (years, SD) 50 (9.1) 48 (7.4) 49 (8.2)
Female (%) 100 100 100
Working experience (years, SD)

Elderly care 17 (9.2) 18 (8.8) 17 (8.8)
Home care setting 13 (6.7) 13 (5.6) 13 (6.1)

Working hours per week (mean, SD) 24 (6.4) 21 (4.8) 23 (5.9)
Experienced caregiver burdena 5.4 (2.6) 5.4 (1.8) 5.4 (2.2)
Current function

Manager domestic workers 1 0 1
Domestic workers 2 4 6
Certified nursing assistants 3 2 5
Licensed vocational nurses 4 5 9
Registered nurses (bachelor) 1 1 2
District nurses 1 1 2
Dementia case managers 1 2 3

a Scores range from 1�10, with a higher score indicating higher experienced care-
giver burden.
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TaggedH2Data analyses TaggedEnd

TaggedPQuantitative data was analyzed using SPSS version 25 (SPSS, Inc,
Chicago, IL). Descriptive statistics were used to analyze quantitative
data from the evaluation questionnaires and background characteris-
tics of the participants. The focus group interviews were audio-taped
and transcribed by the principal researcher (AM). An iterative process
was conducted and transcripts were analyzed multiple times to find
emerging themes. A codebook was created via conventional content
analyses, in which the data were coded into themes deriving straight
from the data at hand instead of using preconceived categories.34

These themes were then discussed with a second assessor (MB). A
summary was written presenting the most important information
per theme for each topic.TaggedEnd

TaggedH2Ethical considerations TaggedEnd

TaggedPThe design and protocol for this pilot study were reviewed and
approved by the Medical Ethics Committee of Zuyderland Hospital
(Z20180101) in August 2018. The management of the home care
organization provided permission to conduct the feasibility study.
Before the start of the intervention an information meeting was orga-
nized by the principal researcher to inform all professional caregivers
about the study. All participants received an information letter and
signed an informed consent. TaggedEnd

TaggedH1Results TaggedEnd

TaggedH2Participants TaggedEnd

TaggedPTwo district teams including 2 district nurses, 3 registered nurses,
5 certified nursing assistants and 9 licensed vocational nurses were
approached to participate in this study. Of these, all 19 agreed to par-
ticipate. They provide home care for about 140 clients, of which 24
persons with cognitive impairments. In addition, all dementia case
managers (n = 4) and seven domestic workers (including their man-
ager) were invited to participate and provided informed consent,
leading to a total of 30 professional caregivers. One registered nurse
dropped out before the start of the intervention due to pregnancy
leave and one dementia case manager did not attend any of the
workshops due to other obligations. Background characteristics of
the participants are shown in Table 3. No statistically significant dif-
ferences were found between background characteristics of partici-
pants in the two groups. TaggedEnd
TaggedH2Process indicators TaggedEnd

TaggedPDose delivered and fidelity TaggedEnd
TaggedPAll four components (policy, education, coaching, and alterna-

tives) of the PRITAH intervention were delivered. The evaluation
questionnaires and focus group interviews indicated that the policy
change was communicated to the participants during the information
meeting, workshops and via an information letter. However, it devi-
ated from protocol because the letter was not signed by the organiza-
tion’s management. GPs were informed by an information letter sent
to their work address. The family caregivers were not informed
because due to privacy issues we could not receive their contact
details and the professional caregivers were not instructed to inform
the family caregivers themselves. The logbook revealed that all
themes described in the instructor’s manual were addressed during
the workshops. However, some themes took a bit shorter (partici-
pants introducing themselves, explanation of the policy change) or
longer (discussing statements) than expected. Alternative interven-
tions were discussed using case studies during workshop 3. Finally,
notes taken during the consultation sessions indicated that consulta-
tion and coaching was available. Overall, 2.5 h was sufficient for each
workshop, although the last consultation session (workshop 3) took
50 min instead of 30 min in one team. We aimed to deliver the work-
shops in a period of 7 weeks, with 3 weeks between each workshop.
For workshop 3 we received many cancellations due to illness and
short staffing and it was rescheduled for both teams, leading to a
time span of 7 weeks between workshops 2 and 3.TaggedEnd
TaggedPDose received TaggedEnd
TaggedPDuring the first consultation session 15 of 16 attendees handed in

their practical assignment, at the second consultation session 5 of 12
attendees did so. On average it took participants about 20 min to
complete the practical assignment. Common cases discussed in the
practical assignments included resistiveness to care when assisting
clients with ADL (e.g. bathing, dressing), issues with medication such
as hiding or taking away medication (for example in a locker) or
forced administration of medication, and the risk of wandering and
locking a door. The specialized nurse was consulted two times for



TaggedEndTable 4
Overview of participants’ attendance at the workshops.

Workshop 1 Workshop 2 Workshop 3

Team 1 13/14 (93%) 7/11 (64%) 6/11 (55%)
Manager domestic workers 1/1 N/A N/A
Domestic workers 2/2 N/A N/A
Certified nursing assistants 3/3 1/3 1/3
Licensed vocational nurses 4/4 4/4 3/4
Registered nurses (bachelor) 1/1 1/1 0/1
District nurses 1/1 0/1 1/1
Dementia case managers 1/2 1/2 1/2
Team 2 15/16 (94%) 10/12 (83%) 6/12 (50%)
Domestic workers 4/4 � �
Certified nursing assistants 2/2 2/2 1/2
Licensed vocational nurses 5/5 4/5 3/5
Registered nurses (bachelor) 1/2 1/2 0/2
District nurses 1/1 1/1 1/1
Dementia case managers 2/2 2/2 1/2
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advice regarding resistiveness to care. Alterative interventions that
were discussed in order to avoid involuntary treatment included a
GPS tracking system, music and alternative ways of providing
hygiene (e.g. washing without water). Although the key message of
the new policy was clear (‘prevention and reduction of involuntary
treatment’), participants found it difficult to translate this to daily
practice; it was unclear what was expected of them when they face
situations with a risk of involuntary treatment or when different
stakeholders have different opinions. Participants indicated that the
content of the workshops were suitable for implementation in daily
practice: they learned about the risk factors for involuntary treat-
ment and were more aware of the consequences of involuntary treat-
ment use. Participants received practical tips and skills how to start a
dialog with PwD and other stakeholders, can apply a problem analy-
sis to gain more insight into PwD’s behavior and needs, and know
how and where to search for alternative interventions. Finally, partic-
ipants indicated that involuntary treatment is now more often dis-
cussed with colleagues during team meetings. Some professional
caregivers informed family caregivers about the new policy to stress
the importance of prevention of involuntary treatment. TaggedEnd

TaggedPParticipants’ satisfaction TaggedEnd
TaggedPOverall, the workshops and workshop provider were positively

evaluated with an average score of 8.1 and 8.7 out of 10 respectively.
All participants would recommend the workshops to colleagues, the
content was considered of added value because the topics discussed
were interesting, it increased their awareness regarding involuntary
treatment use and provided new insights into its risk factors and
effects of involuntary treatment. The workshops also offered the
opportunity to discuss this topic in a multidisciplinary setting and
learn from each other’s experiences. Participants appreciated the
advice and practical tips they received and could use it in their daily
work, including the 6-step plan to conduct a problem analysis and
the list of alternatives. The consultation sessions and practical assign-
ments led to more awareness of involuntary treatment use, stimu-
lated them to critically think about involuntary treatment use among
their own clients and was a positive way of putting their knowledge
into practice. Suggestions for improvement included adding (more)
video material with practical examples, more assignments during
workshops 1 and 2, and a more multidisciplinary approach, for exam-
ple by inviting GPs and family caregivers as well. Finally, participants
would prefer domestic workers to attend all workshops, which was
also indicated by the domestic workers themselves. TaggedEnd

TaggedPReach TaggedEnd
TaggedPAll eligible participants (n = 30) provided informed consent to par-

ticipate in the study. The overall attendance rate for the first work-
shop was 93%, 70% for workshop 2 and 52% for workshop 3. More
information regarding attendance per team can be found in Table 4.
All domestic workers (n = 7) participated in workshop 1. Of all partic-
ipants, 48% attended all three workshops, 82% attended at least 2
workshops, 2 attended only one workshop and 2 did not attend any
workshop. Reasons for absence were mainly illness and work-related
activities (e.g. client visit, multidisciplinary meeting). The evaluation
questionnaires were filled in by all attendees after workshop 1 and 2
(n = 28 and n = 15 respectively). The evaluation questionnaire after
workshop 3 was completed by 10 of the 12 attendees. Two focus
group interviews were held: one focus group with two domestic
workers and the second focus group with two district nurses, one
dementia case manager and three licensed vocational nurses. TaggedEnd

TaggedPBarriers TaggedEnd
TaggedPSeveral barriers were identified. First, for participants it was

unclear how they could implement the new policy regarding invol-
untary treatment use in their daily work. They voiced their
preference for more guidance while retaining their flexibility in the
decision-making process. Second, it was difficult to offer the same
workshop for all different disciplines because they have different
education levels, roles and responsibilities. Some of the domestic
workers mentioned that the content of workshop 1 could be more in
line with their care tasks and less focused on nursing-related tasks. In
addition, it was difficult to have the same group of participants at
workshops 1, 2, and 3. Some participants of team 1 joined team 2,
and vice versa, because it better fit their work schedule. Finally,
although workshop 3 was rescheduled, the attendance rate was low
(52%). In case of absence, participants missed the knowledge and
explanation for the practical assignment they had to prepare for the
following workshop. TaggedEnd

TaggedH2Recommendations for improvement TaggedEnd

TaggedPThere was no formal announcement from the organization’s man-
agement indicating when the policy would go into effect, which led
to confusion among the participants as to what was expected of
them. Participants expressed the need for a guideline or checklist to
guide them what to do if involuntary treatment cannot be (easily)
prevented and where, how and what to document in the client’s care
plan in case of involuntary treatment use. They also need more advice
and tools on how to start a conversation with family caregivers about
involuntary treatment use, since family caregivers often feel bur-
dened and it can be a difficult and emotional topic to discuss. In case
the family caregiver does not live together with the client, the profes-
sional caregivers do not often have the opportunity to meet with the
family caregiver. For these family caregivers, it may be necessary to
organize information meetings to inform them about (prevention of)
involuntary treatment use. Finally, to increase reach, online work-
shops or a web-based webinar could be considered. TaggedEnd

TaggedH1Discussion TaggedEnd

TaggedPThis study indicated that the four components of the PRITAH
intervention (policy, workshops, coaching and consultation, and
alternatives) can be implemented in home care practice. Delivery of
the four components was high: professional caregivers were
informed of the policy, three workshops were provided, the special-
ized nurse was available as a coach and provided assistance during
the consultation sessions, and the use of alternatives to prevent
involuntary treatment were discussed throughout the intervention.
Results showed that involuntary treatment was more often discussed
during team meetings and with colleagues, participants practiced
with applying their (new) knowledge and skills on one of their clients
during practical assignments, and some participants consulted the



TaggedEnd542 A.M.H.J. Mengelers et al. / Geriatric Nursing 41 (2020) 536�543
specialized nurse for more advice regarding dealing with resistive-
ness to care. Also, alternatives for involuntary treatment were dis-
cussed and participants were informed on the organization’s policy
towards involuntary treatment. Nevertheless, the intervention was
not fully implemented according to protocol and some barriers and
recommendations for improvement were identified: TaggedEnd

TaggedPFirst, it is important that the policy is announced by the organiza-
tion’s management before the start of the intervention, as previous
studies indicated that this creates an environment in which employ-
ees feel supported.33,35,36 Discussion of the organization’s practices
and guidelines concerning involuntary treatment by the manage-
ment and staff members makes them feel supported37 and can con-
tribute to the reduction or prevention of involuntary treatment. In
addition, this policy must be clearly translated into practice. For
example, it should require clear documentation of involuntary treat-
ment use, approval of the responsible nurse and an evaluation of its
effectiveness.38 TaggedEnd

TaggedPSecond, although the specialized nurse was present during the con-
sultation sessions and was available for individual coaching, only two
participants asked for advice. Embedding the available consultants in a
more proactive way would facilitate staff members in their decision
making regarding the use of alternative resources,39 for example by
assigning “champions” or “nurse change agents” to provide coaching-
on-the-job to the participants, next to the role of the specialized nurse
as a consultant.35,40�42 This “champion” could motivate and mentor
the professional caregivers by providing positive reinforcement for
documenting involuntary treatment or using alternative interventions,
supporting staff by integrating certain activities into routine care and
team meetings (e.g. multidisciplinary discussion about involuntary
treatment and alternatives).40 Within the PRITAH intervention the dis-
trict nurse could be assigned the role of “champion”, as the district
nurse is responsible for coordinating the care for their clients.TaggedEnd

TaggedPThird, discussion of case studies during the consultation sessions
was well-received, however this did not necessarily lead to the use of
alternatives in practice. Not all alternative interventions were imme-
diately available during this study. A list of possible alternatives was
provided however there is no limitative list of alternatives since they
should be individualized and discussed through multidisciplinary
consultation. When facing difficult dilemma’s in home care practice,
caregivers tend to focus on finding an immediate solution, but they
must critically reflect on these situations: is there a problem, and if
so, what is the cause of it? The intervention does not aim to provide
caregivers with alternatives but to provide knowledge and tools so
that caregivers themselves can critically analyze on the situation, and
then look for possible solutions.43 For the specialized nurse it would
be helpful to gain input from an independent group of professionals
in which they could discuss alternative interventions. In addition,
financing the use of alternative interventions is an important point:
the client and his/her family caregiver(s) are responsible for the pur-
chase of any alternatives or aids; the government or home care orga-
nization (often) do not reimburse these costs. Equipment costs can
be a barrier for the family caregivers, in contrast to nursing homes
where alternatives often are available from the organizations them-
selves.44 It needs to be further explored how burdensome these pos-
sible costs are for family caregivers. TaggedEnd

TaggedPFourth, although involuntary treatment is commonly used in
home care, some caregivers might not be aware that they provide
involuntary treatment.8 As a result, involuntary treatment is often
not discussed, while multidisciplinary discussion regarding this topic
can help to prevent the use of these measures.33,45 It is important
that caregivers know the risk factors associated with involuntary
treatment and that they can identify situations in which clients are at
risk for involuntary treatment use. For this reason, interventions
should focus on creating awareness: caregivers need to know what
involuntary treatment is and how to prevent it.8TaggedEnd
TaggedPIn addition, reach should be increased to create more impact on
professional caregivers’ daily practice. Other stakeholders such as GPs
and family caregivers should also be involved in this process: they
need to be informed, as family caregivers are often not aware of the
harmful physical and psychological effects of involuntary treatments
and regulations to prohibit or minimize involuntary treatment.46,47

Understanding the potential hazards of involuntary treatment, foster-
ing dialog between professional and family caregivers and supporting
them in the decision-making process about involuntary treatment are
therefore important components of the intervention. Previous studies
also stressed the importance of informing and involving the family
caregivers and other stakeholders to raise awareness.33,35TaggedEnd

TaggedPFinally, the district nurse has an important role in the establish-
ment of person-centered care plans. Supporting and motivating the
district nurse in evaluating residents’ personal preferences, using
appropriate communication techniques and facilitating participation
in care-related activities may help in preventing behavioral and psy-
chological symptoms of dementia such as aggression and agitation.42

It is critical to actively discussed person-centered care plans during
team meetings, since education itself is not sufficient to change the
behavior of professional caregivers.42,48,49 TaggedEnd

TaggedPThere are several limitations. The delivery and fidelity of the
implementation of the PRITAH intervention were mainly based on
data collected by the specialized nurse and/or the principal
researcher. No measurements were available to collect this data in
another way. Although the consultation sessions and available coach-
ing were evaluated positively, it was difficult to evaluate this more in
depth. This was mainly due to the fact that consultation and coaching
was not continued during the period after the workshops and we did
not collect data extensively after the workshops. However, the data
collected during this study provided useful suggestions to improve
the PRITAH intervention and its feasibility in daily practice. This study
also provided insight into the development and content of the four
components of the PRITAH intervention, which is needed to under-
stand the possible effects of an intervention. TaggedEnd

TaggedPIn the Netherlands the ‘Care and Coercion’ law has been developed
and went into effect in January 2020. This law aims to protect clients
with an intellectual disability or psychogeriatric disorder against invol-
untary treatment use. However, involuntary treatment use is not only
common in the Netherlands: other studies indicated that involuntary
treatment measures are common throughout Europe,50 Australia51

and the United States.51 A multidisciplinary approach in which all
stakeholders discuss whether alternative, voluntary interventions are
available is needed to prevent and reduce involuntary treatment use.
Many approaches have been developed internationally to prevent the
use of involuntary treatment measures, especially restraints.45,52

Future studies are needed to test the effectiveness of these approaches
as well as the PRITAH intervention and to provide more insight into
the mechanisms of impact and treatment fidelity.TaggedEnd
TaggedH1Conclusions TaggedEnd

TaggedPThis study indicated that the PRITAH intervention can be imple-
mented in professional home care, but also indicated some adjust-
ments to improve its feasibility. All components of the PRITAH
intervention, consisting of policy, education, coaching and consulta-
tion and alternatives, were delivered. Overall the intervention was
positively evaluated by the participants. Suggestions for improve-
ment included development of a clear policy and guideline regarding
involuntary treatment use, more emphasis on the role of GPs and
family caregivers and advice on how to include these stakeholders in
the prevention/reduction of involuntary treatment, and assigning a
pro-active coach who is responsible for guiding and consulting his/
her team. TaggedEnd
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